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Low-income women in an Oregon city of approximately 35,000 inhabitants have

limited access to prenatal care services during their pregnancies. The purpose of this study

was to uncover the impacts of several factors on the experiences of twenty-seven health

department clients with public health department prenatal care practitioners and with local

private obstetricians. Ethnographic interviews were conducted with the clients, two health

department practitioners, two local obstetricians, and one local direct-entry midwife. The

focal finding that emerged from the research was that the clients preferred the care of the

health department practitioners to that of obstetricians, even though the health department

providers could not deliver the women's babies.

The major impacts on the clients' experiences included fragmented service delivery

and availability, economic and social restrictions on prenatal care options, biomedical

constructs of a healthy pregnancy, and provider role constructions and attitudes towards

Medicaid recipients and uninsured pregnant women. Local physicians' mechanistic

philosophy, professional dominance and profit orientation afforded them a narrow

understanding of the needs and identities of low-income women. Local public health
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workers are less professionally autonomous than medical doctors but their service

orientation allowed them the potential to better serve low-income clients.

Based on the twenty-seven clients' perceptions of their care providers and the

services available to them, recommendations are made for more empowering,

comprehensive prenatal care services in this county. Recommended changes to the public

health system entail expanded funding for more appropriate programs and to establish

continuity of care for health department clients from pregnancy through the postpartum

period. The incorporation of direct-entry midwives into the prenatal and birthing care

options open to low-income women is also recommended. Senate Bill 1063, which creates

a process for direct-entry midwives to become state-licensed in order to be reimbursed by

the Office of Medical Assistance Programs for perinatal services, is considered in terms of

its implications for low-income women, the Oregon community of direct-entry midwives,

and the texture of Oregon reproductive health care.
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PREGNANCY, CLASS AND BIOMEDICAL POWER:
FACTORS INFLUENCING THE PRENATAL CARE EXPERiENCES

OF LOW-INCOME WOMEN IN AN OREGON COMMUNITY

CHAPT ER ONE

Low-Income Women andBiomedical Prenatal Care:

An Introduction

"Cultural processes" in the United States affect women differently than they do men

and they affect women with few material advantages differently than they do women with

abundant resources (Martin 1987:4). These social, economic, and political "processes" are

so numerous and intertwined, however, that it is sometimes hard to detect how they

influence people at the most basic levels. By exploring specific cultural and social

phenomena, cultural anthropologists can piece together the disempowering impacts of these

"processes" on individual lives and hopefully learn enough to suggest ways of making

change.

This thesis reflects my attempt to learn about what happens when twenty-seven

low-income women interact with the prenatal health care delivery system in an Oregon

community. All of these women are clients of the local public health department's prenatal

clinic. By listening to what these women have to say about the structure of the health care

system in this city and about the attitudes and roles of public health care givers and

privately-practicing obstetricians, we learn a bit more about how the larger system of

biomedicine in the United States affects the lives of individuals. Even more can be learned

about the structure of local prenatal care services by listening to what public and private

care providers have to say about their own and one anothers' roles, and about their feelings

towards low-income women. Local practitioners' viewpoints and activities, while

informed by local health care politics and resources, in turn reflect larger biomedical



philosophies that profoundly impact the experiences of their low-income women patients

and clients.

In this chapter, 1 first describe my research methods and their feminist orientation.

I then present several theoretical and historical bases for my analyses of the system-level

and micro level impacts on low-income women's prenatal care experiences.

Ethnographic Methods

The prenatal care community that was the focus of my work is comprised of several

"actors" as Leo Chavez terms the "socially, culturally, or economically defined

subgroups...in a given society" (Chavez 1986:345). Over a period of five months, from

November, 1992 through March, 1993 I conducted ethnographic interviews with three

groups of actors in this community: twenty-seven low-income women who were clients of

the prenatal clinic at the local branch of the county health department, the two prenatal care

practitioners at the clinic, and two local obstetrician-gynecologists who have contact with

this clinic and its clients. I also conducted two ethnographic interviews with a direct-entry

midwife' who practices in town. I will address my methods with each of these groups

separately. All informants names have been changed in this thesis in order to protect their

identities.

I secured an internship at the prenatal clinic in order to gain access to pregnant low-

income women2 to interview. I agreed to interview the clients individually and then to

write up my findings on various areas of interest to the clinic staff. I conducted these

interviews in lieu of the annual typed, one-page survey that the staff at the clinic usually

hands out to all of the prenatal clients who come in for care at the health department during

1 "Direct-entry" refers to midwives who receive their training through informal apprenticeships, formal
schooling, and/or other informal means outside the sphere of traditional biomedical nursing and obstetrical
training. "Direct-entry" midwives are also referred to as "lay" midwives. I use the former term when
referring to this midwife and her Oregon colleagues, who prefer this title over "lay," which imparts an
amateur status to a learned and serious profession.
2 use 'low-income' to refer to the women I interviewed in an attempt to identify them as people whose
economic status, in the context of the health care system, is a limiting factor in their access to services and
in the ways in which health care professionals view them.



3

a certain time period. The questionnaire that I constructed as an interview guide3

incorporated questions from this past survey with my own questions. I grouped the

questions into sections on general demographic information about the clients, general health

care information, and specific pregnancy-related information.

H. Russell Bernard says of the semi-structured interview: "It demonstrates that you

the interviewer] are fully in control of what you want from an interview but leaves both

you and your informant free to follow new leads" (1988:205). 1 followed the general

structure of my questionnaire during each interview and made brief notes as each woman

answered my questions.4 1 used the questionnaires as guides rather than as explicit

protocols for each interview for several reasons. First of all, my questions were mostly

open- but also closed-ended, meaning that I needed to be able to flexibly record my

informants' answers. The general demographic and health care questions entailed shorter

answers than the experience-based questions, which were open-ended and encouraged

expansion by the informants.

I could serve both the clinic staff and my client informants equally well with my

interview guide: the typed, organized "Questionnaire" reassured the staff that I was asking

their clients legitimate questions that the staff had approved, while my interviewing

technique of referring to the questionnaire while not being married to it assured the women

that I really did want to hear about their experiences. One client I interviewed, for instance,

brought her mother into the interview with her, and both women contributed in the

interview. Having the older woman's perspective on her 14 year-old daughter's

experiences with the health care system added a rich texture to both women's answers.

A final benefit of the semi-structured approach that I took with the clients was that

when it came time to write up my findings into a report for the health department, I had

3See Appendix for the final version of the questionnaire.
4Following each interview, I wrote my immediate reactions to the process of the interview and my
observations about the woman's manner, appearance, any children or partner or other person who
accompanied her, and our rapport. I later typed up my field notes based on these post-interview notes in a
journal.



concrete data to write about, as well as ethnographic material to base more qualitative

analyses on in that report, in other papers, and in this thesis.

I conducted the interviews in a small, windowless counseling room that often

remained vacant and was therefore ideal to accommodate an extra body at the health

department. I checked the daily prenatal appointment schedules ahead of time by either

calling in or checking the office appointment book on my own. I traveled to the health

department whenever I thought I would have a good chance of talking with a client or

clients. When I arrived at the clinic, I would let Carol and Diana,5 the prenatal care

practitioners, know that I had arrived. Diana and Carol would ask their clients during

appointments if the women would be interested in talking with "an OSU student" (as the

practitioners referred to me) about a few things and answering a few questions. None of

the women I approached refused to participate in the interviews. I did not tape record the

interviews with the prenatal clients, out of respect for the confidentiality agreement that I

signed in order to be an intern at the health department.

Given the institutional setting of my work at the clinic, I often wondered if the

twenty-seven women felt coerced into talking with me, yet another middle-class woman

with a clipboard. In the interviews, I tried my best to make the women as comfortable as

possible in the setting in which I had to work, often finding ways to make connections.

For instance, one woman, Rebekah, described to me her and her husband's attempts at

getting private health insurance, which were thwarted because of high premiums. I briefly

shared my similar frustrated attempts at affording health insurance, and although Rebekah

and I are different in some ways, such as our ages, marital status, pregnancy status, and

family financial background, we connected on this one level that made quite a difference in

her ease with me throughout the interview. Another informant, Cindy, recognized the

scent that I was wearing on the day I interviewed her as the same one used by a friend of

hers, and seemed to be at ease as we talked because of this familiarity.

Again, all names in this paper are pseudonyms to protect the identities of my informants.



5

At other times, no such affinity was developed or seemed possible with the women

I interviewed, but I learned that the circumstances informing this lack of rapport hold

important meanings for the ethnographer and should be incorporated into the final analysis.

Some women were apprehensive and uncomfortable during the interviews, and I attribute

this discomfort to several factors. Because I was interviewing them in the context of a

public institution, and not in contexts chosen by them, I suspect that some women may

have carried their roles as clients into the interviews which directly followed their prenatal

checkups. Also, differences in class and life experience between my informants and me

were sometimes obstacles to a fruitful interviewing relationship. My association with the

health care system, my identification with a university, my lack of children, and at times

my relative youth or my greater age seemed to make several women uncomfortable.

One example of an interview in which rapport was difficult to establish was with a

15-year-old woman named Rachel. Instead of talking to her in the counseling room, I

asked Rachel my questions in the smaller examining room where her prenatal checkup with

Diana was taking place. Diana told me just outside the open door to this room that I could

talk to Rachel in there while Diana was making a call to a doctor but to be aware of

Rachel's "bad" arm. Diana later told me that Rachel had been in a car accident, had injured

her arm, but had waited to go to a doctor for care because she did not have health insurance

or Medicaid coverage. When Rachel finally consulted a physician about her worsening arm

injury, she told Diana, he informed her that she would need surgery, which would cause

Rachel to "lose her baby." Rachel elected not to have this surgery, and according to Diana,

has been "walking around with clods of skin falling off her arm" ever since. Diana thought

that Rachel needed a skin graft.

Hearing this explanation for Rachel's arm injury after the interview made clear

Rachel's reluctance to answer my questions in any depth. When I walked into the exam

room, Rachel was sitting on the exam table with her "guardian's" two young children in

tow, and she had large, open, oozing sores on both arms. I sat on a stool much closer to



the ground than Rachel was. She was obviously in pain and answered my questions

abruptly. I sensed from her that she was tired of answering the questions of strangers

because she answered many of the experience-related questions with "I don't know" or

"They treat me fine here." In fact, the two children did much of the answering for her,

especially about Rachel's boyfriend, and she was uncomfortable with their candor but in

too much pain to object. I felt a bit mercenary in my role as an anthropologist in this

interview, and wondered, as Rachel seemed to be, who I thought I was to be invading her

space and privacy as I was doing by being in that room.

In my field notes for that day, I remarked that "There is no such thing as a

'successful' surveyee in terms of valuing a real talker over a quiet, sad, maybe angry

woman" and that Rachel's "vibes are just as important for me to notice as getting material

down on her survey form, maybe more so." Although I did not gather much quantifiable

information from Rachel and was not able to make her comfortable in the interview, I

learned that there is substantial intangible material that can be gathered in an interview

beyond verbal richness.

I conducted tape-recorded semi-structured interviews with the two practitioners at

the clinic: two with Carol and one with Diana. I interviewed Carol twice, for half an hour

each time, in one of the exam rooms at the health department. In the first interview, Carol

told me about he; training as a nurse practitioner and then about the various issues that she

felt were important in this community regarding prenatal care and low-income women. Our

second interview was more personal. She shared with me her impressions of the group of

local obstetricians and cleared up dangling issues from the first interview. Carol asked me

at one point to turn off the recorder and proceeded to give me a very helpful picture of the

obstetricians' personalities and philosophies about caring for low-income women.

Diana and I talked at her home for one hour. She gave me a colorful account of the

obstetrical community, the low-income clients at the health department, and how she sees
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the clinic's role in the community. Both practitioners were extremely helpful to me in their

interviews and around the clinic.

I interviewed Liz, a local direct-entry midwife, twice during the process of my

research. Both interviews, one in her car and one in her office, were taped and yielded a

wealth of information about the home birth perspective on prenatal and childbirth care. I

also spoke with midwives in a neighboring city on several occasions and attended quarterly

meetings of the Oregon Midwifery Council, the professional organization for direct-entry

midwives in Oregon. I was welcomed whole-heartedly by Liz and by her colleagues, who

were of tremendous help to me during my research.

My final ethnographic interviewing was done with two of the four privately-

practicing obstetricians in this city. I originally approached all four doctors but had no

success in setting up appointments with two of them. I sent letters of introduction to the

physicians in which I explained my thesis project and interview requests. I telephoned to

their offices about one week after I sent the letters and set up interview times with Drs.

Hanson and White.

I brought a structured list of questions with me to the offices of Dr. White and Dr.

Hanson, and both men expanded on their responses to my questions. I did not tape-record

the interviews for fear of jeopardizing the physicians' candor. Both physicians'

perceptions of the health care system and low-income pregnant women are valuable

additions to this thesis project and will be fully discussed in Chapter Three.

Feminist Research Methods

My research perspective is feminist in orientation. The goal of my work is to

present low-income pregnant women's experiences with biomedical prenatal care provision

from their subjective, unique perspectives. Another research goal has been to contextualize

the approaches and attitudes of specific health care providers towards low-income women

in the larger framework of the power relations of the biomedical community. Both goals

stem from my mission as feminist researcher to look at systems of power that impact
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women's lives by validating the micro level perspectives of a few of these women. Since

feminist research in the social sciences operates from an epistemological stance that differs

from and indeed calls into question quantitative research, it warrants explication to

supplement my methods description.

Feminist research in the social sciences is part of a larger "post-empirical crisis in

knowledge" (Nielsen 1990:7), in which scientific faith in reason and adherence to the

objective recording of natural and social events are questioned as the only ways to pure

knowledge. Interpretive (hermeneutic) and critical theory are recent responses to the

scientific method as epistemology: while the former retains a subject/object research

relationship in the search for meaning, the latter has as its purpose the "detecting and

unmasking.. .existing forms of beliefs that restrict or limit human freedom" via subjective

research methods (1990:9).

At the core of critical theory is the notion that all knowledge, values, beliefs, and

thus power, are socially constructed. Feminist critical theorists embrace this tenet in their

examinations of the intersections of institutional power and women's experiences.

Feminist researchers like Marcia Westkott note that for too long, "the patriarchal bias" of

science has methodologically yielded "an absence of concepts that tap women's experience,

the viewing of women as an unchanging essence independent of time and place,

and...limited ways of understanding human behavior" (1990:60).

Feminist research considers science in the social contexts in which people do

scientific research and use scientific knowledge. Many scientists and other people who

wear the mantle of science (such as physicians) may not use scientific methods in ethical,

accountable, or even correct fashions. The ability to conduct clinical trials and the ability to

benefit from scientific findings are privileges that doctors, especially and historically male

doctors, enjoy. While the use of reasonable scientific methods is not inherently

objectionable, then, the political-economic context of doing science, claiming an affiliation

with science, and the level of removal of the general public from science has facilitated the



misuse of science by obstetricians and by other physicians. These social figures are the

most powerful health care professionals in the current biomedical health care system

partially because of their privileged access to the mantle of science. Less powerful health

care professionals, as well as health care consumers, are on the margins of this power.

Standpoint theory is one feminist theoretical and practical perspective that works

towards uncovering the voices of women who are marginalized by patriarchal culture. This

epistemological approach recognizes power differentials and gives merit to the perspectives

of the powerless in a proactive way. This critical theory holds that those who have less

power in a society can potentially have a fuller sense of "social reality" (Nielsen 1990:10)

than individuals with more power. In order to survive as the less powerful, members of

the marginalized groups have to intimately know the rules, values, and behaviors of the

primary power holders as well as their own values, beliefs, and practices (Nielsen 1990:10;

Martin 1987: 190). African-Americans, for example, in order to function, succeed, protect

themselves and even resist in a society dominated by European-American world views,

must "be attuned" to white culture (Nielsen 1990:10). Likewise, it is to women's benefit to

understand the workings of patriarchal culture, because we, as a disempowered class of

people, will be better prepared to make social change if we know how men as a privileged

class think and act.

Feminist notions of standpoint apply in my community of study, in which public

health care providers and low-income women are off-center of the primary knowledge and

power of obstetricians. According to standpoint theory, the women and non-physician

care providers who are marginalized by private obstetrical power in this particular Oregon

community have the potential to see and react to the harmful effects of biomedical

hegemony. The fringe positions of the public health practitioners and prenatal clinic clients

give them unique perspectives on the activities and social power of the obstetricians, as

well as their own identities and experiences within this system of gendered power relations.
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The feminist standpoint approach proves useful in these analyses of the interactions and

identity constructions among the actors in my community of study.

The Development of Physicians' Power

The history of the development of biomedical (and specifically obstetrical) power in

the United States has presaged the tremendous impact that the health care system in general

and obstetrical power relations in particular have had on the ways that low-income women

experience prenatal care in this particular Oregon community. Standpoint theory shuffles

the roles of these women and their health care practitioners to illuminate the on-center

position of medical doctors, the marginalized position of public health professionals, and

the even less powerful position of low-income prenatal care seekers. The competitive,

free-market system of health care delivery in the United States nurtures this biomedical

professional hierarchy and encourages the translation of specialized knowledge about the

human body into these professionals' status as experts.

In this section, 1 discuss a few elements in the rise of physicians as a powerful class

of biomedical professionals: the advances of technology in the twentieth-century United

States, the tendency towards increased specialized training in medical schools, and the

subordination of the public health sector by the private health sector. I end by considering

the changes in medical practice wrought by the development of health maintenance

organizations.

Obstetricians are only recently the principal birth attendants in the United States,

where midwives were the primary "baby-catchers" until the early twentieth century. It is

only with the oncoming of industrialized, male-generated capitalist society in this country

that obstetricians have supplanted midwives as the most common, most socially acceptable

birth attendants (McIntosh 1989:483-7).
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The term "biomedicine" refers to dominant medical practices that merge objective

science with caring for and curing the human body. Fritjof Capra notes that the scientific

nature of modem European and American discourses on health and illness inextricably link

the concept of the body as a "machine that can be analyzed in terms of its parts" with

Western healing practices. He also emphasizes the role of the physician as the mechanic

who "intervenesJ, either physically or chemically, to correct the malfunctioning of a

specific mechanism" (Capra 1982:123).

Indeed, the prime impetus for the growth of physicians' technological power was

mechanistic: the industrialization and urbanization of U.S. society at the turn of the

twentieth century (Starr 1982:18). With an increasingly industrial culture came

technological advances that not only made medical practice more scientific but also

distanced ordinary people from knowledge about their bodies. "The lessone could believe

'one's own eyes'," asserts Starr, "the more receptive one became to seeing the world

through the eyes of those who claimed specialized, technical knowledge, validated by

communities of their peers" (1982: 19). Even if medical claims "were not yet objectively

true.. .science worked even greater changes on the imagination than it worked on the

processes of disease" in the early years of the 1900s (1982:18).

Alongside of technological advances which were actively sought by the United

States populace, the streamlining of the medical profession into a cohesive bloc in the

twentieth century has also contributed to the "social" and "cultural authority" that Starr

attributes to physicians (1982:14). This consolidation has taken place in medical schools,

in professional organizations, and in political and legal spheres. I will limit my discussion

here to the development of medical schools, since that is where the seeds of biomedical

ideology are planted.

At the turn of the century, there were many medical schools in the United States

which varied widely in quality and content of offerings and were relatively inexpensive to

attend. Abraham Hexner's Bulletin Number Four, published in 1910 and more commonly
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known as the "Flexner Report," exposed the weaknesses of American medical schools.

Many of the strongest programs and a few of the mediocre ones stayed open and became

more demanding and exclusive, while the weaker programs were closed (Starr 1982:124).

As a result, medical schooling became more exclusive, more expensive, and thereby more

coveted by would-be doctors. This streamlining helped to establish biomedical practice as

a prestigious, elite profession that has had the public's continued blessing to monopolize

scientific knowledge about the human body (Capra 1982:160).

Current trends in physician training foreshadow increased specialization and sub-

specialization and a decreased ability to offer preventive general medical services which are

in great demand today. "Generalist" physicians (including family doctors, internists, and

pediatricians) make up only about 30% of all practicing physicians today (Kindig, et al.

1993:1069). During Ronald Reagan's presidency, "a competitive market approach to

health care" was stepped up as medical schools produced more and more specialty

physicians. This increase was not considered to be a problem among medical

professionals, who reasoned that the growing numbers of all types of physicians,

"generalists" and specialists, "would solve the continued problems of specialty imbalance

and geographic maldistribution" (Kindig, et al. 1993: 1069). The American Medical

Association and the Council on Graduate Medical Education have set a goal for the medical

profession: to increase the percentage of generalist physicians to 50% of all practicing

physicians. Kindig et al. calculate, however, that 100% of 1993 graduates from U.S.

medical schools would have to enter and stay in generalist practice for there to be 50%

generalist practitioners in 20 (1993:1072).

Physician specialization has become increasingly popular and lucrative in a health

care system that reflects the "entrepreneurial values of our culture" (Moore 1991:3). Apart

from a decrease in the numbers of medical doctors who know how and want to practice

primary health care, prevalent specialization means that physicians have increasingly limited

contact with and understanding of the health care needs of non-privately-insured people,
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such as the low-income women I interviewed. Few medical doctors accept Medicaid

reimbursement (Harvey and Faber 1993:35), and obstetricians often delegate prenatal care

for low-income women to less professionally powerful practitioners, such as public health

care professionals.

The growth of physicians' professional power in the United States has depended,

in part, on maintaining a superior status over the system of public health. In the 1800s,

before the discovery of bacteria, public health efforts to curb disease focused on cleaning

up the streets of crowded cities, under the assumption that where there was filth (and poor

people), there was disease. By the late 1890s, bacteriology, which explained that disease

spreads through pathogens, had developed and public health agencies leapt into the practice

of preventive medicine. With the consolidation of physicians' roles and power, though, it

has been clear from the earliest public health efforts that public health services exist to

support and supplement private physicians and to serve the undesirable classes of people

needing care (Starr 1982:181).

By the 1930s, public health's preventive and subordinant role was set. Public

health programs promoted the services of doctors, because pressure from private

practitioners and from the evolving insurance industry encouraged public health personnel

to diagnose and do preliminary exams only, and then to refer clients to doctors for complete

care (Starr 1982:189, 193). Physicians relegated public health to preventive care giving to

indigent members of the population and, therefore, to an inferior professional status. The

two prenatal care givers at the public health department in my community of study work

from this standpoint, as we shall see in Chapter Three.

Another arena in which physicians dominate as preferred health care givers is

managed health care. Health maintenance organizations (HMOs) and preferred provider

organizations (PPOs) are quickly becoming a popular vehicle for health care services

delivery. The two obstetricians I interviewed work for a managed care organization that is

in the process of becoming an HMO.
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HMOs are health care plans in which people enroll and pay an enrollment fee, in

exchange for receiving health care services from specified physicians who work with the

plans. These doctors are paid a set amount (a capitated payment) for each enrollee. HMOs

earn money by enrolling more members, instead of by increasing the number of services

that they provide. It is to the benefit of doctors who work for HMOs to provide more

preventive, less expensive services and to keep their patients healthy (Moore 199 1:1-5.

Doctors who work for some HMOs (staff and group HMOs) receive pre-payment only, but

a larger number of HMOS now are independent practice associations (IPAs) in which

physicians are paid fee-for-service (FFS) by the IPAs and may continue to take non-HMO,

FFS patients (1991:14). HMOs have the potential to change the way that Americans thinks

about health care, although they rely on the services of medical doctors almost exclusively.

Critical Medical AnthropoloRy

The changing nature of health services financing has produced a health care system

in which physicians are reimbursed in various ways for their work, as the previous

discussion on HMOs suggests. However, social scientists, policy makers, and health care

consumers must still examine the political implications of biomedical provider/patient

interactions. "Critical" medical anthropology seeks to analyze biomedical acts and

relationships in context of sociopolitical and economic "macrostructures" of Western

society (Singer 199ft 182), and so lends a crucial analytical perspective to my study of the

factors influencing low-income women's experiences with prenatal care.

Leo Chavez asserts that "access to health services is dependent upon factors which

are economically and politically determined," and "is not necessarily equally distributed

within a population" (Chavez i986:345. Although Chavez applies the political-economic

perspective to the circumstances of Mexican immigrants to the United States, his assertions

can be equally well applied to the situation of low-income women seeking prenatal care in

the United States. Only in critical medical anthropology does the scope of examination
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widen to allow this application. In this section, I discuss one theoretical concern of critical

medical anthropology, as well as possible applications of the subdiscipline in making

change in the health care system.

One concept which critical medical anthropologists apply to biomedical power

relations is consensual hegemony, as espoused by Antonio Gramsci in the early twentieth

century. I outline this theoretical concept briefly here because it applies to the ways that

Americans develop faith in biomedical health care services.

Gramsci (1891-1937) was a leader of the Italian Communist Party. He contributed

to a strain of Marxist doctrine that differed from Leninist Marxism. Antonio Gramsci

viewed capitalism as oppressive of the working class, but not so fragile and near collapse

as Lenin thought it was. Gramsci thought that the ruling class in a capitalistic society did

not merely dominate, but dominated by consent of the workers, who chose to invest the

powerful with their acceptance of and subordination to the bourgeoisi&s control over them.

Exploitation is a two-way street, in other words. Gramsci believed that a popular

revolution would come by a group of organizers winning the support of disgruntled

members of the working class and then inciting an overthrow of the power structure

quietly, from within the dominant political power structure (Pellicani 1981: 3-10).

More so than his ideas about popular revolution, however, Gramsci's conception of

the hegemonic workings of institutional power have set off an anthropological discourse on

social relations that especially applies to the "medical construction of social and social-

scientific understandings" (Singer 1990:183). Barry Smart views Michel Foucault's

conceptualization of ruling-class hegemony as more focused on "governmentalization" than

"consent" as a hegemonic vehicle, and as more concerned with "truth" and "power" than

with "ideology" as ruling class tools of domination (Smart, 1986:161).



16

Hegemony contributes to or constitutes a form of social cohesion not through
force or coercion, nor necessarily through consent, but most effectively by
way of practices, techniques, and methods which infiltrate minds and
bodies, cultural practices which cultivate behaviours and beliefs, tastes,
desires, and needs as seemingly naturally occurring qualities and
properties embodied in the psychic and physical reality (or 'truth') of the
human subject (1986:160).

The people who hold primary political, economic, and social power in Western society,

then, are so powerful because they somehow set standards of truth and material value that

the masses, or those without such power, feel compelled to follow.

The critical medical anthropological approach is often criticized for considering

biomedicine itself to be hegemonic, on the grounds that the medical profession is not

equivalent to, but is rather a part of, the dominant 'ruling class" in a capitalist society.

Nonetheless, biomedicine does contain elements of hegemony. The application of the

consensual ruling class/working class relationship extends beyond the political and

economic realm of Italian Marxism to the United States biomedical system of health care.

Paul Starr notes the hegemonic development of the "social and cultural authority" (Starr

1982:13) of U.S. physicians in the twentieth century, for example, which he says

"involves a surrender [of the peopiel of private judgment" to the medical community

(1982: 17).

Hegemony appears in medicine in varying degrees, according to specific

actualizations of hegemonic rule and consent (Csordas 1988:417-18). As Ronald

Frankenberg explains, people are not "forced" to seek biomedical treatment or to have faith

in it: "We consult them [physicians] because we already share their views, and even if we

desert them for alternative healers or self-help, we carry our shared culture alongside our

rejection" (Frankenberg 1988:328).

The American faith in technological expertise of biomedical professionals has

created a dominant/subordinate relationship between doctor and patient which embodies the

hegemonic aspects of the medical institution. This dependence is especially prominent

among low-income health care consumers who have fewer choices of providers than better-
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off people have. In the low-income patient/physician relationship, the doctor is a

"technocrat," the "owner and controller of knowledge" who "gains advantage" from "the

consumer's need or desire for a service or product" (J. Finkelstein 1990:14), much as in

the middle- or upper-class patient/physician relationship. The difference is that the

encounters that people with few financial resources have with medical professionals are

often marked by feelings of "poweilessness and dependency" "because of the doctors'

wealth and social status." The economic and social stigma that some health care

professionals apply to low-income people (Starr 1982:12) and other symptoms of

biomedical hegemony are further explored in Chapter Three as they appear in this particular

Oregon community.

Nancy Scheper-Hughes offers suggestions for critically-informed medical

anthropological practice. One of her propositions that the final analyses in this thesis

considers is that anthropology should develop a discourse on "unorthodox" healing and

healers in American society that leaves behind dualistic biomedical epistemology and

ideology (1990:193). The historical philosophy of direct-entry midwives qualifies them for

this type of anthropological attention.

Another of Scheper-Hughes' proposals for medical anthropologists seeking to "dis-

identify" themselves from validation of the medicalization of bodily events is to

"radicaliziel" biomedicine (1990:192). By radicalizing, Scheper-Hughes means that

medical "social spaces," which are currently "total institutions," should be opened up to

address the social origins of illness, medical power in particular and societal issues in

general (1990:194). This thesis reflects my hope for fundamental change in the class-based

biomedical construction of pregnancy and childbirth and my hope that non-mainstream,

marginalized prenatal and childbirth care offered by non-biomedically trained direct-entry

midwives can begin to serve the needs and paying capacities of women who are also

marginalized by an oppressive system of women's health care services.



Chapter Two introduces the twenty-seven low-income clients whom I interviewed

at the health department and then presents the difficulties that low-income women have in

accessing health resources and in maneuvering the Medicaid system. Chapter Three

compares and contrasts the approaches that public health nurses and obstetricians take to

low-income as women patients and clients. The vehicles of examination in this chapter are

ethnographic accounts by the women of their encounters with obstetricians and public

health personnel, and by the obstetricians and clinic practitioners of their perceptions of

low-income women as patients and clients. Finally, in Chapter Four I draw conclusions

and make recommendations for more holistic, empowering health services approaches to

pregnancy and prenatal care for low-income women.
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CHAFFER TWO

Low-Income Women and the Health Care System

The prenatal care experiences of low-income women in this Oregon community are

impacted by the structural workings of the biomedical health care system in the United

States. These processes include biomedical constructions of healthy pregnancy, the

fragmented nature of health service delivery, financial obstacles to prenatal care access, and

what health care providers call "personal" access "barriers" (Harvey and Faber 1993:33).

In this chapter,! first summarize my demographic findings from the interviews I conducted

with twenty-seven health department prenatal clients in this community, in order to orient

the reader to the life contexts of these women. I then explore the health care system-related

processes that impact low-income women's experiences with biomedical prenatal care.

These larger system impacts are the backdrop for the immediate, provider-related impacts

on these women's prenatal care expereiences that I present in the next chapter.

Summary of Demographic Findings

In this section, I introduce the twenty-seven women in a summary of the

questionnaire findings. The figures that I present are meant to give the reader a picture of

the clients' ethnicity, age, educational experience, marital status, parity and employment

status, rather than to show any statistical significance. These general facts about the

women will help to contextualize my analyses in Chapter Three of their specific experiences

with biomedical prenatal care practitioners in this community.

All but three of the health department clients I interviewed are monolingual English-

speaking women. These other three women are native Spanish speakers, two of whom

speak only Spanish.6 Interviewing non-English-speaking women, who comprise a fair

6 refer to the ethnicity of my client inlormants in terms of the languages that they speak in order to
emphasize language as a factor in the prenatal re experiences of these women. Other cultural differences



portion of the clinic's prenatal client base (one-third, according to a member of the clinic

staff), unfortunately proved to be difficult for several reasons. Although the Spanish

speakers were often scheduled on days I was to come in to do interviews, my inability to

converse in Spanish beyond an elementaiy level and the occasional absence of an

interpreter prohibited me from having detailed exchanges with many of these women.

Of the three monolingual Spanish-speaking clients whom I interviewed, one is

fluent in English and attended a university in Mexico before her move to Oregon. The

other two women are Mexican seasonal farm workers who do not speak English. A

volunteer at the health department who interprets and otherwise helps Spanish-speaking

clients graciously looked over the questions on my survey and gave me much of the basic

demographic information that she felt these two clients might be hesitant to give me. I then

interviewed both women with the help of a translator, but the interviews were not nearly as

rich as the other twenty-five because an ease of communication was missing. Latina

clients, especially those who are undocumented citizens, have experiences and needs that

differ so greatly from those of English-speaking women that the former group merits a

focused study of its own (see McArdie 1992). 1 regret that I cannot adequately reflect the

Spanish-speaking clients' voices in the present report.

The twenty-seven clients ranged in age from barely 14 to 33 years of age. While

this spectrum seems wide, only two of the women interviewed were older than 30. In fact,

the most common (modal) age among the women was 22, and the mean age was

approximately 21.5. Seven of my informants were 18 or younger. Because the systems of

Medicaid and biomedical prenatal care impact teenage pregnant women a bit differently than

older women, I make some distinctions between the two groups throughout this chapter.

The clients' ages often accompany their names throughout this thesis.

The completion of a U.S. high school education is often associated in the literature

on prenatal care access barriers with an increased likelihood that women will seek adequate

among these women exist, since the Spanish speakers are from different areas of Mexico and cultural
differences certainly exist among the European-American English speakers I interviewed.
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prenatal care (care started in the first trimester of pregnancy) (Brown 1989:73; Muller

1988:3; Lia-Hoagberg et ai., 1990). The range of educational experience in the U.S.

school system claimed by the clients I interviewed extends from having finished parts of

ninth and tenth grades to having completed two years of college. Of the twenty-seven

women interviewed in this study, one-third of them have completed twelfth grade. Fifty

percent of the older women (ages 19 to 33) were high school graduates, and 80% of these

clients began prenatal care in their first trimesters. The other half of this group did not

graduate from high school, and 70% of them came in for care in their first trimesters. For

the twenty older women, at least, graduation from high school did not seem to affect their

decisions to come in for prenatal care early in their pregnancies.

Of the two teen women old enough to have completed high school, one has

graduated and the other dropped out after three years of attendance. One of the Latina

clients attended a Mexican university (Dolores, 27), but the others have no U.S.-

comparable educational experience ((Olivia, 17 and Marta, 21). It is not known whether

Marta and Olivia received any education in Mexico, their country of origin.

Fifty percent of my informants in the 19-33 age group were married and living with

their husbands. Half of this 50% were on Medicaid, 40% were not, and 10% had private

insurance.

Almost half of the 19-33 age group were unmarried. Fifty-six percent of these

women were on Medicaid and 43% did not. Not surprisingly because of high premiums,

none of the single women had private insurance. Only one of my teen informants was

married.

Parity (the number of babies born to a woman) and gravidity (the number of

pregnancies a woman has had) have been cited elsewhere as an indicator of when women

begin prenatal care (Harvey and Faber 1993:33). As Figure 1 shows, most of my client

informants (70.3%) began care in their first trimesters of pregnancy. Among the older

clients, aged 19 to 33,75% of them began care in their first trimesters, 20% in their second
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and only 5% in their third trimesters. Sixty percent of the older women who began care at

the clinic in their first trimesters had never been pregnant before, while all of the older

women who started in their second trimesters have been pregnant at least once, and the one

woman who began care in her last trimester has been pregnant four times before.

None of the teen clients I interviewed, aged 14-18, had been pregnant before their

current pregnancies, and none was in her last trimester when she began care. Four

(57.1%) of these women began care in their first trimesters, and three (43%) started in their

second trimesters. However, according to Carol, a nurse practitioner who provides

prenatal care at the health department, many of her and her colleague Diana's teen clients

begin care after their first trimesters, so my figures only speak for the seven teen women I

interviewed.

Figure 1. Client Gravidity and Trimesters in Which Prenatal Care was Started, by Age
N=27

Gravidity

Primigravida

Multigravida

First Trimester
4 (14-18) and

9 (19-33)=13

6(19-33)

Second Trimester

TOTAL 19
'Primigravida"=client in first pregnancy
"Multigravida"=client pregnant at least once before

3 (14-18)

4 (19-33)

7

Third Trimester

0

1 (19-33)

The Oregon Healthy Mothers, Healthy Babies Coalition lists unemployment as a

"personal barrier" to accessing prenatal care services in this county, especially because of

the on-going closure of timber mills (1991: A-42). This estimation mainly pertains to

women who are not receiving prenatal care services at all and not to the prenatal care

recipients whom I interviewed, but a significant number of my informants were not

working at the times of their interviews. Two of the twenty-seven women interviewed

(7.4% of the group) were seasonal farm workers who shift job sites every two months or

so. Almost twenty-six percent (seven) of the women were currently working (either part-
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or full-time) and two-thirds (eighteen) were not employed. Only one of the teen women

was employed at the time of her interview. Figure 2 shows client employment status when

controlled for age.

Figure 2. Client Employment Status and Age
N=27

Age Employed Unemployed Seasonally
Employed

14-18 0 6 1

19-33 7 12 1

TOTAL 7 18 2

There were several explanations offered by the eighteen unemployed interviewees

for their non-working status. One reason specifically discussed by two clients, Cindy (21)

and Myra (33), was being on welfare and getting cash or other assistance. Both women

are single mothers: Cindy is unmarried and has a young son. Myra is married, but her

husband left her and their four children when he discovered that she was pregnant again.

Cindy said, "How could I work with a kid?" and that "half of us [women on public

assistance] wouldn't be on welfare if their boyfriends hadn't left them."

Kaya, who is 27 and expecting her fourth child, explained that they find working

and taking care of their children too difficult to manage. Her husband works, she said, and

her having ajob would be "too much to handle" with three children and a new baby. She

is in her ninth month of pregnancy, and has been unemployed for four to five months.

Other reasons mentioned by clients for being out of work are being "on maternity

leave" (Sharon [22] and on Medicaid), having stopped work a month earlier because of

pregnancy (Lisa [18] and on Medicaid), and being denied ajob she was told would be

waiting for her when she moved from another city (Tina [19] and on Medicaid). The four



clients who have never worked are all teens ages 14, 15, 17, and 18. Their financial

support comes from a parent or parents, a guardian, or a fiancé.

Moving from the specific level of my informants to a larger level, the next section

of this chapter concentrates on several factors that inform low-income women's

experiences with biomedical prenatal care. These macro level impacts are outlined and then

referenced by the experiences of the twenty-seven health department clients, in order to put

human faces and voices to these often objectively classified health care system "factors."

Biomedical Constructs of Pregnancy

Biomedical constructs of a healthy pregnancy, government policies, and personal

relationships with care providers can influence how a woman feels about pregnancy and

birth, what she knows about her body, how much time she has to spend investigating

feasible options for prenatal care, and other components of her experiences with health care

services while she is pregnant. She may not even be financially eligible to receive

preventive health care services until she is pregnant and may have little experience

negotiating the health care system when she first goes in for prenatal care.

The American College of Obstetrics and Gynecology (ACOG) recommends that to

prevent poor birth outcomes, a woman should begin a physician- or nurse-supervised

prenatal care program during her first three months of pregnancy (U.S. General

Accounting Office 1987:12-13). Low birthweight (LBW) (5.5 pounds and under) can lead

to expensive neonatal intensive care and infant mortality. LBW babies cost an average of

$50,558 in long-term care (through age 35) each, while health care for regular weight

newborns costs an average of $20,033 each for the same time period (Robert Wood

Johnson Foundation 1991:36-37). It costs anywhere from $20,000 to $100,000 for

neonatal intensive care for just one baby, while the same amount of money pays for thirty

women to receive prenatal care (Chiles 1988:67)
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ACOG has also set standards for the number of prenatal visits a woman should

have during her pregnancy in order to avoid bad "pregnancy outcomes" for her baby,

including the exact intervals between visits (USGAO 1987:12-13). Biomedical

professionals consider "adequate" prenatal care to be care started in the first trimester of

pregnancy and comprising five or more prenatal visits. "Intermediate" prenatal care is care

begun in the second trimester, and "inadequate" prenatal care is generally accepted to mean

care started in the third trimester or not at all, or fewer than five prenatal visits (OHMHBC

1991:3; Lia-Hoagberg, et al. 1990).

The Governor's Maternity Care Access Planning Commission in Oregon (MCAPC)

expands the purely physiological definition of adequate prenatal care to include the

following activities in its comprehensive list of prenatal care components: health,

behavioral, and psychosocial risk assessments, "health and nutrition education", home

visits, and coordination with other human services that a woman might need in order to

gain and maintain good health during her pregnancy and after the birth (1993:12-14).

At the county health department that provides prenatal care to the clients I

interviewed, prenatal care includes health and behavior risk assessment, periodic exams,

occasional scheduling of ultrasounds to be done at the local hospital, blood tests, home

visits to women at risk of having an unhealthy pregnancy, connecting clients to other health

department programs like the Women, Infants and Children (WIC) food voucher program,

among other activities. Carol and Diana, who provide prenatal care at the health

department, cannot deliver women's babies, even though Diana is a certified nurse-midwife

and is trained to attend deliveries. For the births of their babies, clients must go to the

hospital and be delivered by whichever obstetrician is on call.

The adequacy of a woman's prenatal care, as explained above, is the yardstick that

health care professionals use for determining the success or failure of their work and of the

pregnant woman's participation in her care program. Nationally, 25% of all women

receive little or no prenatal care (Northeast Ohio Coalition for National Health Care 1991).
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Although state rates of inadequate prenatal care and related medical complications have

decreased since 1989, and the 1991 Oregon-wide inadequate prenatal care rate was 6.1%

(MCAPC 1993:6), access to prenatal care is still seen by care providers as a problem for

low-income women in this state. The rate of teen women in 1989 who gave birth in the

county where the health department is located was 5.54% of all live births, an incidence

"significantly higher" than the Oregon-wide average (OHMHB 1991:A-42). These figures

hint at the challenges facing Oregon health care workers and pregnant women alike.

Access to Prenatal Care Services: Literature and Fmdin2s

The information that is available on the experiences of pregnant low-income women

points to a class-biased, constricting system of care that is the only system financially

available to many of them (Muller 1988). Leo Chavez asserts that "access to health care is

not necessarily equally distributed within a population," and "has become dependent upon

the ability to pay, which is in turn dependent upon large personal resources or, more

commonly, the guarantee of third party payment (Medicaid,...private medical insurance)"

(1986:345,348). Low-income women in the United States have more limited access to and

consequently less control over health resources and also more limited access to sources of

information about their bodies and health status than more economically-advantaged

women have (Nelson 1983:285; Martin 1987).

Although certain standards of prenatal care are viewed as necessary by obstetrical

practitioners of all types, many low-income women have difficulties obtaining these

services. Several factors endemic to the health care system as a whole and to the

biomedical ideas that sustain it help to determine low-income women's access to prenatal

care services. Although the barriers are many, I only go into depth here about a few

obstacles that especially impact the experiences of the small group of women whom I

interviewed. I treat the Medicaid system, which also contributes to many of these



obstacles, separately in the discussion that follows this exploration of institutional,

financial, and personal obstacles to adequate and satisfactory prenatal care.

Obtaining adequate and satisfactory prenatal care is a real problem for Medicaid and

non-insured pregnant women everywhere and among the women I interviewed at the health

clinic, as the persistent rates of inadequate care and poor pregnancy outcomes show.

However, these difficulties are sometimes interpreted by biomedical professionals in such a

way as to perpetuate negative stereotypes of low-income women as lazy, greedy,

irresponsible and unintelligent. This tendency makes sense in light of the social and

cultural power that Americans bestow on our medical care givers, harkening back to Paul

Starr's notions of the cultural and social authority of physicians.7

Problems facing women who seek prenatal care through the financially available

channels are described as "barriers" to "access" in the literature and by individual health

care professionals (see Brown 1989; Lia-Hoagberg, et al. 1990; OHMHBC 1991; and

Phipps 1991, for example). The interpretation of personal and institution-level reasons for

women not getting adequate prenatal care (as defined by medical professionals) as barriers

and lacks is wide-sweeping and sprouts from the knowledge-based power that all

biomedical professionals have to define healthy and pathological conditions and good and

bad health behaviors (J. Finkeistein 1990:14).

Many of the problems that low-income women find in attempting to seek out health

care during their pregnancies are related to the "fragmented, inequitable, 'nonsystem"

(Curry 1989:96) of maternity care services available to non-insured and Medicaid-covered

system users. Harvey and Faber use the term "structural barrier" to describe these

institutional level snags. These obstacles are "created by external factors and are rooted in

the financing and organization of the health care delivery system" (1993:33). Although

See related discussion in Chapter One.



many structural barriers may be at play in this community in determining the accessiblity of

services, I focus here on just a few factors which influence my client informants' access to

prenatal care.

One organizational barrier to prenatal care is the limited availability of maternity

health care providers, especially in geographically-isolated areas (Curry 1989:86; Brown

1989:75; OHMHBC 1991:A-42-3). Although the community in which I did my research is

relatively large for an Oregonian city (with roughly 30,000 inhabitants), other areas in the

county, served by health department branches in this city and in a smaller town in the same

county, are quite far from these branches. It has been a challenge for clinic staff to reach

out to the women "in some of the smaller communities" of the county, according to Carol,

the clinic's senior prenatal practitioner.

Some of my informants live far away from the clinic, but find ways to make the

trips anyway. These women either do not want the care that is available closer to them, or

because they have found it difficult to "get in to a doctor."8 Cindy, for instance, lives in a

logging town almost an hour away. She is 21, does not have a partner, and has one son.

She has Medicaid coverage and has decided to come to this clinic for care instead of going

to another county's clinic that is actually closer. Cindy wants to have her baby in this

particular city's hospital, having heard from friends that the nurses in the closer city's

hospital condescend to lower-income, unmarried women like Cindy: "They look at you as

being an unwed mother on welfare," with all of the social stigma that goes with such a

classification.

Kim, who turned 14 the day before her interview, lives with her parents in a city

that is about half an hour away from the clinic. She came to this health department branch

because her family doctor in her home town "dropped her like a hot potato" (according to

Kim's mother) when she found out that Kim was pregnant. Kim came to the clinic because

this doctor would not accept her Medicaid coverage as reimbursement and the clinic "would

8 "Getting into a doctor", along with "getting on a medical card", are common phrases among clients and
clinic staff alike.



take my medical card." Geographical isolation from the health department clinic can

therefore prove to be an inconvenience to women seeking prenatal care, but like Cindy and

Kim, some women are willing to suffer the costs, including gas and time expenditures, to

get themselves to a prenatal care provider. Many other women in this county do not have

such ready access to transportation and so must get to care when they can, or receive no

medical monitoring during their pregnancies at all (MCAPC 1993:9 and OHMHBC

1991 :A-42). Still others may not be aware of prenatal care resources at all, especially if

they live in the many rural areas of this county.

The inability of monolingual English-speaking care providers to communicate with

the many monolingual Spanish-speaking prenatal clients and patients in this area is another

serious fault in the health care system that needs to be addressed immediately in my

community of study because of the rapidly-growing Latina clientele at the prenatal clinic

(Brown 1989:75; OHMHB 199 1:A-42; Chavez 1986; Dr. Hanson, 3/3/93 interview;

Diana, 2/1/93 interview; and Carol, 1/26/93 interview). Dolores, the only Latina client I

interviewed who speaks English, is a substitute teacher in a local school. She is 27, and

she and her husband moved to this area in the summer of 1992 from Chiapas, Mexico.

She is fluent in English, but she gets quite tired of speaking and listening to it without

having a chance to also speak Spanish.

Marta, who is 21, and Olivia, who is 17, speak no English. They are seasonal

farm workers and undocumented citizens. According to the clinic volunteer who interprets

and otherwise does a great deal of advocacy for them, their fear of being discovered by

immigration authorities compounds their uneasiness at being attended to by monolingual

American nurses in unfamiliar surroundings. When this volunteer interpreter cannot be at

the clinic for the women's appointments, Marta and Olivia must try to communicate with

Carol, who is care provider to both women, the best that they can.

There are financial stumbling blocks as well as service delivery obstacles to

accessible and comprehensive prenatal care services for low-income women. In fact,
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economic restrictions on access to prenatal care are often the hardest obstacles for these

women to surmount (Harvey and Faber 1993:32).

Single and married women's household incomes may be too high for welfare

eligibility but too low for insurance eligibility, bringing extra financial difficulties when the

women get pregnant and want prenatal care. Some women and families make too much

money to be eligible for Medicaid and welfare, but not enough to afford private insurance

premiums or out-of-pocket payment (Phipps 1991:11). Single mothers, especially, may be

penalized by the welfare system because they have no spouses (Astor 1993).

This frustrating situation is true for several of my informants. Tara and her

boyfriend, for instance, make too much between them to qualify for medical assistance, but

too little to afford insurance premiums. They are "buying a house," Tara said. They both

work, but neither of their jobs offers health insurance, and they live above the ceiling for

Medicaid qualification. Tara and her boyfriend get by financially with a payment plan at the

health department. It is extremely important to Tara and her boyfriend that she receives

regular prenatal care during this first pregnancy. Despite their financial limitations, she

comes for care "out of concern for my baby."

Helen is 19 and is three and a half months' pregnant. She and her boyfriend have

the same problem as Tarn and her partner. Helen has recently become unemployed and she

does not qualify for Medicaid. Her boyfriend works but has no insurance through his job.

Helen expressed to me that she would not be getting any prenatal care if the clinic did not

exist: a local obstetrician's office informed her that she would need to pay that doctor's

$1,700 prenatal care and delivery fee up front if she wanted his care, since Helen is

uninsured.

Kara is nine months' pregnant. She is 23 and had health insurance during her last

pregnancy, but she is no longer working. Kara does not qualify a medical card for prenatal

care this time because her household income is too low.
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Rebekah is 22. She has a part-time job, but her husband is not employed. She is

seven months' pregnant. She and her husband live with her sister and her husband, and

they were going through the Medicaid application process at the time of her interview.

When her husband was working and was insured on his job, he and Rebekah checked

premium prices on his policy and found that it would have cost them $150 per month extra

for her and $100 extra monthly to cover the baby when it was born. They decided to try

for a medical card.

These women's financial struggles are increasingly common in the United States,

where at least 37% of the population is un- or underinsured (Senate Labor and Human

Resources Committee 1992). Rebekah, Tarn, Helen, and Kara must pay out-of-pocket for

prenatal care because they do not earn enough to pay insurance premiums and deductibles,

but earn too little to qualify for Medicaid assistance. The number of women in this

predicament is growing, even though the United States invests an enormous amount of

money in health care services. In 1992, a sizable twelve percent of the U.S. Gross

National Product (GNP) was spent on health care, and the United States surpassed other

"leading industrialized" countries in health care expenditures by an average of 100%

(SLHRC 1992). Yet universal prenatal care remains elusive. This discrepancy indicates

inequities in health care service delivery that exacerbate low-income women's financial

obstacles to prenatal care.

The no-Medicaid/no-insurance circumstance also calls into question a prevalent

American value that posits individuals as ultimately responsible for themselves and their

families. Merrill Singer calls this value "heaithism" when it impacts the ways that people

take care of themselves (1990:183). Healthism "gets translated" in health and social service

policy as meaning that "women have the 'right' to have children if they can afford to

support" them (Curry 1989:96), leaving scant room for societal support for women and

families. The stigmatization of uninsured women and their families and Medicaid recipients
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is therefore a healthist response to not being able to afford insurance coverage and health

care services.

As a result, women like Helen, Tara, Kara and Rebekah resort to paying bit by bit

at the health department, which is the only financially feasible place for them to receive

prenatal care if they want it. These women swallow their apprehensions of health care

professionals' attitudes towards them and come in for care. These fears and other

misgivings of the prenatal clients are the topics of the next discussion.

Other barriers to prenatal care that are often mentioned by biomedical caregivers are

thought to be related to the knowledge, values, beliefs, and experiences of pregnant low-

income women. Thisjudgment on the part of care providers, even from auxiliary public

health case professionals, sterns from their emphasis on the need for early and carefully-

managed prenatal care in order to insure a good pregnancy outcome for the potential person

carried by each pregnant woman.

Prevalent in the literature and in the remarks of Carol and Diana of the health

department staff, for instance, is the belief that many low-income women lack knowledge

about the benefits and need for prenatal care. This void in women's knowledge about

pregnancy, these practitioners believe, stems from the women's perception of pregnancy as

a natural occurrence that does not require medical supervision (Brown 1989:76 and Curry

1989:87). Diana, for example, finds that
there are some womeni that don't even see Fearly and regular prenatal carej
as an important thing... it's no big deal. They figure they will eventually get
care, but they don't see it as getting in early and all that stuff. And then
possibly some of them don't even know how to access it.

From some of the clients' perspectives, though, not "getting in early" is not an

"attitudinal barrier" as Diana and other health care professionals perceive it to be (Brown

1989:75). Tori, for instance, is 31 and has been pregnant four times already. She

"procrastinated about coming in this time" until her third trimester because she felt that she
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knew enough about pregnancy and how to take care of herself from her previous

experiences. Tori expressed her feeling that "the doctor" only needs to be present at birth

"in case of complications"; otherwise, she continued, "you don't need the doctor."

Although she may have benefited from coming in earlier for prenatal care, Tori is confident

about her abilities to take care of herself during her pregnancy and to give birth

successfully.

Tori's perceptions of her needs during pregnancy differ from the perceptions of her

care providers, who see her procrastination as an "attitudinal barrier" (Brown 1989:75).

While inadequate content of prenatal care is seen as an obstacle to surmount in full force by

health professionals seeking to lower the rates of low birthweight and infant mortality, the

women carrying the targets of this concern factor in their knowledge, experiences and

beliefs as well as their concerns about their fetuses when deciding how soon to start

prenatal care. Despite her conviction that pregnancy and childbirth are normal events that

require medical intervention only in the case of difficulties, Tori is classified as failing to

receive adequate care, and as a high-risk client.

The dominant biomedical thinking that pregnancy and birth are traumatic, abnormal

conditions of women's bodies that require careful surveillance (see Martin 1987) clearly

conflict here with Tori's necessarily subjective construction of her own pregnancy. She is

one of many women who come in after their first trimesters for prenatal care, however.

Other late-corners in this county may do so out of a true lack of understanding of the

content and availability of prenatal care services, unlike Tori, who thought she knew what

she was missing. These different reasons for not accessing prenatal care early on may be

invisible to health care practitioners who formulate their standards with the well-being of

children-to-be as their primary concern.

Another problem that faces low-income women who want to use available prenatal

care services is the discriminatory treatment that they sometimes receive from health care

professionals. Women who anticipate this provider behavior may avoid going in for care.
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Women may also share stories of unpleasant experiences with their family and friends to

spread the word about a discriminatory doctor, nurse, or case worker. Cindy avoided the

nurses at a hospital in a closer city than the one which houses this health department

because she had heard how poorly her friend had been treated there by the maternity nurses

because of her "welfare" status. Cindy's apprehension indicates that negative provider

attitudes towards low-income women clients can prove to be a major deterrent for women

seeking biomedical prenatal care (Curry 1989:93).

Chris, who is 22, also reported class bias on the part of health care professionals.

She is seven and a half months' pregnant and started prenatal care in her second trimester

of pregnancy. She started out her last pregnancy at the office of a local obstetrician, but

switched over to the clinic because "I didn't like him a bit." She felt that this doctor was

"judgmental of' her husband because he has long hair, and that he "treated me like a little

teenager." Chris has a medical card, and this doctor was on "the paper [list of reimbursable

health care providersj that they give you" at the Adult and Family Services office. Chris'

experience with this doctor is common among low-income Medicaid recipients. The

reasons for this stigmatization by physicians will be further explored in the next chapter on

provider attitudes towards low-income women.

Teen women who are pregnant may not access prenatal care services because of

their fear that their parents will discover their pregnancies. Teens are also more likely than

older women to deny that they are pregnant (Brown 1989:76. Carol observed that some

teen women
wait until they can't deny it anymore. And sometimes they've gone into
labor, where you know they must be feeling. ..but still the denial, you
know, "It couldn't be happening to me." They are much more likely to
start prenatal care real late, and the denial is a big factor. I think fear that
their parents are going to throw them out of the house or be real upset
with them is a real issue.

Dr. White, a local obstetrician, also expressed concern about this teen trend: "There's

always a handful" who are "in denial that they're even pregnant." None of my teen

informants mentioned to me that they had been afraid to tell parents or guardians about their
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pregnancies, and all but one teen began care in their first trimesters. It is entirely possible,

however, that these teens would not want to share their personal feelings about their

pregnancies with a stranger in thirty-minute interviews that took place at the health

department. Given the rate at which teens in this county are having babies, however (55.4

per 1,000 women aged 15 to 19), health care professionals are duly concerned about the

needs of their teen clients that differ from the needs of older pregnant women (OHMIHB

1991 :A-42).

Other non-financial problems mentioned by my informants pertain to simply

making it to their appointments at the health department. Tina (19), Dolores (27), and

Chris (22) have had troubles getting transportation to the clinic, and Marta (21) sometimes

has problems finding child care for her children during appointments. Still other barriers to

care may include domestic problems, drug and alcohol abuse, and other complications,

which are all cited in the literature (Brown 1989 and Curry 1989), but which my

informants may not have wanted to reveal to me.

Although financial, institutional, and personal barriers to prenatal care for low-

income women are widely cited in the literature (MCAPC 1993; Curry 1989; Muller 1988;

and Brown 1989), only seven (25.9%) of the twenty-seven clients I interviewed claimed

that they experienced any of these professionally-defined barriers to the clinic's care.

Twenty clients (almost 75% of all women interviewed) claimed that they did not encounter

any obstacles in seeking care at the clinic or in making their appointments. While Tarn was

in the process of buying a car, for instance, she had a way to get to her appointments until

the sale was final. Although she was working, she was able to "go around my work

schedule" to come for her appointments. Beth "can get off school" for her appointments,

and Lisa lives near the hospital in town, so she walked to her appointments. Myra said that

her "kids are in school all day", so she was free to come in for care. Nor did lack of child

care impede Leah's ability to come to her appointments. Diana told Leah on her initial visit
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that she could bring her young daughter into the exam rooms with her for her prenatal

appointments. Leah expressed delight with this provider accommodation of her child care

needs. For these women, at least, the local system of low-income women's health care

works.

What health care professionals recognize as the attitudinal barriers of not knowing

how, when or where to access prenatal care may actually represent a number of reasons

why some women do not start prenatal care in their first trimesters. Some women, like

Tori, may make an informed choice to abstain from early care. Others may not realize that

alternative services are available if they are turned away by doctors, and still other women

may be quite unfamiliar with pregnancy and may not understand the need for medical

attention during pregnancy. These problems overlap with other individual problems, such

as lacks of transportation and child care, and with institutional and financial barriers to

adequate prenatal care for low-income women. All of these challenges are connected and

many feed off of one another. Health care professionals may not discern these

relationships, however, depending on the degree with which they work with low-income

women, and on their relative status and policy-setting power in the hierarchy of biomedical

professionals.
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Somewhere along the way of managing low-income women's pregnancies the

powerful biomedical constructions of prenatal care issues are not intersecting with the

reality of women's lives. This gap is evident in the barriers to presently available care that I

have discussed here, and to the knowledge of and the financial ability to consider other

options, such as direct-entry midwifery,8 that exist outside of the dominant biomedical

paradigm. The next section of this chapter considers another determinant of low-income

women's choices for and experiences with prenatal care: the governmental program of

Medicaid. The system of Medicaid policy in Oregon is an instrumental part of institutional,

financial, and personal obstacles facing low-income women seeking prenatal care.

The Medicaid System: Processes and Problems

Many of the women I interviewed are recipients of Medicaid, a federally- and state-

funded medical assistance program for Americans who fall into certain medically- and

financially-determined categories. The client informants who are not have tried

unsuccessfully in the past to "get on" Medicaid. A Medicaid "medical card" is the symbol

that allows Medicaid recipients entry into Medicaid-approved health care professionals'

offices for prenatal care. Medicaid is therefore familiar ground for the low-income women

at the clinic, and their experiences in maneuvering the Medicaid system suggest that this

state assistance program, because of its hold on the market of the needy, encourages certain

dependent behaviors and actions.

Cardholders must comply with regulations and standards to get help in paying for

health care. Women are encouraged to believe that the biomedical approach to pregnancy

and childbirth is the best approach. Their experiences with prenatal care are necessarily

affected by this biomedically-slanted encouragement. The notion of biomedical hegemony

is called into play here: health care consumers invest their faith in the specialized

knowledge of physicians as superior care givers (Frankenberg 1988:328).
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the ways that the macro level institution of public medical assistance in Oregon determines

on the microlevel who can access what types of prenatal care, thereby reinforcing the

discourses of the profit-oriented biomedical institution that guide low-income women's

health care choices.

In 1935, the Aid to Families with Dependent Children (AFDC) assistance program

was enacted by Congress as a part of the Social Security Act, which was one of many

pieces of Franklin Roosevelt's New Deal legislation. The intent of the program was to

federally centralize local and state programs to support mothers and their children until the

children reached adulthood (Astor 1993:5). AFDC was one of four social welfare

programs created by the Act; the other three programs targeted the blind, the aged, and the

permanently and completely disabled (Wing 1990:117).

In 1965, Title XIX of the Social Security Act was enacted, which created Medicaid.

This program is jointly funded by the federal and state governments to cover health care

costs for low-income recipients of assistance from AFDC and the Supplemental Security

Income (SSI) programs. States develop their own guidelines for reimbursing health care

practitioners for their services, set their own eligibility requirements for medical cards

(Medicaid "membership cards's), and institute their own cost-control methods (Muller

1988:85; Torres and McKinney 1989:20; and Oregon Medical Assistance Program

LOMAP1 1993:1). Medicaid is the main source of health care coverage for low-income

people, and each state is required to cover the "categorically needy" (pregnant women,

dependent children and caretakers and the aged, blind, and disabled adults needing care).

States have the option, though, to choose whether to cover the "medically needy" (those

who do not meet the income requirements to be categorically needy), as well as care in

emergency rooms and in home-based or other non-hospital settings (Muller 1988:81-5).



In Oregon, Medicaid assistance is offered to pregnant women who qualify through

the Adult and Family Services tIAFSJ Division of the Office of Medical Assistance

Programs OMAPj, which is a part of the State Department of Human Resources I1DHRII.

The Oregon state government must come up with 37% of its total annual Medicaid

expenditures in order to receive the federal government's matching 63% Medicaid funds.

This "rate of federal match" is calculated according to each state's per capita income as

compared to the national average (OMAP 1993:2).

There are two ways that pregnant women in Oregon can qualify for Medicaid

medical cards: through Aid to Dependent Children funds (ADC) or through Poverty Level

Medical (PLM, pronounced "plum") program funds. ADC funds, the direct offshoot of the

original AFDC program, are available to single pregnant women, single parent families,

and two-parent families with a disabled or unemployed parent. In order to be eligible for

the ADC program, a single woman must make no more than $310 per month, or 53% of

the Federal Poverty Level (FPL) for a family of one, which was $581 in April 1993. A

family of two must earn no more than $395 per month, or 50% of the FPL, and a family of

three must take in no more than $460 monthly, or 46% of the FPL, in order to be eligible

for medical assistance funds (OMAP 1993:12).

To be eligible for PLM funds, families of any size can earn up to 133% FPL per

month. PLM money is available to children up to age 6 and pregnant women at this income

level, but children born alter September30, 19&3 are also eligible for PLM money if their

families' incomes are no more than 100% FPL (OMAP 1993:12-13). Pregnant low-

income women in Oregon of a widely varying income range may therefore be eligible for

state-assisted prenatal care.

Although not all of my informants had medical cards, many of them who could not

afford private health insurance or out-of-pocket payment for medical services did seek
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status trends when controlled for age.

Figure 3. Client Medical Assistance and Employment Status
N=27

I
Medicaid/JobStatus

MC YES. JOB YES

MC YES, JOB NO

MC NO, PVT NO,

JOB YES

MC NO, PVT NO,

JOB NO

MC APP. JOB NO

MC NO. PVT YES.

JOB YES

SEASONAL

WORKERS,

Clients Aged 14-18 Clients Aged 19-33 All Clients
(#1% of Age Group) (#1% of Age Group) (#1%)

0/0 2/10 2/7.4

4/57.1 9/45 13/48.1

0/0 4/20 4/14.8

1/14.3 2/10 3/11.1

1/14.3 1/5 2.74

0/0 1/5 1/3.7

4.3

MC=medical card; PVT=private insurance; APP=is applying for MC

In each age group, more women were unemployed and on medical cards (57% of

the teens and 45% of the older women) than any other medical assistance/employment

status combination. None of the teen women were covered by a private insurer, while one

of the older women was. Ten percent (two) of the older women had jobs and received aid

from a state medical assistance program (either Aid to Dependent Children or the Poverty

Level Medical programs). A full fifth (four) of the older interviewees, however, were in

the precarious situation of having jobs but not being on medical cards or private insurance,

suggesting that, although working, they earned too much to be eligible for medical cards

but not enough to be able to afford private insurance (see previous discussion of financial

barriers to care).
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services to biomedical case providers, OMAP plays a major part in constructing roles for

uninsured, pregnant low-income women whose only choice for funding is to "get on a

medical card." The states have the power to set their own measures and standards, thus

barring national uniformity. In Oregon, when a woman has fulfilled the income and

medical eligibility requirements for Medicaid prenatal coverage, she is given a "medical

I.D. card" that "tells doctors, drugstores, and hospitals that the State will pay for most of

your medical care" (Adult and Family Services AFS1 1988). Women are instructed to

"show your medical I.D. card to get medical services" and to "[aliways carry your card

with you" (AFS 1988). The card displays the holder's name, address, and indicates the

types of services for which the holder is eligible.

Private doctors are hesitant to accept medical card patients, who are too "time-

consuming" for them and less profitable as patients (Muller 1988:83; OHMHBC 1991:A-

42). Muller's claim that physicians recoil from taking on these type of clients is

substantiated by at least one obstetrician in my study, Dr. White, who no longer "takes"

medical card patients unless they are referred to him by another doctor or are already on

file. Women on medical cards who want to but cannot get in to see an obstetrician, then,

must go to the Health Department for prenatal care, (and possibly be put on a waiting list)

or not receive care at all. Medicaid eligibility does not therefore insure access to health

care, as evidenced by the fact that only 65% of Oregonians under the poverty line were

receiving Medicaid assistance in 1992 (American Public Health Association [API-IAI

I 992:58).

My client informants described the process of applying for medical cards at the

Adult and Family Services (AFS) office, and although the reports conflict, they all point to

a powerful system that determines the type of prenatal care that the women can seek. Two

women reported that the process was easy for them. Summer, 22 and three and a half-

months' pregnant, said that "It's not hard unless you make it hard," and Leah, also 22, was
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pleased with the speed and courtesy of the service at Adult and Family Services: "they

always treat me real good down there," she said. Leah got her medical card on the same

day that she had her appointment with a caseworker.

Other reports on the "medical card people," the application process, and the

Medicaid system itself were not so positive. Summer wished that medical cards covered

"prenatal dental" care, because she found out that calcium leaches out of a woman's teeth

during pregnancy. Tina, who recently moved to this area from Central Oregon, found a

medical card "hard to get" because "they don't listen to you" and "they don't trust you."

She attributed this reaction to age bias on the part of the AFS staff person she dealt with.

Whether or not my informants have strong feelings against or in favor of the system

that decides if they are objectively eligible for government-funded prenatal care, the fact

remains that these women are judged and sorted out by functionaries of the Medicaid

system. Because their incomes are not adequate enough to support themselves and/or their

families and to pay for expensive services which are deemed necessary by powerful

biomedical actors, the only routes for low-income women who want medical prenatal care

are to get on a medical card, or to set up a payment plan with the clinic.

The medical card symbolizes their identities as system-dependent people; this role is

reinscribed each time the women present their cards to pharmacists and doctors'

receptionists. These medical cards are coveted by women who fail to "get on" them,

because the cards are tickets to free care.

Sharon is one of these women who yearn for a medical card as the answer to their

payment problems. She has no insurance and is not on Medicaid. She is 22, almost at

term, and is on maternity leave from herjob. Sharon is a high-school graduate, and lives

with her boyfriend and his child from another relationship who visits every other weekend.

She tried to find a doctor to "take me," but no one would because Sharon was "too far

along", in their estimation, to start care with them. She would prefer to be receiving
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prenatal care from a physician, but she likes Diana and feels respected by her. In the past,

she has had trouble paying the clinic for birth control pills, and got so embarrassed that she

could not afford them that she just stopped coming in because "I felt so low."

As a result of going off the Pill because of her shame at not being able to afford it

anymore, Sharon is now coming to the clinic for prenatal care instead of for contraception.

She has not made a payment yet for her prenatal visits. Sharon desperately wants a medical

card, but will "set up a payment plan" with the clinic if she cannot get a card before the

birth. Even though Sharon is pleased with the care she is getting from Diana, she has

internalized the belief that she should be able to afford prenatal care from an obstetrician,

which she sees as the ideal type of care provider. Her humiliation at not being able to

manage the costs of contraceptives fuels her desire to be more economically able to

approach health care practitioners of her choice. Sharon views a medical card as the

solution to her payment problems, because it is the only way by which she will be able to

efficiently pay for her medical costs.

Low-income women are forced to consider only those options delineated by OMAP

for prenatal care. Uninsured and non-Medicaid-eligible women have even fewer choices:

they can either go to the local county health department's prenatal clinic, which will set up a

payment plan for anyone in need of care, or wait until birth is imminent and show up at the

hospital for charity care. As Chapter Four will show, few of the clients I interviewed

know about or approve of direct-entry midwifery and home birth, and I will argue that this

lack of knowledge and regard is rooted in the obstetrical establishment's disdain for this

counter-biomedical approach to pregnancy and childbirth. Even though the Oregon

Legislature has just approved a bill setting up licensing standards for direct-entry midwives

who want to take on Medicaid clients, changes in provider and patient values will be a long

time coming. Non-insured, non-Medicaid women will be no better off without change in
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(also to be discussed in the last chapter).

The obstacles to prenatal care services created by the system of Medicaid are

directly linked to the other financial, institutional, and interpersonal problems facing low-

income pregnant women who seek prenatal care. The Medicaid system inscribes a stigma

and an expected supplicant role onto Medicaid recipients and uninsured women,

hegemonically convincing them that their needs for biomedical prenatal care are "seemingly

naturally occurring qualities and properties embodied in theFirl psychic and physical

reality...." (Smart 1986:160). This state and federal medical assistance program has

narrowed the choices for prenatal providers to mainstream biomedical practitioners until

only recently, and sets standards for the deserving of these choices.

The dominant discourses on low-income women and pregnancy that inform

Medicaid and other health care-related policies also manifest themselves in the hierarchy of

biomedical professionals who administer prenatal care to low-income women. The

distribution of power among these health care professionals, and the effects of the different

provider approaches to low-income women on the prenatal experiences of twenty-seven

public health department clients are the focus of attention in the next chapter.
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CHAPTER THREE

The Impacts ofProvider Approaches on
the Health Care Experiences ofLow-Income Women

Pregnancy is a paradox. It presents us with the central mystery of two
in one, or one person in the process of becoming two. How do we under-
stand the obligations of the pregnant woman towards herself and towards

the future other? And who is to make these decisions?
Wendy Chavkin (1992:200)

Many factors contribute to the ways in which low-income women experience

biomedical prenatal care. In the last chapter, I showed how access to the prenatal care

services available to low-income women is influenced by systems-related and financial

factors. On the specific level of the conmiunity in which I did ethnographic research, low-

income womens prenatal care experiences are most immediately influenced by their

practitioners.

Material gathered in my research suggests that while public health practitioners

operate within the institution of biomedicine, these care givers are on the margins of

biomedical power.9 Biomedicine is the basis for their work, but because Carol and Diana

work for a public health agency, they have less professional autonomy and status in the

professional medical community than local physicians do. At times, I found, Carol and

Diana do not always agree with the ideas and policies of these more powerful figures, and

even resist this power when carrying out their functions at the health department.

The marginal positions of Carol and Diana also mean that they are able to

understand the needs of their clients and to relate to them more effectively than the local

obstetricians (Nielsen 1990). Obstetricians can and do limit the number of Medicaid

recipients whom they take on as patients because these women may not be "profitable, as

one doctor explained to me. The health department takes as many women, Medicaid

recipients and those who are not insured in any way, as their worker-power can handle and

See Chapter One for a full discussion of the power differences between physicians and other health care
professionals.



then creates a waiting list. Most of Carol's and Diana's clients are low-income women;

most of the obstetricians' patients are privately insured, middle-income women.

Precisely because Diana and Carol are removed from the level of professional status

and power enjoyed by local obstetricians like Dr. White and Dr. Hanson, they are more

aware than these physicians of system inefficiencies and of the life contexts of their low-

income clients. Indeed, the health department clients I interviewed feel better about the care

they get at the clinic than the care that many of them have received from obstetricians during

previous pregnancies. At the same time, however, many of the low-income women in my

study perceive the care at the public clinic as being second-best to the care of obstetricians,

since the doctors offer continuous care10 and the health department cannot.

In this chapter, 1 explore the effects that these four prenatal practitioners have on

several low-income women's experiences with prenatal care. Low-income pregnant

women who have contact with biomedical prenatal care have the ultimate insight into the

impacts of their providers' approaches on their own prenatal care experiences. I first

present multiple profiles of clients at the health department clinic and their descriptions of

their encounters with both obstetricians and public health care givers. I then examine two

specific forces that shape these experiences: the providers' perceptions of their own roles

in this care community, and their attitudes towards their low-income patients and clients.

These analyses are not definitive or generalizable; they only attempt to personalize

current prenatal care in line with my research goals of valuing the subjective and looking

critically at the dominant institution of caring and curing in the United States.

10 "Continuity of care" means that a woman is cared for throughout her perinatal time, from pregnancy
through the first six weeks or so after the birth, by the same care giver.
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Client Perceptions and Experiences

There's a real difference between what they [the local obstetriciansi'd say
is a clinic patient and a private patient, and I think they're real quick to
verbalize that, even on our records and things that we'll get back, that
they're referred to, you know, as somehow being different from the kind
of patients that they see in their office....

Carol, health department prenatal practitioner

Several clients of the health department who went to obstetricians for prenatal care

for their past pregnancies verify Carol's impression of these doctors as a group. In their

descriptions of their experiences with both local obstetricians and public health

professionals, the health department clients I interviewed indicate that they feel more

comfortable with the prenatal care offered by the clinic practitioners than by obstetricians

because of the different roles and attitudes that public health practitioners and private

obstetricians have. Profiles of several of these women and their perceptions of their care

providers follow.

Kaya is a pleasant woman of 27. She and her husband have three children. She

does not work and is on Medicaid. Kaya went to a general practitioner for her first

pregnancy, and was pleased with his care. She then went to a local obstetrician for her

second and third pregnancies. Kaya came to the health department for this, her fourth

pregnancy, because she was dissatisfied with this obstetrician, whom she found to be

impersonal and expensive. She prefers Diana as a care giver to this doctor, whom she did

not name, because Diana is "more personal" and "more open" with Kaya. Diana is "a

sweetheart" to Kaya: "1 love her to pieces!" because Diana is "real open about" matters

pertaining to Kaya's pregnancy. She enjoys her appointments and has no trouble getting to

the clinic for them since she has transportation, no longer works, and exchanges child care

with friends when she needs to.

Chris began prenatal care with Carol in the beginning of her second trimester of

pregnancy, instead of going back to Dr. Parks, whom she saw for her first pregnancy. "I

didn't want to go back to [him because] he treated me like a little teenager," she said. Dr.
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reputation among low-income women and the health department staff as being rude and

difficult to work with. Chris chose Dr. Parks from the list of providers given to her by

"the medical card people." Sometimes, when Dr. Parks could not see her for her

appointments, Chris was seen by the nurse-midwife who was practicing with him at the

time and who now practices independently at the hospital in town. The nurse-midwife was

"really nice" to Chris and "knew who you were," unlike Dr. Parks. She finds Carol to be

respectful and informative to her and to her husband. Chris is considering taking a Lamaze

class, "if I ever get around to it," but she does not think she will be able to have a vaginal

deliveiy this time since "I had to have a c-section last time, anyway."

I interviewed Leah right alter her first prenatal appointment with Diana. Leah is 22,

and she and her husband have a daughter, Ashley. When Leah was pregnant with Ashley,

her husband "had Kaiser at the time" and she was covered on the plan, too. She had to go

to Portland for her prenatal checkups, to a hospital where she saw a different male doctor

each time. "They [male obstetrician-gynecologists] have no sympathy for you," Leah said.

She was treated very disrespectfully by these physicians, and was given a Pap smear and

had blood drawn at each visit. She did not feel that these tests were justified.

When it came time for Ashley's birth "I kid you not" Leah was confined to a

"very tiny partition" in the hospital, where she was frequently left alone and into which her

family members were forbidden to enter. "My family came all the way from" the

community where the health department is located to visit her in Portland, and she found

this no-visitor policy to be "ridiculous." Leah does not know much about the local

obstetricians, but she has heard about Dr. Parks. Family and friends have told Leah "1

wouldn't go to him if I was you'," she said, "but they don't say why."

"A lot of things [are] different" about Diana and the health department clinic,

according to Leah, and she "feel[s] a lot better about this place" than she did in the Portland

hospital. She is hopeful that Diana's care will make for a more enjoyable pregnancy than
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obstetricians delivers her baby when the time comes: "When I'm in labor, it doesn't really

matter" who the doctor is, because "the baby's coming out, anyway."

Myra is 33 and the mother of four children. She is married, but her husband left

her and their kids when he discovered that Myra was pregnant for the fifth time. She does

not work and is "on welfare," including Medicaid. All of her children are in school (except

Billy, who is too young), so Myra is free to come to her appointments with Diana. Billy

was with her during the interview.

Myra came to the health department for prenatal care for her first, third, and fourth

pregnancies. She went to an obstetrician for her second pregnancy. She did not go into

detail about this experience because Billy was impatient to leave, but she said that she came

back to the clinic because she likes it "better here than with the doctors."

Kaya, Chris, Leah, and Myra all feel more at ease and respected in the hands of

Diana and Carol than they have previously with obstetricians. Their contrasting

experiences point to the detachment with which many obstetricians approach their low-

income patients in this community.

In comparing their experiences with Carol and Diana as care givers with their past

encounters with obstetricians, many other informants made it clear that they prefer the

service-oriented, accessible care of the clinic providers to the profit-oriented, often

inaccessible care of obstetricians, who are less in touch with the social contexts of low-

income pregnant women. Some of these women feel that Carol and Diana are better care

givers than obstetricians. Women who have been to obstetricians and women who have

not are often surprised to find such good care at the clinic, when they had expected to be

treated rudely because of their low-income status.

Tina thinks that Carol is "great" and that "she's better than a regular doctor,"

because Carol doesn't give "as many tests" and takes her time during Tina's appointments,
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and has recently moved to this city from a town in central Oregon. The company she

worked for there promised her a job in this city when she moved, but when she arrived

here, "they dropped me." Her boyfriend now supports thw two of them by working fifty

hours a week, and Tina is on Medicaid. This is her first pregnancy.

Tina thinks that Carol understands her better than male obstetricians would, because

Carol is a woman and is therefore more approachable. When Tina was having back pains,

for instance, she called the health department and left a message for Carol, who quickly

returned her call. Tina is learning 'more than I ever knew" from Carol. She is glad that

she will not know which doctor will deliver her when her time comes: "I like it that way,"

she explained, because "it's more impersonal." She hopes, however, that Dr. Parks will

not be on call when she has her baby, because she has heard from other women that "he's a

real jerk" to teen women.

At least two clients expected to be treated rudely by the clinic staff even before they

had their initial appointments. Rebekah and Sharon, both 22, feared that they would be

treated disrespectfully by the clinic staff because of their low-income status, since both

women have encountered condescension in the past from other practitioners. Their

anticipation suggests a general atmosphere of negative attitudes among health care and

social service workers towards low-income women; Dr. White's disparaging comments,

reported later in this chapter, exemplify this approach.

Rebekah is in her third trimester and does not have private insurance or a medical

card. She was skeptical of the staff at the clinic before she came for her first appointment

with Carol, because she assumed that the clinic staff would treat "people who can't afford it

[obstetricians' carel" with condescension. Rebekah quickly found her assumption to be

false. Carol is "always sending papers home" with her, and "goes the extra mile a lot, too"

by researching Rebekah's questions. She was also attracted to the clinic "because they said

there's a sliding pay scale". Rebekah sometimes has trouble getting time off from her part-



51

time job to come in for appointments but finds Carol to be accommodating of her

scheduling needs.

Sharon was also wary at first of the clinic staffs attitudes towards low-income

women, assuming that the care would be "impersonal," since she once "felt so low" at the

health department when she could not afford to pay for birth control pills. Although she

would rather be in the care of an obstetrician so that she could be delivered by the same

person who gives her prenatal care, Sharon is pleased with Diana. Her "skepticism" about

the clinic has disappeared.

Other descriptions by clients of the care that they receive from Diana and Carol

further indicate that these public health professionals are especially respectful,

knowledgeable, and aware of the women's needs and life circumstances.

Beth is 16 and likes Diana because she is "careful" and "she talks me through

everything." Beth goes to a high school in town, where she is taking parent training and

child development classes. She is able to keep her appointments with Diana because she

gets excused from school for them, and she often brings her friend Lynnette with her.

Beth does not have a medical card, and her parents do not have health insurance, but her

family and her boyfriend's family are understanding and supportive. Beth's boyfriend

does not want to be involved, however. Diana thinks her baby is a girl, Beth said.

Jen also likes Diana, who answers Jen's questions "and beyond": "she'll answer a

question and keep on going. It's all interesting, but sometimes it gets out of hand."

Jen is 17 and is not from this area. She lives with her fiancé and his parents, but finds it

hard to get to know people in this city: "people are different here" than in Portland, where

her mother and sisters live. Jen is seven and a half months' pregnant and desires an "all-

natural" (vaginal) birth. She did not feel the need for health care until she became pregnant,

but is glad to be Diana's client now.
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Lisa appreciates Carol's informative, respectful approach: Carol is "pretty open,"

has told her much that she did not know, and always asks Lisa if she has any questions.

Lisa started prenatal care at the clinic in her fifth month, after inquiring at all four local

obstetricians' offices and being turned down. Dr. Parks and Dr. Henderson were "full,"

Dr. Hanson was on vacation, and Dr. White does not accept Medicaid recipients as

patients. Lisa is preparing for a vaginal birth by taking two Lamaze classes and doing

some reading, but Carol has told her that she might need a cesarean section since Lisa is

"so small" and has had "complications" during her pregnancy. However her birth turns

out, though, Lisa is satisfied with the prenatal care she is receiving from Carol.

Renée is 23 and is especially pleased with the entire staff of the health department:

"why would I want to go anywhere else?" she asked. She has been coming to the clinic for

one reason or another since she was sixteen, and has even formed friendships with some

staff members. Renée and her seven-month-old daughter Hannah live with Renée's fiancé.

She has a medical card.

A few women were turned away by obstetricians and came to the clinic as a last

resort, indicating that an obstetrician was their first choice for prenatal care. Tori, my only

informant who has private insurance, was "too far along" (in her third trimester when she

sought prenatal care) for the doctors to want to take her.

Hannah is 27 and was turned away by Dr. White and Dr. Henderson because their

receptionists told her that the physicians were "full": Dr. White was only taking "high-

risk" Medicaid patients and Dr. Henderson already had too many Medicaid patients who

were due at the same time. Hannah thought that this reasoning was "weird." She did not

have "much of a choice" but to come to the health department's prenatal clinic. She hopes

that she gets a good obstetrician for her delivery at the hospital. She has been pregnant

once before but "terminated's that pregnancy, and she and her boyfriend have decided to go

through with this one.
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Jemma is 18 and went to high school for three years, "off and on" before deciding

to drop out. She lives With her father and is "having troubles" with her boyfriend, who

lives in a town that is about a half an hour's drive, at least, from this city. Jemma began

care at the clinic in her first month as soon as she got a medical card. She found o'ut by

inquiring at obstetricians' offices that her father does not make enough money to afford

their care, so she came to the clinic. Jemma was satisfied with Carol's care, but was quiet

in her interview and did not seem to be happy that she was pregnant. She was not planning

on taking the Lamaze classes that are offered through the hospital and she did not want to

learn much about pregnancy and childbirth.

The preceding profiles of these health department clients suggest several elements to

their varied experiences with biomedical prenatal care. First, the women who have been

the patients of obstetricians in the past are more fulfilled by Carol and Diana as care

providers than they were by these doctors. Second, the women find it easier to access care

through the health department than from obstetricians, who frequently turn low-income

women away. Third, these clients find Diana and Carol to be respectful and helpful as care

givers. This treatment comes as a surprise to some clients, who expected to be treated with

condescension because of their status as welfare recipients or as completely uninsured

clients, because of the lower class stigma that often is attached to these economic

categories.

The comparisons and observations that these clients make about the biomedical

prenatal care offerings in this city reflect more than just larger structural and financial

impacts on their ability to obtain adequate prenatal care. In an immediate sense, the

approaches that health care professionals take to low-income patients and clients have

formative influences on women's experiences with the providers' services. In the

following two sections, 1 discuss the differences between public health prenatal care givers

and obstetricians in their approaches to low-income women, focusing first on the ways that
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this community, and then on the attitudes and spirit which guide the content of these

providers' care.

Provider Role Constructions

In this section, 1 examine how Carol and Diana, the health department prenatal care

givers, and Dr. White and Dr. Hanson, two local obstetricians in this city, define their

functions as obstetrical care givers.' The obstetricians identify their own work as profit-

oriented, and the nurses define their own work as service-oriented. Dr. White and Dr.

Hanson see themselves and their colleagues as the ideal and most complete peiinatal care

service providers in the community. They view the health department prenatal clinic's

function as secondary to theirs and as solving any access problems that exist for low-

income women. Carol and Diana acknowledge that the clinic serves a need that was not

being met by these physicians before its existence, but they also see their work as public

health professionals as proactive, wide-reaching, and independent of the scope of

obstetricians. All four providers' essential missions inform their interactions with their

patients and clients, and thereby impact these women's experiences with prenatal care.

Dr. White's and Dr. Hanson's work is profit-oriented in nature. They and other

physicians in the United States are essentially entrepreneurs; they create their own demand

for services and are able to maintain that demand even though their charges are quite high,

because the insurance policies of their patients pay for a large percentage of the cost of their

services (Moore 1991:3). Profit orientation, then, necessarily filters physicians'

perceptions of their patients through an economic lens. It also limits the amount of

information that obstetricians have about Medicaid recipients, who come with the most

11 Unfortunately, I was not able to interview Dr. Parks or Dr. Henderson, the two other obstetricians in
town. Nor was I able to interview the nurse-midw who has practiced with Dr. Parks and now, according
to Diana, works solo.
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paperwork, and about completely uninsured women, who have the least ability to pay for

care. Both groups are less profitable to obstetricians than privately insured patients.

Dr. White is "not in this [business] to be a nice, good person," but rather to earn a

living. He is disdainful of any patients who are not profitable for him, and so has stopped

accepting women on Medicaid, whom he has found to be "unprofitable": "It's just plain

wrong that I should have to subsidize medical care," Dr. White asserted. He blames the

public for demanding that obstetricians care for Medicaid recipients:
I have a lot of anger directed at the peoples of Oregon....[who say jout of
one side of their mouth [that] all should have good prenatal care [and that]
no one should be denied access to care, [but] when it comes time to pay
for it, they don't want to.

Dr. White is one of a growing number of physicians who refuse to accept Medicaid

recipients as patients (Harvey and Faber 1993:35).

As far as the issue of prenatal care access problems goes, Dr. Hanson does not

believe that low-income women are having difficulties finding care providers to take them,

unless they have no private insurance but are "not so poor" that they qualify for welfare.

These women have to "make [payment] plans" with his receptionist, who handles all

scheduling, "screening," and billing: she has worked in several doctors' office in town and

has her "own system" for carrying out these duties. Unlike Dr. White, Dr. Hanson does

accept Medicaid patients on referral from the health department's clinic, and is "not setting

limits" on the amount of these patients he accepts. This obstetrician sees his recent

employment by FirstCare, a managed care organization that is in the process of becoming

an HMO, as a benefit to low-income women who desire a physician's prenatal care. Since

there is no longer an "overhead" and his wages do not depend on patient payments as they

did when his was an independent practice, Dr. Hanson can "be more flexible" with

designing patient "payment plans." Nonetheless, it is financially impossible for him to take

on some women as patients: according to his receptionist, "there are some that" have no

money at all and "can't pay," and these "losers" have to be turned down for care at this
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Hanson's practice was private.

Both obstetricians think of their low-income patients and the low-income clients of

the health department, then, in terms of the financial disadvantage inherent in providing

health care to people who cannot afford (or do not have health insurance to pay for) an

$1,800 obstetricians' fee plus a comparable hospital delivery fee. Working for an HMO

does not necessarily mean that a physician stops taking fee-for-service (FFS) patients. In

fact, since the 1980s, the most common form of HMO is the independent practice

association (IPA), in which providers maintain professional autonomy while receiving

capitated payments for some patients and FFS payment for others. Many variations on the

IPA have evolved. The group that Dr. Hanson, Dr. White, and their colleagues work for

allows them to maintain an FFS relationship with their patients (Moore 1991:13-15, 17).

In conjunction with their self-identification as central, profit-motivated care givers

in this community, Dr. Hanson and Dr. White interpret the health department prenatal clinic

to be a necessary, although accessory, organism. They both described the work that Diana

and Carol do as expressly related to the benefit that they get from not having to take a large

number of Medicaid patients. "The clinic has eliminated the access problem" in this city,

according to Dr. White. Local obstetricians appreciate the clinic, he continued, because "it

takes people they don't want to see anymore." He is adamantly "not in favor of the clinic

disbanding, [becausel it takes some of the psychological burden away" from him and his

colleagues, who, he thinks, would rather not deal with low-income women. Dr. White's

interactions with Carol and Diana are limited, also, and he does not take referrals from the

health department because he wants to limit the number of "unprofitable" patients he sees.

Dr. Hanson shares Dr. White's opinion that the clinic is a secondary source of

prenatal care in the community and that it exists to meet the needs of low-income women.

He thinks that the four obstetricians in town are sufficient to meet low-income women's
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needs "if they qualify for welfare" and if "the office" they go to "takes them." He knows

of one "office" in town that does not accept Medicaid recipients as patients; Dr. White

identified himself as this physician. Dr. Hanson's contact with clients of the health

department clinic is limited to deliveries and to the few women referred to him by clinic,

who number approximately one or two per month. Dr. Hanson feels that the health

department clinic does a good job with handling the low-income population, and therefore

provides a necessary service in the community that contriba,tes to his and his colleagues'

central functions.

From the standpoint of the local obstetricians, then, the prenatal clinic is a

supplementary establishment that relieves the community's primary obstetrical care givers

from the duty of addressing the needs of the large population of low-income women. The

only contact that the doctors have with Carol and Diana is by phone and occasionally in

person, and the only contact they have with health department clients is through referrals

(in Dr. Hanson's case only) and in the delivery room at the local general hospital.

Carol and Diana have a "more complete" vision of the nature of the obstetricians'

activities and world view than the doctors can have for themselves (Nielsen 1990:11)

because of the twofessiona! distance between public and private health care professionals.

This distance, and the reluctance of many obstetricians to take Medicaid patients, also

affords Carol and Diana a better understanding of the realities of local low-income women

than local obstetricians have. Diana and Carol are therefore better able to meet these

women's needs than Dr. White and Dr. Hanson are, however limited the health department

might be financially and by its inability to provide birthing care to its clients.

In contrast to the financially focused obstetricians, the health department

practitioners provide prenatal care because there is a need for financially accessible care

among low-income women in the community. Diana's and Carol's work is service-

oriented rather than profit-oriented, and they work for a public agency, not for themselves
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is not to do a prenatal clinic. It's to help provide these services that people need." Both

women do other types of care, such as family planning services, in addition to prenatal

care, as needs arise.

Carol and Diana describe the clinic as an active body that seeks out low-income

women for care that they might not get otherwise. The clinic, according to Carol, fulfills "a

real need for providing prenatal care in [this] county" that is not being met by obstetricians.

She merges her personal mission with the Health Department's purpose and goals for the

clinic, often using the pronoun "we" when referring to her work. "The secret to the

success" of the clinic, Carol feels, is an effective reaching-out to as many women as

possible who are in need of prenatal care. "We're all focused in on how important prenatal

care is," she says, "how important it is to get the word out about availability...."

According to Carol, "outreach" and "recruitlingi" are ways of drawing low-income

women into prenatal care, and both are central components in her construction of the

clinic's functions. There are various ways that the clinic draws women into prenatal care,

and all of these methods reflect the function of the clinic to actively attend to the health care

needs of women who are excluded from obstetrical care One way is by "plugging" women

into the clinic who come in for pregnancy tests that have positive results. Other types of in-

house outreach, or "what works" to get women into and staying in prenatal care, are done

in other health department clinics. "We've picked up a lot of women that, for example, I

think basically came in for WICI2 .. .that weren't really accessing [prenatal] care that we

could plug into the program," she says. "tW]e [also] do outreach in immunization clinics,

when we're talking to people about somebody they know or themselves that is

pregnant... 'Did you know we have a clinic here?' I think we're doing it in all of our

clinics."

12Women, Infants and Children, a supplemental nutritional program for mothers and their children.
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Besides the attempts to bring low-income women who are already connected to the

Health Department into the prenatal clinic, Carol and other clinic staff members have "got

out into the communities" to encourage women to seek care. "You can have people eligible

for medical cards," she says, "but if somebody isn't out there finding them and saying,

'Get in', giving them a form to get in, telling them where to go and things, they oftentimes

don't get in." Carol sees the public prenatal clinic as actively working towards the

improvement of birth outcomes in this county.

Diana constructs the mission of the public prenatal clinic in relation to the

unwillingness of local obstetricians to take low-income, non-insured women, on or off

medical cards, as patients. "The health department's mission is j to do a prenatal clinic,"

she says. "It's to help provide these services that people need," because these needs are

not being met by the obstetricians.

While she is aware of the health department's secondary status in the eyes of local

obstetricians, though, Diana is able to sustain a "double consciousness a knowledge,

awareness of, and sensitivity to both the dominant world view of the society and their own

minority...perspective" (Nielsen 1990, 10-12). She has found at least one way of dealing

with these more professionally powerful providers in order to preserve her own level of

autonomy. Because the obstetricians are the main care givers in the community, says

Diana,
you just kind of tolerate, you just kind of learn their ways to get what
you need from them and work around them. And that's too bad,
because the best thing is to work with somebody. But ninety percent
of the time, if not more, you don't need 'em. You don't need the doctors.
They might think that you do, but [she laughsj....

Diana finds small ways to resist the medical power structure, and she incorporates these

resistances into her mission at the clinic.

Diana also imparts a fluidity to the mission of the prenatal clinic, again resisting the

stark boundaries that Dr. White and Dr. Hanson erect in their definitions of the clinic's

function. She foresees a time when there will not be a need for the health department
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hospital for continuous peiinatal care. This vision underscores her assertion that the clinic

exists now only because there was no other affordable, accessible option for prenatal care

for low-income women. Now that there may be another, better option, "tJhings are going

to change," Diana thinks. "In fact all of our clients at _____County would theoretically,

should be going to Ithe nurse-midwife now practicing solo at the hospitalj, because the

only reason we exist as a prenatal clinic is because there were women that weren't getting

any care. And now that she has basically opened her doors...," the clinic may become

unnecessary. If this happens, it will be an empowering event for CNMs like Diana, who

have so far been denied support by the local obstetricians to practice independently. This

change would also benefit low-income women, who would be able to see one practitioner

throughout their pregnancies and deliveries instead of having to rupture a satisfying

relationship with their prenatal care givers to give birth at the hospital under the direction of

whichever obstetrician is on call when they arrive.

The profit orientations of Dr. White and Dr. Hanson and the service orientations of

Diana and Carol, as well as the functions that both types of care providers perform in this

community, are further revealed in their differing attitudes towards low-income pregnant

women. These attitudes are the subjects of the next section.

Provider Attitudes

Clear differences abound between the obstetricians' and the public health workers'

perspectives on economically disadvantaged pregnant women, despite their shared

biomedical philosophies. Their descriptions belie their attitudes towards low-income

women as patients and clients. These attitudes affect women's experiences with their

prenatal care givers in this community. Since Carol's and Diana's work is service-

oriented, more comprehensive, and more reliant on frequent contact with low-income

women than the work of Dr. White and Dr. Hanson, Carol's and Diana's descriptions of
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their clients reveal a wider perspective on the women's needs and personal characteristics

than the doctors exhibit. Ironically, working on the margins of biomedical professional

power contributes heavily to the more informed views of Diana and Carol. Although

limited in the work they can do by agency budgets and by levels of physician cooperation,

public health employees strive to provide care that is increasingly inaccessible via the

physicians.

Joan W. Scott describes language as "any system strictly verbal or other through

which meaning is constructed and cultural practices organized and by which, accordingly,

people represent and understand their world, including who they are and how they relate to

others" (Scott 1990:135). The language that Drs. White and Hanson use to describe their

low-income patients reveals their attitudes towards low-income women. Even though these

physicians see fewer low-income women in their practices than Carol and Diana do, Dr.

White and Dr. Hanson offer vivid, sweeping descriptions of them.

Dr. White is strongly critical of low-income women as a group, based on his

interactions with them in his practice. Low-income women are not "profitable" for him,

and so he will only accept a medical card patient if she has a file with his office from a

previous pregnancy, or if another physician refers her. His personal reflections of low-

income women are quite derogatory and are linked with their unprofitablity.

Dr. White describes women on Medicaid as "dirty, smelly people" who "do

take good care of themselves."13 These women are "unkempt," a quality that he associates

with poverty: the two "tend to be linked together," he said, but are "not always." Women

on Medicaid are "more difficult to take care of' than women who are "well-educated with

private insurance," although there are "some elements" to his low-income patients'

personalities that actually make it "easier" to care for them. For example, since they are

"relatively poorly educated," they do not ask as many questions as middle-class women

13 Several words and phrases in Dr. Whit&s commentary are underlined to reflect the special emphasis that
he gave to certain ideas.
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ask. Dr. White finds this quality among his better-educated patients to be "disruptive" of

his care.

This benefit to treating low-income, less-educated patients does not eclipse Dr.

White's disdain for them on the whole. These women are "undisciplined people" who

frequently do not come for their appointments, which they do not bother to reschedule or

break via telephone: "they don't keep their word," according to him. "They don't

çr word." Although he realizes that these are "broad generalizations," Dr. White

observes that the "majority on welfare" "don't really want to be pregnant," because

pregnancy is just "one of a thousand things wrong in their lives." Furthermore, there is

"always a handful" of low-income women who "didn't want prenatal care," and who may

be "in denial that they're even pregnant." He cannot help these women, who "did not want

to fit within the system." Dr. White feels that their uncleanness, combined with their

ingratitude and lack of education, make them "an unpleasant group to take care of": "it's

like working with children," he observed.

Dr. White believes that the state public assistance system jeopardizes his practice by

forcing him to care for women on medical assistance. Many of his perceptions of low-

income pregnant women in the community are therefore filtered through this basic

professional concern. In addition to Medicaid patients' ingratitude for his services, Dr.

White feels that the state and the "peoples of Oregon" are "ungrateful" to him for wanting

him to "subsidize the welfare system." Dr. White notes that "the rules are set up so that the

workers Fi.e., physiciansj suffer" from the welfare system. Although he makes over

$200,000 a year, "very few people would be willing to give up their life for this" job, he

feels; he has "no family, no life." "Nobody says 'thank you," but rather people "expect me

to donate my time" to tending to non-privately-insured women. Oregonians in general are

"very presumptuous," he feels. They, along with low-income pregnant women seeking his

care, comprise "a very ungrateful, undisciplined group of people who think we're another
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McDonald's." McDonald's restaurants do not subsidize hamburgers, he reasons, so why

should he have to subsidize medical care?

Despite what Dr. White has to say about "subsidizing" care for Medicaid women,

individual physicians are reimbursed by the Office of Medical Assistance [OMAPI "based

on a maximum allowable charge for each service billed," following special codes for

different procedures (OMAP 1993:14). Since Dr. White and his colleagues are employed

by the managed care organization FjrstCare now, however, Medicaid reimbursement is

done on a capitation basis: practitioners are allotted a set fee per patient (per capita) paid out

of OMAP funds. They only make money (in addition to their salaries from the managed

care organization) from taking Medicaid patients if they are able to keep their costs under

the set per capita service rate (1993:14). Dr. White does not financially suffer from taking

on Medicaid patients as long as he does not exceed his allotted capitation rate (and avoids

malpractice suits). Medicaid patients are less profitable than privately-insured patients

because they do not pay deductibles, and the paperwork that accompanies them to his office

is time-consuming. Dr. White's vehement objections to caring for Medicaid women,

however, seem to stem from his personal objections to and spare information about them as

much as from his economic concerns about subsidizing medical care.

Dr. Hanson's views of low-income women as patients are not nearly as disparaging

as Dr. White's comments, but his kinder perceptions are also broad-sweeping and

reflective of a fundamental distance between Dr. Hanson and the lives of the low-income

women with whom he comes in contact. Factors which distinguish his low-income and

middle-class patients are the stronger tendencies among the former for "drug abuse,"

"smoking," having less "family support," and not being "educated" (having finished high

school and received a university education). "The medical card women know...what's

happening" in their pregnancies, and "most of them know.. .about the need for prenatal

care," "except [thosej with bad situations" in their "family environment." "Family support"

and whether "they go to [childbirth preparation, usually hospital-sponsored Lamaze]
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giving birth and, among Dr. Hanson's teen Medicaid patients at least, how well they

"follow what we tell them." Without these two factors, he says, "they don't do what we

tell them."

How well low-income women can "fit," socially and financially, into the huge

network of biomedical health care services reflects how well they are able to mold their

notions of what is good for them, their "common sense," to social expectations. Daniel T.

Linger describes "common sense" in terms of Gramsci's notions of hegemony: "common

sense" is the "unreflective popular thought," the shared faith in a political (here a medical)

structure, that nourishes the continued "cultural and social authority" of physicians as

experts on our bodies (1993:3-4 and Starr 1982:14). Women who do not have enough

money to conform may still wish that they could, as several of my client informants do,

and so participate in this shared faith. Dr. White does not allow for this possibility, instead

believing that women who do not receive biomedical prenatal care at all or who are too poor

to afford private insurance are mis"fits" and threaten the collective common sense that

nurtures his prominence.

By placing a higher value on women who can fit into the system of obstetrical

health care with ease, because of financial comfort and college education, than he does on

poorer, less insured, less educated women, Dr. White eliminates his professional need to

learn about the lives of Medicaid recipients and completely uninsured pregnant women.

His scathing descriptions of these women reveal his disdain for people who either elect not

to or simply cannot participate in expert-guided prenatal care and birthing.

While differing in the amount and content of the contact they have with low-income

women and in their levels of knowledge about their lives, both Dr. White and Dr. Hanson

categorize low-income women in a broad, even two-dimensional fashion. Dr. Hanson

accepts Medicaid patients and referrals from the health department, and has one to two
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Medicaid recipients as patients at any given time. He recognizes several problems specific

to low-income women, such as substance abuse and lack of education. While genuinely

concerned about their special challenges, though, he does not concern himself too much

with their troubles since he thinks that the health department staff exists for that purpose.

His attitudes towards low-income women are less seasoned than Carol's and Diana's by

comprehensive and regular contact with low-income communities, because he limits, to

some extent, the numbers of Medicaid patients and out-of-pocket paying patients whom he

sees. Dr. Hanson's attitudes are relatively benign, however, when compared with those of

Dr. White.

While the obstetricians' perceptions of low-income pregnant women in the

community are broad and sometimes dismissing, the public health clinic practitioners are

less concerned with personal attributes and more demonstrative of an intimate knowledge

of these women's life circumstances. Because of their positions as care givers at a

government-funded institution whose purpose is to serve a need rather than to make a

profit, Carol and Diana look at the larger contexts of their clients' lives. Their activities and

contact with low-income pregnant women lead to a degree of awareness of and sensitivity

in their attitudes to the women's needs that is lacking in the obstetricians' attitudes.

Diana and Carol have an acute awareness of their clients' experiences with the

welfare system. Carol is aware of the fact that "a lot of women still don't recognize that

they're eligible for IMedicaidj." She also notes "the humungous amount of bureaucracy

that there is in applying for Medicaid" and the "stigma" of being on a medical card that

"people signify...as being in poverty or not as good a person as others" who do not need

public assistance. Dr. White's comments confirm the presence of this stigmatizing

behavior in this community. Diana notes that at least one local obstetrician's attitude

towards Medicaid recipients often keeps this stigma alive when describing the process that

the clinic's clients have to go through: "We get them up to a certain time. Then, it's just
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delivery], if they get [Dr.] Parks...Lack of attention is what I would say more than

anything.. ..Lack of attention and disrespect...."

Carol and Diana also have a special awareness of the issues specific to their teen

clients. Teen pregnancy prevention is the new priority of the local chapter of Oregon

Healthy Mothers, Healthy Babies, a state coalition of health care professionals, social

workers, and interested citizens that works towards universal access to biomedical perinatal

services. Carol and Diana are members of this local chapter, and incorporate its goals into

their work. With teen pregnant women making up a substantial portion of the clinic's

clients base both care providers are especially sensitive to their needs.

Carol explains why the teen clients make up such a "high-risk" group: "...there are

just so many ramifications of [teenage pregnancy]. Kids are more likely to drop out from

school, they're more likely to abuse their children, they're more likely to have a high-risk

pregnancy, to be low-income people that are going to be into the Medicaid system,

sometimes forever. So I think it would be a very, very high priority" for Diana and her to

address teen women as a separate group with distinct needs. From their own and other

research, Carol continues, public health professionals know that teen women "wait until

they just can't deny it [their pregnancies] anymore. And sometimes they've gone into labor

where you know they must be feeling [pain] and everything else, but still the denial, you

know, 'It couldn't be happening to me'." Denial and the fear that their parents are going

to throw them out of the house" are "big factor[s]" in teens being "much more likely to start

prenatal care real late."

Getting teens, and all other prenatal clients, for that matter, to take advantage of the

health and social services that are available to them is a major activity for Diana and Carol.

Carol discusses various strategies that the health department staff is "looking at" and

implementing to expose more women to these programs. "More education, working with

the schools more, working with churches and, you know, groups and things to prevent
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lot of referral to anything that's available in the community" that would help their clients,

teens and older women alike. Among these services are the county alcohol and drug

residential treatment program, the county mental health program, the local food bank,

support groups, and a nearby city's domestic violence center. Carol admits that "there's

not enough" community support services to address the needs of her and Diana's clients,

but says that "there are a lot more than there used to be."

Carol and Diana are made aware of the social contexts of low-income women's

lives directly through outreach activities that draw women into prenatal and other health

department care and give the staff contact with area low-income women in the women's

living environments. An example of an outreach activity of health department clinic staff

that informs them of the contexts of their clients' lives is "doing home visits." Trips to the

homes of clients are done on a regular basis by one of several "high-risk nurses" at the

health department. Actually, neither Carol nor Diana usually goes on the visits, but both

practitioners recommend them for "anybody that we consider to be high-risk because of

drug-use, because of their [the clients'] age [if they are teens], because of an abusive

relationship, because of their home situation," according to Carol. In fact, she continues,

"1 think almost all of our prenatal patients get. ..at least one home visit. Certainly some

kind of contact by the high-risk nurse" before the births of their babies, and then "when

they deliver," says Diana, "we try to get a home visit." Because prenatal clients are often

clients of other clinics and programs at the health department, like the Well-Child program

and the Women, Infants, and Children nutrition program, home visits help various staff

members to know about the activities and lives of their clients away from the institutional

setting of the health department.

Dr. Hanson and Dr. White do not employ extensive outreach and referral as

mechanisms for improving access to their services, like Carol and Diana do. Because of
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their more comprehensive work, Carol and Diana have "a more complex understanding of

the1 social relations" and realities that pertain to low-income pregnant women (Nielsen

1990:25) than Dr. White, Dr. Hanson, and other obstetricians in this city. The heightened

awareness of Carol and Diana mean that their approaches and attitudes towards their clients

have a more positive impact on the women's experiences as prenatal care receivers than

have the approaches and attitudes of local obstetricians. Renée, Lisa, Rebekah, and the

other women profiled in this chapter, as well as clients whose stories are not told here,

notice this difference and grow to prefer these care givers over the less understanding and

more inaccessible obstetricians.

Many low-income women still perceive physicians' care as the preferred avenue for

health care and the public clinic as second-best, even though many of the women feel better

about Carol's and Diana's care better than the obstetricians care. Even though the quality

of care at the clinic may be better than at physicians' offices, many of the clients have

internalized the socially-sanctioned belief that physicians are the primary, preferred health

providers in U.S. society (Starr 1982). Low-income women must struggle with a

complicated public assistance system and professional bias, and they often define their

roles in this system according to their Medicaid status.

Provider roles and attitudes towards low-income women play a large part in

determining the content and quality of prenatal care offerings in this community. In order

for my client informants and other low-income women to be completely fulfilled and

empowered in their prenatal care experiences, change must come to the dominant

biomedical health care system that allows professional autonomy and prominence to the

prenatal care providers who are often the most distanced from the lives of their patients.

The final chapter of this thesis explores this need for transformation on both the structural

and interactive levels, and suggests ways in which these changes might be effected.



CHAPTER FOUR

Transforming the Landscape ofPower in Prenatal Care Services:
Recommendations for Change

The biomedical model today is much more than a model. Among the
medical profession it has acquired the status of a dogma, and for the

general public it is inextricably linked to the common cultural belief system.
To go beyond it will require nothing less than a profound cultural revolution.

Fritjof Capra (1982:162)

Factors related to the structural workings of the health care system and to the

attitudes and role constructions of individual practitioners impact the prenatal care

experiences of low-income women health department clients in an Oregon community.

Biomedicine is the scientific and ideological vehicle for all of these processes. The

structural processes include the various obstacles that low-income women have to

accessing prenatal care services, the structure of the Medicaid system, and a biomedical

approach to pregnancy that interprets all health care needs and behaviors of the pregnant

woman in a mechanistic way.

The interactional influences reflect the system-related processes. The twenty-seven

clients whom I interviewed felt more respected and empowered by Carol and Diana, their

health department prenatal care providers, than by obstetricians with whom they have had

dealings in the past. Carol and Diana are public health workers, not doctors, and are less

professionally autonomous than local obstetricians. This marginal position and their

service-oriented mission afford Carol and Diana a better understanding of the needs and

realities of low-income women in the community. While being more historically, socially,

and culturally powerful than Carol and Diana, Dr. White and Dr. Hanson are less

knowledgeable about the needs of low-income pregnant women, because these women are

not profitable patients. These two physicians, like other "ruling class" members,
experience the current organization of society as basically satisfactory and
so they accept the interpretation of reality that justifies that system of
organization. They encounter little in their daily lives that conflicts
with that interpretation (Martin 1987:190).



As long as the hierarchical structure of biomedicine and related social constructions

of class persist in the United States, pregnant low-income women will never receive

completely satisfactory and empowering health care. Many of the women I interviewed

hold on to an internalized faith in physicians as expert, preferred care givers, indicating that

powerful social discourses still form public notions of health, the absence of health and

adequate health care. Also, although the care that Carol and Diana provide is more

considerate of the social contexts of low-income women's lives than the care that Drs.

Hanson and White and other obstetricians provide, the public health system is limited in its

operating capacities and is still fundamentally biomedical. In this chapter, 1 explore the

problems that remain in this community and offer suggestions for change to improve the

quality of low-income women's experiences with prenatal care.

Persistin2 Problems

In the spirit of Nancy Scheper-Hughes' call for the opening up of new "social

spaces" for health care, it seems that the prenatal care community that serves my low-

income women consultants is in need of "radicalizfingj" (1990:194). The spaces that need

to be transformed to better serve the needs of low-income (and all other) women are the

types of services available in and the mechanistic philosophy of the biomedical health care

system.

A major enabling factor in low-income women's choices of prenatal care providers

is the Medicaid program. The Office of Medical Assistance Programs (OMAP) provides

the framework within which low-income women in this community think about prenatal

care services. Many women experience the process of "getting on a medical card" as

difficult and often humiliating. Medicaid coverage is doled out to those women and

families that fall within specified income ranges, and only applies to a limited number of

biomedical prenatal providers. Only very recently, the Oregon Legislative Assembly
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passed Senate Bill 1063 passed which creates a system by which direct-entry midwives

may be reimbursed by Medicaid. This program will take awhile to get underway, and until

then, no alternatives to biomedical care for prenatal and childbirth care are possible under

Medicaid. The women I interviewed, then, rely on a system of care providers whom they

may not want to see, who may not want to see them, or who are satisfactory but

overworked.

Another aspect of the system of available prenatal care services that requires

transformation is the "social space" (Scheper-Hughes 1990:194) of the public health

system. The public health sector was the only option that many of the women I

interviewed had for prenatal care services, because obstetricians would not take them on as

patients and because the health department would take their medical cards. Although the

health department clinic sees more low-income women for prenatal care than the local

obstetricians see combined, however, the clinic is limited financially by its dependence on

bureaucratically-controlled public monies. "[Tjhe main thing...that I can think of Ithat

restricts the clinic's activity]," Carol explained, is "limited funds." Programs and staffing

capabilities are constrained by funding limitations, and the burden of this paucity often falls

on the women seeking care: "In the past we've had limited staff," Carol continued, "so

that...there were times we had a waiting list of fifteen....We were at our peak and we just

couldn't see anymore because there were just no appointment spots." Although public

health practitioners offer their prenatal clients a larger spectrum of services than

obstetricians can, and many women prefer the former over the latter, public health services

will continue to be limited until they attain cultural and economic autonomy in the United

States.

Another fundamental problem with the prenatal care services available to the

twenty-seven women in my study is their biomedical grounding. Obstetricians view low-

income women through a lens of capitalist gain and mechanistic objectivity, while public

health professionals have a more comprehensive view of women's lives but still employ
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biomedical ideas in their work. Pregnant women's physical needs are not often considered

by biomedical practitioners in concert with their psychological and social needs. Barbara

Katz Rothman argues that "mother/fetus are seen in the medical model as a conflicting dyad

rather than as an integral unit" (in Martin 1987:64).14 A pregnant women's needs are

tended to in order for her to produce a healthy baby, and psychological and social inputs to

the woman's overall health are considered peripherally, if at all. Standards for adequate

prenatal care are set to meet these physical requirements, and access to physically adequate

care is viewed by the biomedical community as the primary recipe for good birth outcomes,

especially for low-income women who are more at risk than middle- and upper-income

women for having low birthweight babies (Chavkin 1992:194).

The following section presents recommendations for change in the current delivery

of prenatal care services to low-income women in this Oregon community.

System Recommendations

Although the dominant system of health care in the United States would benefit

from a full overhaul on all levels of care giving, financing, and basic assumptions about the

human body, it is not practical here to propose methods for such a comprehensive job. On

the level of the Oregon community in which my research took place, however, pregnant

low-income women might benefit from changes in the structure and provider approaches

that have such great impacts on their experiences with prenatal care. In these

recommendations, I address the persisting problems of service availability and the

biomedical perspective together, due to their tight interconnectedness.

Harvey and Faber suggest that "there is little evidence that the removal of financial

barriers alone [by expanding Medicaid eligibility boundaries] will increase the use of

prenatal services" (1993:32). In order for low-income women to have more prenatal care

14Emily Martin emphasizes that pregnant women are not the only women harmed by the mechanistic
perspective of biomedicine: she writes of all "women whose bodily experience is denigrated and
demolished by models implying failed production, waste, decay, and breakdown" at other reproductive
moments, such as menstruation and menopause (1987:197).



options and to become more empowered seekers of health care, therefore, the cultural and

social authority of physicians must be redistributed to other types of health care providers.

Dr. White and Dr. Hanson both feel that their services are unnecessary to improve the

prenatal care access in their community because of the health department's clinic.

Furthermore, Dr. White will not accept Medicaid patients because he finds them to be

"unprofitable" as well as an "unpleasant group to take care of."

Through the Oregon Health Plan, which will enter a demonstration stage in January

1994 granted the Oregon Legislative Assembly can find $87 million to fund the plan,

OMAP will extend Medicaid coverage to 120,000 Oregonians who are currently uninsured

(Dietz 1993: 1A). Although this extension may open up services to many people who

cannot afford private insurance but earn too little to be eligible under current Medicaid

income ceilings, women like Kara, Helen, Tara and Rebekah (see Chapter Two) may still

have trouble accessing prenatal care if physicians remain as reluctant to accept

reimbursement as many are now. Financial change can only be a band-aid solution to

inadequate prenatal care rates as long as "common sense" (Linger 1993:3) tells health care

consumers that physicians are experts on the human body and the healers of choice in the

United States. Other options for prenatal care must be expanded.

The public health prenatal services offered in this Oregon community are more

appealing to clients than obstetricians' services, despite the health department's limited

funding and inability to offer continuity of care. The following changes might make the

public health system in Oregon more effective and comprehensive in its service delivery to

low-income women.

Public health services need to be recognized by Oregon policy makers, the state

government, and physicians alike as excellent vehicles for improving the physical health

and overall well-being of all families. More practitioners with expanded capacities are

needed at the health department office in this city, in the branch in another city in this
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county, as well as in more rural communities, to counter pregnant women's geographic

isolation from services. Carol and Diana, as examples of public health care providers, are

well-liked by their clients and are dedicated to offering high-quality medical care, but are

limited in their abilities to do so. State nursing practice laws should be standardized to

allow nurse practitioners, like Carol, and certified nurse-midwives (CNMs), like Diana, to

maximize their spheres of practice and autonomy, in order to increase the availability of

prenatal health care practitioners for low-income women in need (Curry, 1989:97; Brown,

1989:78).

I recommend that the state expand funding to county health departments so that they

may hired more certified nurse-midwives. CNMs like Diana are registered nurses who

have advanced training in obstetrics from programs accredited by the American College of

Nurse-Midwives (ACNM) (L. Baldwin, et al. 1992:262). CNMs are "closely aligned"

with biomedical services and usually practice in hospitals under the watchful eye of

obstetricians (1992:263).

From a public health perspective, CNMs have much to offer in this community

because of the glaring lack of continuity of care here. Women who come to the clinic for

prenatal care cannot have their babies with Carol or Diana, but must go to the local hospital

and be delivered by the local obstetrician on call, where they "get charged the whole

package deal [the hospital's fee for deliveryl," according to Diana. "It doesn't matter when

[at what point in pregnancyl you come in." Some of the women I interviewed are

uncomfortable with this interruption in care giving: Sharon (22), for instance, at first

wondered if Diana could "do the birth," but Diana told Sharon that she cannot. Diana finds

that "some of [the clientsj are so used to not getting what they want that [continuityl isn't

important" to them. She thinks that if "once we experienced having the continuity of

knowing who was going to be there [to do the birthsj, then it [continuity of carej would

matter to them."
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Local obstetricians must realize the need for CNMs in the face of their own desire

not to have to deal with low-income women. Diana and at least one other CNM should be

able to do prenatal care through the health department and then also to deliver their clients at

the hospital. A health department nurse-midwifery birthing center might be a feasible

alternative to sharing space with the obstetricians at the hospital.

Health department practitioners and employees in this community and in the entire

county should learn to speak, read and write Spanish through government-funded in-

service classes. One-third of the clients that Carol, Diana, and Cathryn (a prenatal health

nurse at the other health department branch in this county) are Latina, according to Carol.

Volunteer translators are not always available to assist these women and their care

providers during appointments. The lack of adequate numbers of Spanish-speaking care

providers increases the likelihood that non-English-speaking Latina women will not

experience satisfactory prenatal care (Oregon Healthy Mothers, Healthy Babies Coalition

1991:A-42).

In addition to learning an adequate amount of Spanish, care providers should also

learn about the cultures from which their Latina clients come. An anthropologist who

researches the cultural aspects of health and gender in Mexican culture, for instance, would

be a good resource for Department of Human Resources-funded in-service seminars for

health department staff. With the growing number of Mexicans and other Latinos living

and working in Oregon, the state must take responsibility in extending appropriate and

adequate health services to these residents.

I also recommend that the health department staff institute a client-to-client resource

program in order to involve clients more in the services they receive and to elevate low-

income women's overall well-being. When asked with whom they talk the most about

their concerns about pregnancy and childbirth, most of my client informants said that they

confide in friends who have had babies, yet these networks remain informal only. A more

formalized program of support groups and client mentor programs might be run by WIC,
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Well-Child, and prenatal clinic clients already familiar with these programs and other facets

of the social services and Medicaid systems.

Topics for discussion and consultation in the in-house client-to-client programs

might be pregnancy, childbirth, parenting skills, stress management, partner abuse issues,

maneuvering welfare, Medicaid and food stamp programs, dealing with doctors, and other

areas of concern to low-income women. The Oregon Governor's Maternity Care Access

Planning Commission (MCAPC) has targeted these and other relevant topics for "stronger

perinatal educational emphasis" (MCAPC 1993:15). Although a client resource program

within the health department should not be the only mode of education and outreach there,

it would give clients a different context in which to ask questions and the opportunity to

share experiences and advice with one another.

Although public health professionals must make efforts within their places of

practice to initiate client-based resource programs, this community needs empowerment and

information groups that function independently of the health department. Empowerment is

the process of making the necessary resources accessible that enable people to be "actively

involved in deciding about their own lives" (in this case, about their health care

experiences) (Swift 1992:99). Since the health care system has inherent protocols that limit

access to perinatal care services, as elaborated in this thesis, the act of empowerment is

restrained within the system (1992: 103). Outside of the health care system, however,

empowerment for low-income pregnant women may come more easily through the

organization of a self-help group, one model for which comes from the women's health

movement.

Sell-help groups stress the "demystifying" of biomedical services and professionals

as well as women's bodies (Norsigan and Pincus 1992:702) and rely on the open sharing

and validation of women's experiences and knowledge. Successful groups have formed

throughout the United States and participants have accomplished such objectives as

learning to examine their own vaginas and cervixes, researching and writing about
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menopause, giving support to sister sufferers of "severe illness," and organizing to address

children's health issues (1992:702). Self-help groups form as needs arise, are initiated and

organized by the women who need them or by community figures, such as direct-entry

midwives or health care professionals acting independently, and work toward the goal of

women having "more control over what we allow to be done to our bodies" by health care

professionals (1992:702).

A group for pregnant women should be initiated in this community by one or more

of the following people: a dissatisfied pregnant woman who has access to feminist health

action information, direct-entry midwives in this city and in a larger neighboring city,

nurse-midwives, childbirth educators, counselors, social workers, and other local women

who are concerned about the disempowering politics of local perinatal care and who have

access to information about the women's health movement. The possibilities for the

group's focus are endless and could be as fluid or as rigid as the group decides, but should

center around increasing each group participant's awareness of her body during pregnancy

and childbirth and afterwards, ability to intelligently question health care professionals,

understanding of the Medicaid system, and knowledge of the available options for perinatal

health care.

Direct-Entry Midwifery as a Prenatal Care Option

According to Robbie Davis-Floyd, the presence of direct-entry midwifery in the

United States creates "a spectrum of possibilities for American birth" (1993:73). I extend

Davis-Floyd's "spectrum" to propose that direct-entry midwives also open up the

possibilities for prenatal care in the United States. The profession of direct-entry

midwifery is becoming increasingly important in Oregon as a pennatal care option.

Because of direct-entry midwives' non-biomedical philosophical and practical orientations,

and because state legislation has just been passed to enable direct-entry midwives to be

reimbursed by OMAP, I believe that these midwives will be agents of change in the
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section, 1 discuss the profession of direct-entry midwifery, the community of Oregon

midwives, and the implications of Senate Bill (hereafter SB) 1063 for low-income women

in Oregon. I also outline obstacles to their mainstream legitimation by obstetricians and

pregnant women that direct-entry midwives will have to surmount in order to help

transform the "cultural processes" (Martin 1987:4).

Direct-entry midwives and obstetricians have professionally minor-opposite

perceptions of where and how births should happen and of who should attend births.15

Supporters of hospital, physician-attended births claim that birth is a crisis situation, which

entails the small but ever-present possibility of an "emergency, in which even a few

minutes' delay can result in death or injury to the mother or infant" (Wolfson 1986:926).

Supporters of home birth and direct-entry midwifery perceive birth as a normal function of

women's bodies, as Kate Bowland, CNM'6 explains.
Most midwives espouse the cyclical and flowing model of nature and change.
We view the woman's body as normal and healthy in its own right. Our role
as midwives is to guard and sanctify the natural process. Birth is viewed as
an organic mammal animal sexual act. We believe that a woman's mind talks
to her body, and her body talks to her mind, giving her whole being information,
stimulating the complex and interrelated flow of hormones and sensations that
work together in her opening and birthing....Remember, most of the time,
women open, push and deliver healthy babies (Bowland 1991:39).

Midwives link any risk or complications associated with birth to the "mother's tQtiii state

her mind, body, beliefs, emotions, and environment" (Wolfson 1986:916-17), instead of

just to physical causes.

Liz is an independent lay midwife who practices in the community in which I did

my research. Her professional philosophy reflects Kate Bowland's and other midwives'

approach to pregnancy and childbirth. Liz takes many low-income clients, often accepting

15Although this is not to say that there are not obstetricians who support midwifery, or midwives who are
more "medical" than others. I speak here of the professional standpoints of both groups.
16Bowland is a certified nursemidwife in California who was the chiefly appellant in a 1976 California
Supreme Court case in which she and two other unlicensed midwives were found guilty of "unlicensed
practice of medicine in that they held themselves out as midwives even though they did not have valid
licenses" (Bowland v. Municipal Court for Santa Cruz County, Sup., 134 Cal.Rptr. 630(1976).
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as payment what the women can offer and suffering financially as a result. Her purpose in

her work is to provide an alternative to pregnant and childbearing women, and unlike Carol

and Diana who fill a need within the medical system, Liz rejects the power of the medical

structure and thus creates her own power. "If you've got parents who have to pay for their

daughter's birth," she says, "and they feel comfortable in an alternative method of delivery,

then they would come to me." Unlike doctors, Liz says, "there's not that detachment"

when people go to midwives, because "they love you and they care for you and you end up

loving them...." Liz describes how her technique, which is linked to her overall mission,

differs from that of biomedical professionals.
I don't want to he too medical. 1 mean, I want to do it [be effectivej in the care
that I give, but yet in the way I portray, I want it to be more, a more laid-back
[approachj....I explain things in laymen's terms so people can understand,
you know. If you say some long word, they don't know what you're
talking about, and then they go home and worry about it.

Liz's clients come to her because they want the personalized, relatively inexpensive

care that she gives, and which she can only give outside the sphere of biomedical

regulation. As a midwife, then, Liz constructs her work and her place in the health care

community according to the needs that she fulfills that the more powerful care providers do

not fulfill.

Midwives like Liz are non-interventionist and non-mechanistic. They do not

"deliver babies," but instead "teach women how to give birth" (Rothman 1982:61). These

practitioners offer exhaustive prenatal care and overall maternal health screening,

instruction about birth and newborn care, avoidance of unnecessary medical interventions,

and mutual trust between themselves and their clients (Ashford 1990). Direct-entry

midwives have a special body of knowledge, gained through experience and familiarity

with the female body, which they pass along to pregnant and birthing women and their

partners and families.

The time is ripe for direct-entry midwives to expand their scopes of practice in the

United States. Midwives bring a holistic perspective of women's bodies and the processes



of pregnancy and childbirth that biomedicine lacks, as the above discussion details.

Midwives' care is also cheaper than obstetricians' services, and direct-entry midwifery is

steadily growing in professional stature as midwives are in greater demand by women and

families seeking more satisfactory, less expensive birth experiences. Furthermore, Rahima

Baldwin notes that "malpractice insurance rates have created a doctor shortage in

obstetrics," obstetrical fees have "skyrocket[edj," and "lowering the infant mortality rate

has finally become a national priority" (1992:76). In addition, as we saw in Chapter Three,

many obstetricians will not take on Medicaid recipients as patients because they do not want

to accept the rate of reimbursement and the accompanying paperwork.

Midwifery care is less expensive and more holistic than the average obstetrician's

care, as cost comparisons show. The average cost of a midwife's prenatal, intrapartum,

and postpartum care is $1,200, as opposed to a $4,200 fee for a physician-attended vaginal

birth and $7,826 for a hospital cesarean birtht7 (Rosen and Dixon 1990:865-869). These

figures resonate with the fees charged by local obstetricians and midwives in the Oregon

community which I researched: Dr. White charges $1,700 and Dr. Hanson charges $1,800

for pennatal care, and the local hospital charges a comparable amount for the use of its

facilities, but the fees of midwives in this city and a neighboring city average to about

$1,000. The United States, which spent $838.5 billion on health care in 1992, could save

$8.5 billion if direct-entry and nurse-midwives attended 75% of all pregnancies (Public

Citizen Health Research Group 1993:8; Mothering 11993:44). Despite these figures,

midwifery and home birth have not made their way into the national psyche because of their

fundamental differences from biomedical practice and norms.

In the nineties, direct-entry midwives are coalescing to develop more professional

cohesion as a group. Several states have formalized education programs for direct-entry

midwives, like the Seattle Midwifery School in Washington, the National College of

Midwifery in New Mexico and the South Florida School of Midwifery in Miami

17The 1990 average percentage of cesarean births in the United States was 25% of all births, even though
four times as many women die from cesarean births as die from vaginal births (Petitti et al. 1982: 6-11).



(Midwifery Today 1991:25-26). The Midwives' Alliance of North America (MANA) is a

professional organization open to both direct-entry and nurse-midwives, and it mandated a

National Registry Board in 1989. The Board developed "an exam to test entry-level

midwifery knowledge," and is administered to direct-entry midwives in the United States

who desire to take it, with the title of "North American Registry Board Licensed Midwife"

bestowed upon any successful midwife (R. Baldwin 1992:76-79).

Despite this growth, however, direct-entry midwives are still fragmented as a

group. Direct-entry midwifery's struggles with the biomedical community are embodied in

legal challenges to the validity of non-biomedically-oriented perinatal care. Each state's

laws treat direct-entry midwifery differently. Butter and Kay place the states along a

continuum from prohibitive laws to no laws at all. States that do regulate direct-entry

midwifery do so by creating regulatory statutes which require midwives to pass state

muster in order to be licensed, certified, or registered as practicing direct-entry midwives.

The differences among these three regulations are significant: licensure can only be granted

by a government agency, while certification and registration can be granted by both

government and private organizations to acknowledge that a person has met necessary

standards to hold a particular occupational title (Butter and Kay 1988:1161, 1163-4).

Oregon direct-entry midwives were neither outlawed or legitimated by state laws

until July 1993. They were simply not recognized at all by the state, which was better than

being illegal. Effective July 15, 1993, however, Senate Bill 1063 created provisions for

the voluntary licensure of direct-entry midwives in Oregon. The law creates a State Board

of Direct-Entry Midwifery, which is to be comprised of four direct-entry midwives, two

certified nurse-midwives, and one physician, which will devise standards for licensure that

will "entitle" licensed direct-entry midwives "to payment under the rules of the medical

assistance program [OMAPI for services rendered to any eligible recipient of medical

assistance." Oregon Midwifery Council-Certified Midwives do not have to be examined by



the Board in order to be licensed, as long as they apply for licensure before January 1,

1994, and midwives who choose not to be licensed are not barred from practicing but

cannot take Medicaid reimbursement for their work (SB 1063 1993:1-2,4). Oregon now

joins New Mexico and Washington as one of the few states in this country to entitle direct-

entry midwives to Medicaid reimbursement (R. Baldwin 1992:80).

There are many implications of this state inclusion of non-biomedical perinatal care

providers for direct-entry midwives and low-income women alike. Voluntary direct-entry

midwifery licensure is sure to widen the "spectrum," as Davis-Floyd hopes, of the prenatal

care and birthing options open to Oregon low-income women. I will consider the impacts

on each group separately.

The Oregon Midwifery Council (OMC) is the professional organization for direct-

entry midwives in the state. The OMC provides a sense of conmiunity to midwives who

choose to be a part of it, peer review, and its own certification process, which leads up to

the title of Certified Midwife (CM) for those midwives who pass the certification test. The

OMC has been in existence since 1977, and has a sizable membership: about forty to fifty

midwives attend each quarterly meeting. The group is committed to furthering "the art and

profession of Midwifery" and to helping families to give birth as they choose (Birthing,

OMC Newsletter, July 1992).

When I entered the midwife community to do ethnographic research in the spring of

1992, 1 found a heated debate going on among its members as to the benefits and liabilities

of the Oregon Midwifery Council pursuing state licensure. At that time, no bill had been

drafted or even considered. From the time I began my fieldwork with the OMC and with

individual midwives in April 1992 and continuing into the present, the group has withstood

a drastic change. Many members originally opposed licensure because they feared that

their professional autonomy and values would be compromised.18

18Memr midwives include traditional, progressive, anti-establishment women who view midwifery as a
means of continuing ancient woman- and family-centered practices; fundamentalist Christian midwives who



Without consulting the OMC, an Oregon Representative drafted a bill in February

of 1993 to be introduced in the 1993 Oregon Legislative Assembly that called for voluntary

state certification of direct-entry midwives. After a series of meetings, the OMC decided to

support the measure, and the result is SB 1063. Although the group finally lent its

unanimous support to the bill, the strong feelings of the original factions in the OMC insure

that the OMC will undergo serious change as some of its members decide to go for state

licensure in order to accept Medicaid recipients. The next year will be a dynamic time for

the Oregon Midwifery Council as it tries to maintain its "bottom line" of professional

autonomy for its members even though specific standards are mandated in the bill and

could threaten this independence (H. Fmkelstein 1993).

The passage of the midwifery/Medicaid bill means that low-income women on

Medicaid will soon have access to a different paradigm of pregnancy and childbirth health

care that encourages women to question biomedical discourses and power. Women in the

Oregon community of my research who choose to "try out" direct-entry midwives licensed

to accept Medicaid reimbursement may find that they prefer this care to even Carol's and

Diana's. Although women who cannot qualify for Medicaid or pay out-of-pocket for

midwives' care (private health insurance companies generally do not cover direct-entry

midwifery services) will still not have access to this non-biomedical care, this expansion of

Medicaid entitlement has significant possibilities for dissembling the obstetricians' virtual

monopoly19 on birthing care in this area. Along with the Medicaid eligibility expansion

promised in the Oregon Health Plan, the opening up of the direct-entry midwifery "social

space" (Scheper-Hughes 1990:194) to a large number of low-income women may truly

are otherwise very politically conservative and who consider their work as a ministry; and urban,
professional midwives (many of whom live in Portland). By the spring of 1992, the OMC midwives had
divided into camps, according to one active member, over the issue of licensing: the "pro-licensing"
midwives wanted more professional recognition and cooperation from the biomedical establishment, the
anti-licensing midwives feared absorption into dominant biomedical norms, and a few women remained
unsure. This particular midwife was "on the fence", and expressed her dismay at the factionalism and the
lack of group unity in the OMC then: there used to be "more sisterhood", she said, at the meetings, and
more personal "sharing".

19Except for the one CNM at the hospital and Liz, who both deliver babies in this community.



impact enough women to change the landscape of prenatal care (and childbirth care)

services in this community.

Unfortunately, two major obstacles to this opening up exist. Obstetricians' cultural

authority has historically depended upon the invalidation of traditional midwives'

knowledge, ability, and apprenticeship training style. Biomedical power has also depended

on a receptive public for its maintenance. These two systemic processes are entrenched in

United States society and present quite a challenge for direct-entry midwives seeking to

"radicalize" the "social space" (Scheper-Hughes 1990:194) of biomedical obstetrics by

participating in the biomedical system.

Although not all physicians are firmly opposed to the practice of direct-entry

midwives, those who are might make trouble for direct-entry midwives in Oregon who try

to enter obstetricians' territory as somewhat of an equal. Rapport between direct-entry

midwives and obstetricians is usually poor, almost everywhere (L. Baldwin, et al.

1992:264), and especially in this community. Dr. White explained his position on direct-

entry midwives very clearly: "1 am very, very opposed to the lay midwives," he said.

Based on his past experiences with clients of direct-entry midwives who were brought into

the emergency room at the hospital because of labor complications, he feels that these

practitioners are "butchers" and "presumptuous," because "they're going to do their little

thing outside, in people's homes" and "incite evil against us tobstetriciansi," and "then

come and decide they want to use us" when complications arise that the midwives cannot

handle alone. The local hospital, in fact, no longer accepts midwives' "transports": "They

[the midwivesj know not to come here." According to Dr. White, the prevalence of direct-

entry midwifery attests to the "many, many misconceptions about pregnancy" that pregnant

women and direct-entry midwives have. He considers it to be a "wrong view of things" to

think that pregnancy and birth are natural events: "What's really natural is when mothers



and babies used to die" in labor, and Dr. White thinks that women are foolish to refuse to

allow obstetricians to save them from the dangers of childbirth.

Dr. White's perceptions of direct-entry midwifery are harsh and informed by his

own unpleasant interactions with midwives, but are effective, along with Medicaid options

for reimbursable providers, in swaying low-income women's opinions about non-hospital

birth. A majority of the health department clients I interviewed (59.2%) said that they

would not consider going to a lay midwife because they are afraid of the dangers of out-of-

hospital birth. Chris (22) would go to a midwife "if worse came to worst," but thinks that

there would be "too much pjjj" without the "drugs" she could get in the hospital. "It's

nothing against them," says Renée (23), but "I would feel more comfortable in a doctor's

office." Tina (19) has heard "horror stories" from her neighbor about a lay midwife:

"They try to be too much there." This midwife "really messed her Lthe neighbori up."

Helen (19) wants to feel "safe in a hospital" because this is her first pregnancy. Tara (20)

thinks that she would consider a lay midwife if she had to, but a midwife is "not top

priority" for her because she wants someone "who'll know what's going on my first time."

Although other women had thoughts on midwifery, these comments reflect the range of

reasons for not wanting to consider home birth and lay midwifery: security is the common

denominator of these reasons. Women may reject a non-biomedical alternative to prenatal

and childbirth case at the same time that many of them find fault with obstetricians,

indicating a high level of economic and social internalization of biomedical notions about

"common sense" about pregnancy (Linger 1993:4).

The few clients who expressed positive feelings about midwifery and home birth

recognized that lay midwifery, while an attractive approach to pregnancy and birth, is not a

feasible alternative for them, because Medicaid does not reimburse midwives for their care

and the women cannot afford to pay out-of-pocket for obstetrician care. Rebekah (22)

would consider seeking out a midwife, if not for "the cost." Jane (23) would also consider

going to a midwife, but she cannot afford the care and she has a history of hemorrhaging



and Grave's disease which, she thinks, requires a doctor's attendance at her birth. Tori

(31) "heard about it midwifeiyJ from someone" and "it sounds great," but she would not

want to have her baby at home: "Maybe at someone else's house," but not here. Tori

thinks that a direct-entry midwife would be easier to get along with than a doctor, because

of the midwife's separation from biomedical ideas about pregnancy and birth. Although a

minority among the twenty-seven clients I interviewed, these women would investigate

midwifery as an option if it were affordable.

Conclusion

In this thesis, I have explored several factors that influence a group of low-income

women's experiences with biomedical prenatal care. Three of these impacts are essentially

related to the entire structure of public and private health care delivery in the United States:

geographic isolation of pregnant women from accessible prenatal care services, the inability

of many practitioners to speak Spanish in order to communicate with their non-English-

speaking Latina clients, and the bureaucracy of the Medicaid system. Other factors are

related to the roles and attitudes of prenatal practitioners in the community. All of the

factors are generated by the predominant system of health care in the United States, which

is objective and mechanistic at its core. Women with few financial and non-financial

resources are marginalized by this system, but may prefer the services of public health

professionals, who are service-oriented, less powerful in the system and therefore less

isolated from low-income women's needs, over the more inaccessible obstetricians' care.

A?though the scale of my project limited the scope of my ethnographic research on

these issues, future researchers with more time and resources should include other groups

into their work in order to gain a more comprehensive understanding of the influences on

women's experiences with the health care system in the United States. Interviewing the

patients of obstetricians as well as the clients of public health workers would give

researchers a basis for comparing the customers of the two types of professionals.



Interviewing the clients of direct-entry midwives would also fill out the picture of the

traditional midwifery approach to pregnancy, birth, and women.

Studies should also be done by anthropologists of the experiences of various ethnic

groups with the same prenatal care. My research would have been more complete had I

been able to fully study the experiences of the clinic's Spanish-speaking clients along with

those of the English-speakers. Ethnographic comparisons between and among Oregon

counties would also be useful in understanding the impacts of biomedical discourses on

women throughout the state. Finally, more study is needed on the effects of the

corporatizing of local obstetricians by their employment by a managed care organization on

these physicians' perceptions of their roles in the biomedical professional community and

on their relationships with their patients.

My small-scale findings indicate that the time is right for a redistribution of power

among health care providers in this Oregon community. As I have recommended here, the

public health system yearns for liberation from its secondary status in the biomedical

professional hierarchy. Health departments like the one in this Oregon community need

more state funds with which to enact programs that will more comprehensively serve and

involve their clients. Change is also needed outside the boundaries of biomedical practice,

in the sphere of direct-entry midwifery. The new Oregon legislation is a first step in the

process of opening up this sphere to more women who could benefit from knowledge of its

workings. By becoming licensed by the state, direct-entry midwives could potentially help

low-income women, who feel stuck in the cycle of public assistance and the limited options

these programs have offered until now, to be more in control of their pregnancies and

choices. The passage of Senate Bill 1063 in July 1992 suggests that fresh paradigms of

health care are seeping into the minds of more people. The changes that I have

recommended in the powers of non-physician prenatal care givers reflect my hope that

"common sense" can, as Daniel Linger envisions, be transformed so as to "fuel varieties of

protest and rebellion" and "a unidirectional change in the rules of the game" (1993:3,5).
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APPENDIX



INTERVIEW QUESTIONNAIRE (HNAL FORM)

Part I. Personal Information/Demographics

1. What is your age?
2. What is the highest level of education that you have completed?
3. Are you currently employed?

(if yes) How long have you been employed in the same job?
(If no) How long have you been unemployed?

4. How many adults live in your household?
5. How many children (under 21 or younger than the informant) live in your household?
6. Do you have a husband/boyfriend/fiancé/partner?

(If yes) Does this person live with you?
Does this person contribute to your income?

Part II. General Health Care Information

1. Do you have a main health care provider?
(If yes) What is the title of your main health care provider?
(If no) Why don't you have a main health care provider?

2. Are you covered by a health insurance company or by Medicaid?
(If yes) Does [name of carrier] cover prenatal care?

According [name of carrier], can provide you with prenatal care?
Does your coverage meet your needs?
(If no) Why is your coverage unsatisfactory?

Part III. Prenatal Health Care Information

1. In what stage of your pregnancy are you? (i.e., first, second or third trimester?)
2. Are you getting or do you plan to get prenatal care from [name of clinic nurse] on a

regular basis? (Alternately, "How often do you come in for prenatal care here?")
3. When did you start receiving prenatal care? (i.e., first, second or third trimester?)
4. How many times have you been pregnant?

(if one or more)
Did you get prenatal care during thatlthose pregnanc(y)(ies)?
(If yes)
What type of care provider did you see? (cx. obstetrician, family doctor,

health department nurse?)
Please explain what you liked and didn't like about your previous prenatal

care experiences.
Did your provider(s) treat you with respect and concern?
Did your provider(s) give you the medical care that you felt you
needed?
Did your provider answer your questions to your satisfaction?
Did you feel that you could trust this provider?

How does the prenatal care that you are receiving here compare to the care
that you received from this/those other care provider(s)?

(If no)
Why didn't you receive prenatal care?
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5. Have you ever been turned down for prenatal care?
(If yes) Why did that care provider turn you down?

6. Have you ever received prenatal care from anyone else during this pregnancy before
coming here?
(If yes) Why did you stop getting care from this person?

7. What interested you in starting care at this clinic?
8. How long after you had a positive pregnancy test were you able to start prenatal care?
9. I am interested in your perception of the care you're getting here. Please feel free to

explain why you answer as you do to each question.
Do you feel that:

[Name of clinic provider] treats you with respect and concern?
gives you the medical care that you need and want?
gives you useful information about pregnancy and childbirth?
answers your questions to your satisfaction?

you can trust " ?
10. Are you taking or planning to take any childbirth education classes?

(If yes) What type? (ex. Lamaze, Bradley, other?)
(If class(es) taken now) Is it/are they valuable to you? Why or why not?

(If no) Why not?
11. Are you taking or planning to take any other pregnancy or birth-related classes?

(If yes) What type? (ex. breastfeeding, sibling preparation, others?)
(If class(es) taken now) Is it/are they valuable to you? Why or why not?

(If no) Why not?
12. Are there any particular books, videos, magazines, or other sources that you refer to

for information about pregnancy and childbirth? If so, what are they?
13. Who do you talk to the most about your feelings and/or fears about your pregnancy?
14. Do you feel that there are things that get in the way of your receiving prenatal care here?

Please explain.
15. If this clinic didn't exist, where do you think that you would go for prenatal care?
16. Do you know anyone who has ever gone to a lay midwife for prenatal care and birth,

or who has given birth at home? If so, what did they think about it?
17. Would you consider ever going to a midwife? Why or why not?
18. Is there anything else that you'd like to add to anything you've said so far?




