For more than a decade, Juliana van Olphen-Fehr ran
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an independent practice as a

nurse-midwife delivering babies in women’s homes. In the following story, she

gives us a sense of what it is like to participate in a home birth:

hom

Prenuugg have

Late in the evening, Mona’s contractions started getting quite intense. She paced

around the room while we watched. She'd sit on the toilet frequently and Dave

[her husband] rubbed her back when she was on the bed.... We tried to encour-

age Dave to go take a nap but he didn’t want to leave Mona Jfor a moment. He
Sinally fell asleep in the bed while it was our tum to rub Mona's back. The night
moved into carly morning. The clock ticked away. We walked and talked.

I’'s amazing how long it takes a baby to be bom. As time passes slowly, labor
gives one the opportunity to reflect on the process of birth. Each contraction comes and
goes, [as| the wterus gets smaller and smaller [and] the baby is massaged down further
and further into the pelvis. ... Finally, the uterus, getting more powerful as it decreases
in size, pushes the baby out of its first cradle, the pelvis, through the vagina, the
passageway to life, into the outside world. The mother, feeling more and more pres-
sure, joins the uterus in its expulsive efforts. She bears down gently and involuntarily
at first but then more forcefully and purposefillly as the baby approaches birth. . ..

Mona’s labor built up to the point where she started to feel the urge to bear
down. Her cervix was completely dilated and I felt the baby’s head low in the
vagina. She squatted while she pushed during the contractions and walked during
the break between them. She found it most comfortable to lean on the banister in
her hallway while she pushed.... Dave was still behind her, supporting her hips.
I encouraged her to push while I got under her to monitor the baby’s heartbeat.

Finally, the head appeared. Dave was behind Mona, sitting on the floor,
Lwas beneath her in the front. Together we had our hands around the baby’s head,
Supporting it as we coaxed her to push the baby out slowly. A beautiful little boy
was born into Dave’s and my hands. I held the baby as Dave eased Mona back
onto his lap. His arms were around her as they both welcomed the baby into their
arms. My birth assistant covered all three of them with blankets to keep the baby
warm with their body heat. We turned the light low so the baby would open his
eyes. In happy exhaustion, we sat back and through tears watched this family fall
in love with each other (Van Olphen-Fehr, 1998:111-113).

Van Olphen-Fehr's story helps us see both why women choose to become

ebirth midwives and why health care consumers might choose a nontradiional
OPtion like home birth. Since this story took place, however, unaffordable msurance

forced virtually all nurse-midwives to abandon mdependent practice

dlhd o work only under direct physician supervision. This situation illustrates
t ) ¢ , ) ~ : AL Y i\‘

€ Problems faced by nonmedical health care workers in trying to achieve profes-
S10n]

Status i 4 system characterized by medical dominance.
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In this chapter, we first look at the history of four occupations—nursing,
nurse-midwifery, pharmacy, and osteopathy—and show how each struggled to
find a niche for itself within mainstream health care. We then consider the his-
tory of four occupations that, to a greater or lesser extent, remain outside of
mainstream health care—chiropractic, direct-entry midwifery, curanderismo, and
traditional acupuncture. Chiropractic illustrates how, despite medical dominance,
an alternative health care occupation can secure a role for itself by limiting its
services to a narrow field, while the other three examples show how occupations
can remain marginal to the health care system, unable to successfully combat

medical dominance.

MAINSTREAM HEALTH CARE PROVIDERS

Nursing: The Struggle for Professional Status

In everyday conversations, Americans often seem to equate health care workers
with doctors. Similarly, although many sociologists have researched doctors, very
few have researched nurses. Yet nurses form the true backbone of the health care
system, and hospital patients quickly learn that it is nurses who make the experi-
ence miserable or bearable and whose presence or absence often matters most.
The history of nursing demonstrates how the drive toward professional status,
or professionalization, can be especially difficult for a “female” occupation.

The Rise of Nursing Before the twentieth century, most people believed that
caring came naturally to women and, therefore, that families could always call on
any female relative to care for any sick family member (Reverby, 1987). Hospi-
tals, meanwhile, relied for custodial nursing care on the involuntary labor of
Jower-class women who were either recovering hospital patients or inmates of
public almshouses. These beginnings in home and hospital created the central
dilemma of nursing: Nursing was considered a natural extension of women’s
character and duty rather than an occupation meriting either respect or rights
(Reverby, 1987). Nevertheless, increasingly during the nineteenth century, un-
married and widowed women sought paid work as nurses in both homes and
hospitals. Few of them, however, had any training.

The need to formalize nursing training and practice did not become obvious
until the Crimean War of the 1850s, when the Englishwoman Florence Night-
ingale demonstrated that trained .nurses could alleviate the horrors of war
(Reverby, 1987). The acclaim Nightingale garnered for her war work enabled
her subsequently to open new training programs and establish nursing as a respect-
able occupation.

Like most of her generation, Nightingale believed that men and women had
inherently different characters and thus should occupy “separate spheres,” playimng
different roles in society. To Nightingale, women’s character, as well as their
duty, both enabled and required them to care for others. She thus conceived of

2 il e
caring as nursing’s central role. In addition, because her war work had convincee

-
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Nurses first won the respect of the American public dunng the Civil War.

her of the benefits of strict discipline, she created a hierarchical structure in
which nurses and nursing students would follow orders from their nursing super-
visors. This structure, she hoped, would provide nurses with a power base within
women’s separate sphere parallel to that of doctors within their sphere. These
prnciples became the foundation of British nursing. A few years later, when the
US. Civil War made the benefits of professional nurses obvious to Americans,
these principles were also adopted by American nursing. .

By the carly twentieth century, hospital administrators discovered that
funning a nursing school gave a hospital ready access to .che'!ap labor, and S0
hospitals across the nation began opening such schools. Within these hospital-
based schools, education was secondary to patient care, and many schools had
Neither paid instructors nor libraries. Students worked on the wards for 10 to

2 hours daily, with work assignments based on hospital needs rather than;n
“ducation,] goals. Formal lectures or training, if any, occurred only after other

Work was done. ; S AR
This exploitative training system stemmed dIFCCtly’dltd ““‘“X;“}:‘i;’t’;myl{
rom the Nightingale model and its emphasis on caring and duty. A

Usan Reverby notes (1987:75), “Since nursing theory ?"1131’.35’26‘(1' t;mmgg;}:g
tl:sclpline, order, and practical skills, the ideologicaljustl.ﬁcanon exp snfle] g
Buse of student labor. And because the nursing work force was n’m‘ _tt }1Pand
i “ntirely of women, altruism, sacrifice, and submission were expectec

g
uraged "
: . ntieth century, sought to
hose Women who, by the beginning of the twentieth u[lll‘nh?p mf;dards
) = g arele aQ 1S < "
* Mrsing profession by raising educational standards, estabushing
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for licensure or registration, and improving the field’s status found thelrvhands
tied by the nature of the field (Malka, 2007; Reverby, 1987). According to

Reverby, to raise its status, nursing reformers

had to exalt the womanly character and service ethic ?f nursing while
insisting on the right of nurses to act in their own self-interest, yet not
be “uniadvlikc." "f'hcy had to demand higher wages commensurate with
their skills and position, but not appear “commercial.” I)enouncn.lg- the
exploitation of nursing students as workers, they had to forge political

alliances with hospital physicians and administrators who perpetrated
acter and sacrifice, they

this system of training. While lauding char

had to measure it with educational criteria in order to formulate

registration laws and set admission standards. In doing so, they attacked
the background, training, and ideology of the majority of working
nurses. Such a series of contradictions were impossible to reconcile

(1987: 122).

Political weaknesses also hamstrung nurses” attempts to increase their status.
Like other women, few white nurses could vote until 1920, and most nonwhite
nurses could not do so until considerably later. Moreover, nurses faced formida-
ble opposition from doctors and hospitals that feared losing control over this
cheap workforce. Nevertheless, by the 1920s, most states had adopted licensing
laws for nursing schools and nurses. But most laws were weak and poorly
enforced, so nurses’ status remained somewhat marginal untl World War II
(Judd, Sitzman, and Davs, 2009; Malka, 2007).

Rising Education and Professional Status Since World War II, nursing lea-
ders have focused on increasing educational requirements for entering nursing as a
means of achieving professional status (Judd et al., 2009; Malka, 2007). Beginning
in the 1960s, the American Nurses Association promoted the development of
two- and four-year college-based nursing programs and lobbied to make college
education a requirement for nursing. The new college-based programs quickly
proved popular because changing social norms encouraged women to seek a
college education in the hopes of improved employment opportunities.

This emphasis on higher education has reinforced nursing’s hierarchical struc-
ture. At the bottom of the hierarchy are nursing assistants (described in Chapter 10)
and licensed practical nurses (LPNs)! who have at most about one year of
classroom and clinical training and who provide mostly custodial care to p"ltiClltS-
Neither nursing assistants nor licensed practical nurses have the autonomy, status,
or independent knowledge base that sociologists consider crucial for meeting the
definition of a profession, nor 1s it likely that they will ever do so. k

The situation 15 more complex for registered nu indivi hot
have received at least two ye;rs of nursig minjngr:isd(ﬁgﬂr’mlgc‘i;:ld ll]i:::tn‘:um
requirements. In past decades, most RNs received their traming through hospital-
based programs unaffiliated with colleges or universities, Thc;c days, most RIS
hold associate’s degrees in nursing from community colleges, andl an increasing
number hold bachelor’s degrees in nursing from f-()lll';y’(~.|r colleges or universities
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without a doubt, these nurses enjoy more autonomy and status than in the
(Malka, 201 )7). Many la_rge hospitals now have a Director okaursin" \vln ; pkagt
largely i]]fi£’PC1]dellt decisions regarding the nursing staff and whose stitus ;so mﬂllﬁl
to that of the D¥rc‘ctor of Medicine. Meanwhile, in many wards ﬁurses and g;r; :
work together in relatively egalitarian teams: this is espccmllv‘truéiﬁ ‘emergenoc:

1ents, intensive car i i ; o
departme . : ¢ units, and operating rooms, where quick decisions and
good rapport between doctors and nurses are crucial (Carmel, 20006)

Continuiﬁg Daily Struggles Despite the increasing autonomy that rising levels
of education have brOllght,rasserting professional status remains a daily struggle
for many nurses (Gordon, 2005). Doctors continue to determine much of nurses’
everyday working conditions: who works when, where, and for how much
money. And doctors sometimes include abusive treatment as part of these
conditions: Almost all nurses who responded to a 2002 national survey reported
either experiencing or witnessing incidents in which doctors screamed at nurses,
hit or threw things at nurses, abusively criticized them, or otherwise made it dif-
ficult for them to function (Rosenstein, 2002).
Even when doctors don’t abuse nurses, they often underscore the status differ-
ence between them (Gordon, 2005). Most doctors expect to be referred to by
their title—"Dr. Smith”—while referring to nurses by their first names or simply
as “my nurse.” They rarely read nurses’ notes on patients’ charts, eat with nurses in
hospital cafeterias, include nurses in discussions on hospital rounds, or invite nurses
to important meetings about patients. Meanwhile, in what 15 referred to as the
doctor-nurse game, experienced nurses are still expected to subtly mstruct inex-
perienced doctors in how to treat patients without revealing the doctors’ ignorance
to onlookers (Gordon, 2005). For example, an experienced surgical nurse might
subtly suggest what the doctor should do by placing certain instruments on the
table or by telling the patient step by step what the doctor is about to do. Simi-
larly, nurses often do the work of doctors—prescribing drugs, tests, or physical
therapy—when doctors are unavailable, but the doctors often reinforce their
own status by telling others that the nurses are simply following the doctors’
known preferences. Even when patients’ lives are saved by nurses’ quick actions,
doctors typically receive the credit from patients, administrators, and other

doctors (Gordon, 2005).

Changing Gender Roles and Professionalization One important fflCtOl‘ that
may affect nursing’s ability to gain professional status is the changes in gepder
roles in the broader society. Over the past three dccadcg as women have gained
entry to other fields, intelligent and motivated women mcre{smgly hawcy cho\:en
0 enter medicine, pharmacy, or biological research instead of nursing (A\('lll' York
Times, 1999). As a result, nursing no Jonger attracts the type of students it Ol.lce
could have counted on for its future leadership. For the same reason, nursing
oW attracts fewer white students and middle- or upper-class ﬂtudcnts-. GI\TC\\
€Xisting gocia] prejudices, these changes are likely to reduce the status of nursing
&ven if the quality of students remains constant. Fin‘llly,.lmx\lmc women now can
hter medicine, the public sometimes assumes that no mtellhgent woman would

.
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instead choose to enter nursing, and so underestimates the abilities of those wh

do enter the field (Gordon, 2005).

Changing gender roles not only h ] :
other than nursing but also have opened nursing to men. Men currently constitute

about 6% of employed nurses. Because nursing 1s SO Strongl}_' identified Wlth femi-
ninity, working as a nurse presents men with a serious conflict betwe.en the1¥ gen-
der identity and their work identity. Men typically respond to Fhls conflict by
stressing the differences between what they do and traditional nur.sm.g—deempha_
sizing nurturing while emphasizing their technical skills, quick thmkxpg, or use of
physical strength. As a result, men are disproportionately represented in areas con-
sidered “masculine” such as operating rooms and emergency departments and
underrepresented in areas such as pediatrics (Snyder and Green, 2008).

As in other occupations, men earn significantly more than similarly experi-
enced women. There is no indication so far that the entry of men into nursing
will raise salaries, counteract the loss of academically superior and socially presti-
gious women students, or raise the status of the field overall.

ave encouraged women to seek careery

Structural Changes and Professionalization In contrast to changing gender
roles, the impact of structural changes in health care on nurses’ lives and profes-
sional status is more obvious. Since the 1970s, corporatization and the resulting
emphasis on cost control have resulted in worse working onditions and decreased
job satisfaction for most hospital-based nurses. To save costs, hospitals try to release
patients before their insurance coverage ends, leaving onlv the sickest patients in
the hospital. Yet to keep their staffing costs as low as possibie, hospitals now hire
considerably fewer RNs per patient than they used to (Gordon, 2005). Thus, the
typical hospital ward now has fewer nurses but sicker patients than in the past.
Other changes have also worsened nurses’ position. First, because RNs can per-
form more tasks more efficiently than LPNs, hospitals now save money by assigning
RNs many of the labor-intensive, menial tasks formerly performed by LPNs.
Because RINs remain responsible for many administrative and skilled technical tasks,
this shift has both deprofessionalized their daily work and dramatically increased
their workload (Aiken, Sochalski, and Anderson, 1996; Brannon, 1996; Gordon,
2005). Second, hospitals increasingly save money by hiring nurses temporarily and
without benefits or by moving full-time nurse employees from ward to ward as
needed. As a result, nurses have considerably less control than in the past over their
schedules, the nature of their work, and who they work with. Third, hospitals have
saved costs by shifting services from inpatient wards to less expensive outpatient
clinics, where fewer RNs are needed, RN salaries are lower, and their work is les
prestigious (Norrish and Rundall, 2001). Finally, nurses are increasingly pressured t©
work back-to—baclf shifts and longer hours (often unpaid). Taken together, these fac-
tors have resulted in very high dropout rates from nursing careers (Gordon, 2005)-

Advanced Practice Nursing and Professional Status Although most nuIses
continue to struggle for professional status, few would doubt that advanced pfacdce
nurses have achieved that status. Advanced practice nurses (most of whom are 39
RNs) hold postgraduate degrees in specialized nursing fields. Most have master s

—



OTHER MAINSTREAM AND ALTERNATIVE HEALTH CARE PROVIDERS 295

Jegrees and work as nurse-anesthesiologists, nurse-practitioners, or the like. A much
511121[]cr group holds doctoral c.legrees In nursing and typically work as research-
ors,0T professors. D.octoral-tramed nurses now run their own classrooms, labo-
ratories, research journals, research grants, and licensing boards; generate
knowledge parallel to that generated by medical doctors; earn high salaries;
and enjoy autonomy, status, and public respect similar to that of many other

rofessionals. In recognition of their advanced training, most state governments

ive all advanced practice nurses the right to operate semi-independently and to
prescribe at least some medications (Bureau of Labor Statistics, 2010b). This high
status is justified by numerous research studies, published in major medical jour-
nals, that have found care provided by advanced practice nurses to be as good as
or better than that provided by doctors (Mundinger et al., 2000; Safriet, 1992;
Sakr et al., 1999).

But even advanced practice nurses face limits imposed by medical domi-
nance, as the case of nurse-midwifery illustrates. The earliest nurse-midwives,
beginning in the 1920s, practiced primarily in poor or rural areas with few doc-
tors and enjoyed considerable autonomy. Beginning in the 1960s, a growing
number of nurse-midwives worked largely independent of doctors in homes
and clinics, providing a true alternative to medicalized childbirth. These days,
however, changes in insurance costs and regulations (supported by doctors)
have made it impossible for nurse-midwives to work independently. Virtually all
nurse-midwives now attend deliveries only in hospitals and only when doctors
expect the delivery to be routine, uninteresting, and poorly paid even though
research indicates that care by nurse-midwives (at home or in hospitals) is at least
as safe as care by doctors in hospitals (MacDorman and Singh, 1999; Rooks,
1997:295-343).

On the other hand, nurse-midwives have legal authority to practice and to
Write prescriptions in all 50 states. Thirty-three states require private health
insurers to reimburse nurse-midwives for their services, and all states reimburse
midwives for serving Medicaid clients. In 2005, nurse-midwives attended 7% of
Al US. births (Martin et al., 2007).

In sum, nurse-midwives have gained considerable autonomy and public rec-
°@ﬁ011, as well as an established place for themselves in the health care system.

heir ability to gain greater professional status and independence from medical

Cor : =
itro], however, remains restricted.

Pharmacy: The Push to Reprofessionalize

Linl:]];e ']l‘ming, pharmacy meets the three criteria (Iznjd out in .Chapter*ll) that
angd toa pr9fes§10n: the autonomy to set its own educ.atlonal and licensing .sr;m;li.ard;
nOWIeSohce 1s members for incompetence or.ma]t‘ea.sance; a body. of 3;&}. ize

Work . ge, ]eameq through extended, systematic training; and pu?hc ’t:ntj L hat its
: ugnatmg;]OLxl)ded n a code of ethics. Like mechcme,’lioxx.’s‘\’c‘r. phar.nmcy s | ;story
feSsion " OW corporatization can limit an occupation’s ;1b1]1ty. to retain crucial pro-
Conypy.... PreTOGatives. In addition, its history shows how medical dominance limits

1 HE ARy S .
'8 occupations ability to maintain professional status.
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Gaining Education, Losing Professional Prerogatives Pharmacists’ role hys
changed considerably during the past half century, placing their professional statys
in jeopardy (Birenbaum, 1982). In the past, pharmacists needed complex skills to
store, compound, and dispense the drugs that doctors prescribed. Now, however,
pharmaceutical companies deliver drugs in forms suitable for dispensing, leaving
pharmacists with few tasks other than counting, selling, and occasionally advising
on drugs to consumers or health care providers. At the same time, whereas before
about 1970 more than half of pharmacists owned their own businesses, now most
work as employees of drugstore chains, supermarket chains, or hospitals. Incomes
for pharmacists remain high, with a median income over $100,000 (Bureau of
Labor Statistics, 2010b), but working conditions can be poor, especially in chain
stores, where 12-hour shifts, staffing shortages, and pressure to fill prescriptions
quickly are common (Stolberg, 1999). Like doctors, then, pharmacists are now
more economically vulnerable than in the past; have less decision-making auton-
omy; and no longer set their own working conditions, own their tools or work-
spaces, or maintain individual relationships with clients.

As pharmacists’ role has shrunk, however, their education has expanded.
These days, all new pharmacists must complete 4 years of doctoral work in phar-
macy—typically in addition to at least 3 years of college. These circumstances
have created an identity crisis: Pharmacists consider themselves professionals but
increasingly find their professional autonomy constrained (Birenbaum, 1982;
Broadhead and Facchinetti, 1985).

The Growth of Clinical Pharmacy This identity crisis has stimulated interest
among pharmacists in regaining their former level of professional status, or
reprofessionalizing. To do so, since the early 19705, pharmacists have called
attention to research documenting high rates of dangerous drug errors and
have argued that such errors could be reduced by giving pharmacists authority
to review doctors’ and patients’ use of pharmaceutical drugs. This led to the
development of the new field of clinical pharmacy. Clinical pharmacy 1s the
practice of educating and employing pharmacists to advise doctors and patients
on the use of pharmaceutical drugs (Franklin and van Mil, 2005). (The term
pharmaceutical care is often used to refer to similar activities.) According to the
American College of Clinical Pharmacy (2008:816).

“the clinical pharmacist is recognized as providing a unique set of
knowledge and skills to the health care system and is therefore qualified
to assume the role of drug therapy expert, [whose] expertise is used
proactively to ensure and advance rational drug therapy, thereby
averting many of the medication therapy misadventures that ensue
following inappropriate therapeutic decisions made [by doctors] at the
point of prescribing.” ;

The promoters of clinical pharmacy hoped that it would improve the status
of pharmacists by increasing their professional autonomy, highlighting their spe”
cialized knowledge, and improving their status among thc‘public. In addioor
they hoped that the nse of clincal pharmacy would also improve pharmacis®

|
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Not surpnsmgly. the American Medical Association (AMA) has responded
he growth of clinical pharmac -t ~ A
w 11e5s pharmacy by actively lobbying to define it as the

unlawful practice of medicine (Agres, 2010).

The Impact of Managed Care As the above discussion suggests, managed care
ind utilization review, which have limited doctors’ professional status, have in-
creased the professional power and status of at least some pharmacists. Currently,
pharmacists who work for health care corporations (including insurance plans, hos-

pitals, and nursing homes) are involved in developing practice protocols for doc-
in utilization review of doctors’ prescribing

tors to follow in prescribing drugs,
practices, and in developing formularies—official lists of cost-effective drugs that
doctors who are paid by insurance companies are expected to follow.

The rise of managed care also has improved pharmacists’ position by stimulating
gowth in disease management. Disease ometimes known as

health management) is a form of clinical pharmacy in W
sble for monitoring the use of prescription drugs by patients
attention to medication).

chronic conditions that require constant : .
engaged in disease management counsel patients; monitor the 1mpact of medica-
tions on patients; and, in some circumstances, gs themselves. Manageq
are organizations have adopted disease management as a Way to control .cost: ’by
Preventing medication errors and by shifting care from doctors to lo.wer-p;iud IE)A m;—
m;a'sts (Abelson and Singer, 2010). Some states reimburse ph(mn.aasts mlu‘ er] C-L—,
aid for disease management, and more than halt give ph;mmasts legal authonty
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ETHICAL DEBATE
Pharmacists and Conscience Clauses

Sarah Johnson works as a pharmacist in a chain drug store in rural Washington
state. She loves having the opportunity to help people deal with their health pro-
blems and enjoys her status as a competent, valued professional. Recently, though,
her manager told her that she must stock and dispense Plan B, a drug that can be
used after unprotected sex to prevent pregnancy by either preventing sperm from
fertilizing an egg or (much less often) preventing a fertilized egg from implanting
in @ woman's uterus. Because federal regulations now allow Plan B to be sold with-
out a prescription to anyone over age 17 but require pharmacists to keep it behind
the counter, as the store’s pharmacist she would have to physically hand the drug
to any customers who request it and would have full responsibility (unmediated by

a doctor) to instruct them in using it.

To many Americans, Plan B is a life saver that protects individuals from J
unwanted pregnancies (including those caused by rape). To others, Plan B is a life ’
killer. Although many who oppose abortion believe that life doesn’t start until after
a fertilized egg is implanted in the uterus, others believe that life begins as soon as !
an eggq is fertilized. To these individuals, Plan B is just another form of abortion, and ;
abortion is just another form of murder. Moreover, Plan B seems particularly repre- |
hensible because it allows individuals to end pregnancies quickly, cheaply, and safely, {
thus making abortion far more palatable and feasible than it might otherwise be. |

Since abortion was legalized by the Supreme Court in 1973, most states have
passed "conscience clauses” that permit health care students and professionals to opt
out of learning or performing abortions or other tasks (such as sterilization or j
physician-assisted suicide) that they consider unethical (Berlinger, 2008). More i
recently, anti-abortion pharmacists and other activists have successfully pressed some f
states to pass conscience clauses that allow pharmacists to opt out of personally
providing any drugs they consider unethical. Conversely, other states have passed {
laws that, at a minimum, require pharmacists to inform customers of other
pharmacies that do stock and sell these drugs.

Nineteenth-Century Roots  Osteopathy was founded by Andrew Taylor Sull, a
self-taught allopathic doctor (Miller, 1998). In 1864, three of his children died from
meningitis. These deaths, coupled with his belief that all drug use was immoral, pro-
voked Sall to investigate alternatives to allopathic medicine, The system Sall eventu-
ally developed drew on the popular contemporary concept of “magnetic healing”
(Miller, 1998). Magnetic healers theorized that an invisible nmqnegic fluid flowed
through the body and that illness occurred when that flow was obstructed, unbal-
anced, inadequate, or excessive, They believed that by moving their hands along
patients’ spinal cords, they could correct problems in the m.lqn‘wtic fluid and thus
cure illness. Still adopted this theory essentially intact, .1ltlmugl; he ateributed health
and 11111(53 to problems in the flow of blood rather than the flow of magnetic fluid:
During the next few years, Still also studied the work of ]omltlwllk‘h'-'“‘""
whose work consisted primanly of setting broken and dislocated bones and join®
and secondarily of treating joint problems thro s Pu].mll}! i
limbs. Stll’s experiences convinced hi a i
wide variety of illnesses,

e —————————

ugh extending and mani
m that such manipulations could cure
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pharmacists who believe on religious grounds that Plan B causes abortions and is
therefore immoral argue that forcing them to provide the drug goes against their
right to religious frgedom (Flynn, 2008:10.5). Even if not phrased as a religious belief,
they argue, professionals must have the right to refuse work that they consider un-
ethical: If, for example, we expect military doctors to refuse orders to aid torturers, we
should also not only allow but expect pharmacists to refuse orders that they believe
aid murderers.

Others, however, argue that such refusals by pharmacists go against pharmacists’
professional code of ethics (Flynn, 2008:105). According to the American Pharmacists
Association’s code, pharmacists are expected to “respect the autonomy and dignity of
each patient.” When a pharmacist refuses to dispense a drug that a customer requests,
that pharmacist is implicitly deciding what is best for the customer and imposing his or
her own moral and religious view on that Customer. Moreover, in rural areas, and
especially for poor customers who lack ready transportation, refusing to provide a drug
may make it difficult or even impossible for a customer to obtain the drug in a timely
manner (Berlinger, 2008).

In these situations, the integrity, autonomy, and religious freedom of customers

i and pharmacists are necessarily at odds.

Sociological Questions
1. What social views and values about medicine, society, and the body are reflected
in the debate over pharmacists and conscience clauses? Whose views are these?
2. Which social groups are in conflict over this issue? Whose interests are served by
requiring pharmacists to dispense drugs? By allowing them to refuse to do so?
3. Which of these groups has more power to enforce its view? What kinds of power
do they have?

Combining magnetic healing and bonesetting, Still concluded that diseasd
occurs when misplaced bones, especially in the spinal column, interfere with,
the arculation of blood: He named his new system of spinal manipulation oste- v
OpatI_rﬁ from the Greek words for “bone” and “sickness. After the germ theory
:}f disease became widely accepted, Still incorporated it into his theory by argu-
%pﬁ,;;m Spmal problems predispose individuan to infections and that correcting
”mtratPlTOblcms can help the body fight infection. To date, no research has d_epT-
OF e (q clearly whether osteopathic treatmept hflS any effect, whether positive

S1ve. (The same, of course, can be said for most drugs and procedures

Ued py, .
¥ allopathic doctors, as we saw in Chapter 11.)

ffr()ff“iona“zmg Osteopathy In 1892, Still established the Amcri(‘.n_\.Schoul
tiop, t“?pglrhy and began accepting students for a four-month course of instruc-
‘S()Cidtl\: Years later, in 1897, he helped found ic /\n‘\cr‘u‘.m (-)‘.sfcohqtlm
ing 9 (A()A)' The AOA fought hard to obtain professional recognition

1t : ; e _ o R L
onomy  for the field through increasing educational standards, gaining
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state approval for independent osteopathic registration boards, and adopting 4pq
policing a code of ethics.

This fight proved highly successful. By 1901, and despite strong Opposition
from doctors and medical societies, 15 states legally recognized osteopathy. By
1923, osteopathic colleges required as many years of education as medica] col-
leges, and all but two states licensed osteopaths. Nevertheless, although  threys
from allopathic medicine have failed to eliminate osteopathy, changes from
within raise questions about its future as an independent field. By the 1920,
most osteopaths had concluded that to compete with allopathic doctors, they
would have to offer a similar range of patient services. As a result, osteopaths
increasingly treated patients with acute illnesses as well as those with chronic ill-
nesses. In additon, osteopathic colleges continued to teach spinal manipulation
but added courses in surgery and obstetrics, often taught out of medical text-
books. By the end of the decade, in a major break with its founder, the AOA
mandated that osteopathic colleges provide a course in “supplementary therapeu-
tics,” including drugs. Thus, osteopathy began moving toward a merger with
allopathic medicine (Miller, 1998).

Despite these changes, many allopathic doctors still disdained osteopaths.
Although osteopathic education had improved, it had not kept up with the
changes n allopathic education, leading many states to grant only restricted
privileges to osteopaths. To combat this problem, the AOA adopted a series of
reforms between 1935 and 1960, including requiring three years of college
for admission to osteopathic colleges; improving the curriculum, facilities, and
faculty at those colleges; and strengthening internship programs at osteopathic
hospitals. Because of these changes, by 1960, osteopaths had received unre-
stricted privileges to practice in 38 states.

The Waning of Osteopathic Identity Despite these reforms, osteopaths still
lacked the professional autonomy and status of allopathic doctors, who outnum-
bered them by at least 20 to one throughout the 1900s. This situation led osteo-

+paths in California, the state where osteopathy was most entrenched, to strike

bargain in 1962 with their allopathic counterparts. Ninety percent of Califormﬂ
osteopaths agreed to dissolve their ties with the AOA, stop using their osteopathic
degrees, and accept new medical degrees. The California osteopathic hospitals .m‘d
colleges agreed to become allopathic institutions, and the state osteopathic organt-
zation agreed that the state would stop issuing osteopathic licenses.

Although at the time many osteopaths worried that this move “"“‘!d
weaken osteopathy, the reverse proved true (Gevitz, 1998). Many allopathic
and osteopathic doctors alike opposed the merger, making any further m_ergt’f»‘
unlikely. In addition, the continuing profcs;inn.ll problems of the former

California osteopaths convinced osteopaths elsewhere that merging \\mlldnl
end their problems. Thus, Interest devel-

oped. Meanwhile, both federal anc
AMA support for the merger

were essentially equivalent, p

m pursuing a broader merger never e

. S srpretc
I state legislators and regulators nter} >
athic docto

to mean that osteopathic and allop
s hac

artly as g result, by the 1970s, osteopath
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received unrestricted privileges in all 5() g
relationship with insurance providers »
osteopaths practicing in the United St
30 yCJI‘\'.

O.stcop.‘wthy. then, no longer faces sertous threats from the side. Its exis
tence remains threatened, however. by its success (Miller 1‘)(‘)):]%m Skl
now receive training and hospital privilege | :
and interact with the latter as equ

ates . 4 1

| ltcs and now have essentially the same
as do allopathic doctors. The number of
ates has more than doubled over the past

: ). Osteopaths
s virtually identical to allopathic doctors
! y als. Although osteopaths occasionally use spinal
nmmpul'-lllt)ll, they generally use the same treatment modalities as al]olpaths, As a
result, ties among OSFCOPMI"S h&_‘VC‘ faded, while those to allopathic doctors have
grown. At thc. same time, the virtual elimination of differences between allopathic
and ostcgpath.lc treatment and theory has reduced osteopaths’ sense of a strong
separate identity. )

On the other hand, the growth of the consumer health movement and the
rse of interest in alternative medicine since the 1970s have given a new burst of
life to osteopathy. Modem consumers are increasingly sympathetic to osteopaths’
orientation toward patient care, which in general 1s more holistic and humanistic
than that found among allopathic doctors. In addition, consumers mcreasingly
have sought less interventionistic treatments, such as osteopathic manipulation,
either instead of or in addition to allopathic treatment. And osteopaths them-
selves are quick to point out these presumed differences between themselves
and allopathic doctors, even as the differences have faded (Miller, 1998).

In sum, the history of osteopathy demonstrates the benefits of achieving full
professional status as well as the difficulties a parallel health care profession can
face in maintaining an independent identity when it no longer faces discrimina-
tion from the medical world and when the ideological justification for its sepa-

rate existence wanes.

ALTERNATIVE HEALTH CARE PROVIDERS

The occupations described to this point all basically share allopathic 111@;1}&’111;‘»
' ‘ov sionific oles within the
understanding of how the body works, and all enjoy significant 101@ \Smnf i
. - g} P 1 a N a1 O
Mamstream health care system. The occupations described 1n th{c mmml er :"N{
' : stre -an medicine to be consid-
hapter are sufficiently divorced from mainstrean Am-:;L n;a P b G
cred al : therapies—neither , .
ternative or complementary P healgh Hissirance.

g 1 some :
g ey TP ctic. direct-entry mudwitery, and
(such as chiropractic, \

tiveness of alternative healing tu.‘h-
faith healing, herbal therapies,”
ominated the American health
has been all but impos-

tumes are covered by

a(_.upﬁvlfh a fb\.N cx.ccptionS Ao
Nig ,mtur?)- little 1s known about the €li€
lues, which include gieditation, reflexology:
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neatly impossible 1o obtain funding, especially from pharmaceuncal companies,
which have no reason to fund research on herbs or techmiques that they cannor
patent. In addition, researchers who studied these techmiques faced grear difficul-
ties in geming their results published in the prestigious medical publicanons tha
set the standards for health care pracuce.

In 1992, however, and in 2 major break with past policy. the US. Congres
voted to establsh within the Nanonal Insomstes of Health 2 unit now known =
the Natonal Center for Complementary and Ahernauve Mediane. The major
impetus for this legislation came from former California Congressman Berkley Bedell,
who had expenimented with altemative therapies after his doctors diagnosed him
with terminal cancer. His apparently successful expenences convinced him tha
such treatments warranted wider study and use. Bedell's success in getung this legnda-
tion passed reflects legislators’ recognition of both the soanng costs of mainstream
medical care and the growing public mterest m alternauve health care.

Interest in alternauve healing 1s growing not only among Amencan consu-
mers but also among allopathic doctors. Most medical schools now require some
coursework in altemative medicine—often called “integrauve medicine™ m the
medical world (Loviglio, 2005)—and many students choose to take electives m
the area as well. In addition, growing numbers of doctors attend conferences and
workshops on alternauve therapies or even run altemative therapy centers at
major hospitals and medical schools (Baer, 2010).

In the rest of this chapter, we examine four alternative health care occupa-
tions. The first two, chiropracuc and lay midwifery, at least sometimes use the
language of science to jusufy their work. The other two occupatons, aurander-
ismo and traditional acupuncture, draw on traditional behefs unrelated to the
Western scientfic worldview.

Chiropractors: From Marginal to Limited Practitioners

Unlike osteopaths, chiropractors have fully retained their unique idendty. The
history of chiropractic illustrates how marginal practitioners, who treat 2 wide
range of physical ailments and illnesses but have low soaal status, can become,

like podiatrists, optometrists, and denusts, imited practitioners dical

ge ! ents and bodily parts (Wardwell, 1979:230). Key Con-
d Marginal Health Care Ocupations illustrates this distinction.

Early History The roots of chiropractic closely mirror those of osteopathy.
Chiropractic was founded in 1895 by Daniel David Palmer, who coined the
term from the Greek words for “hand” and “practice.” Like Sull, the founder
of osteopathy, Palmer studied magnetic healing and spinal manipulaton and
concluded that spmal manipulation could both prevent and cure illness. How-
ever, whereas Sall argued that spinal problems foster disease by restricting blood
flow, Palmer argued that spinal problems foster disease by restricung nerves.

In 1896, Palmer founded the first chiropractic school to teach his techniques
of spinal manipulation. By 1916, about 7,000 chiropractors had opened pracuices:

—
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mited and Marginal Health Care Occupations

Limited Range of Care

Yes No
Marginal social position Yes Lay midwives Traditional healers
No Chiropractors Allopathic doctors

by 1930, that number had more than doubled. as schools opened around the
C(I)Untr‘\’ (Wardwell, 1988:159, 174).

The Fight Against Medical Dominance The American medical establishment
greeted the emergence of chiropractic with the same hosality 1t had demonstrated
toward osteopathy. To eliminate these competitors, the AMA and its regional or-
ganizations during the 1930s and 1940s filed lawsuits—many of them successful—
against more than 15,000 chiropractors for practicing medicine without a license.

To further restrict chiropractic, the AMA pressed for legislation requiring pro-
spective chiropractors to pass statewide basic science examinations written by
allopathic-controlled boards. Ironically, this requirement strengthened rather than
weakened chiropractic by forcing the field to raise its previously low educational
sandards. (As with early allopathic and osteopathic schools, early chiropractic
schools accepted essentially all who could pay tuition and offered only a few
months of training.) Standards improved most dramatically during the 1940s,
when the National Chiropractic Association established accrediting standards for
schools and when tuition money from veterans studying chiropractic under the
federal GI Bill provided the funds schools needed to meet those standards. Since
1968, all chiropractic schools have required two years of college for adnussion, and
MOst states require four years of chiropractic schooling for licensure.

Similarly, chiropractic in the end benefited from allopathic medicine’s legal
War against it. When Medicare first began in 1965, Congress bowed to pressure
from the AMA and voted that Medicare would not cover services by chiroprac-
1 (or by clinical psychologists, social workers, physical therapists, and others in
“OMpetition with doctors). E)utmged chiropractic patients responded with a mas-
Ve public letter-writing campaign, which led Congress in 1972 to pass legisla-
:'c?;]l)ttlf;tez1dixig MeniiFare coverage to chlr.opr;u:tic servi.cics dc;p‘i[e the ~lacl‘< l)f~
Cgislat:f research gvallable at the tme on its eﬁgcts. Thl!: s-ct.lriu sfagcito‘r s‘t.m
east ip Zes tQ reqmr? other insurance plans t(() reimburse for chiropractic care, at

In ](;%1111 situations (Wardwell, 1988:]7)?:l o licensing chiropratton. Yet
e th.e_lnst of tl.w 50 states }vgsstx(i ]egxs.a.tmn 41(%[!1..\.11 E.L, )\] ,;, : . o
teely, |, ”K‘L?lcme continued to limit the ability of ¢ mopm‘n-l C |m»n |('L

"M addition o fighting legislation designed to allow chiropractors to receive

-
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private msurance reimbursement, the AMA banned contact between ChErOPmCtOTS
and allopaths, making it impossible for chiropractors and allopaths to refer patients
to each other. In response, chiropractors and their supporters filed antitrust suits 1n
the late 1970s against the AMA, various state medical associations, the American
Hospital Associanion, and several other representauives of organized medicine (as
well as the AOA), alleging that these orgamzations had restrained trade illegally,
Chiropractors and their defenders eventually won or favorably settled out of court
all the suits. As a result, overt opposition to chiropractic ended.

Current Status These changes have allowed chiropractors to solidify their
social position. A 2007 national random survey found that 8.6% of U.S. residents
had used chiropractic (or osteopathic) manipulation in the previous 12 months
(Bammes, Bloom, and Nahin, 2008). (This survey did not differentiate between
chiropractors and osteopaths, but a parallel survey conducted in 2002 found that
7.5% reported using chiropractors alone). For the past 30 years, the 16 US.
schools of chiropractic have continued to graduate increasing numbers of stu-
dents. About 50,000 chiropractors work in the United States, most in solo prac-
tce (Bureau of Labor Statistics, 2010b). The mean annual income for
chiropractors 15 $94,000—considerably below physicians” incomes but for a
much shorter workweek and with much less, and less expensive, education
required to enter the field (Bureau of Labor Statistics, 2010b). These figures
alone suggest chiropractic’s success.

That success, however, is bounded by chiropractors’ status as limited prac-
titioners. Insurers now often pay for chiropractic services—about half of the
people who use chiropractic services have full or partial coverage—but usually
will do so only for treating specific conditions in specific ways (Tindle et al.,
2005). State licensure laws sometimes set similar limits, as does patient demand:
Despite many chiropractors’ desire to treat a broader range of problems, most
patients visit them solely for treatment of acute back, head, or neck pain. In
addition, only 5% of chiropractic patients are referred by a medical doctor,
clearly indicating that doctors do not regard chiropractors as colleagues (Mootz
et al., 2005).

Nevertheless, chiropractors continue to push for a wider role in health care.
Many chiropractors believe spinal problems underlie all illness and that spinal
manipulation can cure most health problems, from asthma to cancer. As a result,
they believe they can serve effectively as primary care providers and now
advertise heavily that they offer care for the whole family throughout the hfe
course. This has stimulated new conflics with nminstrcanll medicine, especially
because a signiﬁunt minority of chiropractors oppose medical treatments, drugs.
and vaccination (Campbell, Busse, and Injevan, 2000
cne Refusal discusses the risks incurre :

Current research suggests th
those with acute lower back p
1998; Hadler, 2008). Nor does it se
more benefits given that the b
with scientific understanding

). Contemporary Issues: Vac-

d when children are not vaccinated.

at chiropractic care may provide slight help to
amn but is unlikely to help others (Cherkin et ‘]l."
em likely that future research will idenafy
asic principles of chiropractic simply do not mesh
s of human biology.
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CONTEMPORARY ISSUES

vaccine Refusal

As memories of measles and pther infgctious disease epidemics have faded, growing
numbers of parents have decided gg'alnst vaccinating their children (Omer et al.,,
2009; Steinhauer, 2008). These decisions may stem from Internet rumors, religious or
philosophical beliefs, or Sk(?ptl(llsm regarding modern medicine (sometimes fueled by
chiropractors). Although scientific support for vaccination is overwhelming (Roush

et al., 2007, Stratton, Wilson, and McCormick, 2002), parents and practitioners may
nonetheless question the safety of vaccinating young children with dead or weak
strains of disease-causing viruses. Others believe in vaccination but question the wis-
dom of simultaneously injecting children with multiple vaccinations. Still others be-
lieve—based on an article published in the prestigious British Medical Journal

that was later proved fraudulent—that vaccination can somehow cause autism
(Steinhauer, 2008; Godlee, Smith, and Marcovitch, 201 1).

The rise in vaccine refusal has led to outbreaks of measles and other diseases in
the past few years. Although a disease such as measles, for example, may seem to be
merely a nuisance, some who become infected develop ear infections, pneumonia,
and encephalitis, and some of the infected become permanently deafened or even
die as a result. Moreover, whenever an unvaccinated child becomes infected with a
disease, he or she can spread the disease to adults whose vaccinations have worn off
with time and to children who cannot be vaccinated because their immune systems
are too weak (either because of illness or chemotherapy or because they are younger
than one year old). Currently, all states allow parents to opt out of vaccination for
religious or medical reasons (such as pre-existing illness), and a growing number of
Lstates allow parents to opt out based on any personal beliefs.

Direct-Entry Midwives: Limited But Still Marginal

The history of direct-entry midwifery shows the difficulties members of an
occupation face in gaining acceptance as limited practitioners when the occupa-
tion draws only from socially marginal groups—in this case, women, often from
mnority groups. Although until the twentieth century, direct-entry midwives
(e, midwives who lack nursing degrees) delivered the majority of American
babies, by 2005, clircct—cntry midwives delivered fewer than 0.5% of all babies
(Martin et al.,, 2007). In this section, we consider how these changes came about
and howy dircct—cntry midwives have attempted to regain their lost position.

The Strugg]e to Control Childbirth Unul well into the nineteenth century,
ﬁ;:;m‘““ considered childbirth solely a woman's affair (Wertz and Wn‘rt%,
)- Almost 4] women gave birth at home, attended by a direct-entry nudwife

i by.ﬁa”"'l“ friends or relatives. Although a few local governments during the
:("llj:':“l cra licensed midwives, licensure Ll\’\,';\ did not survive paft ‘U:S. indepen-
w,[h();]i()] :‘”,\’onc who wanted to call hcm‘vlf a midwite could px.un.uf L‘\\L‘lltl.l:l'\
Wengieg) “{s’“l restrictions. Unlike lllll'\k‘—l]]fd\\"I'\'(‘s, who did not L‘\l\.l untl the
Tathe, ]U]’nt':‘nrmy, these direct-entry ‘mldwwes had no ton]ml “,i““”,]*g.lm;
"PPrcnu(‘c\;:,'d thj“ﬂ'r \:l\‘l”‘s through experience and, .smjlunnu‘. t)rn}u\g,rl‘m, fmlna‘
Ps. Typically, they served only women from their own geographic

-



P

[

306 CHAPTER 12

or ethnic community. Doctors (all of whom were men) ~p1ayed almost no role 1
childbirth because Americans suspected the mouves of any men who worked
i s gt i - d Wertz, 1989:97-98). Moreover, doc-
intimately with female bodies (Wertz an ..

tors had little to offer childbearing women beyond thc ability to dcst.roy'and
remove the fetus when prolonged labor threatened to kill th.e mother. Midwives,
meanwhile, could offer only patience, skilled Imnds: .Hl.dA.l few herbal remedies,

Dunng the late nineteenth century, Americans \\.lllhngncss‘to halve doctors
attend chiidblrths gradually increased, as did doct()r's. interest 1n doing so. {‘\S
described in Chapter 11, nineteenth-century ;1llf)p.ltl1xc doctors faced ﬂubstanngl
competition not only from each other but also frgm many ()th*cr kinds of practi-
tioners. As a result, doctors attempted to expand into various fields, from pulling
teeth to embalming the dead to assisting 1n childbirth (Starr, ]‘)82:85). Doctors
considered assisting i childbirth especially crucial because they believed that
families who came to a doctor for childbirth would stay with him for other
services (Wertz and Wertz, 1989:55).

As Americans’ belief in science and medicine grew during the late nine-
teenth century, medical assistance in childbirth became more socially acceptable
among the upper classes (Starr, 1982:59). Many women supported this change
because it allowed them to obtain painkillers from doctors without feeling guilty
for circumventing the biblical command to bnng forth children in pain (Wertz
and Wertz, 1989:110-113). In addition, because midwifery was not a respectable
occupation for Victorian women, by the late nineteenth century, middle- and
upper-class women seeking a childbirth attendant had only two options: lower-
class lay midwives or doctors of their own social class. Having a doctor attend
one’s childbirth thus could both reflect and increase one’s social standing (Leavitt,
1986: 39; Wertz and Wertz, 1989). Ironically, however, doctors probably threat-
ened women'’s health more than did midwives; although inexpenenced or impa-
tient midwives certainly could endanger women, doctors more often used
surgical and manual interventions that could cause permanent injuries or deadly
infections (Leavitt, 1983:281-292, 1986:43-58; Rooks, 1997).

Doctors’ desire to obtain a monopoly on childbirth care led them, beginning
in the mid-nineteenth century, to voice opposition to midwives. These attacks
escalated substantially in the early twenteth century (Sulhivan and Weitz,
1988:9-14). Recent waves of immigrants had swelled the ranks of midwives
and made them more visible and threatening to doctors, whose status, especially
in obstetrics, remained low. Moreover, doctors now needed the business of poor
women as well as wealthier women because the rise in scientific medical educa-
tion had crgarcd a need for poor women patients who could serve as both
research subjects and training material.

' To expand their clientele, doctors attempted through speeches and publica-
tions to convince women that childbirth was inherently and unpredictably dan-
gerous and thcrclgrc required medical assistance. In addition, doctors pl‘\);ed on
contemporary prejudices against immigrants, African Americans, and women (0

argue that midwives were ignorant, uneducable, and a threat to American values

and that therefore midwifery should be outlawed For:a

. ) xample, writing in the
Southern Medical Journal, Dy, Felix J. Unde P 5

rwood, the director of the Mississipp!




e s s e

4

OTHER MAINSTREAM AND ALTERNATIVE HEALTH CARE PROVIDERS 307

ureau of Child Hygiene, described African Ameri idwi
jgnorant and not far removed from the Jungles of A?:;an]\:i\zuf
weird superstition and voodooism” (1926:683). iy
Although these campaigns cost midwives many chents, th i

ool L ' , they had little effect
on the law. Many members of the public, and even many doct icularl
those in public health), believed that trained midwives coui/d roxi)jr(;e(fj;ufcu i
care, at least for poor and nonwhite women who couldn’t aﬁ‘or% doctors’ ssci:f:it:ersy
Consequently, laws passed during this era tended to have quite lenient provisions.
In the end, however, imposing lenient laws, rather than laws requiring upgraded.
midwifery training and skills, resulted in the deterioration of midwifery and its
virtual elimination. The only exceptions were in immigrant and nonwhite com-
munities in the rural South and Southwest, where traditional midwives continued
to conduct home births until at least the 1950s (Sullivan and Weitz, 1988:13—14).

es as “filthy and
ts atmosphere of

The Resurgence of Direct-Entry Midwifery By the second half of the twen-
tieth century, childbirth had moved almost solely into hospital wards under medi-
cal care. Although childbearing women were grateful for the pain relief and safety
that doctors promised, all too often women nonetheless found the experience
painful, humiliating, and alienating. Despite the absence of scientific support for
such practices, doctors routinely shaved women’s pubic areas before delivery,
strapped them on their backs to labor and delivery tables (the most painful and
difficult position for delivering a baby), isolated them from their husbands during
delivery and from their infants afterward, and gave them drugs to speed up their
labors or make them unconscious—all practices that scientific research would
eventually find unnecessary or dangerous (Sullivan and Weitz, 1988).
Objections to such procedures sparked the growth of the natural chxldblth
movement during the 1960s and 1970s and forced numerous chm}ges.m obstetric
practices. Most hospitals, for example, now offer natum]' childbirth classes.
Critics, however, argue that the real purpose of these classes is to make women
patients more compliant and convince them that they have had a natural child-
birth a5 long as they remain conscious even if their doctors use drugs, surgery, or

forceps (Sullivan and Weitz, 1988:39).

& By the late 1960s, many women h
offer truly natural childbirth (Sullivan an : '
but growing number of women chose to give birth at home. For assistance, they

; Jatives. some of whom
umed to sympathetic doctors and to female friends and rd“_nv‘;’« 5?? :)n might
Were : ed experience mn this fasi

nurses, v. who gained exf :
s. Over time, women g dwives. This new gen-

fi , i gt
.ndA themselves identified within their commumnitics &8 mi PPN T
fation of direct-entry midwives who attend almost solely home )88:23-59)
the 54 ; : < ’ itz 1€ :23-59).
he broader revole against medicalized birth (Sullivan ‘mdiwe,,l.mn hours with
I orking as a direct-entry midwife means long and unce - i and philo-
iy Pay. Most midwives, however, are motivated by hunmlmml[: l‘ wan, and
Oph; ) ™ ; i - . (Symonds, Rothman, <
Ical ¢ shancial - gain (Stmc ;
oncerns rather than by hnanck : nens 3
: . 4 - e ‘tricians to man
4:)”m”’ 2007). Although midwives recognize the m_ul G he physical
B¢ the complicati ' T rin 1% of births, they fear the physic:
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© emaoj rventionist practices,
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al dangers that arise v

ad concluded that hospitals would never
d Weitz, 1988:38-39). Asa result, a tiny
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developed for the rare pathological case, during all births. Like nurse-midwives,
direct-entry midwives strongly believe in the general normalcy of pregnancy ang
childbirth and in the benefits of individualized, holistic maternity care in which
midwife and client work as partners.

No national laws set the status of direct-entry midwives. As of 2008, direct-
entry midwifery was legal in 35 states and prohibited in ten, with its status else-
where unclear (Midwives Association of North America, 2010). In states where
midwifery is illegal, midwives run the risk of prosecution for practicing medicine
without a license and for child abuse, manslaughter, or homicide if a mother or
baby suffers injury or death. Yet research strongly suggests that home births con-
ducted by experienced direct-entry midwives working with low-risk populations
are as safe as or safer than doctor-attended hospital births even taking into
account the small number of midwifery clients who develop problems needing
medical attention (Johnson and Daviss, 2005; Lewis, 1993).

In states where direct-entry midwifery is legal, midwives typically must abide
by regulations restricting them to “low-risk” clients (such as women younger than
age 35) and restricting the techmques they can use (such as forbidding them from
suturing tears after deliveries). These midwives typically must have a backup doctor
and must transfer their clients to medical care if the doctor so orders. Thus, legali-
zation has given midwives some degree of freedom to practice in exchange for
limited subordination to medicine (Sullivan and Weitz, 1988:97-111).

Despite evidence such as this, medical opposition to direct-entry midwifery re-
mains strong and public support weak, although insurance companies do cover mid-
wifery services in some states. Thus direct-entry midwives, even where legal, cannot
claim to have achieved social acceptance even as limited practitioners.

Curanderos

Curanderos are folk healers who function within Mexican and Mexican Amern-
can -communities (IDeBellonia et al., 2008; Perrone, Stockel, and Krueger, 1989
Roeder, 1988). In the United States, curanderos are used primarily by immi-
grants, as well as by some U.S.-born Mexican Americans, especially those who
live in close-knit communities in the Southwest. Those who use curanderos
rarely reject modern medicine. Instead, they seek curanderos when medical
care fails to cure illness, when distance or poverty limits access to medical care,
or when fear of deportation keeps them from seeking medical care (Sack,
2008b). Use of curanderos appears to have risen lately because of the downturn
in the U.S. economy and the crackdown on undocumented immigrants (Sack.
2008b). The former has made 1t difficult for some to afford mamstream th_lfh
care, whereas the latter has led some to avoid mainstream health care for f€if
that they will be reported to immigration authorities.

gories of dis-
b3 as }H.\'(U

y an

Theories and Treatments Curanderos recognize both Western cate
case, such as colds, and categories of illness unique to Hispanic culeure, suc_h
(DeBellonia et al., 2008; Roeder, 1988). A common diagnosis, susfo 1efen = 2
illness that occurs when fright “jars the soul from the body, in which cas¢ treatmer!
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consists of calling the soul back” (Roeder, 1988:32
ace illness to gupch];.ltllr;l] forccs such as mal J, 1;;‘0_ or the ey
(;umndf‘ros treat illness in a variety of ways, ir;cl‘udirnt ];1 . i

prayers and ’_’fual.s d?"’gned, to' combat Supematural forceg gTherb:11 T?mcdlﬁ' s

all aspects of an individual’s hfe~biology, environment. ;ly behFVC IUHCS —

supernatural forces—and thus must be tregeeq holisdc:;lls;r)cﬂs S:t:t:%]trehg;oné cing
: sult, curanderos

nts. The successes alr;mdr:::

often spend considerable time listening to their clie
sometimes achieve in treating their cliengs’ illnesses thus derive not only from th
E e of herbs : a : g only from thej
knO“]edi-f of herbs mc_l the heﬁ]mg powers of their clients’ faith but "d};o fron ttllr
simple healing power of a sympathetic listener. At the same time, curanderos’ lack ef
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scientific knowledge can threaten health when, for example, they use folk di
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that contain mercury, lead, or other toxins (DeBellonia et a] 2008) ies
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). Curande 10s also sometimes

Becoming a Curandero Individuals become curanderos through apprentice
ships, typically with family members. Successful curanderos find t]lat‘tl;;&r rjt:
tices evolve gradually from part-time work, paid primarily in goods and sersices
to more or less full-time, cash businesses. ; -’

The story of Gregorita Rodriguez, a curandera (female curandero) living in Santa
Fe, New Mexico, who specializes in massage treatments, illustrates this prz)cess:

Gregorita traces her own career as a curandera back to her grandmother,
Juliana Montoya, who taught Gregorita’s aunt, Valentina Romero. the
art of curanderismo. When any of Gregorita’s seventeen children became
ill, she took them to her Aunt Valentina for treatment. La curandera

taught Gregorita, encouraging her by asking, “Why don’t you learn?
Look, touch here.” Using her children’s bellies as a classroom, Gregorita

felt the different abdominal disorders and learned how to manipulate the

intestines to relieve the ailments.
Another of her patients during this learning period was her husband.

Responding to his complaints, Gregorita said, “Maybe I can do some-
thing for you.” Mr. Rodriguez replied, “No, no, no! You are not going
to boss me!” So, off he went to see Aunt Valentina, who was elsewhere
delivering a baby. Finally, Gregorita got her chance. Her husband was
desperate and allowed her to learn, all the time howling about how much
she was hurting him. “Cranky,” she described him, “especially when I felt
4 big ball in his stomach and had to work very hard. Slow, slow, I fixed
him and he got better. When he went to my aunt, she said he was okay
"OW. After that | treated my husband and one of my sisters and then her
fmily, Thypg the way it started” (Perrone et al., 1989:108-109).

t0g Ags:};h;: incic:lent, others began coming to Gregorita for treatment, and she
erself accepted as a curandero.
T
,n:em[m{)act of Medical Dominance Because thc?f lack any .rccognizcd train-
ligg ¢ r‘alfh care, curanderos cannot legally charge tees Ol‘.bl" insurance compa-
M“’srkxpaym““t- Some work for free, others for fees ranging from $10 to $100.
“Palow profile, obtaining clients only through word of mouth and only
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within the Hispanic community. As this suggests, even a folk healer who appears
to function completely outside the bounds and control of the Western scientific
world cannot avoid its authonty altogether.

That said, some hospitals and clinics in heavily Hispanic areas now invite
curanderos to perform ritual healings (or “cleanings”) for their patients. Doing
so, they hope, will reduce patients’ stress levels, increase their satisfaction with
care, and thus increase the likelihood that they will recommend the hospital to
others (Brown, 2009). As this suggests, curanderos cannot completely escape
medical dominance, but as the Hispanic population grows, neither will medical
institutions be able to totally reject curanderos.

Acupuncturists

Theories and Treatments If anything, acupuncturists’ ideas regarding health
and 1llness bear even less relationship to Western medicine than do curanderos’
ideas. Acupuncture is one of the oldest forms of healing known. Its recorded
history goes back 2,000 years, with strong prehistorical evidence going back to
the Bronze Age.

Like all traditional Chinese medicine, acupuncture 1s based on the concept
of chi. This concept, which has no Westemm equivalent, refers to the vital life
force, or energy. Health occurs when chi flows freely through the body, balanced
between yin and yang, the opposing forces in nature. Because any combination
of problems in the mind, body, spirit, social environment, or physical environ-
ment can restrict chi, treatment must be holistic.

Following this theory, traditional Chinese healers consider both symptoms
and diagnosis unimportant and focus instead on unblocking chi. Acupuncture is
based on the theory that chi runs through the body to the different organs in
channels known as mendians, which have no Western equivalents. To cure a
problem in the colon, for example, acupuncturists apply needles to the index
finger, which they believe connects to the colon via a meridian. In this way,
they believe, they can stimulate an individual’s ¢hi and direct it wherever it is
needed. Acupuncturists decide on treatment through taking a complete history,
palpating the patient’s abdomen, measuring his or her blood pressure, and read-
ing the 12 pulses recognized by Chinese medicine.

Acupuncture is still used extensively in China, both alone and in conjunc-
tion with Western medicine, and 1s used increasingly in the West. To ascertain
its impact, the U.S. National Institutes of Health organized a Consensus Devel-
opment Panel on Acupuncture in 1998. (A consensus panel 15 a group of experts
from diverse backgrounds brought together to reach joint conclusions on a
topic.) The panel’s final report concluded that acupuncture can alleviate nausea
and pain but does not help individuals to stop smoking. The report also noted
that acupuncture has fewer harmful side effects than modern medicine does and
that many accepted Western medical practices lack scientific support. The WOl'I_d
Health Organization (2003), meanwhile, considers acupuncture effective and s;_lft‘
for relieving anxiety, panic disorders, msomnia, postoperative and dental paims
and nausea caused by pregnancy or chemotherapy,
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The Impact of Me'dical Dominance Widespread American j :
ancture began during the 1970, when the People’s l;{encan'mterest in acu-
opent’d to U.S. travcjlers. Early travelers brought l};ack neCPUbl']c of China first
scupuncture anesthesia and treatment. Because American Sr-mlrac:lous tale_s of
tfic model that could account for acupuncture’s effects t}?Ct0§l ad no scien-
their position and worldview (Wolpe, 1985). As a resl‘lit ese tales threatened
doctors publicly denounced acupuncture, claiming ¢ Worl,qe‘zjano?s well-known
or only because Chinese stoicism or revolutionary zeal allowegri}};eii ftlopiaceobrc;

aint even rh\ogsﬂi acupuncture also had worked on animals and on Wegsr;em
rravelers to China.

To remove this threat to their cultura] authority, doctors endeavored to con-
rrol the definition, study, and use of acupuncture (Wolpe, 1985). This proved
relatively easy because, unlike chiropractic or osteopathy, acupu.ncture pat the
dme had few American supporters. Consequently, in their writings and public
pronouncements, doctors could strip acupuncture of its grounding in traditional
Chinese medical philosophy and define it simply as the use of needles to produce
anesthesia. Pressure from medical organizations led the National Institutes of
Health to adopt a similar definition in funding research on acupuncture. At the
same time, pressure from doctors led most states to adopt licensure laws allowing
any doctors, regardless of training, to practice acupuncture but forbidding all
others, no matter how well trained, from doing so except under medical super-
vision. Thus, for many years, most traditional acupuncturists in the United States
worked illegally within Asian communities.

During the past decade, however, as acceptance of alternative healing tradi-
tions has increased, the position of acupuncturists has improved. Some insurance
companies will reimburse nondoctors for acupuncture treatments, and most states
now allow nondoctors to perform acupuncture, although some of these states
require medical supervision or require acupuncturists to be licensed by medically
dominated boards. Use of acupuncture remains rare: only 1.4% of U.S. residents
report using it during the past 12 months (Barnes et al., 2008). Surprisingly,
about half of acupuncture users report receiving some insurance coverage for it
(Tindle et al., 2005). Despite this small indication of increasing acceptance, these
ﬁgures suggest that acupuncture remains a marginal therapy and occupation, pos-

ing I; ; :
ng little threat to medical dominance.

MPLICATIONS
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rOahe discussions in this chapter have suggested, the health care arena 1s mua.h
s ~ e ical treatment exist
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yond thoge discussed herein. Most of these alternatives function not so
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iences chronic back
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pain might see a chiropractor or acupuncturist either before, after, or in additioy,
to seeing a medical doctor.

This chapter has highlighted the factors that help health 'C.II.'C Occupations ain
professional autonomy in the face of medical dominance. Tmlmg certainly seep,
to play a role: Those occupations that emerged before medical dominance became
cemented, such as osteopathy and chiropractic, have proved most successful, Socia
factors, too, consistently seem important: Health care occupations with roots in
and support from higher-status social groups have a better chance OFWinning pro-
fessional autonomy than do those with lower-status roots and supporters,

Other occupations seem to retain some autonomy—if a marginal position i,
the health care arena—because they pose little threat to medical dominance.
Curanderos, for example, attract a small chentele of poor Mexicans and Mexican
Americans who might not be able to pay for medical care or to communicate
effectively with medical doctors anyway. Doctors thus have little mncentive to
eliminate curanderos’ practices. Acupuncturists, on the other hand, have attracted
not only Asians and Asian Americans but also well-educated whites—including
individuals with the skills and resources to publicize the virtues of acupuncture,
Consequently, doctors have had a far greater vested interest in restricting acu-
puncturists” practices and in co-opting acupuncture for their own purposes.

Not surprisingly, developing professional autonomy seems most difficult for
those, such as nurses, who work directly under medical control. In contrast,
groups such as chiropractors have considerably more leeway to develop their
practices without interference from medical doctors.

Finally and ironically, strict licensing laws, even when devised by doctors
opposed to an occupation’s growth, in the end can help occupations gain profes-
sional autonomy by forcing them to increase standards and thereby enabling
them to gain additional status and freedom to practice.

To date, medical doctors have succeeded in retaining their professional
autonomy and dominance partly because of their greater ability to provide scien-
tific data supporting their theories and practices—or at least to convince the pub-
lic that they have such data. It remains to be seen whether increased federal
support for research on alternatives will increase scientific credibility and public
support for these practices.

SUMMARY

1. Nursing as a field has tried to improve its status primarily by increasing
educational requirements. It has been held back by its status as a “female”
occupation and by public expectations that women are naturally carng and
thus do not need professional salaries, professional status, or good work
conditions in exchange for their caregiving,

2. The emphasis on higher education has reinforced nursing’s hierarchical strues
ture and alienated nurses who lack higher degrees. Meanwhile, corporatizi-
tion and the emphasis on cost cutting has worsened nurses’ working
conditions.



