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Personal Statement
In acknowledgement that a researcher’s background can create biases in their research I feel it is
important for me to position myself in relation to the research topic.
”Dominator culture has tried to keep us all afraid,
To make us choose safety instead of risk,
Sameness instead of diversity.
Moving through that fear,
Finding out what connects us,
Reveling in our differences;
This is the process that brings us color,
That gives us a world of shared values,
Of meaningful community.”
– bell hooks

As a person of color1 I hold the desire to serve a community where I believe midwifery
care can play a vital role in improving maternity outcomes. I am a Filipino-Asian-Pacific
Islander American whose indigenous background is rooted in the Philippines and my diverse
cultural upbringing was in the island state of Hawaii as well as Southern California. I have also
had the honor of serving the Latina, African-American and Native populations, as a Community
Doula, Birth Advocate and now as Midwife. These communities experience US’s highest
mortality and morbidity rates for mothers and babies. Global efforts are being made to improve
outcomes in other countries, with Midwives as the key holders of maternity care, however,
Midwives in the US are not.
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As a student in preceptor sites where the majority of the cliental being served were
Caucasian, I experienced very few encounters with families of color. In the occasion where a
family of color was present in my care, there were notable differences in communications and
interactions between these families and the midwives as well as between these families and
myself. These differences directly impacted their health care. On more than one occasion, clients,
their spouses and family members would carry on a visit once my supervising midwife had left
the room. Reflecting back on these occasions, I could see they were not comfortable admitting to
certain lifestyle choices that affected the well-being of their unborn baby in the front of the white
supervising midwife. I noticed that these midwives talked down to women of color more often,
their informed consent discussions were less descriptive and less effort was placed into building
relationship with these clients, resulting in shorter appointments. I have noticed these differences
in care because I have experienced similar interactions receiving care from white providers. I
also noticed clients of color and held more of a fluid interaction, allowing pertinent information
about personal health history and lifestyle choices to be easily disclosed. The fluidity of the
trusting relationships allowed me to gain access into the client’s world influencing how I cared
for her. It also affected how she as a client responded to how she received care. The lack of
acknowledgement of cultural differences on the part of the supervising midwife negatively
affected the medical care of the mother.
Notable differences were not limited to the care of families of color in my preceptor sites.
As a student of color being taught by white preceptors, my abilities to grow as a midwife were
also impeded due to of indifference to my culture and race. During my clinical experiences,
opportunities that were presented to my white counter parts were not available to me. Families
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would often request my presence at a birth as student midwife and while the request in itself was
an honor it also proved that I held the ability to build a relationship with clients and their
families. By building these trusting relationships with clients, I assumed my preceptors would
offer me valuable learning opportunities to practice hands-on skills. Unfortunately this did not
happen. Instead, I was denied hands-on experiences a student midwife needs to be competent. I
was denied opportunities to manage births and appointments without explanation. I was
physically blocked from birth experiences where preceptors would teach other students
midwifery skills that were not presented to me and I was required to write reports about my
knowledge base, noting that I was the only student who was required to write them. My picture
was not placed on the student board alongside with other student midwives in the birth center
and was only put up a year later when the midwifery department made note of its absence. I was
sent home in the middle of a birth while my white counterpart were called in to cover and most
significantly impactful on my graduation, skills I performed as a student midwife were not
acknowledged. These clinical opportunities were unfairly denied and unattainable regardless of
my obvious willingness, availability and efforts I put forth to learn.
Surprisingly, my experiences were not isolated to myself. Sharing the above experiences
with my fellow cohort, I was bombarded with stories that held content similar to my own. Stories
of both previous and current students in the Midwifery cohorts, experiencing similar
unwarranted treatment were described as unjust, unprofessional and racist. These contextualized
themes included difficulty communicating with the Midwifery department about poor preceptor
relationships, lack of accountability, financial instability, being treated “differently,” feeling
isolated away from support systems and the obvious lack of diversity in the midwifery
7

department and in the cohort. Notably in the history of Seattle Midwifery School and Bastyr
University, students that were not meeting graduating requirements were trending towards
students of color.
“As the world's leading academic center for advancing and integrating knowledge in the natural
health arts and sciences, Bastyr University will transform the health and well-being of the human
community.” – Bastyr University Vision Statement
I had hoped and believed that my life as a student at Bastyr University would support my
overall well-being as a committed future midwife. My assumption of the “human community,”
would represent the diversity of what the human community looks and feels like. Walking the
halls of Bastyr and interacting with student and staff presented otherwise. I also believed that the
midwifery department would sustain my leadership abilities basing my assumptions on the
department’s Mission statement, “Educate and inspire midwifery leaders,” and their Anti-Racist
goal, “A learning environment free from institutionalized racism, dedicated to social justice and
culturally versatile approach to maternal health care provision. Before applying I read these
statements, and it sparked the activist in me to pursue a Master’s with Bastyr’s Midwifery
Department.
Instead, like other students of color in the Midwifery Department and in the Bastyr
institution, our experiences have identified structural constraints of institutionalized racism that
require an improvement in cultural versatility in education. I was forced to identify these faulty
structures that have caused not only a delay in my graduation, but the partial destruction of my
confidence and motivation in becoming a midwife. I am writing this paper with hopes to identify
possible resolutions to the continued progression of the midwifery profession. Increased attention

8

and efforts are required for midwives to be able to acknowledge the complexities of culture in
the midwifery education and in the ever-changing practice of midwifery.
1 Being “of color” refers to being African American, black, of the African Diaspora, Asian, South Asian, West Asian, Arab, Pacific Islander, First
Nations, Alaskan Native, Chicano, Latino, Native America, multiracial or mixed race. Many people from these communities refer to themselves
as being “people of color” and do not refer to themselves as minorities because within their own racial and/or ethnic communities they are not in
the minority. When “minority” was used in the literature in it was left as it appeared in direct quotations or changed to “student of color” or the
race or ethnicity mentioned. The term “underrepresented minority” or “URN” was also used in the literature and was used as it appeared since it
typically refers to fewer races and ethnicities than “of color.” The American Association of Medical Colleges defines “underrepresented minority
groups” as “those racial and ethnic populations that are underrepresented in the medical profession relative to their numbers in the general
population: (U.S.DHHS, 2006, p.5) These populations typically include African Americans, Mexican Americans, Native Americans and mainland
Puerto Rican (p.2)

I Introduction
The increase in diversity in the United States is affecting how health care providers are
providing care. Maternity care providers are enveloped in an era where cultural influences are
being overlooked and/or disregarded, resulting in the continued excess morbidity and mortality
rates of mothers and babies. The United States is placed 26th out the 29 countries studied in the
International Comparisons of Infant Mortality and Related factors study in 2010 (MacDorman,
Mathews, Mahangoo, & Zeitlin, 2014, p.1).
The purpose of this Master’s Project is to assemble 10 different definitions and theories
to help compare and contrast the common themes highlighting the importance of comprehending
culture in maternity care. The definitions and theories help to identify the complexities of
integrating culture into maternity practice. By clarifying these complexities about culture,
maternity care providers and their clients may be able to navigate improving care. From a
provider perspective the table can be utilized as a reference point for personal reflection and to
identify areas for personal growth.
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In addition, the mission statements, values, goals and/or commitments of several US
midwifery organizations will be examined to evaluate whether or not the midwifery profession in
America is poised to lead the way in truly integrating multi -culturalism into maternity care.
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II Specific Aims
1.

Define Culture and it importance in maternity care

2.

a. Create a table of the most commonly used culture concepts
b. Compare and contrast culture definitions

3.

a. Identify how various relevant midwifery organizations are acknowledging
culture in statements they make on documents available to the public.
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III Literature Review
Diversity in the U.S. and Maternity-Child Health Data Indicating Disparities
The population of the US is becoming more and more diverse and the need for cultural
comprehension is necessary for midwives to competently serve communities they are embedded
within. In 2010 the Agency for Healthcare Research and Quality (AHRQ) concluded that in
2000, 33% of the US population identified themselves with a racial or ethnic group other than
non-Hispanic white. AHRQ also predicted that by 2050 these identified racial and ethnic groups
will account for at least half and possibly more of the US population. What they fail to include in
these statistics is the growing unidentified immigrant population which could possibly change
the AHRQ statistics.
The AHRQ data show that preventable morbidity and mortality within these diverse
populations contribute to US standing at 26th out of the 29 countries studied in the International
Comparisons of Infant Mortality and Related factors in 2010 (MacDorman, Mathews,
Mahangoo, & Zeitlin, 2014, p.1). The United States Infant Mortality rate is 4.2 to 6.1 infant
deaths per 1,000 live births and the Maternal Mortality ratio is 18.5 deaths per 100,000 live
births which is a 5.9% increase since 1990 (Agency for Healthcare Research and Quality, 2011,
p. 2). According to the Huffington Post in 2014, the US is the only developed country with a
rising Maternal Mortality rate (Alemdrala, 2014). Even though efforts are being put forth to
improve the overall health care of mothers and babies, it is evident that infant mortality rates for
non-Hispanic blacks is more than double the rate for non-Hispanic whites (Health Disparities
and Inequalities Report – United States, 2013, p.1) While health disparities determinants include,
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but are not limited to, social status, race, ethnicity, sexual orientation, age and disability and
accessibility to healthcare, identifying differences within these communities is crucial in
reducing disparities within maternity care (Health Disparities and Inequalities Report – United
States, 2013, p.3).
In the state of Washington the Non-Hispanic White population accounts for 71.9% of the
population whereas the other 28.1% include the Hispanic, Non-Hispanic Multi-racial, NonHispanic American Indian/ Alaska Native, Non-Hispanic Native Hawaiian/ Pacific Islander,
Non-Hispanic Asian and Non-Hispanic Black populations (Chronic Disease Profile: Native
Hawaiian/ Other Pacific Islander (NHOPHI), 2012, p.3). I represent the Non-Hispanic other
Pacific Islander (NHOPI) population that is accounted for 0.6% of the Washington population.
Washington State also holds the largest Native Hawaiian population outside of the state of
Hawaii. According to the Chronic Disease Profile, NHOPI populations have higher socioeconomic risk factors contributing to chronic health problems. These include being 6% more
likely to live below poverty level than the general population in WA state, 1% more likely to
have less than a high school education, 22% more likely to not have a college degree and 4%
more likely not to have health insurance (Chronic Disease Profile: Native Hawaiian/ Other
Pacific Islander (NHOPHI), 2012, p.4). This study presented the existing barriers in the US’s
maternity care system that an NHOPI mother may face, which negatively affect her overall
experience and the outcome of her pregnancy. Socio-economic risk factors have been proven to
correlate directly with both infant and maternal mortality (Xiaojia, Alki, Aker, Huang, & Ahmad,
2015, p. 4916). Prenatal health risk factors such as unintended pregnancy, no first trimester
prenatal care and smoking during third trimester were inconclusive. Health risk factors at birth
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were significantly greater than the general Washington population (Chronic Disease Profile:
Native Hawaiian/ Other Pacific Islander (NHOPHI), 2012, p.5). NHOPI population are 7% more
likely to have premature births and 2% more likely to have newborns with low birth weight.
(Chronic Disease Profile: Native Hawaiian/ Other Pacific Islander (NHOPHI), 2012, p.5).
In 2013 the Child Health USA study conducted by the Department of Health and Human
Services (DHHS) indicated that infant morbidity based on NICU admission data were highest in
non-Hispanic Black, Hispanic and non-Hispanic Asian mothers (DHHS Health Resources and
Services Administration, Maternal Child and Health Bureau, 2013, p.9). The same study also
concluded that even though improvements in infant mortality from 11.9% in 2005 to 6.05% in
2011, disparities by race and ethnicity continue to persist, with non-Hispanic black, American
Indian/ Alaska Native and Puerto Rican races and ethnicities holding the highest rates (DHHS
Health Resources and Services Administration, Maternal Child and Health Bureau, 2013, p.9).
The recent study documents continued disparities throughout the United States.
The benefits of breastfeeding have consistently proven to have a positive impact on the
overall well-being of mother and baby. According to UNICEF’s Breastfeeding on the Worldwide
Agenda published in February 2013, 45% of global children’s deaths under the age of five are
due to undernutrition. Promotion and support for breastfeeding mothers could prevent 800,000 of
these deaths (UNICEF, 2013, p.1). Breastfeeding stimulates infants’ immunity to disease and
decreases breast and ovarian cancer risks as well as cardiovascular disease for breastfeeding
mothers (DHHS Health Resources and Services Administration, Maternal Child and Health
Bureau, 2013, p. 29). According to Child Health USA published in 2013, there has been an
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increase in breastfeeding from 70.9% in 2000 to 76.9% in 2009. However, in the same report in
2009 the breastfeeding statistics for Non-Hispanic Black are 58.8%, American Indian/ Alaska
Native at 61.6% and NHOPI at 71.5%. These rates are still below the national averages even
though the American Academy of Pediatrics recommends exclusive breastfeeding for the first 6
months of life (DHHS Health Resources and Services Administration, Maternal Child and Health
Bureau, 2013, p. 29). In the state of Washington, 26% of mothers did not breastfeed or breastfed
for least than 8 weeks: statistics for the NOHPI and other minority populations are unknown
(Chronic Disease Profile: Native Hawaiian/ Other Pacific Islander (NHOPI), 2012, p. 6).
A study conducted in 2012 pinpointing 6 interventions to promote breastfeeding among
minorities resulted in reductions in infant morbidity (Chapman & Perez-Escamilla, 2012, p. 95).
These interventions included having peer counseling, professional support from a nurse or
lactation consultant, having a breastfeeding team consisting of a peer counselor and a health care
professional, conducting a breastfeeding-specific clinic appointment in both prenatal and postnatal care and having group prenatal counseling (Chapman & Perez-Escamilla, 2012, p. 98-99).
Out of the 6 interventions having an intervention with a nurse alone was less effective,
highlighting the necessity of having a more diverse health care workforce who can inherently
have a better rapport with minority women (Chapman & Perez-Escamilla, 2012, p. 102).
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Midwifery, Community-Based Birth, Culture, and Diversity
We are living in a time where the midwifery profession is proving to be a safe alternative
to physician-led child-birth and is steadily growing in popularity and demand. In 2014, the
Midwives Alliance of North America (MANA), published a study indicating that regardless of
the homebirth decline from 1990 to 2004, there has been a 41% increase in homebirth between
2004 and 2010 in the United States (Cheyney et al., 2014, p. 16). While the majority of women
who are currently birthing at home are white, with this steady increase in demand and popularity,
the importance of being able serve a diverse population is in question (Boucher, Bennet
McFarlin, & Freeze, 2009, p. 119). While more women are beginning to choose midwifery care,
the health disparities gap between the Non-Hispanic White populations and minorities remain
(DHHS 2013, p. 9). It is my belief that if a minority population had greater access to culturallyappropriate midwives that they, too, could benefit from the midwifery model of care and this
could favorably decrease the disparity gap.
More medical care in the form of prenatal visits and interventions during labor and birth
does not improve outcomes. The data suggests that women who have more access to health care
have the highest risk of caesarian delivery and are more likely to be induced in hospital setting
(Shaw-Battista et al, 2011, p. 664). The assumption of more medical attention during pregnancy
labor, birth and post-partum to aid with improving disparities proves to be counterintuitive.
While the majority of women who are choosing midwives are white, midwives of color who are
serving their community, like Jennie Joseph, who serves low-income women in Florida have
locally improved outcomes (Day, 2014, p.16). Research has shown that CPMs, certified
professional midwives, have decreased cesarean rates compared to the national average, with
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good outcomes for mother and babies (Cheyney, et al., 2014, p. 20). However, communities of
color are not currently being served by midwives who are culturally congruent and are facing
continued barriers that contribute to disparities. If we are experiencing health disparities in the
communities of color and research indicates that CPMs providing culturally appropriate care
improve outcomes, at least in the communities who are currently being served, then
comprehending cultural influences is one resolution that can reasonably be assumed to directly
the improve of maternity care.
The demographics of diversity can be both inclusive and alienating for both clients and their
health care providers (Wilson-Stronks, 2008, p. 289). Maternity care is not exempt from this fact
and identifying differences starts with the many definitions of culture and how providers are
successful and/or failing to integrate them into practice (Wilson-Stronks, 2008, p. 289). Culture
holds complexities that require multiple facets to help identify and explain the many layers of its
definitions. It is these complexities that make it difficult for midwives and healthcare providers
to provide competent and well-informed care. According to Rose (2013), author of Culture
Competency for Health Professionals, patients may not express medical concerns or fears if they
believe their provider lacks cultural understanding. This can lead to nonadherence in the form of
missing appointments, clients seeking care from unlicensed providers who are culturally
acceptable but may or may not be formally trained and could lack the ability to treat serious
symptoms. These situations could lead to malpractice because of the lack of diagnosis and
possible mistreatment of clients (Rose, 2013, p. 1). Findings from the Joint Commissions’
Hospitals, Language, and Culture study indicated work must be done to eliminate cultural and
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language barriers with focus areas in access, service, informed consent, patient education
procedures with incorporation of patient demographic data (Wilson-Stronks, 2008, 9. 290).
These interactions are most prevalent in the care of immigrant populations as well as the first
and second generations of these immigrants not only in the US, but in global maternity care (Xu
& Borders, 2008, p. 382). Maternity health care providers and clients hold the best intention
during face to face interactions in appointments, to serve and be served competently. However,
when unspoken miscommunication occurs because of cultural differences, the intention is
irrelevant, when the result is a lack of well-informed care. Cultural concerns in healthcare that
are overlooked can result in less-than-optimal outcomes that affect the health and well-being of
women and newborns (Dillard & Olrun-Volkheirmier, 2014, p. 62). In 2012 a qualitative study
in Sweden, which is experiencing an increase in the immigrant population, suggested that health
care inequalities are a result of miscommunication from short visits, language barriers, different
systems of cultural beliefs and practices and lack of patient and health care provider trust
(Akhavan, 2012, p.1).
Language barriers create a significant obstacle in building a provider and client relationship.
With this inability to build a relationship, a provider cannot effectively support a client, and a
client will not be able to speak up about her needs. The use of professional medically trained
interpreters also poses potential problematic barriers which can decrease the client’s satisfaction
in the care she is receiving. Interviews conducted in 2000 pertaining to barriers immigrant
women experience in healthcare, indicate that immigrant women understood the importance of
language; however, when a third person is used for interpretation and translation, they felt distant
and lacked confidence with their provider (Bauer, Rodriguez, Quiroga, & Flores-Ortiz, 2000, p.
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37). Language is also a form of cultural identity where certain words and expressions hold
complex ideas that can be missed through medical interpretation (Byram, 1997, p. 52). The
importance of recognizing the diversity of language highlights communication barriers when
conducting care for a diverse population (Byram, 1997, p. 54).
Maternity care is impacts how women experience pregnancy, birth and the post-partum
period because it is strongly influenced by rituals and cultural beliefs. When families receive
culturally congruent care, they are likely to receive optimal medical attention because the client
will have fewer barriers to face (Schum & Doorenbos, 2010, p. 8). Mothers and their families
who feel respected and satisfied with their care during pregnancy build trusting relationships
with providers and feel free to communicate openly about their pregnancies. Doing so allows a
midwife and/or obstetrician to provide medically competent care because of the relationship she
or he has with the client.
Trust is an important aspect when considering building a professional medical relationship
between a provider and a client. If and when trust is established, a provider can create the safe
space necessary for a client to speak freely, openly and without fear of who she is and what her
needs are to serve her competently. However, people of color have lowered trust instincts of
institutional systems because of historical trauma and discrimination. Women of color are
especially prone to lowered trust due to the experiences of her disadvantaged community which
developed into a cultural attitude based on past experiences (Alesina & La Ferrara, 2000, p. 3).
These historical and contemporary influences make it difficult for her to voluntarily trust her
provider. Research has shown that people are less likely to trust others who are not like them
because of race and lack of interaction and therefore trust individuals who are more like them
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and who come from the same community and racial background (Alesina & La Ferrara, 2000, p.
3). Trust cannot be coerced and will affect the responsive behavior in future interactions (Gilson,
2003, p. 1454).
Trust can be built with longer and repetitive contact and because midwives have a
tendency to have longer appointments with clients, they have the ability to build a stronger
trusting relationship throughout her pregnancy (Davey, Brown, & Bruinsma, 2005, p. 262).
Midwives of color have more influence in their communities because of racial and communal
identity with the families she serves. Influencing a provider to become culturally and socially
integrated with clients promotes increased satisfaction and improved medical attention between
midwife and client (Leigh, 2006, p. 269).
The importance of culture acknowledgement in maternity care will improve the ability of a
midwife to build a trusting relationship with clients. Acknowledging culture also includes the
recognition that people and/or communities of color face unrecognized disadvantages because of
historical and communal trauma, affecting how they receive and accept maternity care. It also
pinpoints that providers who are of the same race and or shared communal identity have an
advantage in comparison to those who are not familiar with the cultures of the families they are
serving. This is because cultural competency cannot be achieved without diversity. When
institutions are disconnected from the importance of diversity, they cannot prepare or support
providers, including those providing maternity, to comprehend the layers of cultured interactions
that occur in the clinical setting. A midwife who is able to provide a culturally safe space is able
to address a pregnant woman’s cultural heritage, spirituality, first language and socio economic
obstacles. This will, therefore, allow the woman to voluntarily communicate her needs. When a
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woman is comfortable being honest about her needs, then maternity care providers can provide
well-informed care and culturally appropriate education clients during pregnancy, birth and postpartum.
Even though cooperative care can be achieved with providers who are unlike the clients they
serve, providers who are culturally congruent are more likely to provide culturally appropriate
care which increases patient satisfaction and improves quality care (Schim & Doorenbos, 2011,
p. 258). With improved cultural versatility and comprehension in maternity care, maternal and
infant mortality and morbidity rates will be positively affected because of the improvement of
provider and client relationship (US Department of Health and Human Services Resources and
Services Administration Bureau of Health Professions, 2006, p. 13). When clients can trust
providers to care for them and the provider is motivated to understand the client’s needs and to
provide individualized care, outcomes for both safety and satisfaction may be improved.
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The Benefits of Cultural Competence in Healthcare
Table 1: Benefits of Cultural Competence in Healthcare

Martinez, C. F. (2012, April 12). Cultural competence orientation [PowerPoint slides]. Retrieved
from http://www.slideshare.net/carlosFmartinez/cultural-competence-orientation
David Hoopes, an intercultural specialist, suggests that our worldly assumptions are
perceived by personal experiences based on ethnic, racial and or specific cultural groups that can
cause an individual to react to situations without consideration to cultural differences. This
behavior is known as Cultural Conditioning and influences our day to day behaviors,
communications skills, values and patterns of thinking (Martinez, 2012). Our cultural
conditioning is thought to be buried so deep in our consciousness, it enables negative repetitive
behaviors because of lack personal acknowledgement of these repetitive behaviors (Martinez,
2012). When these interactions occur continuously in health care, it causes discrimination from
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provider to provider in the work place and within organizations, but most significantly from
provider to patient (Sahar Consulting, LLC, 2012). Low morale and high turnover rates in
business and/or organizations will result because of these behaviors (Sahar Consulting, LLC,
2012). Consequences of lack cultural awareness examples include providers not comprehending
why patients do not follow through with medical treatment plan and/or clients rejecting the
provider and the institutional structure before a one on one appointment can occur (Sahar
Consulting, LLC, 2012).

Employees, organization members and clients experiencing

discrimination and poor professional dynamic can lead to expensive, long and often ugly legal
law suits (Sahar Consulting, LLC, 2012).
Clinicians and/or organization do not have to hold the weight of knowing everything
about a specific cultural practice or beliefs. However, providers are responsible for
acknowledging cultured conditions affecting personal awareness of different lifestyles that affect
clinician and patient dynamics (Sahar Consulting, LLC, 2012). Improvement of cultured
interactions can occur though personal awareness, growing personal knowledge about the
community, the clinician serves, culture competence training and repetitive cross-cultural
interactions (Sahar Consulting, LLC, 2012). Embarking on this journey towards cultural
competence can result in the improvement of relationships within the workplace, in organizations
and between clinicians and patients (Martinez, 2012). Table 1: Benefits of Cultural Competence
in Healthcare, suggests that with the improvement and acknowledgement of cultural competence,
results with increased patient recruitment and satisfaction, increase retention to care, maximizing
use of resources and programs can then lead to improvement in health outcomes (American
Association Health Plans, Minority Management Program, 1997).
23

Defining Terms used in Health Care to Discuss the Concept of Culture
The Definition reference table (see Table 2) I have created will help healthcare providers and
clients differentiate some foundations of cultural influences that are commonly used to
familiarize the many layers of culture. Being able to adapt them into practice requires another
layer of comprehensive comprehension to address and further discuss cultural influences in
maternity care. These definitions will be helpful in integration of cultural concepts within
midwifery education and practice that should improve cultural interactions and client
relationship building.
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Table 2: Definitions Reference Table

Ethnocentrism

Coined by William G Sumner in 1906, Ethnocentrism is the attitude where an individuals’
personal culture is superior to others (Hammond & Axelrod, 2006, p.926). Sumner
observed the tendency for people to believe his or her personal tradition, culture and/or
customs were better than those who were different from their own (Hammond & Axelrod,
2006, p. 926). These tendencies lead personal perspectives exclusive to cultures, systems,
beliefs and lifestyles that are different to the individual.
Ethnocentrism is a barrier to effective health care because providers project personal
values and behaviors onto patients with the assumptions that patients lead lifestyles
similar to their own (Thiederman, 1986, p.52). When health care professionals project
personal values it can blind the providers’ ability to acknowledge cultural influences that
are affecting the medical condition of the client. It can also inhibit the creation of the
patient and provider relationship which may account for non-compliance of treatment and
follow-up care.

Cultural
Imperialsm

Cultural Imperialism is the practice of extending the policies and practices of the
dominant group to disenfranchise a minority group (Purnell & Paulanka, 1998, p. 13).
The effects of Cultural Imperialism leave minorities powerless against the dominant
culture due policies and practices functioning against them (Ashcroft, Dawson, Draper, &
McMillan, 2007, p. 757).
Maude suggests that Cultural Imperialism is an extreme militant form of ethnocentrism
due to the governmental and systematic implications it imposes on the subservient culture
(Maude, 2011, p. 38). The damaging effects of Cultural Imperialism identifies violations
to human rights and a failure to acknowledge the autonomy of diversity (McLean, 2011,
p.8).
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Cultural
Competence
Continuum

Cultural Competence Continuum consists of 6 different stages utilized to gage where an
individual or professional organizations’ can self-assess their development towards
cultural proficiency.
Table 3: Cultural Competence Continuum

!
Austrian Human Rights Commission. (2011). The cultural competence continuum [Table
of the progression of the cultural competence continuum]. Retrieved from https://
www.humanrights.gove.au/publications

Cultural
Competence
Continuum
(continued)

6 stages of Cultural Competence Continuum
1. Destructiveness – Lowest out of the six, cultural destructiveness encompasses attitudes,
policies, practices and structures and/or lack thereof, within a system or organization that
is causing harm to a cultural group (Cross et al., 1989).
2. Incapacity – The lack of capacity in response to a culturally and linguistically diverse
group resulting in an institutional and or systematic bias and practices resulting in hiring,
advancement and unethical allocation of resources that benefit a cultural group over a
disadvantaged minority (Rose, 2013, p.49).
3. Blindness – Scenarios where inequality is not recognized because cultural differences
are not taken into consideration (Rose, 2013, p. 49) The view point assumption is that
everyone is equal and therefore treated without the acknowledgment of cultural factors.
4. Pre-competence – A preliminary stage before competency where awareness of the areas
of strengths and growth are acknowledged. For organization exploring the cultural
competence continuum, the organization is clear about their commitment to humans’ civil
rights (Rose, 2013, p. 49).
5. Competence – Involvement of ensuring the needs of a diverse population interaction
between patients, clients and customers are being met (Rose, 2013, p. 49). It also
encompasses the seeking opportunities for self-assessment and training for further
education and outreach to the community and individuals organization is serving (Cross
et al., 1989).
6. Proficiency – An active pursuit of competence through individual training and
assessment of culture competence in acknowledgement of different cultural dynamics.
The tangible products of proficiency include organizations hiring staff and employees
who are cultural experts to train and assess existing staff and/or members as well as
maintaining membership and/or leadership in resemblance of the community being
served (Cross et al., 1989). Resources and community connections are made to
structurally support the individual and /or organization (Rose, 2013, p.50).
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Cultural
Awareness

Cultural Awareness is the ability to acknowledge the reality of different cultural, values,
beliefs, and perceptions that allow an individual to communicate and interact with people
from other cultures. An individual’s perceptions of culture can dictate appropriate
behaviors or lack thereof due to the comprehension of cultural awareness.
Separated into 4 degrees of progression, Cultural Awareness reflects how people perceive
cultural differences and how affects the interaction between individuals and/or
organizations with diverse values, beliefs and perceptions (Quappe & Cantatore, 2005).
4 Degrees of Cultural Awareness
1. Parochial Stage - My way is the only way
This initial stage does know about different cultures and does not see how this can impact
a situation. It may be in complete innocence that an individual is unaware of alternative
realities (Quappe & Cantatore, 2005).
2. Ethnocentric Stage - I know their way, but my way is better
The next stage is aware of different cultures but does not consider them relevant because
of they believe their culture is of more value than others (Quappe & Cantatore, 2005).
3. Synergistic Stage - My way and Their way
At this stage an individual acknowledges that their individual way is different from
someone who is culturally different and can see that these differences can be both
beneficial and problematic. This stage also encompasses the willingness to use cultural
diversity to create alternative solutions (Quappe & Cantatore, 2005).
4. Participatory Third Culture Stage - Our Way
The final stage of awareness where two cultures are able to merge cultural differences.
Repetitive conversations create new meanings, rules and dialogue to adapt to problematic
situations that benefit both cultures (Quappe & Cantatore, 2005).
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Culture Humility
Initially developed to train Physicians serving multi-cultural populations, Cultural
Model & QIAN
Humility incorporates a life-long commitment of self-assessment and critique to address
Curriculum
the power imbalances between provider and clientele (Tervalon & Murrary-Garcia, 1998,
p. 117). The development of Cultural Humility aims to interpret a symbiotic relationship
between the provider and the patient that is mutually beneficial and non-paternalistic,
where advocacy with community partnerships are established and a collective effort is
being made in working towards effective treatment of a diverse population (Tervalon &
Murrary-Garcia, 1998, p. 117).

The Cultural Humility Model encourages clinicians to continuously react humbly towards
what they know about a patients’ medical and historical background (Borkan, CulhanePera, & Goldman, 2008, p.361). In doing so, Cultural Humility causes self-reflection of
personal prejudices, behaviors and assumptions that may high-light power imbalances
between patient and provider (Borkan, Culhane-Pera, & Goldman, 2008, p. 361).
The HUMBLE Model and the QIAN Curriculum are used correspondingly to provide
clinicians with a framework towards enhancing the medically professional relationship
between patient and provider (Chang, Simon, & Doug, 2010, p.1). Due to the lifelong
commitment of self-assessment in Humility, this framework aids with integrating cultural
humility into the practice (Chang, Simon, & Doug, 2010, p.1).
The Cultural Humility (Humble) Model
H – Remain Humble about personal assumptions regarding a patient’s lifestyle provider
(Borkan, Culhane-Pera, & Goldman, 2008, p. 364).
U – Observe how personal background and culture impact how clinicians care for
patient’s (Borkan, Culhane-Pera, & Goldman, 2008, p. 364).
M – Motivate personal growth in cultural awareness towards a patient’s lifestyle, family
and community provider (Borkan, Culhane-Pera, & Goldman, 2008, p. 364).
B - Begin incorporating cultural knowledge into practice (Borkan, Culhane-Pera, &
Goldman, 2008, p. 364).
L – Commit to Life-Long learning (Borkan, Culhane-Pera, & Goldman, 2008, p. 361).
E – Emphasize respect and negotiate treatment plans (Borkan, Culhane-Pera, &
Goldman, 2008, p. 364).
QIAN (Humbleness) Curriculum
Q – Recognize the importance of self-Questioning (Chang, Simon, & Doug, 2010, p.1).
I – Immersion into bi-directional culture (Chang, Simon, & Doug, 2010, p.1).
A – Practice Active listening (Chang, Simon, & Doug, 2010, p.1).
N – Appreciate the flexibility of Negotiation (Chang, Simon, & Doug, 2010, p.1).
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Intercultural
Sensitivity & The
Bennet Scale
(DMIS)

Intercultural Sensitivity, developed by Milton Bennet, derived from cultural sensitivity
concepts. The theory incorporates 2 stages from Ethnocentric to Ethnorelative
progressing from being in denial about cultural differences and moving into the cultural
integration of an individual or organization. The Bennet Scale incorporates the cognitive
occurrences that affects an individual’s behavior, attitude and perception towards
intercultural sensitivity (Bennet, 2009).
Table 4: Development of Intercultural Sensitivity

!

Bennet, M. (2009, August 11). The development of intercultural sensitivity [Table of the
development of intercultural sensitivity ]. Retrieved from https://
www.evansville.edu
Development of Intercultural Sensitivity
1. Ethnocentric Stages – The assumption where an individual’s worldview is based on
their central reality (Bennet, 1993, p.22).
a. Denial of Difference – An individual or collective group experience that personal
culture is the only culture relevant to their existence. When confronted about
cultural differences, aggressive interaction to avoid or eliminate counter culture
of cultures occur (Bennet, 1993, p.22).
b. Defense against Difference – The belief and behavior that personal culture is “best.”
Defensive behavior includes belittling counter cultures that may include overt
negative stereotyping and feeling threatening by another culture or cultures
(Bennet, 1993, p.22).
c. Minimization of Difference – Recognizing superficial cultural differences that are
similar to personal culture allow an individual or organization to behave as if
they are no longer ethnocentric therefore portraying a sense of privilege over
the counter culture or cultures. Individuals or organizations who adapt these
cognitive behaviors approach intercultural situations, assuming simple
awareness is sufficient to the process of cultural sensitivity. However, this the
last stage in ethnocentrism because the behavior eludes to the importance of
accepting the wealth in diversity (Bennet, 1993, p.22).
2. Ethnorelative Stages: The understanding that culture is relative to personal culture and
it affects behavior (Bennet, 1993, p.23).
a. Acceptance of Difference – Recognition of personal culture being one of equally
complex lifestyles and cultures that affect behaviors, values and beliefs
(Bennet, 1993, p.23).
b. Adaption of Difference- Individual development of empathy though intercultural
communication skills which allow the individual to adapt to another perspective
in a different cultural reference (Bennet, 1993, p.23). The individual is capable
of pluralism by internalizing more than one worldview (Bennet, 1993, p.23).
c. Integration of Difference – The conscious ability to evaluate cultural references and
recognize that personal culture is only one aspect to an individuals’ identity
(Bennet, 1993, p.23).
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Cultural
Congruent
Model

Cultural Congruence is an evolving process encompassing both provider and client
elements that work towards improving the quality of communication (Schim &
Doorenbos, 2011, p. 258). Schim and Doorenbos suggest that with improved quality
communication will lead to improved quality care. Cultural congruence acknowledges the
importance of family influences and incorporates its influence as a part of the dynamics
which can create or destroy cultural congruence between clinician and patient (Schim &
Doorenbos, 2011, p. 258). Three levels of the Cultural Congruent Model allows the model
to effectively build and maintain client provider and clientele relationship (Schim &
Doorenbos, 2011, p. 258.
Three Levels of the Cultural Congruent Model
1. Provider Level of Model
a. Cultural Diversity
Acknowledgement that race, ethnicity, language and religious difference also
incorporate broader perspectives of age, gender, sexual orientation,
socioeconomic status and education, influencing an individuals’ background,
experience and exposure to human cultural patterns and behaviors (Schim &
Doorenbos, 2011, p. 259).
b. Cultural Awareness
The cognitive component of provider level model appreciating the similarities
and differences of cultural contexts that greatly influence how clinician provides
a care and how a patient receives care (Schim & Doorenbos, 2011, p. 258).
c. Cultural Sensitivity
How a clinician’s attitude towards themselves and others will affect how open
and/or willing she or he is to leaning about cultural differences. This aspect of
provider level model also includes the openness or lack thereof of a clinicians’
ability to self-exploration of personal cultural heritage and experiences she or he
is conditioned to (Schim & Doorenbos, 2011, p. 258).
d. Cultural Competence
The behavioral construct where how an individual reacts to the demands of
cultural diversity, awareness and sensitivity can bridge the differences in barriers
where cultural interaction and communication cause conflict between provider
and client (Schim & Doorenbos, 2011, p. 258). The development of cultural
competence is a dynamic that evolves depending on environment and
experiences which allow for providers to increase sensitivity to self and others
(Schim & Doorenbos, 2011, p. 258)
2. Client Level of Model
Consisting of patient, family, community attitude, beliefs and behaviors, the
Client Level Model incorporates how the above subsets play there in influencing
how a patient receives care (Schim & Doorenbos, 2011, p. 258). It also
highlights how a provider can influence a patient’s care by considering how
these subsets can be used to enhance or negatively affect a treatment (Schim &
Doorenbos, 2011, p. 258). The subset list is considered a starting point where a
provider can begin critically thinking to guard oneself against stereotyping
(Schim & Doorenbos, 2011, p. 258).
3. Putting the Provider and Client Levels Together
Culturally Congruent Care is a process where the provider and client fit well
because a professional practice is able to meet the needs of the patient and their
families with consideration to their culture domain (Schim & Doorenbos, 2011,
p. 259). The provider will be able to skillfully customize care to meet the unique
needs of her/ his patients, which may or may not work for other (Schim &
Doorenbos, 2011, p. 259). Culturally Congruent Care advocates for health care
providers to recognize that personal attitude, perceptions, behaviors and the
interaction between clinicians, patients, and thier families influence outcomes
(Schim & Doorenbos, 2011, p. 259).
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Cultural Safety
Model

According to the Guidelines for Cultural Safety, the Treaty of Waitangi and Maori Health
in Nursing Education and Practice, in 1989 the Cultural Safe Model was a response to the
recruitment and retention issues of Maori Nurses in New Zealand. Cultural Safety
emphases that culture is determined by the individual and their family and in that
cultures’ definition is not restricted to age, generation, gender, sexual orientation,
occupation, socioeconomic status, ethnic orientation, migrant experience, religious or
spiritual belief and disability (Nursing Council of New Zealand, 2011, p. 7). Nurses
delivering services will have gone through individual cultural self-assessment and are
expected to recognize how personal culture, background and experiences impact their
professional practice (Nursing Council of New Zealand, 2011, p. 7).
Table 5: Developing Cultural Safety

!
Nursing Council of New Zealand. (2011) Process table of Cultural Safety Development
[Table] Retrieved from http://pro.healthmentoronline.com
Process towards Cultural Safety
1. Cultural Awareness - The initial step where a nurse understands cultural and
lifestyle differences exist and are different from personal culture (Nursing
Council of New Zealand, 2011, p. 8).
2. Cultural Sensitivity Alerts – The beginning processes of self-exploration to
comprehend how personal realities impact interactions (Nursing Council of New
Zealand, 2011, p. 8).
3. Cultural Safety – The outcome of a nursing education allowing providers to be
comfortable in having safe service be defined by patients who are receiving care
(Nursing Council of New Zealand, 2011, p. 8).
4 Principals of Cultural Safety
1. Aim to improve health status of New Zealanders.
2. Enhance the delivery of health and disability services through a culturally safe
workforce.
3. Cultural Safety is a broad application to recognizing inequalities within
interactions, representing microcosm of inequalities that have occurred
throughout history.
4. Cultural Safety focuses on comprehending how a nurse’s culture, history and
attitude impact how she/ he practices.
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Transcultural
Nursing

Transcultural Concepts text book was published in 1989, as a collegial effort at the
University of Utah College of Nursing with the purpose to expand and understand the
development of theoretical based transcultural nursing (Andrews & Boyle, 2002, p. 178).
By doing so, research based evidence could demonstrate the benefits of delivery
culturally competent care to individuals, families, groups, communities and institutions
(Andrews & Boyle, 2002, p. 178).
Objectives in Transcultural Nursing
1. Apply the framework of Transcultural nursing to guide nursing practices in
diverse health care settings (Andrews & Boyle, 2002, p. 178).
2. Analyze major concerns and issues nurses and providers encounter (Andrews
& Boyle, 2002, p. 178).
3. Expand the theoretical basis for using Transcultural Concepts from natural
and behavioral sciences and humanities (Andrews & Boyle, 2002, p.178).
Models Developed in Transcultural Nursing
1. Campinha-Bacote Model: The Process of Cultural Competency in the Delivery of
Healthcare Services
Camphina Bacote Model developed in 1998 was revised to make the development of
cultural competency a process, to pinpoint the importance of interdependent processing of
the four different constructs of the model (Dayer-Berenson, 2011, p. 31).
Four Constructs of Camphina Bacote Model
1. Cultural Awareness
2. Cultural Knowledge
3. Cultural Skill
4. Cultural Encounters
2. Giger and Davidhizar Transcultural Assessment Model
The Transcultural Assessment Model was developed in 2004, providing a framework
incorporating six cultural phenomena to help nurses asses how they were providing care
to patients (Dayer-Berenson, 2011, p. 21).
The Six Cultural Phenomena
1. Communication
2. Space
3. Social Organization
4. Time
5. Environmental Control
6. Biologic Variations
3. Leininger’s Sunrise Model See
4. Purnell and Paulanka Model of Cultural Competence
Purnell and Paulanka Model is used as a framework when health care providers are
leaning about encountering new cultures (Dayer-Berenson, 2011, p. 28). The model links
how historical perspectives impacts the worldview of an individual (Dayer-Berenson,
2011, p. 28).
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Culture Care
Theory

Considered the most significant break-through in nursing and the in the 20th century and
also seen as a necessity in the 21st century (Leininger, 2002, p. 189). Created in the
1950’s, the purpose of Culture Care Theory is to discern cultural factors that influence the
health and well-being, illness, death or individuals or groups of people (Leininger, 2002,
190). The goal of the theory is to use research to provide culturally care, decisions and
actions proposed in the theory for the improvement of health and well-being to face
illness and death (Leininger, 2002, p.190).
Table 6: Madeleine Leininger’s Transcultural Nursing: The Enabler to Discover Culture
Care Sunrise Model

Culture Care
Theory
(continued)

Sager, P. L. (2012). Madeleine Leininger's Transculture Nursing: The Sunrise Enabler to
Discover Culture Care Sunrise Model [Theory Model]. Retrieved from http://
www.slideshare.net/ShelleyCullum
Major Features of Culture Care Theory
1. One of the oldest theories in Transcultural Nursing launched in the 1950’s
(Leininger, 2002, p.190).
2. Only theory explicitly focused on importance of interrelationships of culture
and care on well-being, health, illness and health (Leininger, 2002, p.190).
3. Focuses on comparative culture care
4. The most holistic and multi-dimensional theory specifying culturally based
care meanings and practices (Leininger, 2002, p.190).
5. First nursing focused on discovering global culture care differences and
commonalities (Leininger, 2002, p.190).
6. First nursing theory to designate research as prove discoveries (Leininger,
2002, p.190).
7. Holds both abstract and practical features to facilitate delivering culturally
congruent care (Leininger, 2002, p.190).
8. First theory to focus on professional and generic culture care and date related
to a global view, social structures factors and Ethnohistory in diverse
environmental contexts (Leininger, 2002, p.190).
Premises of Culture Care Theory
1. Care is essential aspect of nursing and finite, dominate central and unifying
focus (Leininger, 2002, p.191).
2. Culturally based care is essential for the well-being, health, growth and
survival and in facing handicaps or death (Leininger, 2002, p.191).
3. Culturally based care is Comprehensive care, holistic and particularistic
means to know, explain, interpret ad predict congruent care practices (Leininger,
2002, p.191).
4. Culturally based caring is essential to curing and healing as there is no curing
without caring and no caring without curing.
5. Culture concepts, meanings expressions, patterns, processes and structural
forms vary transculturally, with differences and some commonalities (Leininger,
2002, p.191).
4 Major Tents of Culture Care Theory
1. Culturally based care has differences and commonalities (Leininger, 2002, p.
192).
2. The Sunrise Model Influence include, worldview, cultural and social
structures that impact the outcomes related to culturally congruent care
(Leininger, 2002, p.192).
3. Practices of indigenous individuals or groups influence care practice outcomes
(Leininger, 2002, p.192).
4. Three predictable modes for Transculture care include the following
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Organizational Culture Competency Framework
This next section will explore several US midwifery organization statements about culture. The
framework from Queensland Australia will serve as a guide for analysis of the mission, values
and goal statements. The framework utilizes culture as a central cross-cutting value which
impacts all activities of the organization.
Table 7: Queensland Health Organizational Culture Competency Framework

Queensland Government. (2011). Queensland health: organizational cultural competency
framework [Framework Graph]. Retrieved from https://www.health.qld.gov.au/multicultural/
contact_us/framework.asp
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Queensland, Australia is a growing culturally linguistically diverse state with more than
1/3 of their population holding an immigrant status and having over 270 languages spoken within
their borders (Queensland Government, 2013, p.1). Due to the diversity of the state, Queensland
Health recognized the importance being able to provide safe, sustainable, efficient, quality and
responsive health care services as well as to ensure health care providers are culturally competent
(Queensland Government, 2013, p.1).
In order to achieve cultural competency, Queensland Health created an organizational
cultural competency framework to strategize a plan for a Multicultural Health between
2007-2012 (Queensland Government, 2013, p.1). The framework encompasses eight outcomes
requiring action and four basic foundations that are a necessity to reach organizational cultural
competency (Queensland Government, 2013, p.1).

4 Foundations of Organizational Cultural Competence
A. Cultural Inclusive Systems and Services
The commitment to enforce all systems and services to be culturally inclusive
B. Cross Cultural Capacities
The cultural knowledge and skills that Queensland Health expects staff and personal to
develop and integrate into practice.
C. Management Commitment
The commitment to develop organizational cultural competency (Queensland
Government, 2013, p.1).
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D. Quality Standards
The commitments to meeting the standards of cultural competency to improve the quality
of health services to individuals who are have cultural and linguistic differences
(Queensland Government, 2013, p.2).
8 Actions from Foundations
A. Cultural Inclusive Systems and Services
1. Interpreter Services – Organization will address language barriers of consumers by
implementing high quality and accessible interpreter services (Queensland Government,
2013, p.2).
2. Resource Development & Translation –Providing quality resources to build a staff that
is culturally competent and to ensure accessibility to facilities by having translated
information to consumers from culturally and linguistically diverse communities
(Queensland Government, 2013, p.2). The organization will provide resources to staff
which will help to build cross culture capability to improve health literacy of clients by
providing translatable information about access to health systems and medical health
conditions (Queensland Government, 2013, p.2).
3. Special Needs Population – Staff of organization recognizes and responds to
disadvantaged populations which include, refugees, Pacific Islander, Australian South
Sea Islanders and individuals or groups with special needs (Queensland Government,
2013, p.3).
B. Cross Cultural Capacities
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4. Community Engagement – In the development of culturally competent organization,
the community is engaged to aid with the creating organization (Queensland
Government, 2013, p. 3).
C. Management Commitment
5. Leadership & Partnership – Organization will provide leadership as well as build
supportive partnerships with community based organizations to strategize improving the
health status of culturally and linguistically diverse communities by recognizing the
needs of these communities (Queensland Government, 2013, p. 4).
6. Data Collection and Analysis – Development and improvement of collection of data
for culturally and linguistically diverse communities with the purpose of analyses to
support service development (Queensland Government, 2013, p. 4).
7. Culturally Competent Staff – Building culturally competent organization endorses the
implementation of statewide Cross Cultural Learning (Hawes, n.d., p. 18). The
knowledge of skills and behaviors of culturally capable staff to is a part of the objective
to establish cross-cultural training in the Health Service Districts (Hawes, n.d., p. 18),
D. Quality Standards
8. Recruitment and Retention - Enforcing recruitment and Retention implements
strategies to develop a workforce that reflects the diversity in the general population
therefore increasing the workforce participation of people of cultural and linguistically
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diverse backgrounds across all occupational streams are necessary (Queensland
Government, 2013, p. 4).
Policy Themes and Core Outcomes from Foundations
A. Culturally Inclusive Systems and Services
Policy Theme – Language, information and communication (Queensland Government,
2013, p. 4).
Core Outcome – Improved access to interpreters for clients when accessing services
(Queensland Government, 2013, p. 4).
B. Cross-Cultural Capabilities
Policy Theme – Inclusive communities (Queensland Government, 2013, p. 4).
Core Outcome – Improved communication and engagement with communities and/ or
organizations (Queensland Government, 2013, p. 4).
C. Management Commitment
Policy Theme – Multicultural recognition legislation (Queensland Government, 2013, p.
4).
Core Outcome – Improved Cultural competence of staff (Queensland Government, 2013,
p. 4).
D. Quality Standards
Policy Theme – Skills, jobs and enterprise (Queensland Government, 2013, p. 4).

39

Core Outcomes - Improved recruitment and retention strategies for staff from diverse
backgrounds (Queensland Government, 2013, p. 4).

40

Evaluation of Midwifery Organizations
ICM - International Confederation of Midwives
http://www.internationalmidwives.org/who-we-are/vision-mission/

Mission Statement
To strengthen Midwives Associations and to advance the profession of midwifery globally by
promoting autonomous midwives as the most appropriate caregivers for childbearing women and
in keeping birth normal, in order to enhance the reproductive health of women, and the health of
their newborn and their families. ICM's Mission indirectly relates to structural poverty reduction
through its focus and activities. ICM advocates for the education of girls and women (MDG 2),
the empowerment of women and midwives, through education. This enables economic
independence, sexual and reproduction health rights in deciding; when, if and how they become
pregnant. There is a globally acknowledged inequity in access to skilled professional midwifery
attendants; the poor and marginalized being disadvantaged. ICM's Mission focuses on ensuring
that all women, irrespective of their economic status, have access to midwifery care . This is a
key factor in achieving the reduction in Maternal Mortality (MDG 5) and reduction in infant and
child mortality (MDG 4).
"The world focuses on maternal health because saving women stimulates the economy,
bolsters communities and strengthens families. Women’s unpaid work equals about one
third of world GDP; when a woman dies, children risk of dying within two years
increases tenfold."
Vision
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ICM envisions a world where every childbearing woman has access to a midwife's care for
herself and her newborn.

Goals
1. Working with partners - Working with partners has historically been integral to the success of
ICM. By definition, midwives work in partnership with women and ICM in turn, actively
commits to strategic partnerships that are essential to the achievement of mutual goals. ICM’s
strategic partnership model fosters engagement with civil society, governments, UN agencies,
other health care professional organizations and the private sector in promoting the health of
women, their newborns and families. Successful partnerships at national, regional and
international levels have resulted in increased influence, wider reach, combined credibility,
sharing of knowledge, skills and the effective use of resources. We especially recognize long
term partners whose continuing support means ICM can confidently plan into the future for
innovation and sustained success. Ultimately these partnerships serve to strengthen the voice of
midwives and the impact of ICM in advocating for women and midwifery services.
2. Regional visibility and presence - The spirit of ICM is represented by midwives all over the
world and is visible through the impact of our work in countries, towns, villages and
communities. Individual midwives form our MAs which work to improve outcomes for women,
their newborn and families, and promote and strengthen midwifery in their countries. MAs are
organized into four regions which come together globally to form the ICM. The purpose of this is
to promote collaboration and cooperation between MAs and their strategic partners. ICM
recognizes that each region has particular aspirations and challenges. Strengthening ICM’s
42

regional presence enables a timely, focused response to regional-specific issues. This way of
operating enhances the relevance of ICM’s work, collective efforts, extends our reach, represents
an evolution in how we work and consolidates our position as a viable global entity.
3. Strategic directions and outcomes -Each triennium the ICM develops strategic directions that
guides and maintains our focus as we work with our members, governments, partners, civil
society, and other stakeholders in achieving our mission. These five strategic directions and
outcomes set the scene for 2014-2017.
a. Strengthen midwifery education, continuing education programs and the role of
midwife as educator.
b. Enhance midwives professional autonomy and ensure midwifery regulation, education
and practice is designed and governed by midwives
c. Promote midwifery research that enhances and documents evidence-based midwifery
practice.
d. Advocate for midwifery and extend the influence of midwives in policy development
that drives service directions.
e. Pursue strategic collaborations with relevant organizations and networks that share a common
interest.
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MANA - Midwives Alliance North America
http://mana.org/about-us/mission-goals

Mission Statement
The Midwives Alliance of North America (MANA) is a professional midwifery association
uniquely positioned to unite and strengthen all midwives through dedication to innovative
education, professional development, and recognized autonomous practice.
MANA is committed to enabling transformative research, promoting an evidence-based
Midwifery Model of Care, addressing health disparities, and achieving optimal outcomes
through normal physiologic birth and healthcare across the lifespan.

Vision
MANA envisions a world where every person, in the setting of their choice, has access to high
quality midwifery care provided by culturally safe, autonomous, community based midwives.

Goals
The Midwives Alliance promotes professional development and continuing education of
midwives so all women and babies will have access to practitioners who can provide excellent
prenatal care, safe and empowering births, comprehensive postpartum care, and privacy during
the critically important bonding period of mother-infant attachment.
•

To engage midwives in dialog and to encourage solidarity across North America

•

To recognize the diversity among midwives and to foster inclusive community building
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•

To build an identity as a cohesive organization representing the profession as well as the
tradition of midwifery at regional, national and international levels

•

To position midwives as acknowledged authorities, working to improve perinatal health
in collaboration with other professionals

•

To collect and disseminate high quality research about midwifery care

•

To promote excellence in midwifery practice

•

To sponsor continuing education opportunities for midwives

•

To increase access to midwives in all settings

•

To endorse the Midwives Model of Care™ as the gold standard for childbirth

•

To affirm the rights of pregnant women to give birth where and with whom they choose
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NACPM - National Association of Certified Person Midwives
http://nacpm.org/about-nacpm/about-the-organization/

No mission statement found.
Vision
NACPM envisions a primary maternity care system in our country where all women access care
through a midwife, where birth place is the choice of the family, and where all women and
babies have the same chance to be healthy.

Values
Transparency - We are open with our stakeholders about our work, challenges, successes,
motivations and intentions. We welcome questions and dialogue about anything that will help us
work together to make the changes we want to see happen.
Courageous Integrity - We do what we say we will do, even when it is difficult or challenging.
We do not shy away from tough conversations or bold plans. We bring our heart and our
perspective for the good of the whole system to bear on the work we do and the way we do it.
High-Performance Teamwork -We challenge ourselves and each other to bring out the best we
have to give for our shared cause. We strive for ever-higher levels of performance and know the
stronger our team, the more effectively we can achieve our goals.
Respect - We acknowledge individual preferences and differences. Our intention is that our
respect is always felt by our members, colleagues, partners and stakeholders.
Collaboration - We need each other to bring about the change we know is possible. We work
hard to be good partners and foster game-changing collaboration.
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Innovation - We aim to tap the source of what is possible for maternity care in the US. We create
conversations and projects that allow new insight and action to flow, in order to help us achieve
our goals. We do not discard what is already working, nor are we limited by what has worked in
the past.
Resourcefulness -We pride ourselves on making the most with what we have. Our intention is
that nothing goes to waste. We bring creativity and strategy to ensure that we maximize the
potential of our resources.
Equity - We know equitable healthcare is possible. We work on ourselves and the systems we
impact to remove personal and institutional racism and discrimination. We know we are not
perfect, and we are committed to learning, action and vision to create an equitable future.

Commitments
•

Safeguarding the right to normal physiologic birth for every woman

•

Ensuring that midwives are the primary maternity care providers in the United States

•

Establishing licensure and equitable reimbursement for CPMs in all 50 states

•

Advocating for CPMs to the public, state and federal legislators and health care
policy makers

•

Securing a place in the maternity care system for the unique and valuable services of
CPMs

•

Eliminating unconscionable disparities in birth outcomes for women and infants of
color in the U.S.
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•

Dismantling systemic racism in maternity care

•

Supporting excellence and innovation in midwifery education

•

Investing in a strong and diverse workforce of CPMs to meet the needs of childbearing
women

•

Informing best practice and providing clinical guidance relevant to our unique model of
care

•

Unifying and strengthening midwifery in the U.S. through partnerships with midwives
and consumers

Influencing state and national policy to improve maternity outcomes throughout the United States
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ACNM - American College of Nurse Midwives
http://www.midwife.org/Our-Mission-Vision-Core-Values

Mission Statement
The mission of the American College of Nurse-Midwives is to support midwives and advance
the practice of midwifery in order to achieve optimal health for women through their lifespan,
with expertise in well woman and gynecologic care, promoting optimal pregnancy, physiologic
birth, postpartum care, and care of the newborn. ACNM supports the practice of midwives by
promoting education, research, and advocacy that advances clinical excellence, expansion of a
diverse midwifery workforce, and equitable legislation, regulation, and institutional policies that
establish midwifery as the standard of care for women.

Vision
A midwife for every woman.

Values
Excellence - ACNM values excellence in midwifery education, clinical practice, and research.
We are committed to upholding the highest clinical and ethical standards, professional
responsibility, accountability, and integrity.
Evidence-Based Care -ACNM evaluates, publishes, and showcases scientific evidence to
improve professional practice. We are committed to upholding the most rigorous clinical practice
standards in the midwifery profession and applying this knowledge and clinical expertise to help
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women make the best health decisions. We strongly support the use of quality measurement to
improve care.
Formal Education - ACNM promotes certification of midwives based on completion of
nationally recognized, accredited midwifery education programs in accordance with the
International Confederation of Midwives global standards for education. We
support interprofessional education of midwives with other health professionals to improve
maternity care and women’s health services.
Inclusiveness - ACNM promotes a culture of inclusion in which diverse identities are respected,
sought, and embraced, and all can contribute to their full potentials and rise to leadership roles.
This includes, but is not limited to, race, ethnicity, culture, class, gender and gender identity,
sexual orientation, religion, physical and intellectual ability, learning style, nationality,
citizenship, age, mental health, professional background, midwifery certification, and degree.
Woman-Centered Care and Respect for Physiologic Processes - The woman is at the core of our
practice. ACNM and its members respect each woman's right to dominion over her own health
and care. Within a relationship of respect, compassion, informed consent and shared decisionmaking, we approach life events, such as puberty, birth, and menopause, as physiologic
transitions that are best supported by education and midwifery expertise. Promotion and
preservation of normal birth are are the foundation of that expertise.
Primary Care - ACNM members provide primary and maternity care services to help women of
all ages and their newborns attain, regain, and maintain health. We emphasize health promotion
and education, disease prevention, and informed decision-making.
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Partnership - Our members build partnerships with women and their families by listening and
providing information, guidance, and counseling in a shared decision-making process. We
partner with other members of the health care team through collaboration and referral to provide
optimal care and to advance the integration of midwifery care into the health care system.
Advocacy - ACNM amplifies women’s voices on health issues. We advocate on behalf of women
and families, our members, and the midwifery profession to eliminate health disparities and
increase access to evidence-based, quality care. This includes the promotion of standards for
entry to practice and continuing competency; funding for education and reimbursement for
services; and increasing the visibility and recognition of the value of midwifery care.
Global Outreach - ACNM promotes the profession of midwifery globally. We foster quality and
innovation in midwifery education and support the strengthening of the profession worldwide
through education, regulation, and association-building as keys to improving maternal and
newborn health.

Commitments
1.

Diversification and Inclusion

2.

Leadership Development

3.

Research

4.

Interprofessionalism

5.

Communications
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MEAC - Midwifery Education Accreditation Council
http://meacschools.org/about-meac/

Mission Statement
The Midwifery Education Accreditation Council’s mission is to promote excellence in midwifery
education through accreditation. It creates standards and criteria for the education of midwives.
MEAC standards incorporate the nationally recognized core competencies and guiding principles
set by the Midwives Alliance of North America (MANA), The International Confederation of
Midwives (ICM), and the requirements for national certification of the North American Registry
of Midwives (NARM). MEAC’s accreditation criteria for midwifery education programs reflect
the unique components and philosophy of the Midwives Model of Care.

No Values or Goals Available
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NARM - North American Registry of Midwives
http://narm.org/about-narm/

Mission Statement
NARM’s mission is to provide and maintain an evaluative process for multiple routes of
midwifery education and training; to develop and administer a standardized examination system
leading to the credential “Certified Professional Midwife” (CPM); to identify best practices that
reflect the excellence and diversity of the independent midwifery community as the basis for
setting the standards for the CPM credential; to publish, distribute and/or make available
materials that describe the certification and examination process and requirements for
application; to maintain a registry of those individuals who have received certification and/or
passed the examination; to manage the process of re-certification; and to work in multiple arenas
to promote and improve the role of CPMs in the delivery of maternity care to women and their
newborns

No Values, Vision, Goals or Commitments found.
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ICTC - International Center for Traditional Childbearing
http://ictcmidwives.org/

Mission Statement
The International Center for Traditional Childbearing (ICTC) is an infant mortality prevention,
breastfeeding promotion and midwife and doula training organization. The mission is to increase
the number of Black midwives, doulas, and healers, to empower families, in order to eliminate
infant and maternal mortality. Established in 1991 and headquartered in Portland, Oregon, ICTC
has chapters and members around the globe to improve birth outcomes and build capacity.

No values vision, goals or commitments found.

History
The formation of the International Center for Traditional Childbearing (ICTC) was inspired by
the Childbirth Providers of African Descent (CPAD), a national Black midwife support group
founded by midwife Sister Ayanna Ade in 1981. When CPAD dissolved in 1988,
Sister Shafia Monroe (founder of ICTC), felt an obligation to create something similar for
generations of the community of Black midwives. In August 1991, with support of a national
group of midwives and healers, Sr. Shafia Monroe founded the International Center for
Traditional Childbearing (ICTC) in Portland, OR. ICTC is a professional African & African
American midwives organization committed to increasing the number of Midwives of Color and
providing leadership in the profession to address the critical needs in maternal, newborn and
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child health. We are determined that the early death of babies and mothers, as an aftermath of
enslavement and a legacy for poverty, shall be prevented.
CSC - Common Sense Childbirth
http://www.commonsensechildbirth.org

Mission Statement
Our mission is to inspire change in maternal child health care systems worldwide. We believe
that ALL women deserve a healthy pregnancy, birth and baby!

Vision
We believe that all women deserve a healthy pregnancy, birth and baby!

Goals
•

To provide a model that is easy to duplicate which allows the healthcare provider to run
an efficient, safe and productive system.

•

To provide training and organizational systems for medical establishments that wish to
improve their patient and employee satisfaction, compliance, and loyalty along with
reducing litigation.

•

On a corporate/ private level to engage organizations in the value of healthy women and
thereby families and the importance of a new approach in providing that information.
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On a community level to engage and educate families, business owners, ‘leaders’ and

•

churches in the urgency of the problem and how they can help to be part of the solution.

History
Commonsense Childbirth Inc. (CSC) 501©3 non-profit organization was founded in 1998 by
Jennie Joseph who has dedicated her life to helping women and families have better birth
experiences. Over the years Jennie’s work had grown beyond the birth room. She speaks
nationally and internationally sharing her positive outcomes on low birth weight, prematurity,
infant mortality rates that remain particularly high in minority and disenfranchised populations in
the United States.
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NABCC - National Association Birth Centers of Color
http://www.birthcentersofcolor.org/

Mission:
NABCC’s mission is to increase the number of maternity clinics and birth centers owned and/or
operated by practitioners of color who are committed to serving communities of color.

We support the growth and development of maternity care models that ensure access to timely
and quality perinatal health-care, by providing practical, social, educational, and emotional
support to improve positive outcomes.

Vision:
The elimination of racial disparities in birth outcomes among communities of color.

History
The National Association of Birth Centers of Color (NABCC) was founded in
February 2012 by a group of Certified Professional Midwives from three U.S. States who are
committed to serving all women, but particularly women of color, through communitybased maternity clinic and birth center services. Each founding midwife member has experience
working with women of color through her own clinic and/or birth center, and each
founding member has achieved success within their population – meaning that
the women being served experience better health and better care through the deliverance of
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culturally- competent, evidence-based, comprehensive and cost-efficient midwifery and
maternity-care home models.
AABC – American Association of Birth Center
http://www.birthcenters.org/

Mission Statement
The American Association of Birth Centers promotes and supports birth centers as a means to
uphold the rights of healthy women and their families, in all communities, to birth their children
in an environment which is safe, sensitive and cost effective with minimal intervention.

The mission shall be accomplished by:
•

Fostering excellence in birth centers through development and evaluation of evidencebased standards of care

•

Supporting the development of birth centers that subscribe to the AABC birth center
model of care

•

Encouraging all member centers to attain accreditation

•

Serving as an information resource on birth centers

•

Encouraging the participation of professionals, institutions, and families who support the
AABC mission

•

Working actively with associations that are interested in the provision of wellness
oriented maternity services
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•

Influencing policy issues at the national, regional and local levels

No vision, values, goals or commitments found.
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CABC – Commission for the Accreditation of Birth Centers
https://www.birthcenteraccreditation.org/about-commission-accreditation-birth-centers/

Mission Statement
The Commission for the Accreditation of Birth Centers (CABC) exists to evaluate birth centers
for their compliance with the Standards for Birth Centers as established by the American
Association of Birth Centers (AABC). CABC, thereby, identifies those birth centers which meet
the highest standards of excellence
No values, vision, goals or commitments found
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Table 8: Evaluation Chart
The evaluation chart highlights the dissection of organizations mission, values, goals and
commitments of the midwifery organizations. Each section is followed up with questions
debating the clarity of what it being portrayed by the organization. The questions themselves
have not been answered with the hopes that the audience will engage, develop their own queries,
and draw their own conclusions about what and how Midwifery organizations are
acknowledging cultural influences in maternity care.

Evaluation of
Cultural Competency
of
Midwifery
Organizations Chart

ICM
International Confederation
of Midwives

Values
&
Vision

Goals
&
Commitments

“ICM's Mission indirectly
relates to structural
poverty reduction through
its focus and activities.
ICM advocates for the
education of girls and
women (MDG 2), the
empowerment of women
and midwives, through
education.”

“ICM envisions a world
where every childbearing
woman has access to a
midwife's care for herself
and her newborn.”

http://
www.internationalmidwiv
es.org/assets/uploads/
documents/Governance/
ICM_2014_Strategic_bro
chure_ENG.pdf

- How can ICM mission
addressing structural
poverty be addressed in
US midwifery
organizations?

- How can midwives in
the US be a part of this
vision?

Mission
Statement

- How can ICM vision
impact childbearing
women of color in the
US?

Goals are clearly stated in
addressing the cultural
influences in maternity
care

- Are American trained
midwives promoting this
vision?
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MANA
Midwives Alliance of
North America

“The Midwives Alliance
of North America (MANA)
is a professional
midwifery association
uniquely positioned to
unite and strengthen all
midwives through
dedication to innovative
education, professional
development, and
recognized autonomous
practice.”
- What cultures, religions,
ethnicities and
socioeconomic statuses
are represented on the
MANA board and by its
members?
- Does innovative
education include
educating midwives about
cultural influences in
maternity care?
- How is MANA ensuring
professional
accountability for
culturally safe care?
- How does MANA
ensure professional
accountability?

MANA
Midwives Alliance of
North America

Does MANA promote and
educate members about
diverse birth practices of
different cultures,
socioeconomic status,
religion and sexual
orientation?
“MANA is committed to
enabling transformative
research, promoting an
evidence-based Midwifery
Model of Care, addressing
health disparities, and
achieving optimal
outcomes through normal
physiologic birth and
healthcare across the
lifespan.”
- Does “transformative’
research include how
culture, religion, racial
and socioeconomic

“MANA envisions a world
where every person, in the
setting of their choice, has
access to high quality
midwifery care provided
by culturally safe,
autonomous, community
based midwives.”
-What does culturally safe
care mean to MANA?
- Does high quality care
include culturally
sensitive care?
- What does high quality
mean in regards to access
to midwifery care?
- How does MANA assess
if a midwife is serving
thier community?
- Is MANA incorporating
midwives who are not
labeled, “midwives,”
because they are called by
a different title?

“To engage midwives in
dialog and to encourage
solidarity across North
America.”
- Does MANA provide
translators for nonEnglish speaking
midwives engaging in
dialog with MANA?
- Is MANA outreaching to
promote dialog with
communities of color?
-How is “dialog”
constructed? By the norms
of white culture, or are the
customs of other cultures
welcomed and integrated?
“To position midwives as
acknowledged authorities,
working to improve
perinatal health in
collaboration with other
professionals.”
- Is there a pathway for
creating collaborative care
between midwives and
hospital health care
providers?
- If there is a pathway,
does MANA support nonlicensed midwives
collaborating with
hospital health care
providers?
- Do the words
“authorities” and
“professionals” refer to
only medical providers, or
perhaps to spiritual and
cultural leaders from
communities of color?
-Which midwives is
MANA trying to position
as authorities? Since the
Midwives of Color
Section of MANA
resigned due to lack of
organizational support in
2012, what lessons has
MANA learned about
inclusion and supporting
the leadership of people of
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NACPM
National Association
of Certified
Professional Midwife

Not Available

“NACPM envisions a
primary maternity care
system in our country
where all women access
care through a midwife,
where birth place is a
choice of the family, and
where all women and
babies have the same
chance to be healthy.”
- How is NACPM
engaging with
communities whose
midwives are not labeled
with a different title?
- Has NACPM explored
the concept of indigenous
and ethnic communities
redeveloping their
birthing heritages and
customs?
- Does NACPM support
midwifery care even if a
mother and a family
requests a hospital birth?

NACPM
National Association
of Certified
Professional Midwife

“Innovation – We aim to
tap the source of what is
possible for maternity
care in the US. We create
conversations and
projects that allow new
insight and action to flow,
in order to help us achieve
our goals. We do not
discard what is already
working, nor are we
limited by what has
worked in the past.”

“Eliminating
unconscionable
disparities in birth
outcomes for women and
infants of color in the
US.”
- How is NACPM
supporting the leadership
of midwives of color
being in their efforts of
eliminating disparities?
- Does the NACPM board
and their members reflect
the diversity of the
families most impacted by
racism?
- Are resources being
equally distributed to
communities of color?
- Are people of color
being actively recruited
into MEAC accredited
programs, supported all
the way through
graduation so that they
can obtain a CPM
credential?
- Are students and
midwives of color equally
represented in the CPM
profession?
- How is NACPM
tracking the diversity of
the profession?

- Is NACPM in
partnership with the
- In consideration of the
midwifery organizations
changing shades of the US such as ICTC, NABCC &
population, do
Commonsense Childbirth?
“innovative plans”
incorporate addressing
- Are women of color
culture as a forefront
represented on the board
issue?
and in membership of
NACPM?
“Equity – We know
equitable healthcare is
possible. We work on
ourselves and the systems
we impact to remove
personal and institutional
racism and
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ACNM
American College of
Nurse Midwives

ACNM
American College of
Nurse Midwives

“A midwife for every
woman.”

Evidence-Based Care
ACNM evaluates,
publishes, and showcases
- Does ACNM promote all scientific evidence to
birth options including out improve professional
of hospital options
practice. We are
possibility at home and in committed to upholding
birth centers ?
the most rigorous clinical
practice standards in the
midwifery profession and
applying this knowledge
and clinical expertise to
help women make the best
health decisions. We
strongly support the use of
quality measurement to
improve care.
- How is ACNM
addressing the profound
disparities between races?
Excellence -ACNM values
excellence in midwifery
education, clinical
practice, and research. We
are committed to
upholding the highest
clinical and ethical
standards, professional
responsibility,
accountability, and
integrity.

5 Core Commitments
1. Diversification and
Inclusion
2. Leadership
Development
3. Research
4. Interprofessionalism
5. Communication
- How and why were the 5
core commitments
chosen?
-How does ACNM
measure whether it is
meeting these
commitments? Who
decides?
- Can the successful
outcomes of the
commitments be
replicated with other types
of midwifery licensures?
- What organizations are
being included to aid
successfully fufill thse
commitments? Do these
partner organizations
represent the increasing
racial and ethnic diversity
of the US’s population?

- Are nurse-midwives
exposed to the diversity of
different licensures of
midwifery?
- How is ACNM building
relationships with other
midwifery organizations?
Formal Education
ACNM promotes
certification of midwives
based on completion of
nationally recognized,
accredited midwifery
education programs in
accordance with the
International
Confederation of
Midwives global
standards for education.
We
support interprofessional
education of midwives
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MEAC
Midwifery Education
Accreditation Council

“The Midwifery
Education Accreditation
Council’s mission is to
promote excellence in
midwifery education
through accreditation. It
creates standards and
criteria for the education
of midwives. MEAC
standards incorporate the
nationally recognized core
competencies and guiding
principles set by
the Midwives Alliance of
North America (MANA),
The International
Confederation of
Midwives (ICM), and the
requirements for national
certification of the North
American Registry of
Midwives (NARM).
MEAC’s accreditation
criteria for midwifery
education programs
reflect the unique
components and
philosophy of
the Midwives Model of
Care.”

NOT AVAILABLE

NOT AVAILABLE

- How are cultural
practices being
accommodated in
education standards and
criteria?
- Does MEAC support,
promote, educate create
workshops and or
educational tools
pertaining to how culture,
religion, socioeconomic
status and sexual
orientation affect
maternity care?
“The purpose of MEAC is
to establish standards for
the education of
competent midwives, and
to provide a process of
self-evaluation and peer
evaluation for diverse
educational programs.”
- Does the self- and peer
evaluation piece also
address evaluation of
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NARM
National Association
of Certified
Professional Midwives

NARM
National Association
of Certified
Professional Midwives

“NARM’s mission is to
provide and maintain an
evaluative process for
multiple routes of
midwifery education and
training; to develop and
administer a standardized
examination system
leading to the credential
CPM; to identify best
practices that reflect the
standards for CPM
credential; to publish,
distribute and/ or make
available materials that
describe the certification
and examination process
and requirements for
application; to maintain a
registry to those
individuals who have
received certification and/
or passed the
examination; to manage
the process of recertification; and to work
in multiple arenas to
promote and improve the
role of CPM’s in the
delivery of maternity care
to women and their
newborns.”

Not Available

Not Available

- Does the standardized
testing come in different
languages for students
whose first language is
not English?
- How does NARM
accommodate applicants
in low resource areas?
- Does NARM keep track
of ethnic, religious and
cultural background of
students attempting the
exam? If so, what are the
differences in passing
rates based on the above
differences?
-Does the NARM exam
include questions about
cultural proficiency?
- How is NARM
addressing the importance
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ICTC

International
Confederation of
Traditional
Childbearing

“The mission is to
increase the number of
Black midwives, doulas,
and healers, to empower
families, in order to
eliminate infant and
maternal mortality.”

Not Available

Not Available

- How is “Black Midwife”
defined?

- How is ICTC addressing
the diversity of the black
population?
- Does ICTC have
educational tools for other
midwifery organizations
to utilize?
- How can ICTC’s
mission statement be
adaptable to other
midwifery organization
that focus on eliminating
race disparities?
Is language a barrier in
achieving this mission in
non-English speaking
Black populations? If so,
how is it being addressed?
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“Our mission is to inspire
change in maternal child
health care systems
worldwide. We believe
that ALL women deserve a
healthy pregnancy, birth
and baby!”
- Which health care
system are improving
maternal and child
morbidity rates?
CSC
Commonsense Childbirth

- How is a healthy
pregnancy being gauged?
- Are women being
tracked based on their
racial background for
research purposes?

CSC
Commonsense Childbirth

“We believe
that all women deserve a
healthy pregnancy, birth
and baby!”
- Can the approach to
serve all women be
replicable by other
organizations?
- Who defines the health
of the pregnancy, birth
and baby?

“To provide training and
organizational systems for
medical establishments
that wish to improve their
patient and employee
satisfaction, compliance,
and loyalty along with
reducing litigation.”
- So trainings and
organizational systems
address how
institutionalized racism
affects disparities? If so,
are these trainings
successful?
- Are trainings and/or
organization systems only
for the black population
and/or organization?
“On a corporate/ private
level to engage
organizations in the value
of healthy women and
thereby families and the
importance of a new
approach in providing
that information.”
- Is CSC exclusive to
approaching organizations
that are run by the black
community?
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“NABCC’s mission is to
increase the number of
maternity clinics and birth
centers owned and/or
operated by practitioners
of color who are
committed to serving
communities of color.”
NABCC
National Association Birth
Centers of Color

- How is person of color
defined?
- What is NABCC’s
position regarding
licensure for midwives of
color and licensing
standards for birth
centers?

“The elimination of racial
disparities in birth
outcomes among
communities of color.”

Not Available

- Does having birth
centers run by colored
practitioner’s of color aid
with eliminating racial
disparities?
- Is NABCC proposing
research to assess the
effectiveness of birth
centers of color?
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AABC
The American Association
of Birth Centers

AABC
The American Association
of Birth Centers

“The American
Association of Birth
Centers promotes and
supports birth centers as a
means to uphold the rights
of healthy women and
their families, in all
communities, to birth their
children in an
environment which is safe,
sensitive and cost effective
with minimal
intervention.”
-Who is defining the safe
environment and
sensitivity?
- How is AABC
evaluating how a birth
centers is serving ALL
women and families?
- Can culture be a
component of how AABC
promotes and supports
birth centers?
“Supporting the
development of birth
centers that subscribe to
the AABC birth center
model of care”
- Does the model of care
includes cultural
influences in how a
midwifery practice is run?
“Encouraging all member
centers to attain
accreditation”
- Is accreditation
affordable for all
practices?
“Serving as an
information resource on
birth centers”
- Are resources available
in different languages?
- Are resources culturally
appropriate?
- Do the resources reflect
the evidence based
research for the
population being served?
“Encouraging the
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CABC
The Commission for the
Accreditation of Birth
Centers

Mission Statement
The Commission for the
Accreditation of Birth
Centers (CABC) exists to
evaluate birth centers for
their compliance with the
Standards for Birth
Centers as established by
the American Association
of Birth Centers (AABC).
CABC, thereby, identifies
those birth centers which
meet the highest standards
of excellence
Does compliance include
an evaluation of the
midwives recognizing
cultural influences in
maternity care?
Does this evaluation
process include cultural
means to evaluate
compliance?
Are individuals evaluating
birth centers
representative of the
community the birth
center is serving?
Does the community the
birth center serves have an
input an input the
evaluation process?

CABC
The Commission for the
Accreditation of Birth
Centers

Is the standard of
excellence attainable for
birth centers run by
midwives of color?
How are the highest
standards of excellence
specifically defined?
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IV Methods
The inspiration for this project can be ascertained from my Personal Statement above. In
order to discover, dissect, and understand the increasingly voluminous ideas published about
“culture” in the healthcare environment I started by searching various public and academic
search engines. The most effective method of finding research supporting my master’s project
came through looking through references of the articles. The search engines I used were Google,
Google Scholar Search, ScienceDirect, EBSCO Host, Wiley Online Library, PubMed as well as
each individual midwifery organizations’ webpages. After reading dozens of references about
culture concepts, I constructed my literature review around the issues pertinent to maternity care
disparities in America and the value of the client-provider relationship, which is a demonstrated
strength of the midwifery model of care.
In constructing the table of culture definitions and theories, I worked closely with my
committee to choose some of the most commonly referred to definitions and theories. Comparing
and contrasting these informed my understanding of the evolution of academia literature about
concepts of culture. It also helped me to better evaluate where the US midwifery profession is
and where it can potentially progress.
Lastly, I chose to review and analyze the mission statements, values and goals
(commitments) of the major professional organizations influencing American midwifery. The
conceptual framework from Queensland, Australia, helped me to see how a comprehensive
organizational approach that centers cultural competency, cross-cutting through all issues, is
possible. My analytical approach was one of asking questions to highlight the importance of
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culture in maternity care, and that it should be thoughtfully, explicitly, and clearly addressed in
the over-arching mission, values, and goals of each organization. The midwifery organizations
chosen are the most well-known, with official websites and structured organizational activities.
Due to the lack of mainstream midwifery organizations focusing on racial, ethnic and of cultural
identity, I also looked into other organizations and their histories to compare and contrast themes.
I searched for midwifery organizations that were focused on racial, ethnic and/or cultural
identity, and found International Center for Traditional Childbearing (ICTC), National
Association of Birth Center of Color, (NABSS) and Commonsense Childbirth (CSC) founded by
Jennie Joseph’s work in Florida.
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V Discussion
The Definition reference table (Table 2) highlights the importance of acknowledging how
culture influences maternity care outcomes. It pinpoints how these outcomes can be improved by
enhancing the overall holistic care of mothers, babies and their families by using culture as the
centering theme. Centering culture creates a lens through which midwifery organizations can be
evaluated and restructured to incorporate cultural influences maternity care. Examinations of
both the definitions and theories show that cultural integration must be an ongoing selfevaluation process. Where a provider is in their personal process of cultural acknowledgement,
determines how well they are able to integrate cultural influences. This affects how a provider
approaches and cares for individuals who are both like and unlike their own culture.
The evolution of an individual provider acknowledging culture as a primary factor in
practice is ideal for all health care providers to achieve. The reference table provides guidelines
and a road map to ensure the efforts are progressing appropriately. Due to the complexities of
comprehending culture, the table is a living document requiring periodic tailoring in the event to
address the ever evolving nature of culture. While a timeline would be unrealistic in the
assessment of cultural acknowledgment, it is important to recognize that stagnation in the
process enables the propagation of ignorance among midwives. A continued lack of cultural
acknowledgement and attention propels racial health disparities and supports institutionalized
racism.
Professional organizations are established to create standards and practices to promote the
integrity and longevity of a vocation. Mission statements, visions, values, goals and/or
commitments are the central framework organization utilizes to structure it self around. This
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framework directly influences how the organization behaves in promoting its purpose. In the
event where actions of an organization or lack there of create positive or negative effects, the
organization is accountable for reevaluation and assessment. The Evaluation Chart addressing
Cultural Competency of Midwifery organizations presents opportunities for professional
organizations and their members to initiate conversations to assess their organization. These
conversations should include assessing for problematic attributes in the mission, statements,
visions, goals and/or commitments, regarding how the acknowledgement of how culture
influences their purpose. While the largest mainstream midwifery organizations had very general
statements, NACPM, ACNM and ICM were the only organizations that named racism and
disparities in their statements, aside from the organizations created specifically by women of
color. While it is possible that women of color were involved in the founding of MANA, MEAC
and NARM, none of the statements from these organizations addressed racial and ethnic
disparities by name, but rather, their statements referred to more general ideas of “diversity” and
“inclusion.” These terms could be interpreted in a variety of ways and are not necessarily
specific to improving health outcomes for communities of color.
It is notable that the organizations founded by women of color, ICTC, CSC & NABCC
all specify that increasing access to midwifery care and reducing health inequities among
communities of color are among their goals. This raises the find question what led to the
founding of these organizations rather than these individuals deciding to participate in the
organizations like MANA, specifically- Midwives of Color Section of MANA? Are the needs of
communities color not being met by the professional organization like MANA, NACPM and
ACNM? Is that why women of color are forced to create separate organizations to formulate and
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strategize to meet the needs of communities of color? I have inputted the histories of these
organizations and will allow the reader to draw their own conclusions and urge evaluation of the
organizations that lead the midwifery profession in the U.S.
As a midwifery student of color, I have personally witnessed the outcomes of the lack of
cultural acknowledgement among communities of color. The definition table allowed me to label
the unwarranted experiences I had as a student facing institutionalized racism. Educating myself
on these definitions empowered me to provide platforms and safe spaces for other students
sharing my experiences inside and outside of the Midwifery Department at University. It is vital
to this master’s project to recognize that the minimizing of the experiences of colored students
struggling to graduate and obtain a midwifery license perpetuates institutionalized racism. When
women of color are prevented from achieving a midwifery license, it enables the continuation of
health disparities because they are prevented from providing needed and desired services in their
communities.
“Birthing is the most profound initiation to spirituality a women can have.”
- Robin Lim
Midwifery must meet the needs of the US’s diverse population to cultivate the longevity
of the profession. This requires a deep re-evaluation of how we approach care. Having culture as
a cross cutting theme is a large undertaking for professional organizations, however it is possible.
But when it is successful it will positively affect how midwives will provide culturally safe
services. It will also facilitate communities of color entering the midwifery field to join in the
fight to break barriers to care as well as increase community awareness of midwifery as a safe
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birthing option. Midwifery provides socioeconomic gain, by creating jobs within disadvantaged
communities. Learning how to provide care that centers the acknowledgment of culture will not
be without struggle, however it can create a unified midwifery front that can provide a profound
experience in support of humanistic, dignified, and respectful maternity care.
Next Steps
✓ Create replicable Vignettes for each defining term and theory on definition reference
table that is culturally appropriate in English & Spanish, and eventually other languages,
with the intention to share vignettes with other communities to alter vignettes appropriate
to their culture.
✓ Create a YouTube channel to post Vignettes to be available to the general public
✓ Create an Infographic for each defining term and theory to be used as an education tool.
✓ Present infographics to translators to create infographics in languages that are pertinent to
communities across the U.S.
✓ Propose focus groups to midwifery organizations to address the importance of
acknowledging cultural influences in maternity care in their defining and guiding
statements.
✓ Create a support group for students of color experiencing difficulties obtaining a
midwifery license.
✓ Initiate conversations with the Midwifery Department at Bastyr to establish
accountability process for preceptors requiring evaluation for cultural safety training.
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✓ Create a platform for students of color to acknowledge institutionalized racism in a safe
space with the intention of creating resolutions.
✓ Attempt publication for this Master’s Project.
✓ Encourage a student from an upcoming cohort at Bastyr University’s midwifery program
to continue with the work of this Master’s Project.
✓ Present Master’s Project to Maternity and health based organizations looking to address
culture.
✓ Advocate for the holistic well-being of students of color at Bastyr University.
✓ Found a professional organization for API - Asian Pacific Islanders population.
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VI Timeline
August
• Finalize project goals and scope
• Form committee
• Review literature and start writing review
September
• Finalize specific aims
• Turn in Supervisory Committee Paperwork to Suzy Myers
October
• Finish literature review
o Start culture concept table
November
• Finish culture concept table
• Start midwifery organization chat
o MANA, MEAC, NARM, NACPM, ACNM, ICM & NABCC
December
• Write introduction, methods & discussion
• Create final reference page
• Submit singed paperwork to S. Myers
March
• Present to Bastyr Community
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