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Executive Summary 
Healing Hands Community Doula Project was awarded a planning grant to investigate 
the feasibility of implementing the Midwives Model of Care ™ in Central Texas as part of 
St. David’s Foundation’s initiative to create a Perinatal Safe Zone in Central Texas. Our 
hypothesis was that increasing access to low intervention maternity care and increasing 
access to out of hospital births and resources for low income and BIPOC childbearing 
people would eliminate birth outcome disparities, lower maternal morbidity and mortality 
and increase overall BIPOC patient satisfaction with their birth experiences. We 
conducted focus group interviews with BIPOC childbearing people who had given birth 
in Central Texas within the past 5 years. We also conducted interviews with maternity 
providers and healthcare stakeholders locally and at the state level, and had a policy 
analysis done by Texans Care for Children.  

Our research revealed that BIPOC childbearing people really do want more choice and 
autonomy for their maternity care. Although focus group respondents preferred 
providers of their same races and ethnicities, participants acknowledged good care can 
come from a non BIPOC provider. As long as care is provided in a culturally congruent 
way; is kind, compassionate and respectful of them as childbearing people, with their 
own thoughts and opinions on how they want care provided for themselves and their 
newborn, provider race/ethnicity is not paramount. BIPOC childbearing people also 
expressed needing financial assistance to be able to afford a broader range of maternity 
care services and resources.  

Community providers expressed the need for a living wage to be able to provide 
maternity services. The inequity in service reimbursement between institutional 
healthcare providers and community healthcare providers was glaring and this inequity 
must be addressed and eliminated in the Perinatal Safe Zone1. This inequity contributes 
to an atmosphere of distrust, condescension and an unwillingness to work together for 
the good of childbearing people that exists between doctors and community based 
midwives. Both sides admit this animosity must be eliminated in the interest of doing 
what is best for childbearing people in Central Texas, and have expressed a willingness 
to come together to create policies and procedures around shared maternity practice.  

Access and provision of care for low income Texans is policy driven, and it will be 
necessary to change policies in an effort to change health care at the legislative level. In 
a state with the highest number of uninsured citizens2, approximately 65% of infants 
born to mothers who are Medicaid recipients3, Texas chose and continues to choose not 
to accept funds allotted to it via the Affordable Care Act to expand Medicaid4, leaving 
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many of its vast citizenry without access to healthcare resources. Many of these same 
Texans are working hourly jobs which pay minimum wage ($7.25/hour5, an unlivable 
wage in Central Texas), are ineligible for employer sponsored healthcare coverage or 
coverage under the Affordable Care Act, and have no choice in where they can get 
healthcare or with whom. This lack of bodily autonomy feeds into the inequitable power 
dynamic that exists between physicians and patients, while the entire healthcare system 
teeters precariously on predominantly white payers and providers allotting healthcare 
resources to poorer people of color.  

We were naive to think that simply adding more midwives of color to the healthcare 
system could correct these deeply imbedded systemic inequities. Implementing the 
Midwives Model of CareTM  is just the tip of the iceberg. For Central Texas to become a 
Perinatal Safe Zone, Central Texans will have to collectively insist that ALL 
CHILDBEARING PEOPLE MUST HAVE ACCESS TO HIGH QUALITY MATERNITY 
CARE! That must be the fundamental motivation. Simultaneously, Central Texans must 
work to educate, train and employ more midwives and other allied health maternity 
providers of color, educate and train hospital based healthcare providers in culturally 
congruent, trauma informed care that truly “First does no harm” and become actively 
involved in working to change Texas’ legislative policies to best serve all of 
Texas’ (childbearing) citizens.  

Background of Project 

A Central Texas Perinatal Safe Zone 
St. David's Foundation is one of the largest health foundations in the United States, 
funding $80 million annually in the five-county area surrounding Austin, Texas. Currently, 
St. David’s Foundation is using its considerable resources to partner with community 
organizations to establish a Perinatal Safe Zone (PSZ), an entire region in which the 
needs of childbearing people are centered and addressed. St David’s Foundation 
acknowledges that women of reproductive age who are low-income, and/or women of 
color are at increased risk for negative birth outcomes due to lack of access to perinatal 
support and services. The Foundation is establishing a perinatal safe zone by creating 
the community conditions necessary to support healthy pregnancies, and health 
outcomes for women that have a two-generation benefit. 

A PSZ is an expansion on the concept of a Perinatal Safe Spot (PSS), a term and 
concept developed by Jennie Joseph, LM, CPM, where 
   
“The needs of childbearing people are of utmost concern. In a Perinatal Safe Spot, no 
one is turned away from care, and there is no judgment. High quality, culturally 
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congruent, perinatal healthcare is provided freely to everyone who wants and needs it. 
Clients are treated with compassion, provided with perinatal health education and 
resources, and choose which healthcare options are best for them.” 

Black Doulas for Black Mamas, LLC., dba Healing Hands Community Doula Project 
(HHCDP) was chosen and funded by St David’s Foundation as a community partner in 
the establishment of the PSZ. Our contribution to this initiative is to introduce the 
Midwives Model of Care ™6  to the community, and to provide recommendations for the 
implementation of the Midwives Model of Care ™  as a foundational model of care for 
the PSZ.  

The Midwives Model of Care ™  is based on the fact that pregnancy and birth are 
normal life events. As defined by the Midwifery Taskforce, The Midwives Model of Care 
™ includes: 

● monitoring the physical, psychological and social well-being of the mother/
birthing parent throughout the childbearing cycle 

● providing the mother/birthing parent with individualized education, 
counseling, and prenatal care, continuous hands-on assistance during labor 
and delivery, and postpartum support 

● minimizing technological interventions and 
● Identifying and referring women/birthing people who require obstetrical 

attention to appropriate providers. 

The application of this model has been proven to reduce the incidence of birth injury, 
trauma, and cesarean section. It is also easily implemented in any practice setting. For 
these reasons, HHCDP feels it is critical to incorporate the Midwives Model of Care ™   
into the Central Texas PSZ. In an effort to introduce to the Midwives Model of Care ™  
to some, and to assess which policies and procedures as well as best practices for 
implementing the Midwives Model of Care ™ are necessary, HHCDP presents the 
following results of our feasibility study, and our recommendations for the 
implementation of the Midwives Model of Care ™ as the foundational care model for the 
Central Texas PSZ. 

Healing Hands Community Doula Project 

Black Doulas for Black Mamas, LLC., dba Healing Hands Community Doula Project 
(HHCDP) is a 501c3 non-profit organization established in Central Texas in 2017. The 
mission of HHCDP is to eliminate the negative birth outcome disparities between white 
and BIPOC childbearing people, and to reduce maternal mortality. We seek to radically 
transform maternity care through education, training and support of both our clients and 
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our doulas. While our doulas work to empower our clients to be the leading decision 
makers in their care, we support our doulas with workforce development education, 
training and a living wage. Our core value is “Caring for the Black, Indigenous, People 
of Color (BIPOC) people, who are caring for (BIPOC) childbearing people” 

HHCDP advocates for the Midwives Model of Care ™ , and is working to advance this 
policy at the individual, local and state levels. As a community partner in the 
establishment of a Perinatal Safe Zone in Central Texas, HHCDP interviewed 
community stakeholders to evaluate current knowledge and understanding of the 
Midwives Model of care ™, to educate about the benefits of the Midwives Model of Care 
™ for Central Texas, and to illicit agreement and engagement for the implementation of 
the Midwives Model of Care ™ as a foundational principle for the Perinatal Safe Zone.  

Our Partners 
MEASURE - A data analytics organization, MEASURE employs innovative data 
collection tools with redesigned conventional data collection methods to empower and 
mobilize communities and eliminate social disparities. Measure is keenly aware that 
when used strategically, data provides a common language upon which community 
members can meet and increase their knowledge about the causes that matter most to 
them, and work together to create equitable change and increased awareness. For this 
initiative, Measure utilized their community focus group tool to query BIPOC 
childbearing people about their childbearing experiences in Central Texas, and to 
provide feedback on what they believe needs to be done to improve birth and health 
outcomes for BIPOC childbearing families. 

Texans Care for Children - Is a statewide, non-profit, non-partisan, multi-issue 
children's policy organization. Texans Care for Children develops policy solutions, 
produces research, and engages Texas community leaders to educate policymakers, 
the media, and the public about what works to improve the well-being of Texas children 
and families. For this project, HHCDP worked with Adriana Kohler, JD, Senior Health 
Policy Advisor for Maternal and Infant Health and Diana Forrester, Health Policy 
Director. Their wisdom and expertise provided insight on policy and legislation impacting 
maternal health access and outcomes not only in Central Texas, but across the state. 
Their insight guided us towards more plausible (and more expeditious) avenues through 
which to move the Perinatal Safe Zone policy initiatives forward.  

Methods Overview 

Interviews 

The authors conducted twenty-two interviews with various members of the perinatal 
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health community in central Texas, including,  
● Health care providers; Obstetricians and Gynecologists (OB/GYNs), Licensed/

Certified Professional Midwives (LM/CPM), and Certified Nurse Midwives (CNM) 
in solo practices, in hospitals and Federally Qualified Health Centers (FQHC)  

● Perinatal support and social service providers, including doulas and community 
health workers 

● Education and training providers, including medical school faculty, doula and 
community health worker trainers, and midwife preceptors 

● State-level government staff and legislative policy advocates, including staff from 
Health and Human Services and professional health care organizations. 

The interviews took place via zoom from March 2022 through June 2022. The 
interviews followed a standard interview template that introduced the background of the 
project, assessed the interviewee’s view on incorporating the Midwives Model of Care 
™ into Central Texas maternity care, and allowed the interviewee to share their 
organizational role and perspective on midwifery care, as well as their personal 
experience and perspective on midwifery care. (See Appendix A for the Interview 
Guide.) Particular attention was placed on the importance of providing care to, and 
meeting the needs of low-income, BIPOC childbearing people. The investigators also 
examined  the relationship between community midwives, allied health professionals 
(doulas and lactation consultants), physicians, nurses, hospitals and health care 
systems. 

The investigators have summarized the interviewees’ responses and have noted 
common themes and significant strengths and challenges named by the interviewees. 

Focus groups 
Three focus groups were conducted by MEASURE to better understand the pregnancy 
and birth experiences of low-income, BIPOC childbearing people in Central Texas. 
Focus group participants met at least one of the following criteria: 
● A low income (Medicaid eligible) childbearing person  
● A Childbearing person of color 
● A person who has given birth within the previous 5 years in Travis, Hays, 

Caldwell, Williamson or Bastrop Counties 

The focus groups each session lasted 105 minutes. The first focus group was used to 
co-define and evaluate questions that were subsequently used for the two remaining 
focus groups. The first focus group included 5 participants. The second focus group 
included 12 participants and the third focus group included 9 participants. Approximately 
65% of the participants reside in the city of Austin.   
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Twenty-Four of the 26 focus group participants self-identified as Black/ African-
American, One participant self-identified as Native American/Alaska Native, and one 
participant self-identified as both Black/African-American and Native American/Alaska 
Native. Eight percent of the participants were between the ages 18-24, 69% of the 
participants were between the ages of 25-34 and 23% of the participants were 35-44 
years old. Eighty-eight percent of the participants identified as cisgender female. One 
participant self-identified as transgender female and two participants preferred not to 
answer the gender related demographic question. More than half of the participants had 
private health insurance (54%), 11% had Medicare, Medicaid, or an Affordable Care Act 
Plan, 4% had multiple sources of health insurance, and 4% did not have any insurance 
during their last birthing experience. Health insurance information was not available for 
27% of the participants.  

Income and education distribution is presented in Figures 1 and 2 displayed below. The 
focus group participants experienced their last births in different settings; 73% gave 
birth in a hospital, 15% gave birth at home, and 12% gave birth in a birthing center. A 
significant number of participants experienced their last birth within the last two years, in 
the midst of COVID-19. The timing of the last birthing experience of the participants is 
displayed in Figure 3. The perceptions of participants’ pregnancy experiences range 
from negative to positive, with the largest percentage of participants describing their 
most recent pregnancy and childbirth experiences as “Somewhat Negative” in Figure 4. 
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MEASURE provided a report that contained thematic analysis and focus group insights 
as well as recommendations for a perinatal safe zone in central Texas. The key findings 
for the investigators are discussed later in this report. (See Appendix B for MEASURE’s 
full Focus Group report “Women of Color Should Have a Voice and Choices in Their 
Pregnancy Journey”.)  

Policy Review 
Texans Care for Children’s policy advisors provided very relevant history, and an 
overview of the current state of Women’s Health Care coverage in Texas. They 
educated us on The Affordable Care Act and Texas’ rejection of the federally allocated 
funds for Medicaid Expansion, and the effects of Medicaid Expansion in other states on 
maternal and infant heath7. We reviewed the funding and reimbursement policies for  
maternity care, including policies surrounding midwifery care and reimbursement. The 
policy advisors also shared the current forecast for the legislative priorities of 2023.  
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Because the Texas Legislature meets every other year (odd years) for only 140 days, it 
would be difficult to pass sweeping legislation to provide more equitable reimbursement 
between Physicians and Midwives, and Nurse Midwives and Community Based 
Midwives in the immediate future, given the contentiousness of the issue. While keeping 
this as a longterm goal, we collaboratively determined that our current strategy will be 
direct negotiation with Managed Care Organizations. This pathway to payment will be 
more expeditious, and has the potential to yield higher reimbursement rates for 
midwives overall, but especially community based midwives who are currently paid the 
least amount for their services while serving some of the most socially complex 
clientele. This pathway also has the added benefit of demonstrating the efficacy and 
cost savings of midwifery care. In the future, when bills supporting widespread 
midwifery reimbursement are brought before the Texas Legislature, there will be 
concrete data to support the legislative proposals, and thus a higher probability of 
legislative change.  

The full explanations and recommendations for implementation of these initiatives are  
reported in the “Policy Options Report” prepared for HHCDP by Texans Care for 
Children. (See Appendix C for Texans Care for Children’s report.) 

Key Findings from Interviews 
The common themes and significant strengths and challenges named by those 
interviewed are provided below. 

Financial Challenges  
● The Midwives Model of Care ™, and choice of prenatal or labor and delivery 

providers is not financially accessible to all childbearing people. There are limited 
providers for recipients of Medicaid and CHIP Perinatal, mostly provided through 
Federally Qualified Health Centers (FQHCs) as many private practice OBs do not 
accept Medicaid. 

● The fee-for-service reimbursement model incentivizes prenatal providers (OBs 
CNMs and NPs) to see a higher volume of patients in shorter amounts of time. 
This structure does not support the Midwives Model of Care ™. Specifically, it 
doesn’t 
○ Center the needs and desires of childbearing people,   
○ Provide adequate time for patient education, 
○ Allow time for patients to ask questions and for providers to get to know 

their patients and their individual needs (physical, mental, emotional, 
social).  
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● Competing financial priorities exist among different members of the healthcare 
system (hospitals vs. clinics vs. private practices). 
○ Some FQHCs offer labor and delivery care because they value continuity 

of care. But providers on call for labor and delivery bring in less revenue 
than providers seeing patients for prenatal and postpartum visits, 
especially when high volume is taken into consideration.  

○ Hospitals lose revenue when a childbearing person has a protracted (very 
long, perhaps lasting days) labor. 

○ Although it’s not routinely spoken, it is well understood, NICU’s are one of 
the highest revenue generating departments in Hospitals.  

Reimbursement for Services 
Payer reimbursement is complicated, whether it’s from a private insurance company or 
Medicaid/CHIP Perinatal. There are multiple factors involved that influence coverage 
and reimbursement including the type of provider (OB vs. CNM vs. CPM) and the 
location of the birth. Payers often only cover the actual delivery and not the labor care, 
so if a transfer to the hospital takes place from a birth center, the attending midwife may 
not be paid. The bottom line is: 
  
● Hospital births are reimbursed by both private insurances and Medicaid/CHIP 

Perinatal; both the facility and physicians are paid at the highest contracted 
amounts. CNMs who deliver at hospitals are reimbursed at a percentage of the 
physician reimbursement for deliveries.  

● OB’s and CNM’s are reimbursed for deliveries attended at birthing centers by 
both private insurances and Medicaid/CHIP Perinatal. CNMs who deliver at 
birthing centers are reimbursed at a percentage of the physician reimbursement 
fee for deliveries.  

● CPM’s are not reimbursed for deliveries at hospitals or birthing centers, but the 
birthing centers at which they deliver can be reimbursed.  

● Home births are not covered by insurance for any provider of services.  

A full summary of coverage is outlined in Table 1, Appendix D. 

Informed decision-making and trusting childbearing people 
● Informed decision-making is time-consuming, and the current system for 

reimbursement does not support this practice. 
● Many providers don’t believe that patients/clients can make choices for 

themselves, and stated this explicitly during the interviews.  
● Providers stated that low literacy among patients/clients is a significant barrier to 

practicing informed decision-making.  
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● In both the interviews and focus groups, we learned many patients/clients don’t 
fully understand their conditions or the proposed treatments, and as a result, they 
frequently end up dissatisfied with the care they receive.  

Inclusion of postpartum needs 
Conventional maternity care focuses on prenatal care and labor and delivery. Yet most 
issues that involve severe maternal morbidity or maternal mortality occur in the 
postpartum period, often beyond 42 days postpartum. More attention needs to be paid 
to postpartum care, especially social isolation which can lead to perinatal mood and 
anxiety disorders, as well as the expansion of coverage and payment for services 
provided during this time. 

Midwives’ training and scope of practice 
Unfortunately, a common and erroneous belief amongst OBs and hospital staff that 
emerged was the assumption that CPMs are not adequately trained, that there are no 
uniform educational standards or benchmarks for certification, and that the care that 
CPMs provide is dangerous. There is a clear lack of understanding regarding the 
education, training, certification and licensure of professional midwives, which directly 
correlates to the (mis) perception by hospital staff that CPM clients come into the 
hospital under duress following poor healthcare, poor choices (to have an out of hospital 
birth) and unsafe care. 

Key Findings from Focus Groups 
MEASURE identified the following emerging themes from the three focus groups. Focus 
group participants desire:  

Access to Midwives, Doulas, Birthing Centers, and other perinatal 
resources.  
Currently many of these potentially life saving services are financially out of reach for 
low income BIPOC childbearing families. Participants would like to be able to access 
maternity services via sliding scale fees, low or no cost services, or financial assistance 
to be able to afford the maternity care that they desire. Participants also request that 
services be available throughout the perinatal period, and not limited to certain times, 
such as only during pregnancy or postpartum. 
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Connection and partnership with a culturally congruent maternity care 
team.  
While participants prefer BIPOC maternity providers, in the absence of available BIPOC 
maternity providers, participants want providers who have undergone implicit bias 
training, and have been trained to provide culturally appropriate care to BIPOC 
childbearing families.  

Education and resources for childbearing people, their partners and 
families  
Everyone involved with the childbearing family needs to know what to expect during the 
entire childbearing process. Supportive family members and friends need access to  
culturally appropriate childbirth education classes, parenting classes, support groups 
and therapists of color or therapists who are trained to provide culturally congruent 
therapy to address perinatal mood and anxiety disorders for BIPOC childbearing people 
and their support team.  

Participants also stated that they and their partners needed support during pregnancy 
and postpartum to fully process the magnitude of childbirth and becoming parents. 
Participants expressed an urgent need for partners to have time off from work in the 
early postpartum period to help their childbearing spouse and to recover themselves 
from this life-changing event.  

Empowerment to self-advocate and make informed decisions.  

Participants reiterated the feeling that their opinions and desires didn’t matter and that 
healthcare providers disregarded their wishes and concerns. When they did try to speak 
up, they reported being chastised and labeled as angry and/or aggressive, combative 
and non-compliant. BIPOC childbearing people want the freedom to choose what 
healthcare is best for them, and they want the knowledge, information and resources to 
be able to make informed healthcare choices. Focus group participants expressed the 
desire to design maternity care that best serves them, and not to be given a “cookie 
cutter treatment” because they are on Medicaid and that’s all that’s covered.   

Key Findings from Policy Review 
Texans Care for Children provided an extensive review of the policies surrounding 
midwifery (and doula) practice and reimbursement. Texas Health and Human Services 
staff provided significant information on midwifery reimbursement through Medicaid. The 
following are the other key findings from these interviews and reports: 

13



● CNMs can bill independently under their own licensing numbers, especially for 
postpartum visits. 

● CPM’s can be reimbursed for services provided to Medicaid clients, they just 
have to be approved providers. The process has proven lengthy and difficult and 
many, if not most, CPMs abandon the application process.  

● Currently doulas are not reimbursed for services by Medicaid. Several bills have  
 been presented to the Texas Legislature, but none have been passed into law   
 and adopted by Managed Care Organizations. 
● Because of the Bi-annual structure of the Texas legislature, it may be more 

advantageous for community midwives and doulas to negotiate reimbursement 
as a “value added benefit” directly with Texas Managed Care Organizations. 
Offering these maternity services as value added benefits provides the MCO’s 
with an “enticement” for employer subscribers, who can then offer these highly 
desired services to their employees/clientele.  

● Private negotiation between midwives and doulas and MCO’s can be the 
pathway to legislation for reimbursement. With proven cost benefit, Texas 
legislators are much more likely to pass legislation that provides budget funding 
for reimbursement for these services  
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THE MIDWIVES MODEL OF CARE: 
 THE TIP OF THE ICEBERG 

This project provided an opportunity to do a deep dive into the thoughts and opinions, 
concerns and ideas held by a broad cross section of maternity care stakeholders in 
Central Texas. The overall consensus is that there definitely needs to be some major 
transformation in how maternity care is delivered to childbearing families in Central 
Texas, especially to childbearing families of color, (Black families in particular) who 
disproportionately have poorer birth outcomes and higher rates of maternal and infant 
mortality. However, exactly what needs to be done and by whom varied depending on 
which group was queried.  
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What the People Want 
BIPOC childbearing people want maternity care that addresses their unique health 
needs, taking into consideration their racial and cultural preferences and concerns. 
Ideally, they prefer to be cared for by BIPOC providers of their race and culture, but 
Central Texas has very few BIPOC (Black) maternity care providers, especially in the 
hospitals where the majority of BIPOC childbearing people deliver their babies. In the 
absence of adequate numbers of available BIPOC maternity providers, BIPOC 
childbearing people request/recommend that non-BIPOC providers be required to train 
and regularly re-certify or revisit skills in delivering culturally competent maternity care to 
BIPOC people and their families.  

A concurring opinion came from Certified Professional Midwives, CPM’s, and we’re 
grateful for their time and perspectives shared. When asked what they feel clients think 
about midwifery care, one midwife made this observation, 

“I asked a client why she wanted a midwife. She answered, ‘I want someone who will 
spend time with me, who will listen to me and work with me to have the type of birth that 
I want.’ When I pressed her, I learned that she really wasn’t as interested in having a 
midwife, as having someone who would care for her and respect her.” 

Just as the Midwives Model of Care ™ states, this type of care can be provided by 
anyone, anywhere. Based on the data collected by this research team, we recommend 
that the foundational model of maternity care provided in this Perinatal Safe Zone to 
childbearing people in Central Texas be based on the Midwives Model of Care ™. In 
addition, hospital based healthcare providers were specifically identified as needing 
training and accountability in the following areas: 
● Anti-racism/implicit bias training   
● Re-education of hospital providers on patient education and informed consent. 

Make sure patients truly understand what is being told to them, and that they 
have all the resources that they need (Including language translation services as 
necessary) to be able to make wise and informed healthcare choices.  

● Policies and procedures that focus on providing patient-centered, culturally 
congruent, trauma-informed, racially and culturally unbiased care.  

● Accountability and consequences for client traumatization 

Obstetricians’ Perspectives on Central Texas Maternity Care 
We were very fortunate to be able to speak with a range of obstetricians in Central 
Texas, and we greatly appreciate the time they took to speak with us. We spoke with 
general obstetrician/gynecologists, OB/GYN’s in private practice, OB/GYN’s in group 
practice, OB/GYN’s at Federally Qualified Health Centers (FQHCs) and OB/GYN’s at 
UT/Dell Medical Center. All of the OB/GYN’s had every intention of providing patient 
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centered care. But all our survey respondents reiterated that the demands placed on 
OB/GYNs to meet patient service benchmarks make it nearly impossible to spend the 
amount of time with patients that patients are requesting. OBs also unanimously stated 
that they would welcome more collaboration with community organizations, especially 
doulas to whom they could refer their patients to receive much of the patient centered 
care and community resources that their patients needed. That’s the good news. 

There were varying perspectives on working with midwives. Those OBs who have 
trained and worked alongside midwives had a much more favorable impression of 
midwifery practice and midwifery care. Almost all of the obstetricians interviewed stated 
that they felt extremely comfortable with the care and practice of nurse midwives, but 
many had hesitation-and frank misconceptions and misinformation-about certified 
professional midwives (CPMs).  

“I feel completely comfortable with care provided by a nurse midwife; we know their 
educational background and we know that they are competent. I just can’t say that 
about professional midwives. They are all apprentices and you just don’t know what 
they know, and that’s dangerous.” 

Almost all of the obstetricians believed that certified professional midwives were 
apprenticeship trained, and thus their knowledge and skills were far too variable to be 
acceptable for hospital practice - or practice at all! A couple of the obstetricians 
recounted nightmare scenarios in which patients had been transported for care 
following a home birth that had gone bad, a home birth that they believed should never 
have happened in the first place, a home birth after which they had to “clean up a 
mess”!  

With that perception, The majority (but not all) of the obstetricians feel that there need to 
be some guidelines and standards put in place for transfers from home births and for 
certified midwife practice. Thus many were visibly surprised to learn that CPM’s do have 
knowledge, skills and abilities that they must master to legally practice in Texas.  

CPM’s are board certified by the North American Registry of Midwives (NARM), the 
governing and certifying organization for professional (non-nurse) midwives. To become 
board certified, CPMs submit written records of their mastery of the required knowledge, 
skills and abilities from their educational institutions and from a midwife preceptor, 
perform a required number of prenatal examinations, attend hundreds of births, perform 
maternal postpartum examinations and newborn assessments. They must write reports 
on all of those patient encounters, have them signed by their preceptors and then 
submit it all to NARM for approval to become eligible to take the NARM examination for 
National Certified Professional Midwifery Board Certification. Alternatively, midwifery 
candidates can attend a Midwifery Education Accreditation Council (MEAC) approved 
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education and training program (a midwifery school) where upon completion, they are 
automatically approved to sit for the national certification exam (having met the 
requirements during their educational training). Yes, CPMs must be board certified to 
obtain a Texas license. CPM’s must have both board certification and a state license to 
practice in Texas8.   

As for the policies and procedures regarding transfers from home births, both OBs and 
CPMs agreed that policies and procedures could easily be put in place to ease transfer 
of maternity patients needing medical care, and it is the opinion of these authors that 
both sides need to come together, along with input from patients themselves, to create 
policies and procedures surrounding continuity of maternity care when a patient must be 
transferred for continuity of care.  

Policies, Procedures and Courageous Conversations 
One thing that was very evident in these interviews was that OBs and CPMs really didn't 
know a lot about each other. OBs are mostly unaware of the training and skills CPMs 
are required to have for board certification, licensure and practice, and CPMs feel that 
OBs are unyielding and judgmental, exuding a “medical superiority” in maternity care. 
In speaking with other community maternity researchers and teachers, they were able 
to understand and articulate that if there is to be a PSZ here in Central Texas, then 
Central Texas maternity care providers must come together for “Courageous 
Conversations”. These conversations would need to be held and moderated such that 
OBs and CPMs would actually have a safe space to bring up biases and prejudices, 
and learn what is actually the truth. These conversations have important ramifications 
not only for communication and cohesiveness amongst health care providers, but also 
because the biases that one may have for a CPM or OB can also be projected onto 
their clients. Focus group members as well as other BIPOC childbearing people relate 
stories of Healthcare providers making the following assertions,  

“They are getting what they deserve” because they chose midwifery care over/instead 
of obstetrical care.  

“Black mothers are fat and generally unhealthy, that’s why they have such poor 
outcomes” 

“Black people have thicker skin and don’t feel pain like white people do. If they are 
asking for pain medications, they are drug seeking.”  

It is imperative that such myths be debunked once and for all. In addition to courageous 
conversations amongst midwives and physicians, healthcare providers need much more 
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education and training around implicit biases, prejudice and anti-racism if Central Texas 
is to be able to truly be a perinatal safe zone.  

Hospital System perspective on Maternity Care 
Hospitals are fee for service organizations, and must give account to their stakeholders 
and board members for the financial health of their organization. But It is very important 
to keep several additional financial considerations in mind as Central Texas considers 
becoming a Perinatal Safe Zone.  

As we have previously stated, BIPOC childbearing people disproportionately lack choice 
and access to high quality maternity care; partially due to inability to pay for services, 
largely due to systemic racism in our healthcare system. As demand for culturally 
congruent care, preferably provided by BIPOC providers, grows it behooves healthcare 
systems to truly contemplate how they can provide high quality, culturally congruent, 
comprehensive healthcare. But that isn’t all that needs to be done.  

Financial Compensation based on quality of services rendered  
Currently, physicians are paid more than midwives or other ancillary providers. We know 
that comparatively speaking, physicians spend far less time with their patients than 
other providers, and as evidenced by the focus groups and interviews done for this 
project, physicians are paid regardless of birth outcome, complications, errors and 
patient dissatisfaction. Medicine is the only profession against which there is little 
recourse for poor outcomes, bad behavior or horrible customer services. It’s time that 
insurance companies and managed care payers alike rethink how healthcare providers 
are paid. It's time to stop rewarding “high volume”-doing as much as you can to as many 
as you can-instead of doing the best that you can for as many as you can.  

Consider Value Based Payments  
As managed care organizations reimburse for services, they must begin asking, Is the 
patient’s condition improved? Does the patient feel better? Most importantly, Is the 
patient happy with the care they received? Do they feel that everything possible was 
done not only to make them better but to treat them with dignity and respect? In 
essence, did the treatment rendered and received provide value, i.e. result in positive 
outcomes? If not, should providers be paid? Could providers be “fined” for insufficient 
services or services not rendered, and receive less (if any) payment?  
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What Anchors the Iceberg in Place? 
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Provider/Patient Power Dynamic 
As many of the focus group respondents mentioned, they prefer providers that look like 
them, and feel safer when their providers share a common race, ethnicity and/or cultural 
background, because these providers ask for and consider their preferences when 
considering treatments, and are more likely to engage in shared decision making when 
it comes to treatment plans. However, the majority of maternity providers are caucasian, 
and are educated to embody the prevalent attitude in our healthcare system, 

 “The doctor knows what is best for the patient, and the patient’s best course of action is 
to do what the doctor says.”  

This fundamental power dynamic was solidified with the establishment of obstetrics and 
gynecology by J. Marion Sims during his horrific surgical experimentation on enslaved 
black women. The origins of obstetrics and gynecology have set the stage for what is 
now often an adversarial relationship between providers and their patients. Doctors and 
other healthcare providers often say that their patients are “combative”, “aggressive” 
and “non-compliant”, while patients say that their providers are racist, hostile and 
demeaning, and the care that they receive is traumatizing. For many BIPOC, but black 
childbearing people in particular, the prevailing consensus is the current hospital based 
maternity care system is a danger to be avoided as much as possible.  

When black and brown childbearing people were cared for by midwives from their 
community, the fear, animosity and power dynamic between childbearing people and 
their healthcare providers was non-existent. Childbearing people and their entire 
household were supported by the community with food, childcare and support for the 
daily maintenance of the household, while the midwife tended to the physical health 
needs of the childbearing person and the incoming infant. The advent of obstetrics and 
gynecology prohibited this social support, instead insisting that childbearing people give 
birth in hospitals under “sterile conditions” that isolated people from their families and 
communities and the intimate support they previously received. Regardless of what one 
thinks of midwifery, at least for BIPOC childbearing people, midwifery care provided 
whole family care to childbearing families, and data from these times does in fact show 
better birth outcomes. This has to be a consideration as Central Texas works to 
implement a Perinatal Safe Zone.  

Inequity between who allocates services and who receives them 
The United States Healthcare System is a system that allocates resources in a 
hierarchical manner; those who can most afford the resources have the greatest access 
to them and the best overall health outcomes. Those who can least afford healthcare 
resources have least access to healthcare-and the poorest outcomes. We cannot ignore 
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the fact that the literal framework of the US healthcare system is not set up to provide 
healthcare for all. Those who may need healthcare most, are rationed healthcare and 
have no autonomy to choose what care is best for them, who would be best to provide 
that care, and no choice in where that care comes from.  

The United States spends more than any other country in the world on healthcare, yet 
despite some of the most innovative treatments available, the United States has one of 
the sickest populations in the world, and is the sickest nation in the industrialized world. 
We are the only industrialized nation that doesn’t guarantee healthcare for all9. Our 
linking healthcare to employment requires that most employees work a requisite 30-32 
hours per week to qualify for healthcare benefits. So an employee who works 29 hours 
a week won’t be eligible for healthcare benefits. That same employee often makes 
minimum wage and thus cannot afford an individual private insurance plan, or an 
insurance plan via the Federal Health Insurance Marketplace. In looking at our US 
system, it is no surprise that most “white collar” jobs (high paying jobs, requiring 
advanced education and skills) are held by white people, while jobs paying hourly 
wages, per diem, service and labor focused jobs-that frequently don’t provide 
healthcare benefits-are primarily held by BIPOC. Insurance CEO’s and stakeholders 
who are defining the criteria for who can access services and who cannot often have no 
working knowledge of the needs of people who don’t have access to healthcare, yet 
desperately need it. As a society, the United States blames and shames its most 
vulnerable for needing, seeking and high utilization of healthcare services, despite 
withholding and rejecting calls to reform the healthcare system and to re-allocate 
healthcare. This too has to be considered as Central Texas works to establish a 
Perinatal Safe Zone.  

Texas Medicaid and Medicaid Expansion 
It would be a glaring omission not to mention the fact that Texas has not accepted 
allocated federal funds under the Affordable Care Act, and as such, has not expanded 
Medicaid benefits. Texas is now one of only 12 states that have not expanded Medicaid 
benefits8. In Texas, 65-70% of infants are born to mothers on Medicaid. Although the 
Texas Legislature has passed a bill that will expand postpartum benefits for childbearing 
women from 6 weeks to 6 months, this bill has yet to take effect. As a result, mothers 
are losing their healthcare benefits a mere 6 weeks after delivery, and any health issues 
that arose intra-partum or in the immediate postpartum go unaddressed. The Healthy 
Texas Women program does provide for family planning and some reproductive health 
care in non-pregnant women, but if a woman experienced pregnancy induced 
hypertension or gestational diabetes for example, the Healthy Texas Women program 
does not provide coverage for care by a cardiologist, an endocrinologist or an internist. 
The refusal to accept federal funds from the Affordable Care Act results in Texas having 
one of the highest numbers of uninsured women of childbearing age in the country. This 
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stubborn and persistent decision hampers the care that Texas healthcare providers are 
able to provide to its citizens-not only in maternity care, but for its citizens statewide.  

If Texas accepted the federal funds and expanded Medicaid, shifted healthcare 
reimbursement to value based payments systems, covered midwifery (and doula) 
services, and paid providers the same fee, regardless who delivered an infant, its very 
likely that Texas would not only have improved maternity outcomes, they would also 
have a return on investment, ie. save money. But The Texas Legislature has to make 
these decisions and mandate these changes. Texans Care for Children and HHCDP 
both agree that as part of the pursuit of a perinatal safe zone, Central Texas must be 
actively involved in-maybe even leading the charge-towards advocating for Texas to 
accept federal funds provided under the Affordable Care Act.  

The Texas Minimum Wage 
We also noted and heard from focus group participants that affordability and funding are 
huge barriers to care. Texas minimum wage is $7.25. It is unequivocally impossible to 
be able to live and support a family on a wage of $7.25/hour or roughly $14,000/year in 
Central Texas. Consequently, Texans and Texas families are working multiple jobs trying 
to make ends meet. As previously stated, many of these low paying jobs do not provide 
healthcare benefits, and many of the people working in these low wage jobs are BIPOC. 
So if we want to create equitable healthcare provisions and subsequent equitable health 
(birth) outcomes, Texas must consider raising Minimum wage. In Central Texas in 
particular, very likely the most expensive area in which to live, employers need to 
consider raising the minimum wage to at least $15/hour, but a more realistic wage that 
would actually support a family is $25/hour. A family with two adults working full time 
jobs that pay $25/hour would result in a combined family income of $96,000, an income 
that would truly support a family in Central Texas. If these jobs provided health 
insurance benefits, even better.  

Paid Family Medical Leave 
The United States is the only industrialized nation that doesn’t provide new parents with 
paid family medical leave. We heard from several focus group participants that many of 
them returned to work far sooner than they felt physically or emotionally ready to do 
because they were worried that they would lose their jobs, and that their families 
needed the finances their jobs provided. Returning to work has also been cited as a 
major reason that many mothers stop breastfeeding well before the recommended 12 
months. If childbearing people and their families had paid family leave, many 
postpartum mothers would 
○ Have the time to fully recover from childbirth, reducing postpartum morbidity and 

mortality, 
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○ Breastfeed their infants for longer periods of time, approaching the 
recommended one year 

○ Have the financial resources to support their families as they physically recover 
from childbirth 

Recommendations 
Childbearing people in Central Texas should have the choice of where they want to give 
birth to their babies, by what means (as their health allows), with which provider, and 
who can be present. Our current maternity care system does not center the needs of 
childbearing people, but centers the financial aspirations of the healthcare system. In 
order to create a perinatal safe zone in Central Texas, we must create a maternity care 
system where ALL childbearing people can access the full range of maternity care 
services available regardless of ability to pay. Central Texas has a long way to go to be 
able to achieve this goal, but it’s not impossible if all maternity stakeholders commit to 
working together to make the following necessary changes: 

1. CENTER CHILDBEARING PEOPLE IN MATERNITY CARE!!! 
2. Work to increase the number of BIPOC maternity care providers in Central Texas 
3. Work to increase the number of midwives and birthing centers available for low 

risk, low intervention births.  
4. Make all maternity care covered by private insurance and Medicaid, and make 

reimbursement for deliveries the same across the board-regardless of which 
provider delivers the baby.  

5. Increase communication and collaboration among all providers to provide optimal 
care to childbearing families in Central Texas 

6. Develop and require ALL maternity care providers to annually re-educate/certify 
in Anti-racism and cultural humility and sensitivity educational programs 

7. Require all maternity care providers to learn about their other professional 
colleagues and work to collaborate to best serve patients and improve birth 
outcomes 

8. Develop a method of accountability through which providers and locations will be 
regularly evaluated for quality of care, patient safety and patient satisfaction 

9. Address high rates of burnout among all providers, especially among OBs and 
midwives that are on-call for births. Care and attention for the providers is 
essential. 
○ Many are dealing with their own personal trauma and the secondary 

trauma of their patients/clients. 
○ Providers’ trauma and experience affects the care that they provide. 
○ Providers must recognize that working with their patients will yield the best 

outcomes, and within the scope of safety, allow their patients to direct 
care.  
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10.  Financial sustainability is needed for all providers. Access to a living wage and 
medical benefits is needed especially for CPMs and doulas. The Policy Advisors 
from Texans Care for Children guided the following recommendations: 

1. Network Adequacy Standard - This policy creates an “Access to Care 
Standard” for birthing centers and midwives that requires Managed Care 
Organizations (MCO’s) to offer and cover midwifery and birthing center 
services for Medicaid clients. This could make midwifery services more 
accessible to Medicaid Clientele, and provide a standard fee for midwifery 
services (Not more for CNMs than CPMs). 

2. Value-Based Payment Initiative - Texas Medicaid requires that 50% of 
contracts with providers must be paid via Alternative Payment Models. To 
increase access to midwifery care to Medicaid clients, Texas Medicaid could 
require MCO’s to offer midwifery care (including doula services) via an APM. 

The first and most important step in this process is to develop a working group; a group 
of dedicated stakeholders from all facets of maternity care in Central Texas who will 
commit to seeing this process through to completion of the Perinatal Safe Zone. The 
working group will 

● Organize the recommendations into action items and determine which items will 
be addressed first, by whom, the expected outcomes and time frame for 
completion,  

● Collaborate with the local hospitals, birth centers, Texans Care for Children 
● Texas Health and Human Services, and community stakeholders  
● Work with OBs and Midwives to create community-wide protocols for transfers of 

care from home births and birth centers to hospitals 
● Work to increase the number of birth centers in Central Texas 
● Coordinate maternity care among all providers including specialists, doulas, 

Community Health Workers, health educators, social workers/resource 
navigators, etc.  

● Create a toolkit that other regions, localities or healthcare systems can use to 
implement a Perinatal Safe Zone in their areas.  

Shared goal and vision 
“A vision of a community where we have a midwife for every client who wants one, in 
whatever combination of care that they want, where they want to have their baby, and if 
they have risk factors they still get the compassionate care we give but also the medical 
care they need in an amazing interdisciplinary system where people get what they're 
looking for and where everyone gets paid fairly and the work is sustainable for 
everyone.” - A community midwife. 
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Ongoing work 
● State and National Legislative changes that provide more support for 

childbearing families (Increase the Minimum wage, Paid Family Medical Leave, 
Medicaid Expansion) 

● Undo Racism 
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