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Preface

And. it came to pass, when she was in hard labour,
the midwife said unto her, “Fear not”. ..
—Genesis 35:17, Bible

Welcome to the world of American midwifery through the lens of two midwifery authors
of the late 20th and early 21st centuries and our nearly 50 years each of professional life as
academics, clinicians, and leaders. Our book is unusual in that it is a combination of the lived
experiences and personal memories of each of us and the researched details of not only these
events but also those time periods and events in which we were not directly involved. Our
choice of what to include and concomitant detail reflect what we believe were key historical
events and milestones that have shaped the development of midwifery in the United States.
This approach results in some chapters and time periods written in more detail than others.
We also made decisions regarding just which of the numerous American College of Nurse-
Midwives (ACNM) documents to use to portray this history. We chose those that have af-
fected the profession and its development and, indeed, its survival and growth.

We regret that we were unable to give the specific history of a number of critically
important ACNM committees, divisions, and activities, such as the Midwives of Color;
Interorganizational Affairs; Education and Clinical Practice; International Confederation of
Midwives (ICM)-US; Education; Home Birth; Continuing Education; Archives; Bylaws;
International Health; Nominating; Program; Uniformed Services; Professional Liability;
Women’s Health; Continuing Competency; and others. Members have given untold innu-
merable volunteer hours to these committees that serve as the backbone of the ACNM. It is
through this volunteer structure that ideas percolate, bonds are forged, young members are
mentored by older members, and change occurs. Our choice of what committees are dis-
cussed in this book is mainly a function of concentrating on the early history of the ACNM
and, generally, those with which we were more intimately involved. In some instances, com-
mittee work at a particular time is discussed, although a detailed history of the committee is
not given. We encourage members who have been involved in the committees and divisions
not detailed in this book to write that history both for publication and for historical docu-
mentation and archiving of the work done and contributions made.

Although understanding that our memories are like oral histories in questionable accu-
racy, we have made every attempt to validate them with existing primary sources. A number of
these primary sources were found in the dozens of boxes of personal files of the authors. These
files will be made available to the public following publication of this book. We trust that the
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“stories” included in the text will add inspiration and flavor to the exciting, challenging, and,
at times, tumultuous and frustrating history of midwifery in the United States since the 1600s.

There have been other historical records of the role of midwives and midwifery practice
in the United States written from a variety of perspectives—from personal diaries and schol-
arly theses of individual midwives, to interpretations of the roles of midwives and midwifery
services throughout American history written by historians without a midwifery background.
However, there is no single text or book that spans the totality of the history of midwifery
in the United States into the early 21st century that uses as many primary sources or is as
comprehensive as this one.

We invite others who might choose to take on the daunting task of writing midwifery’s
history to write their own history of midwifery in the United States from their perspectives
and thus add richness to the profession’s and the public’s knowledge about midwives and
midwifery practice.

We acknowledge that there is far more detail on the ACNM than the Midwives Alliance
of North America (MANA) for the obvious reason that the ACNM has nearly 30 years more
history than MANA. It is also true that many of ACNM’s developmental lessons learned and
core documents were shared with MANA leaders who adapted them for use in their own
development. We also acknowledge that we are both nurse-midwives with active involvement
in the ACNM and our writing includes our personal experiences within the organization. We
do not have the same inside knowledge and experience with MANA and we have written its
history largely from members own words as found in newsletters, journals, letters, and other
primary and secondary sources.

This book is written for several primary audiences: midwives, midwifery students, other
health professionals and groups, and members of the public who are interested in midwifery
and midwifery care in the United States; faculty, students, and members of the public who
are interested in history, especially the history of women; state and federal legislative health
care staff and health care bureaucrats; international organizations such as the World Health
Organization, UN agencies supporting the expansion of midwifery services, and the Interna-
tional Confederation of Midwives.

There are several themes that recur or weave themselves throughout this text. They
include (a) the definition, scope, and locale of midwifery practice during the last four centu-
ries, while consistently remaining “with woman” and upholding midwifery’s unique philoso-
phy and model of care; (b) the diversity of midwives throughout U.S. history, the debates
over whether midwifery is a profession, whether midwives are professionals, and how this
affects education, credentialing, and practice; (c) self-identity and the struggles for midwifery
autonomy (self-governance) from both medicine and nursing; (d) recognition of those out-
side midwifery who supported and paved the way for the growth and development of mid-
wifery in the United States; (e) the importance of midwifery professional associations and
their role in credentialing and communication; and (f) how legislation affects midwifery
practice and the health care of women.

As you enter into this exciting world of midwifery history in the United States, we
encourage you to consider how these themes weave together the matrix of current midwifery
education and practice in this country and how we can learn lessons from history to move
forward together, celebrating women, their health, and the health of families in the United
States.

Helen Varney
Joyce Beebe Thompson
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Introduction

There is nothing so powerful as an idea whose time has come.
—Victor Hugo

The historical evolution of midwives as respected, autonomous health care workers and mid-
wifery as a profession can be depicted by several important characteristics that are highlighted
throughout this text. These characteristics include the close link between midwives and the
communities where they live, their shared view of pregnancy and birth as normal life events
that sometimes result in less-than-optimal outcomes, midwives' desire to promote health
and prevent sickness whenever they could, and their willingness to be “with women” wher-
ever those women are and whatever the sacrifice for the midwives themselves. However, the
midwives’ desire to promote the health of women and families was often threatened and/or
undermined by the increasing medicalization of childbearing care (medical monopoly) along
with the midwives’ lack of a common identity based on education and practice standards,
the lack of legal recognition to practice, and, more recently, reimbursement for autonomous
midwifery services.

The strengths, weaknesses, threats, and opportunities for midwives and the profession
of midwifery are discussed throughout this book. Yet this book seeks common ground for
understanding the evolution of midwifery practice in the United States, beginning with the
way midwives define themselves and provide care for women that has stood the test of time
throughout the ages.

B DEFINITIONS, TITLES, AND CREDENTIALS

Although the definitions of a midwife, a nurse-midwife, midwifery practice, and nurse-mid-
wifery practice have changed over time, the most basic component of a midwife and the
practice of midwifery has never changed and that is to be “with woman.” Throughout history,
a midwife has always been associated with birth and, until the last two and a half centuries,
childbirth was the purview of women and under their control. Childbirth often involved
not only a midwife but female friends, neighbors, and relatives who helped the childbearing
woman care for her baby and family household during the immediate postpartum period.
This period was termed the “lying-in” period for the childbearing woman and might last sev-
eral days (see Chapter 1). The provision of services by a midwife beyond labor and birth itself
(such as complete care of the home for several days) was one of the cultural expectations of

XX



xxiv @ INTRODUCTION

immigrant women in the late 1800s/carly 1900s that led them to choose midwives from the
“old country” rather than physicians.’

Descriptive adjectives started to be added to the word “midwife” in the United States
in the late 1800s when midwives were grouped as “granny” (Southern African American),
“immigrant” (European in the Northeast and Midwest), Sanba (Japanese immigrant in the
Pacific Northwest and Hawai’i), Spanish-descent Californiana midwives and Mexican par-
teras in California and the Southwest, or “indigenous” for those who were now second-gen-
eration immigrants and considered local (see Chapter 1).

Ongoing discussion, both globally as well as nationally, has tended to focus on the level
of education and scope of practice expected of nurse-midwives and direct-entry midwives
based on adopted statements of basic midwifery competencies.

NURSE-MIDWIVES

Although the concept of preparing nurses as midwives was first articulated by public health
nurses (see Chapter 5), Fred Taussig, a physician, is credited with first using the terminology
of nurse-midwife in a 1914 article by that title.” The first school for the education of gradu-
ate nurses as midwives was founded in 1925 in New York City and was called the Manhattan
Midwifery School (see Chapter 7). It is not known, however, what kind of credential, if
any, was bestowed on successful completion of the program. The Lobenstine Midwifery
School, founded in New York City in 1932, which became the Maternity Center Associa-
tion Midwifery School in 1934, granted successful graduates the first Certificate as a Nurse-
Midwife (CNM).> Graduates of the Frontier Graduate School of Midwifery, founded in
1939 by the Frontier Nursing Service, received the diploma of the school and a certificate to
practice midwifery in Kentucky with authorization from the Department of Health to “use
the letters C.M. (Certified Midwife).”® Thus, both the title of midwifery education and the
credentials used by nurse-midwives (CNM and CM) reflected an understanding of nursing
and midwifery as two different professions but also an understanding of the political reali-
ties of the time. These political realities have led to disagreements among nurse-midwives
as to their self-identification as a nurse or as a midwife. As discussed in Chapter 20, nurse-
midwives continued to struggle with self-definition throughout the next 90+ years into the
present day.

LAY, EMPIRICAL, COMMUNITY, AND DIRECT-ENTRY MIDWIVES

In the early 1970s, another group of midwives with descriptive adjectives in front of the
name of midwife began to become visible. These were “lay” midwives, largely middle-class,
well-educated women who were disenfranchised with in-hospital care of women having ba-
bies. They were articulate “consumers” of maternity care whose desire to control their birth
experience coincided with the women in the second wave of feminism who desired to control
their own bodies. Both consumers and feminists objected to the routine use of technology,
paternalistic attitudes, and loss of control they experienced as “patients” when hospitalized
for the normal process of giving birth. They opted instead for out-of-hospital births at home
or in a birth center. As time went on, these midwives variously referred to themselves as “lay,”
“community,” “empirical,” “independent,” “non-nurse,” and “direct-entry” midwives. These
various terms continued to be used well into the 21st century. It is important to note that the
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term used at a given point in history will be reflected throughout this book in identifying the
person practicing midwifery or referenced in the citations.

B MIDWIFERY AND MIDWIVES THROUGH THE CENTURIES

Midwives have been recognized for centuries as having a special way of working with child-
bearing women. Since earliest recorded history, midwives have been driven by commitment
and dedication to help women and families achieve the healthiest outcomes for mothers and
babies.” Midwives’ commitment is to being with women wherever they are and for whatever
they need.® They are also committed to practice based on both art and science with a healthy
respect for the natural processes of pregnancy and birth.

Midwives are dedicated to doing good and avoiding harm to others by being compe-
tent to the full extent of their knowledge at the time as well as caring and supportive in their
relationships with childbearing families. Midwifery competence initially came directly from
strong models of apprenticeship learning passed from mother to daughter, from aunt to
niece. Although the midwives’ knowledge base of anatomy and physiology was limited in
earlier times, midwives maintained their commitment to do the best they could with the
knowledge, experience, and wisdom they possessed based on being astute observers of human
behavior and the body’s responses to health and illness.” As science advanced, midwives were
determined to keep up with that science while maintaining the art of their practice.

Another characteristic of midwifery care that has been passed down through the ages
is the view that pregnancy and birth are normal life evenss. Early midwives knew intuitively
that the health of women depended on women taking care of themselves; thus, women
were important partners in their childbearing care. This partnership model of care respected
women as persons, fully human, and encouraged their active participation in decisions about
their care. Midwives also recognized that women for centuries controlled the environment of
birth by staying at home and were very comfortable working with women in their homes."
Midwives and women also knew that childbirth could be a time of life-giving or death, hence
the words of assurance by the early midwives to “Fear not!”"!

B MIDWIFERY MODELS OF CARE

The way that midwives provide care to women, mothers, and childbearing families has in
recent times been described as the midwifery care process'? or the “midwifery model of care.”
This modern care model, based on ancient traditions and practices, is a compilation of beliefs
and processes that midwives use in their daily practice to promote health and that results in
the best health outcomes possible for women and their infants.

In the 21st century, all efforts to define the way midwives care for women and families
are now clearly based in the philosophy and values statements of each midwifery organization
in the United States—the American College of Nurse-Midwives (ACNM; see Chapter 10)
and the Midwives Alliance of North America (MANA; see Chapter 11). The evolution of
such beliefs has resulted in several additions to the midwifery models of care and updating
language depending on the societal context at the time of the revisions. The ACNM labeled
what earlier had been statements of beliefs (since 1963), concepts (since 1978), and Hall-
marks (since 1997) as a model of midwifery care in 2004. Defining the nature of midwifery,
starting in 1996, became the Midwives Model of Care for the Midwives Alliance of North
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America (MANA) in 2001. There are many aspects of the midwifery care process or model
of care that are common to both midwifery organizations as noted in the following sections.

THE ACNM MIDWIFERY MODEL OF CARE

It was in the 2004 Philosophy where the ACNM first described what had been listed as beliefs
since 1963 as “the best model of health care for a woman and her family” and defined this
model as a “continuous and compassionate partnership acknowledging a person’s life experi-
ences, individualized methods of care and healing guided by the best evidence available, and
involving therapeutic use of human presence and skillful communication.”"?

Elements of the ACNM Philosophy statements since 1963 provided the foundation for
defining the ACNM Hallmarks of Midwifery that were first adopted in 1997 as an integral
part of the ACNM Core Competencies for Basic Midwifery Practice."* The intent of elucidat-
ing such Hallmarks was to clearly describe what distinguished midwifery practice from the
practice of medicine and nursing."

The ACNM’s 21st-century definition of the midwifery model of care includes both
historical themes dating back to antiquity and beliefs held by the members of the ACNM
first articulated in the 1963 ACNM Philosophy and concepts first articulated in the 1978
Core Competencies and first expanded to “Hallmarks” in 1997. These include reverence for
childbirth and the belief that childbearing is a normal life event; respect for the autonomy,
individuality, dignity, worth, and cultural variations of each human being; health promotion
and disease prevention; the importance of family-centered care and continuity of care; the
right of childbearing families to safe, satisfying maternity experiences; advocacy for informed
choices, self-determination, and participatory decision making; care of vulnerable popula-
tions; incorporation of scientific evidence in practice; and collaboration with other members
of the health care team.

MANA: “THE MIDWIVES” MODEL OF CARE™"

MANA’s evolution of a written midwifery model of care began in earnest in May 1996 when
representatives from MANA,'® the North American Registry of Midwives (NARM), the
Midwifery Education Accreditation Council (MEAC), and Citizens for Midwifery (CfM)
met together to work on a definition of midwifery care.!” The primary reason for defining a
midwives  model of care was to agree on a common definition of the nature of midwifery care
that could be used in communicating with and educating non-midwives, including recipients
of midwifery care and policy makers. The message was to be that midwifery care is safe (not
dangerous) and that midwives should be included in general health care services. The authors
of the model also noted that the definition of the model of care is meant to describe the “kind
of care, rather than a particular type of provider,”'® an important distinction that reflects the
belief that all women should benefit from the midwifery model of care regardless of which
type of health care worker is providing childbearing care.

MANA’s “Midwives Model of Care™ (2001) is based on the belief that “pregnancy
and birth are normal life processes” and goes on to define what else is included:

* Monitoring the physical, psychological, and social well-being of the mother
throughout the childbearing cycle
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* Providing the mother with individualized education, counseling, and prenatal care;
continuous hands-on assistance during labor and delivery; and postpartum support

* Minimizing technological interventions

* Identifying and referring women who require obstetrical attention"

The MANA document then asserts that “the application of this woman-centered
model of care has been proven to reduce the incidence of birth injury, trauma, and cesarean

section.”?’

SUMMARY OF MIDWIFERY MODELS OF CARE

One can identify common themes, though worded somewhat differently, in the ACNM and
MANA definitions of the midwifery model of care. These themes include the normalcy of
childbearing, the provision of holistic care for childbearing women, minimizing technologi-
cal interventions, referring care to others when need arises, and providing continuous sup-
port during the childbirth process. The chapters that follow provide additional details of the
midwives’ struggles throughout the last two centuries to maintain and promote a midwifery
model of care for all women and childbearing families.

B NOTES

1. 'This infuriated physicians who felt they had more to offer in technical skills and medical knowl-
edge but did not consider postpartum and family household care part of their role. In the view of
physicians, this gave immigrant and indigenous midwives an unfair competitive advantage unless
they could convince the public of the superiority of physician services in what they touted as the
highly complicated and dangerous process of childbearing. (See Chapter 3, section The “Midwife
Problem.”)

2. Chapter 10 includes the historical evolution of the ACNM core competencies, Chapter 11 in-

cludes the development of the MANA core competencies, and Chapter 22 includes the develop-

ment and evolution of essential competencies for basic midwifery practice as determined by the

International Confederation of Midwives.

Fred J. Taussig, “The Nurse Midwife,” Public Health Nurse Quarterly 6 (October 1914): 33-39.
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CHAPTER ONE

The Early Voices of Midwives

Midwives and winding sheets know birthing is hard and dying is mean and
living’s a trial in between.

—DMaya Angelou, I Shall Not Be Moved (1990, p. 8)

The history of midwifery in the world dates back to the beginning of Homo sapiens. This state-
ment assumes the presence of women who served the function of midwife throughout this
history. Nurse-midwifery is a very recent entity in the continuum of the history of midwifery.
Chapter 1 focuses on the voices of midwives throughout the centuries with an emphasis on
the voices of midwives heard in the United States since the first colonies were established in
the early 1600s and before nurse-midwifery. Nurse-midwifery was established in the 1920s as
an extension of public health nursing to reduce maternal and infant mortality rates in largely
impoverished populations and to provide an acceptable alternative to immigrant and granny
midwives. Prior to nurse-midwifery in the 1920s and the reemergence of the “lay” midwife
in the 1970s, there were four distinctly identifiable groups of midwives in specific contextual
time periods in the United States:

1. Colonial midwives (1607-1775) and midwives in the early United States
(1776-mid-1800s)

2. Traditional African American midwives in antebellum slavery (1619-1861)

3. Granny midwives (late 1800s—mid-1900s)

4. Immigrant midwives (late 1800s—early 1900s)

Following are the voices of these four groups of midwives and their predecessors.

B THE VOICES OF PREDECESSOR MIDWIVES IN ANTIQUITY

The “voices” of the midwives presented in this chapter, especially those from antiquity, colo-
nial and early American, and antebellum slavery, are largely heard from what can be found
in history about women, childbirth practices, and a few individual midwives, such as the
Hebrew midwives recorded in the Bible. It was not until the arrival of immigrant and granny
midwives that the voices of midwives could be heard in their own words. Still, much of what
has been written about them was written by those hostile to their existence.

3



4 M I EARLY HISTORY OF MIDWIFERY IN THE UNITED STATES

Public health principles, practices, policies, and programs have been and are an inte-
gral part of midwifery and nurse-midwifery practice and the midwifery model of care in the
United States. The voices of midwives in the United States are rooted in their communities
and in public health as were the voices of predecessor midwives in antiquity.

Public health dates back to the beginning of family units coming together to form
communities and what inevitably becomes a concern for the health of individuals within the
wholeness and health of a community. By the time the first words of a midwife recorded in
history appeared in the biblical book of Genesis, midwives were part of their communities
serving women. These midwives supported women through their travail of physical pain and
trepidation. Childbearing women in those days had no knowledge of the processes of giving
birth and subsequently had a very real and legitimate fear of death. The average life expec-
tancy of a woman was approximately 30 to 40 years' if a woman survived childbearing that
began in adolescence. How appropriate, then, that the first words recorded as spoken by a
midwife are “Fear not” (Genesis 35:17).

Hebrew midwives exemplified midwifery within their communities when they defied
the order of the King of Egypt to kill male babies at birth by telling him that Hebrew women
were more vigorous than Egyptian women and delivered their babies before the midwives
arrived. Thus, the Hebrew people multiplied and grew very strong (Exodus 1:15-19). This
reflects the historical fact that the dominant value of women throughout the centuries has
been their ability to conceive and give birth to the next generation of a society. Consequently,
healthy women are essential to the health and development of any nation.? Nonetheless, the
history of women is one of having low status within a society.

Healthy women and infants have been closely linked with midwives through the cen-
turies. Midwives were viewed as the caretakers of “life” and did their best to help women give
birth to healthy babies. Indeed, the definition of a midwife or sage femme is “with woman” or
“wise woman.” The midwives of antiquity lived and worked in the communities they served
and knew firsthand the challenges to the health and well-being of mothers and babies that
informed their midwifery practice.

Midwives of antiquity were also mothers. Phaenarete was the mother of Socrates and
a midwife. Socrates, the Greek philosopher known for his dialectic methodology of teaching
and seeking truth through asking questions and disputation, often called his method the art
of midwifery for “birthing magnificent ideas.”

The seeds of hygiene, sanitation, and public health can be found in writings about
primitive societies. For example, the ancient Egyptians had basic systems of sanitation and
public hygiene. Both the Code of Hammurabi (Babylonia) and the Mosaic Law (Hebrew)
included specifications pertinent to civic behavior. In addition, Mosaic Law had rules that
stipulated general public health including the concepts of quarantine and principles of con-
tagion for epidemic diseases, hygiene, and dietary restrictions and regulations.* The midwives
of antiquity had to work with the rudiments of what we take for granted today. The goal,
however, then, as today, was the prevention of disease and promotion of health.

Indeed, health promotion and disease prevention among populations are the primary
goals or pillars of public health. Although public health is rooted in antiquity, it was not until
1920 that C.-E. A. Winslow defined public health as “the science and art of preventing dis-
ease, prolonging life, and promoting physical health and efficiency through organized com-
munity efforts for the sanitation of the environment, the control of community infections,
the education of the individual in principles of personal hygiene, the organization of medical
and nursing service for the early diagnosis and preventive treatment of disease, and the devel-
opment of the social machinery which will ensure to every individual in the community a
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standard of living adequate for the maintenance of health.” The provision of quality health
services to populations of individuals, families, and communities is part of the core practice
of public health. Midwives can be viewed as among the first practitioners of public health
with their vital role of working with childbearing women and families within their communi-
ties during major life events.

Throughout the centuries, as family groups began to merge into larger communities,
small towns, and large urban areas, concerns about the health and well-being of populations
intensified. The health of childbearing women and infants, including good nutrition, reflects
the health promotion end of the public health spectrum as these two population groups are
necessary to the maintenance and growth of any society. The prevention of the spread of com-
mon communicable diseases, especially in children, is one example of the disease prevention
side of public health that began with isolation of those who were ill and improved with the
development of vaccines and other preventive strategies.

Bl THE VOICES OF MIDWIVES IN THE COLONIES (1607-1775) AND
EARLY HISTORY OF THE UNITED STATES (1776-MID-1800s)

There isn't all that much known about midwifery in the colonies (1607-1775). For that
matter, there isn't much known about the daily life of women in the 1600s, 1700s, and
1800s. Historians bemoan the paucity of primary sources such as diaries or letters written or
considered important enough to preserve. Historian Laurel Thatcher Ulrich wrote: “Without
documents, there is no history. And women left very few documents behind.”®

Although most certainly there were midwives in the tribes of the Native American
Indians, even less is known about them. The first colonial settlers were in Jamestown, Vir-
ginia, in 1607. They were all male. The first women arrived in 1608. The Mayflower arrived in
Plymouth, Massachusetts, in 1620 and had both men and women. Bridget Lee Fuller was the
midwife for the three births that occurred while they were crossing the ocean. She continued
to practice midwifery in Plymouth until her death in 1664.”

Without knowledge of birth control it was common for women to have many children,
often at least 10 or more. Contrasted to today’s excitement, anticipation, and most often joy,
dread and fear of death were the dominant feelings of childbearing women in the 1600s,
1700s, and 1800s. Many women died in the days before it was known—and believed—that
hand washing and cleaning instruments would greatly reduce the risk of mortality from
puerperal fever due to infection.

It was in the mid-1840s that Dr. Oliver Wendell Holmes and Dr. Ignaz Semmelweis
first observed, then instituted hand washing, and wrote about the transmission of infection
by physicians as they went from patient to patient, or from autopsy to patients without wash-
ing their hands. This idea was vehemently denied by physicians who could not fathom that
they might be bringing disease to their patients and subsequently be the cause of their death.
They rejected germ theory because they could not “see” anything. This changed in 1867 when
Dr. Joseph Lister published a paper that first made the links among disease, infection, and
microorganisms that could now be seen with a microscope, and Dr. Louis Pasteur identified
the bacterium responsible for puerperal fever. With the development of the science of bac-
teriology, physicians began to accept their role in either transmitting disease or in prevent-
ing transmission of disease. Alternately, the less-interventionistic actions of midwives, who
believed in letting nature take its course, meant less exposure of women to infections from
vaginal examinations and internal fetal manipulations.
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Fewer than half the women in the 1700s and early 1800s were literate. Historian Jill
Lepore has written about the difference gender made in Jane Franklin Mecom’s life (1712—
1794) compared with that of her brother Benjamin Franklin.® They were two of 17 children (10
boys and 7 girls). Their father was a Boston candlemaker. Massachusetts’s Poor Law required
teaching boys to both read and write while girls only got to learn to read. Learning was in the
home. It was not until 1789 that gitls were allowed to attend public schools in Boston. Girls
were needed at home to help care for the children and to help with all the household tasks. The
comparison is a sad story. Benjamin Franklin was a prolific writer and some of his writings are
well known. Besides letters to her brother, Benjamin, in which she bemoaned her poor gram-
mar and spelling, Jane Franklin Mecom wrote one 14-page litany of birth and death and grief.
Her husband became ill and most likely insane, and she was unable to keep him out of debtors’
prison. She buried 11 of her 12 children. Her life was one of misery, work, and struggle.

Women in the colonies and early America had a low status within society. Society was
patriarchal. A woman could not vote, was economically dependent on men, often had no
property rights as once married any property she might have inherited became his—as did
she. She was considered “the weaker sex” and inferior to men physically and intellectually.
Her role was to bear children, manage the houschold, which, in less affluent families, meant
to do the housework herself, take care of the children, take care of any livestock, take care of
the kitchen garden, cook, bake, spin, sew, mend, make soap, wash, and tend the sick.

A woman was known by her marriage and not by any contribution to the commu-
nity she made outside of her home. Laurel Thatcher Ulrich observes about midwife Martha
Ballard that: “The notice of Martha’s death in a local paper summed up her life in just one
sentence: ‘Died in Augusta, Mrs. Martha, consort of Mr. Ephraim Ballard, aged 77 years.
Without the diary we would know nothing of her life after the last of her children was born,
nothing of the 816 deliveries she performed between 1785 and 1812. We would not even be
certain she had been a midwife.”

Colonial and early American midwives were community women who had given birth to
their own children (Martha Ballard did not start her diary until she was 50 years old) and were
generally held in as high esteem and respect as a woman could have been in those days. A midwife
was well known in the community and because she was frequently in the homes that made up the
community, she also tended the sick, had an arsenal of herbal remedies, and helped ready the dead
for burial. There are records of midwives being hired by a community and receiving land, house, or
money as payment. Herbert Thoms, an obstetrician and historian, writes of a midwife in the New
Haven colony in 1655 who was “furnished with a house and lot rent free as long as she continued
her services as a midwife.”"” Dr. Thoms also writes of midwives in Virginia and Boston who received
compensation in the form of a house, money, or, in the case of the midwife in Virginia, tobacco.
Social historians Richard and Dorothy Wertz write of midwives and their compensation in New
England (provided a house or lot rent free); New Amsterdam (later New York City—Iliberal salaries,
special privileges, free houses); and the French colony in Louisiana (payment), and of traditional
African American slave midwives whose services were used by both Blacks and Whites."!

Probably, the best-known colonial midwife was Anne Marbury Hutchinson, but she
did not achieve this stature due to her practice of midwifery.'? Although an expert midwife
and herbalist, she was also judged to be a religious heretic.'* Anne Marbury was born in 1591
in Alford, England. Her mother was a midwife and Anne was trained by her in both nurs-
ing and midwifery. Her father was a schoolmaster, a preacher, and an activist who believed
that girls, as well as boys, should be taught to read. He taught Anne at home using the Bible
for instruction as girls were not allowed to go to school. Later she read her father’s books on
theology and history. The family activity was to argue over Scripture, which prepared her
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well for what was to come. Anne married William Hutchinson in 1612, and they and their
11 children immigrated to America in 1634 secking religious freedom. They settled in Bos-
ton, where her ability to read was a rarity among women, including midwives.

Anne Hutchinson continued a practice in Boston, which she had begun in England,
of holding a weekly evening meeting during which she gave spiritual instruction, interpreted
Scripture, and discussed salvation. Initially, these meetings were for women who were barred
from participating in services and talking in church. Soon, men were also attracted to these
meetings and Anne Hutchinson established two evening meetings a week with as many as
80 men and women in attendance. This badly threatened the orthodox ministers and mem-
bers of the Church of Boston. This also challenged the conventional view of women and the
concept of original sin as Anne Hutchinson believed that women, as well as men, had a direct
relationship with God. Even though she possessed considerable stature through her success
as a trusted midwife and nurse, being the mother of a large family, and her husband’s social
standing as a wealthy textile merchant, she nonetheless was put on trial in 1637 as an enemy
of the state for the divisiveness of her teachings.

Her trial was before 40 magistrates of the Great and General Court of Massachusetts,
who sat with their feet on foot warmers and questioned her, while Anne Hutchinson stood,
weak from cold and the fact that she was in her 16th pregnancy at that time. The trial was
meticulously recorded, which is why historians have a record of what this one woman said
and did. She was brilliant in her defense and was on the verge of winning, but then went a
step too far and began to instruct the men and ministers of the court. This was intolerable.
The end result was to convict her for the crime of heresy and the “second crime was sedition,

or resisting lawful authority, because she had questioned and criticized the colonial minis-
ters.” Thus, she was “banished from our jurisdiction as being a woman not fit for our society.”
She was first imprisoned by house arrest in the home of the brother of one of her accusers
and was located where she could be regularly visited by the ministers to try and convince her
of the error of her ways and get her to recant. When they were unsuccessful, they excommu-
nicated her from the church.

Anne Hutchinson on frial.
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The family then moved to Rhode Island in 1638, where many of her followers became
Quakers and her husband, William, served as the chief executive of a new government of the
Pocasset settlement, renamed Portsmouth, until 1640." Following his death in 1642, Anne
Hutchinson withdrew entirely from control by the English in the jurisdiction of Massachu-
setts and moved to Pelham Bay in the Dutch colony of New Amsterdam, which later became
New York City. There, in 1643, she and the remaining younger family members still living
with her were all, except one, massacred by Siwanoy Indians who had been angered by the
Dutch settlers. This was ironic as one of the disputes Anne Hutchinson had with the powers
of Massachusetts was her refusal to bear arms against natives.

Anne Hutchinson was a feminist long before the first feminist movement in the late
1800s and early 1900s. She has a river (Hutchinson River) and a parkway (Hutchinson
River Parkway) named after her in the northern Bronx area of New York City; a memorial
park named after her in Portsmouth, Rhode Island; and a bronze statue of her was erected
in 1922 and stands in front of the west wing of the Massachusetts State House. Another
statue erected in 1959 in front of the east wing of the Massachusetts State House is that of
Mary Dyer, a friend and contemporary of Anne Hutchinson, who was the only woman ever
hanged on the Boston Common. This was for her Quaker beliefs, which were illegal at that
time in Boston."

Statue of Anne Hutchinson in Boston,
Massachusetts.

Although Anne Hutchinson’s earthly voice was silenced, she became immortal through
her many influential writer, political, educator, reformist, and historian descendants with
powerful political positions and eloquent voices for the equality of women and men.
Included in her well-known posterity are Presidents Franklin Delano Roosevelt (sixth-gener-
ation greatgrandson); George H. W. Bush and George W. Bush (ninth- and tenth-generation
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greatgrandsons, respectively); author Eve LaPlante (10th-generation great granddaughter);
and Certified Nurse-Midwife Lisa Paine (12th-generation great granddaughter of Anne
Hutchinson and 11th-generation great granddaughter of Mary Dyer).

Childbirth in the colonies and early America was a social event with female family
members, friends, and neighbors in attendance as well as the midwife. They stayed for several
weeks and helped during the “lying-in” period with household tasks and child care. Their
presence enabled the new mother to rest, lie-in with her new baby, and regain her strength
before resuming her household responsibilities. In New England, this period ended with
the new mother giving a “groaning party” of appreciation. The “groaning” referred to the
groans of labor, the groans of the table from the weight of the food, and the groans of the
women helpers from being overly full.'® Women breastfed their babies for about a year, which
provided a natural family spacing of about a year between birth and the next pregnancy.
Childbirth was traditionally in the control of women and took place in their homes. Even
Hippocrates, the ancient Greek father of Western medicine, said: “Do not refuse to believe
women on matters concerning parturition.”"’

Men were excluded from childbirth. It was considered immodest, improper, inde-
cent, and even immoral for a man to observe a woman during childbirth or to examine
a woman. To a woman, such touch was shameful, and to her husband, it was intolerable.
This held true through the centuries until the 1700s in England and early 1800s in the
United States. Prior to the late 18th century, it was extremely rare for a man to be in the
lying-in chamber. When the midwife determined that the birth was not going to occur
normally, she called for the help of the physician surgeon for him to perform a craniotomy,
dismember and extract the fetus—hopefully, before it was too late to prevent the death
of the mother. Furthermore, the physician surgeon had to do everything by touch. Often
he crawled into the lying-in chamber in dim light. Cushions, blankets, and sheets were
arranged in such a way that the woman could not see the person examining her. If there
was too much light and the woman could see that a man was in the room, the examination
was done under sheets tied around the physician’s neck so that her body, and especially her
perineum, was not exposed to his view.

Some colonial midwives became the target of witch hunts. Notions of witchcraft were
a residual of superstitions and the dominant thinking of the European Church regarding
the Satan and demons in the Middle Ages. Notions of witchcraft were also a corroboration
of the church and the ruling class resulting in “well organized campaigns that were initiated,
financed and executed by Church and State.”*® Witch-hunting and executions of thousands
and thousands of mostly peasant females were prevalent from the 1300s to the 1600s, as
they spread from Germany, Italy, and other countries to France and England and then to
the colonies."”

Witch-hunting in the colonies came very late in the history of witch hunts and was
most extensive in New England, which had been largely settled by the Puritan pilgrims, who
had left England for reasons of escaping religious persecution. The accusations of witch-
craft when a midwife had the misfortune of attending the birth of a deformed or stillborn
infant were more centered in Connecticut and in the Massachusetts Bay Colony, Boston and
Salem areas. Noted Puritan clergymen, such as Cotton Mather, railed against the devil, which
Mather saw in unexplained natural events and unknown illnesses. This fed superstitions and
the fear of being possessed by demons. Although belief in witches permeated all the colonies,
95% of executions for witchcraft occurred in New England.”® Other colonies were settled
with different religions and different primary purposes.
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M THE VOICES OF TRADITIONAL AFRICAN AMERICAN
ANTEBELLUM SLAVE MIDWIVES (1619-1861)

Prior to the Civil War (1861-1865), childbearing in the South for both Blacks and
Whites was largely in the hands of traditional African midwives who had been brought
to America as slaves,” or their descendants who were still in slavery. Midwives on plan-
tations were valued by their owners as they brought in additional income from White
families and slave masters on surrounding plantations who did not have a midwife and
therefore increased the total value of the owner’s assets.”> Midwives, because they had
more mobility, served as a means of communication between friends and families who
had been broken up and sold to different owners. Midwives, thus, also served to facilitate
maintenance of community.”® Older female slaves, no longer able to work in the fields,
were devalued unless they were midwives. They served the function within the slave com-
munity of preserving and passing on African culture and traditions in health care as well
as midwifery and general health practitioner skills to the next generation. Of particular
importance was the midwife’s knowledge of herbs. Health practices came from a variety
of tribes largely based on West African traditions. Eventually, there was an interweaving
of the various tribal cultures and influences from European and Native American cultures
into a singular slave culture.”

B THE VOICES OF GRANNY MIDWIVES
(LATE 1800s-MID-1900s)

“Granny” midwife is a generalized term used to describe midwives after the colonial, early
American, and antebellum slave midwife voices had been silenced; midwives other than the
immigrant midwives in the late 1800s and up to the mid-1900s; and before the resurgence
of community lay midwives in the 1970s. The literature referring to granny midwives usually
describes midwives located in the southern states of Georgia,” South Carolina,?® Alabama,
Mississippi, Louisiana,” Florida,”® Arkansas,” Missouri,®® Tennessee, Virginia,' West Vir-
ginia,** North Carolina, Texas, Oklahoma, Kentucky, and Maryland. In 1940, the Children’s
Bureau published that “Midwives attend more than two-thirds of the Negro births in Mis-
sissippi, South Carolina, Arkansas, Georgia, Florida, Alabama, and Louisiana. They attend
from one-third to two-thirds of Negro births in North Carolina, Virginia, Delaware, Texas,
and Oklahoma. In Tennessee and Maryland they attend slightly more than one-fourth and
in Kentucky and Missouri, 11 and 8 percent, respectively.”*

Although the term “granny” midwives often conjures up the image of the descendants
of slave midwives living in Jim Crow segregation, there were also many White “granny mid-
wives” (sometimes called “granny women”*?). These midwives practiced in rural mountain-
ous areas, especially in southern Appalachian states and the Ozarks. Midwives among Native
American tribes in the south were also in active practice, as were Cajun granny midwives in
Louisiana, and Hispanic midwives in Texas. In some states, these midwives were referred to
as “lay” midwives (e.g., Georgia, Virginia) and elsewhere as “traditional midwives” (West Vir-
ginia). Midwives called “granny women” got their name because they were middle aged with
grown families by the time they had completed an apprenticeship with a more experienced
midwife.>
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A few of the voices of Black granny midwives have been preserved through inter-
views and subsequent books written about their lives as midwives. These voices include
those of Onnie Lee Logan in Alabama,*® Margaret Charles Smith in Alabama,”’a number
of midwives in Georgia,”® and Mary Francis Hill Coley in Georgia, who apprenticed
with Alabama midwife Onnie Lee Logan.?”” Of special note is the writing of historian
Linda Janet Holmes who provides not only the listening ear for Margaret Charles Smith’s
autobiography but sets it into the historical and physical contexts of the time period
covered from slavery through Jim Crow segregation and civil rights to the passage of laws
that “retired” the granny midwives. The passage of these laws “meant that for the first
time, women who were descendants of slave midwives could not continue their family
tradition.”® In 1991, the boards of the American College of Nurse-Midwives and of the
Midwives Alliance of North America endorsed a document titled 7he Grand Midwife in
order to recognize and honor the work of granny midwives whose practice had by then
been legally curtailed.*!

Miss Mary Coley, midwife in Albany,
Georgia, with photos of all the babies she
delivered by 1952.

Photographer Robert Galbraith. Photo used with
permission of Robert's son, Karl Galbraith.

“Reclaiming Midwives: Pillars of Community Support” was the name of the exhibit
at the Anacostia Smithsonian Museum for African American History and Culture from
November 13, 2005 to August 6, 2006. The emphasis was on the role of African American
midwives within the Black community as the center of health and social support. Although it
featured the work of midwife Mary Francis Hill Coley in Georgia and photographs from the
film A/l My Babies, it followed the work of Black midwives from slavery to nurse-midwives of
today, such as Marsha Jackson, CNM, MSN, with photographs, diary entries, and birthing
equipment.

The exhibit and much of the writing about various granny midwives portray them pro-
viding care in their communities, regardless of race, often without monetary remuneration,
primarily serving poor and rural families, and deeply religious with many believing they had
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Midwife Mary Coley walking with a bag to make a home visit in her community, 1952.

Photographer Robert Galbraith. Photo used with permission of Robert's son, Karl Galbraith.

a “call by God” to help their neighbors in childbirth. Most had limited education or were
illiterate as a result of racial discrimination and/or the consequences of poverty.

B THE VOICES OF IMMIGRANT MIDWIVES AND OTHER
MIDWIVES IN THE LATE 1800s AND EARLY 1900s

A huge influx of European immigrants came to the Northeast and then spread to the Mid-
west during the late 1800s and early 1900s as part of the Industrial Revolution. With them
came the midwives of the various immigrating ethnic groups. Many were graduates of mid-
wifery schools in their native countries. Most did not speak English. Prejudice encountered
in America relegated their native dress to “dirty” and their inability to speak English to “ig-
norance.” Nurse and founder of the Henry Street Settlement, Lillian Wald,** wrote in 1915:
“Perhaps nothing indicates more impressively our contempt for alien customs than the gen-
eral attitude taken toward the midwife.”*

The European immigrants settled largely in urban centers, for example, New York City,
Boston, Philadelphia, Newark, Chicago, St. Louis, Milwaukee, often in desperately poor
living circumstances. Pregnant women sought out the services of midwives from their own
ethnic group as they spoke their language and knew their culture and customs. In 1905,
midwives attended 42% of the total number of births in New York City.*

Nurse Elizabeth Crowell in her investigation of 500 midwives in New York City
in 1906 found that 201 of them had been “properly trained” and held foreign diplomas.
Another 211 of them held diplomas or certificates from what she considered “worthless”
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schools of midwifery or certificates from physicians in the United States. The majority of the
500 midwives were from Austria—Hungary (138), Italy (126), Germany (111), and Russia
(70).* In fact, although it is documented that there were indeed unscrupulous physicians
who charged fees and gave diplomas in midwifery for what was an educational farce,* there
were also a number of what seem to have been legitimate schools for midwives initiated in
locales where there were a large number of immigrant midwives.

The whole underlying principle of the practice of the colonial midwife had been to
be the helpful neighbor within her community. She did not perceive the need to expand
her horizon and even if she had, her gender prohibited access to other “halls of learning.”
This underlying principle of the helpful neighbor within her community continued with
the immigrant midwives. The immigrant midwives, however, were aware of their need for
more formal training and many made attempts to obtain it. However, as time went on, the
immigrant midwives passed on their knowledge and skills to others through apprenticeships.

Historian Charlotte Borst studied records of immigrant midwives in Wisconsin in the
late 1800s, and particularly in Milwaukee. She noted that the older midwives tended to be
graduates of the German midwifery schools while those who immigrated later were more
likely to have graduated from one of the Austro-Hungarian or Polish schools. The educated
midwives were proud of their education and disdainful of what they observed as unlicensed,
uneducated, and unskilled American midwives.”

There were two schools for midwifery in Milwaukee. The first, the Milwaukee School
of Midwifery, was founded in 1879 by Wilhelmine Stein, a German-trained immigrant. It
closed in 1904. The second, the Wisconsin College of Midwifery, was started in 1885 by
three physicians and later run by Mary Klaes, a German immigrant but American-trained
midwife, most likely trained by one of the founding physicians. It closed in 1913.% Professor
Borst notes that “midwifery schools in Europe and in the United States relied heavily on phy-
sician cooperation and physician prestige.” These schools reinforced the concept of physician
control over midwifery education, the reliance of midwifery on the goodwill of physicians for
running the schools, and institutionalized dependence on physicians.* Physician dominance
was sustained through their role as an examiner of midwives and in control of rules and regu-
lations for the practice of midwifery within the State.

German immigrant midwives were largely from a country that had long had midwifery
education and textbooks written by German midwives. In addition to Wisconsin, many of
them immigrated to Missouri, and four schools of midwifery were developed in St. Louis.
The first was Mrs. Carpentier’s School of Midwives, which opened in 1854. In 1874, the
school was incorporated as the St. Louis School of Midwives. Although midwife Mrs. Car-
pentier remained affiliated with the school, it was now under the management of physicians.
Classes were taught in both German and English. The purpose of the school was to serve
working-class women and prepare midwives who would “conduct natural labor cases and
not go beyond this”. .. or “in any way dabble in medicine.” The school closed in 1888.° The
second school was the Missouri School of Midwifery, which opened in 1875 and closed in
1911 and also offered a separate course for physicians. The third school to open was New-
land’s College of Midwifery, which started in 1886 and closed in 1895. The curriculum was
taught by physicians. The St. Louis College of Midwifery was the fourth school and existed
from 1895 to 1909. It had three physicians and two midwives on the faculty and classes were
conducted in both German and English.’!

The New York State Supreme Court granted the College of Midwifery of New York
City the right to confer the diploma of Graduate in Midwifery in 1883. This was a 6-month
course including 3 months of lectures and demonstrations conducted in German, French,
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Spanish, as well as English. Emphasis was placed on strict limitation of the midwife’s practice
to “natural labor” and giving her only enough knowledge for her to know when to call in the
physician accoucheur.”

The Playfair School of Midwifery was established in 1896 in Chicago and conferred
a diploma in midwifery. It also conferred a certificate in obstetric nursing to “those women
who did not wish to qualify fully as midwives.”>® The midwifery course was 10 months and
was taught in both English and German. The course emphasized that the reputable midwife
is “not a competitor” to the physician but “sends for the timely help of the physician.”

‘The American Midwife was the first journal for midwives in the United States. Printed
in both German and English, it was published by physician members of the faculty of the
St. Louis College of Midwifery. Although most of the articles were written by physicians,
midwives also wrote about their experiences and the issues at that time. There were a total
of 12 journal issues from November 1895 to October 1896.>* The next known journal was
not until 22 years later. Topics of Interest to Midwives was published monthly by physician
Ferdinand Herb in Chicago in 1918 and sent without cost to the midwives in Chicago.
Dr. Herb wrote the articles in an effort to provide midwives with an avenue for staying up
to date.”

Meanwhile, traditional African American midwives known as “grannies,” the descen-
dants of slaves, were delivering approximately 90% of Black women in the South.*® Because
of racial prejudice, many of them were impoverished and lacked basic formal education.
There were also Caucasian “granny” midwives, such as those in the North Georgia moun-
tains” and in the Ozarks of Southern Missouri, known as “granny women.”® In California
and the Southwest, women of Spanish descent, Californiana midwives and Mexican parteras
(midwives), served their communities in multiple capacities,” and in Hawai’i and the Pacific
Northwest there were immigrant Sanba midwives from Japan.®

The Sanba midwives from Japan were formally educated and licensed state-certified
midwives in Japan. They functioned under medical authority, which kept them from devel-
oping as an autonomous profession in Japan, but historian Susan L. Smith points out that
these midwives “gained cultural authority from within their communities.”®" Most of the
Japanese immigrant midwives came to Hawai’i or the West Coast between 1890 and 1924,
during which the U.S. National Origins Act®® was passed and the Gentleman’s Agreement of
1907 between the United States and the Empire of Japan® was ended.

Organization of midwives into associations during this time period were all local gath-
erings and none was national in scope. Differences in language, race, ethnicity, culture, plus
lack of funding for communication and travel all mitigated against the development of a
national organization of midwives.

Dr. Josephine Baker, during a discussion of a paper presented at the Sixth Annual
Meeting of the American Association for Study and Prevention of Infant Mortality in
1915, informed the group that she had brought with her a “midwife bag which we have
devised for the use of midwives in New York City” and noted that “the Midwives’ Associa-
tion is giving one of these bags as a present to the midwife who has delivered the largest
number of cases with the fewest casualties during the past year.”** This is the only refer-
ence to a Midwives” Association in New York City during this period of time that the
authors of this book found.

Carolyn Conant Van Blarcom presented a report for the New York City Committee for
the Prevention of Blindness and Infant Welfare Work during the 1914 Fifth Annual Meeting
of the American Association for the Study and Prevention of Infant Mortality. In this report,
she spoke about the annual meeting of the National Organization for Public Health Nursing
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during which midwifery was discussed. She says that “one important outcome of this meeting
was the interest shown by the midwives of St. Louis who have since organized themselves into
a body which has for its main object the advancement of work for the prevention of infantile
blindness and death.”®

The only other reference to an organization of midwives in St. Louis was the Scientific
Association of Midwives mentioned in an article by midwife Annie J. Byrns in the Decem-
ber 1895 issue of the American Midwife.*® The stated purpose of the Scientific Association
of Midwives was “keeping themselves abreast with the times.” The authors of this book do
not know if this is the same organization as the one to which Carolyn Conant Van Blarcom
referred in 1914.

In her book, Japanese American Midwives: Culture, Communiry, and Health Politics,
1880—1950, historian Susan L. Smith mentions, without a great deal of detail, Japanese mid-
wife associations in both cities and states: Los Angeles, Honolulu, Seattle, Hawai’i, Oregon,
and Washington. The Seattle midwives’ association of Japanese Sznba midwives met monthly
throughout the 1910s and 1920s and into the 1930s.*” The local Japanese midwives™ associa-
tions seemed to provide a sense of community and a network of support.

What all these midwives in the late 1800s and early 1900s (European immigrant, Afri-
can American and Caucasian grannies, Japanese Sanba, Spanish Californiana, and Mexican
parteras) had in common was commitment to and respect within their communities, and
the empirical learning of midwifery. They also had in common a lack of access to the exist-
ing health care system, lack of access to schools that would have educated them in the latest
update of rapidly developing medical science and discoveries, lack of legal recognition and
regulation, and lack of a national professional organization all compounded by racial or eth-
nic and gender discrimination against them. Furthermore, because of distance, poverty, and
language differences, they could not communicate with each other either through a national
journal or national conferences. All these limitations mitigated against their survival and
ultimately their voices were silenced.
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CHAPTER TWO

Silencing the Early Voices
of Midwives: 1600s to 1800s

Instead of giving these midwives training and setting standards for maternity
care, women were banished altogether from this, their most ancient function, and
replaced largely by men.
—Norma Swenson, Bulletin of the American College of
Nurse-Midwifery (1968, p. 128)"

After centuries of domination of birth by women and attendance by midwives, it is astonish-
ing that it would all change in approximately one to two centuries, first in Europe and then in
the United States. A number of interrelated factors mitigated against the ancient profession of
midwifery. There are roughly three time periods during which events took place that progres-
sively silenced the voices of the different groups of midwives. The first voices silenced were
those of the colonial midwives and midwives of early America and their descendants; then
the immigrant midwives’ voices were silenced. The last voices to be silenced were those of the
granny midwives, which included the descendants of the African American slave midwives.

B ADVANCES IN KNOWLEDGE AND EXCLUSION
OF MIDWIVES AND WOMEN FROM LEARNING

The first time period (1600s-1800s) covers the period of time when there was enormous
learning about the body and how it functions, the development of “man-midwives” and
physician interest in midwifery, the invention of obstetric forceps, and the development of
medical schools. During this same time, there was the exclusion of female midwives from
this learning and developments, the struggles of female physicians, the professionalization of
medicine, and the advent of the use of inhalation analgesia—anesthesia for childbirth. All of
these events were factors that silenced the voices of colonial midwives and midwives in the
carly years of the history of the United States.

Physician William Goodell wrote a journal article in 1876 asking, “ When and why were
male physicians employed as Accoucheurs?” His conclusion is a classic example of blaming the
victim. He spoke about the ignorance of midwives and that as their ignorance became more

21
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and more manifest, the physician became more and more knowledgeable and developed with
the times.” The midwife in the colonies was left in the backwash. Exclusion of females from
education and their lack of standing to affect social or political change were not considered in
the accusations by male physicians about the ignorance of midwives. The practicing descen-
dants of the colonial midwives were not able to take advantage of the opportunities available
to men to learn the new knowledge about the body that flourished during the 1700s and
1800s in Europe. First, unlike men, they were unable to travel unattended, which precluded
travel abroad. Even if they had been able to travel, the universities, except in Italy, were not
open to women.’ Furthermore, colonial midwives and midwives of early America were older
women with their own children and household responsibilities, which prohibited their leav-
ing home for study even in the United States. Consequently, exclusion from sources of educa-
tion left them vulnerable to charges of ignorance.

It was true, however, that this period of time was indeed a time of tremendous advances
in medical and obstetrical knowledge and changes in lying-in practices. Rapid development
of discoveries of how the body functions and the emergence of modern medicine took place
in the 17th century. William Harvey’s understanding of how blood circulates in 1628 made
enormous contributions to the study of anatomy and physiology. There was also the dis-
covery of the microscope by Antony van Leeuwenhoek in 1677, development of the ther-
mometer, and advances in understanding the endocrine glands, lymph nodes, respiration,
and the nervous system.* More specific to childbearing, the uterus, tubes, and ovaries were
rudimentarily described in the 16th and 17th centuries.’ The anatomy of the pelvis and its
measurements was detailed and the mechanisms of labor were identified in the 17th century.®
These developments in medical science led to an understanding of both normal and compli-
cated childbirth.

Obstetric forceps were first developed in the early 1600s by the Chamberlen brothers,
became one of the instruments of change in lying-in practices, and contributed to silenc-
ing the voices of midwives. The Chamberlen family kept their forceps a family secret most
likely because this gave them an advantage over other man-midwives. Forceps enabled man-
midwives to sometimes successfully deliver a baby in complicated circumstances that might
otherwise have left both the mother and baby dead. The Chamberlens attended English
royalty—probably because of their forceps. Their secret obstetric forceps became available a
century later in the 1700s, but only man-midwives could procure and had the instruction to
use them.

William Smellie, known as the “Master of British Midwifery” in the 1700s, was influ-
ential in making obstetric forceps popular through his writings. As their use became known,
access by males to the lying-in chamber subsequently increased. Dr. Smellie also introduced
clinical pelvimetry, described the mechanisms of labor, studied pelvic anatomy and liga-
ments, and wrote his textbook A Treatise on the Theory and Practice of Midwifery in 1752.
He practiced and taught classes in midwifery to more than 900 male physician students in
London.”

B MIDWIFERY IN EUROPE

William Smellie was vehemently reviled for his support and teaching of the use of obstetric
forceps by Elizabeth Nihell, a famous English midwife in the 1700s. She railed against man-
midwives and their use of obstetric forceps, which she recognized as a primary threat to mid-
wives. The threat existed because the ownership and use of obstetric forceps were restricted to
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physicians in the 1700s, all of whom were male.® In her 1760 book, Treatise on the Art of Mid-
wifery, Elizabeth Nihell argued “that the essential obstetric instrument was #he female hand.”

There were midwives in Europe who were writing and actively engaged in practice and
teaching during this time. The most well-known of the early ones were French and German.
French midwives included Louise Bourgeois (Louyse Bourgeois Boursier) and Madame Mar-
guerite Le Boursier du Coudray. In 1609, Louise Bourgeois was the first midwife to publish
a textbook.!® Between 1610 and 1634, she wrote five books and advocated for midwives
to be taught underlying theory to explain clinical situations and practice. Her books were
translated into Latin, German, and Dutch." Madame Marguerite Le Boursier du Coudray
taught midwifery throughout the provinces of France during the 1700s. She did this with the
blessing of Louis XVI in an effort to reverse the depopulation of France, which she took on
as her “mission.” To facilitate her teaching, Madame du Coudray wrote a textbook published
in 1759 and constructed a machine with moving parts of an anatomical pregnant women
giving birth with the anatomical baby in different positions complete with cord and placenta
to provide “hands on” delivery experience for learning.’* A well-known German midwife,
Justine Siegemundin, published her book in 1690." Jane Sharp, midwife and author of 7he
Midwives Book; or, The Whole Art of Midwifery Discovered first published in 1671, was the first
British woman to publish a book on midwifery. Unlike her French and German counterparts,
her book was not a textbook but instead was addressed to the midwife, the mother, and the
father. The book gave practical advice as well as knowledge that was current at that time. It
was a bestseller and became known as 7he Compleat Midwifes Companion.™* Still different
from either a textbook or a book of advice, Catharina Schrader documented in a notebook,
the record of 3,060 cases she attended as a midwife in Friesland in The Netherlands from
1693 to 1740. She selected 122 of the more complicated cases for her memoirs in which she
describes her handling of difficult labors and births."

All these midwives wrote extensively about managing complicated labor and deliveries
as well as normal birth. Immigrant midwives during the next century from Germany and
France might well have been influenced by the work of their predecessor midwives. However,
the colonial midwives were, by and large, from England struggling to survive in a strange new
land under rudimentary conditions. Information about the developments in medical science
or the writings of the French and German midwives would not have been available for study
by the female colonial midwives of the same time period.

B STUDY ABROAD FOR PHYSICIANS AND THEIR TAKEOVER
OF MIDWIFERY IN THE UNITED STATES

It was a different story, however, for men. There were no medical schools in colonial days.
Following a liberal education at one of the colleges in the colonies, men wanting to study
medicine either went to Europe for formal training at a university and receipt of a doctor of
medicine (MD) degree or apprenticed themselves to a local physician in the colonies. Medi-
cal school graduation was not a requirement in the colonies in order to call oneself a doctor.
After the agreed-upon apprenticeship, a person could simply present himself as a doctor.’®
Historian Irvine Loudon makes it clear that “The man-midwife was not a midwife
who happened to be male, but a medical practitioner who incorporated the delivery of nor-
mal and abnormal cases as part of this practice.””” The development of man-midwifery in
the United States and subsequently the specialty of obstetrics began with the more well-
to-do men going to Great Britain to study medicine. Their studies included anatomy and
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midwifery and the use of forceps. The incorporation of midwifery into medicine enabled the
physician to expand his practice. He could make the argument that medical science gave him
knowledge and something new to offer his patients, which made him the better choice over
the local midwife. Consequently, women would perceive that what he had to offer was safer
and a protection against the dangers of childbearing.

The physicians realized that their new knowledge as a man-midwife could gain them
income and status as well as serve as the portal to the use of all of their medical practice to
meet family medical needs. This self-interest was articulated by Harvard physician Walter
Channing in his 1820 booklet Remarks on the Employment of Females as Practitioners in Mid-
wifery: “Women seldom forget a practitioner who has conducted them tenderly and safely
through parturition—they feel a familiarity with him, a confidence and reliance upon him
which is of the most essential mutual advantage in all their subsequent intercourse as physi-
cian and patient. [...] Itis principally on this account that the practice of midwifery becomes
desirable to physicians. It is this which ensures to them the permanency and security of all
their other business.”'®

Man-midwife. This 1793 etching
is a study of contrasts between

i )i 4 k. the male physician and his
bjm%m‘!‘“"’f;%“ %}d‘,{f:m W’Q‘ng‘“ ' instruments and pharmaceuti-
W&%%&%%ﬁ%ﬁ%%ﬁﬁ%ﬁwﬁb cals, and the female midwife

: and her comfort measures.
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B DEVELOPMENT OF MEDICAL SCHOOLS
AND THE FLEXNER REPORT

The physicians who studied abroad returned home to write books and teach others what
they had learned. They initially envisioned midwifery as a shared practice between them-
selves as physicians and midwives wherein midwives would attend normal births and doctors
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wete to be called in to handle complications” with the aid of instruments such as forceps.
Indeed, influential physicians practicing and disseminating the new knowledge did not see
themselves as competitors and established classes in midwifery for both physicians and mid-
wives.?? Examples include Valentine Seaman, who, in the late 1700s, taught classes in mid-
wifery at the Almshouse in New York City, which was the precursor to Bellevue Hospital.”!
The publication in 1800 of the last three lectures of his course of instruction on midwifery
is considered to be the first textbook on obstetrics published by an American physician.??
Valentine Seaman’s instruction included how to handle abnormal cases of labor and he even
taught females how to do versions but cautioned them “well for you 7 know, but not politic
for you to practise.”*

Another example is William Shippen. Following the study of medicine in Great Britain
where he was trained, in part, by a pupil of William Smellie, he returned home to Philadel-
phia. In 1765, he started a series of lectures on midwifery that was available to both men and
women and was considered to be the first course in midwifery in the United States.?* In order
to provide clinical experience he established a lying-in hospital for poor women.?

The short courses did not last long and gave way to the development of medical
schools—the first of which was founded in 1765. The relationship with Great Britain dur-
ing the time leading up to the Revolutionary War (1775-1783) would have had the effect of
decreased opportunity for study abroad. As medical schools developed in the United States,
the physicians who had studied midwifery abroad saw to it that medical instruction included
midwifery so it was something that all physicians could practice.® By 1800, there were four
medical schools founded in the United States—all of them restricted to males.”” Two of the
medical schools were developed before the Revolutionary War and two after. The war was
disruptive to this development with one school that “temporarily collapsed on the British
occupation.”?

In 1848, Samuel Gregory® established the Boston Female Medical College, which ini-
tially was limited to 3-month courses in midwifery. Successful completion of the course
was recognized with a certificate in midwifery. Three years later, the name of the school was
changed to the New England Female Medical College and expanded its curriculum to a full
medical education and gave the MD degree.*

Proprietary (privately owned) medical schools whose academic base was not affiliated
with a university proliferated during the 1800s. Educator Abraham Flexner in his report to
the Carnegie Foundation in 1910 gives an account of this history in which he minces no
words and speaks bluntly about the lack of standards that existed, the lack or the low level of
required qualifications by the majority, and the fact that many of the so-called schools were
primarily businesses and the degree could essentially be bought. He notes that during the
19th century, the United States and Canada produced 457 medical schools “many, of course,
short-lived, and perhaps fifty stillborn. One hundred and fifty-five survive today [1910].”%!
Changes were already occurring prior to Flexner’s report as evidenced by the reduction in
the number of schools. However, Flexner makes it clear with detailed statistics and analysis
that there were too many weak schools producing too many poorly prepared and unneeded
physicians.

The number of schools was further reduced with at least partial implementation of
Abraham Flexner’s recommendations to reduce the 155 schools to 31 schools to be within
the jurisdiction of a university with standardized admission requirements of at least 2 years
of college, well situated geographically to serve the needs of the public and provide clinical
experience. The number of graduates would be cut in half. The reductions would be accom-
plished through mergers and affiliations of viable schools as just described and the closing
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of proprietary schools. State legislation and licensing boards would facilitate the necessary
changes.” Although reduced in number to 81 by 1922 the number of schools never declined
to what Flexner envisioned as states wanted at least one medical school in their state.?

B WOMEN IN MEDICINE

Women interested in becoming physicians were discriminated against. Even though admis-
sions were still closed to women in all the medical schools, Geneva Medical College in the
state of New York left it up to their students whether to admit Elizabeth Blackwell. The
story goes that they thought the application was not serious and as a joke voted to admit
her. She was admitted but faced hostility from her male classmates. In 1849 she became the
first woman to obtain a degree in medicine in the United States. She subsequently studied
midwifery in France.*

The first medical college for women was the Female Medical College of Pennsylvania,
founded in 1850 by Quaker businessmen, clergy, and physicians. In 1867, it was renamed
the Woman’s Medical College of Pennsylvania. This was not only the first medical college for
women in the United States but the first in the world to provide medical education exclu-
sively for women. In 1970, it became coeducational and the word “Woman’s” was dropped
from the name. Today it is the Drexel University College of Medicine.*

Rejected from her efforts to practice in New York City after her return from France
because of her gender, Dr. Blackwell, with two other female physicians, established the New
York Infirmary for Women and Children in 1857 to provide care for indigent patients. It
also provided clinical training for women who had just obtained their medical degree. Then
in 1868, Dr. Blackwell established the Women’s Medical College in New York City solely
for the education of women to become physicians. It was located adjacent to her infirmary.
The Medical College closed in 1899 because of increased acceptance of women into here-
tofore all-male medical schools and scarce financial resources.’® There were approximately
200 women physicians in the United States in 1860. In 40 years, this increased to more than
7,000 by the end of the 19th century.”

B PROFESSIONALIZATION OF MEDICINE
AND THE SPECIALTY OF OBSTETRICS

Medicine began to organize in the mid-1800s. The American Medical Association was found-
ed in 1847. The first woman physician was admitted to membership in 1876.% The American
Journal of Obstetrics and Diseases of Children existed from 1869 to 1919. It was renamed the
American Journal of Obstetrics and Gynecology in 1920.%° The American Gynecological Society
(AGS) was founded in 1876 and was the first national organization of specialists in obstetrics
and gynecology in the world. According to gynecologist Edward Stewart Taylor, who wrote
the history of the AGS, it was not until 1894 that there were any papers presented on an
obstetric topic. He noted that departments of obstetrics in the United States at that time were
often combined with the study of diseases of women and children. Dr. Taylor also wrote the
history of the American Association of Obstetricians and Gynecologists (AAOG), which was
founded in 1888. It is apparent that gynecologic surgeons were also abdominal surgeons and
were more identified with surgery than with the practice of obstetrics. In 1920, the member-
ship of AAOG voted to change the name of the organization to the American Association of
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Obstetricians, Gynecologists, and Abdominal Surgeons. The name of the organization was
changed back to the American Association of Obstetricians and Gynecologists in 1953 by
which time most members who had been both abdominal and gynecologic surgeons had re-
tired or died and the primary interest was in the combination of obstetrics and gynecology.’
This history illustrates the professionalization of the medical profession with its national
organizations and journals, its growing strength and network of influential contacts, and the
increased credibility given the specialization of obstetrics when linked to the surgical specialty
of gynecologic and abdominal surgery.

The continuing fear of death during childbirth by every woman led wealthy women who
could afford the higher fees to hire a physician in the belief that his knowledge of science and
his instruments provided a degree of safety for her against the dangers of childbearing. This was
precisely what the early man-midwives who had studied in Europe had promoted. By the end
of the 1800s, middle and upper class women rarely came in contact with a midwife but instead
contracted with a physician who by now had taken over childbirth from midwives. These women
also hired a “monthly nurse” who was with the woman from the onset of labor and stayed for
about a month taking care of mother and baby and performing “housewifely duties.”*' No longer
was there the midwife and the community of family and friends for the lying-in period.

Once embraced by the wealthy, the practice of hiring a man-midwife physician instead
of a midwife rapidly extended to all women. The economically poor woman who could not
afford a private physician could go to the newly formed lying-in units or hospitals, which
were established to provide clinical experience for medical students. In these lying-in units
or hospitals, they, too, could have the benefit of the knowledge of the male physician.* As
female physicians established themselves, they recognized that as female practitioners prac-
ticing midwifery, they answered any issues of modesty and immorality still remaining from
the 1700s to the early 1800s. Historian Judith Walzer Leavitt notes that “Numerous women
doctors wrote that their entrance into medical practice was facilitated when they were invited
to attend women in childbirth, who wanted them because of their sex.”*

Bl PAIN RELIEF DURING CHILDBIRTH: ETHER AND CHLOROFORM

Also enticing women to obtain physician care was the promise of pain relief during child-
birth. Until the latter part of the 1800s, pain relief during labor was anathema in the Judeo-
Christian tradition because of the biblical story of God’s punishment of Eve for disobedience
in the Garden of Eden.* However, as anesthesia became known and used in the mid-1800s
with the administration of ether for teeth extraction and then for surgery it was thought that
it could be used for humanitarian reasons in difficult cases of childbirth.* Ether was first
administered to a woman in labor in Scotland on January, 1847 by Dr. John Young Simpson
who published his experience the same year.“ Within a year physician Walter Channing in-
troduced the use of ether during childbirth to Boston.*” Chloroform was first used for obstet-
ric anesthesia in November 1847. The negative outcry against the use of anesthesia for child-
birth on religious moral grounds was muted by the decision of Queen Victoria (Defender of
the Faith and Supreme Governor of the Church of England) to use chloroform for the birth
of Prince Leopold on April 7, 1853. It was administered by physician John Snow.*® Gradually,
public opinion shifted so that pain relief during childbirth was not only acceptable but desir-
able. This shift strengthened the claim of physicians that they were necessary for childbearing
as ether and chloroform could only be administered under physician supervision and only
physicians had access to the scientific knowledge for their use.
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However, there was no universal rush by physicians to use inhalation anesthesia for child-
birth. One particularly passionate and powerful voice was that of physician Charles D. Meigs,*
who believed that the use of drugs was a dangerous intervention in the natural process of labor
and birth and that pain relief masked proper observation of the progress of labor.”® There was
also concern about the safety of the use of either ether or chloroform,’" although reports in
medical journals varied widely on this subject and were largely anecdotal in nature.’” This left
physicians to rely on their own experience with either drug, which was heavily influenced by the
success or disaster of that experience. It was also dependent on the demand by women to have
pain relief from the use of ether or chloroform, which they now knew was possible.

Women had always feared the possibility of death and dreaded the unrelieved pain that
was part of childbirth. From the beginning of time women had pain in childbirth. Women
had no idea what was happening to them anatomically or physiologically and had no knowl-
edge of the mechanisms of labor, the stages and phases of labor, or the means to alleviate their
agony. For women to hear that it was possible to have “painless” childbirth was exciting and
desirable. They wanted relief from pain that was debilitating, feared, and not understood.
Verbiage used by both women and the physicians who attended them throughout labor to
describe childbirth included “suffering,” “travail,” “screams of agony,” “anguish,” “tortures,”
and “pains from Hell.” Women fought their pain and tossed themselves around the bed in
violent movements. One article stated that “a woman sometimes injures herself in the agonies
of the end of giving birth—a period during which the law of many countries holds her irre-
sponsible for her acts, if she injures any of her attendants or her child.”> The advent of the
use of ether or chloroform for childbirth was at a time when women still had some control
over their lying-in, especially in the home. They demanded, not requested, that their physi-
cians provide them with ether or chloroform. The threat, of course, was that if their demand
was ignored, they would seck the services of another physician. By 1900, ether or chloroform
was used in approximately 50% of all physician-attended births.>* In hospitals, the rate of
use was even higher. Obstetrician and Professor J. Whitridge Williams is quoted as saying:
“In Johns Hopkins Hospital, no patient is conscious when she is delivered of a child. She
is oblivious, under the influence of chloroform or ether.”> The principle of pain relief from
the use of analgesic anesthesia for childbirth was established but the drugs being used (ether,
chloroform, and opiates) were controversial. This led to efforts to find alternatives.
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CHAPTER THREE

Stlencing the Early Voices of Midwzives
(Late 1800s—Early 1900s)

The shift in childbirth attendants in these years is one of the striking examples
of the relationship of gender, class, and culture in the early twentieth-century
movement in the United States towards professionalization and the strengthening
of professional authority.

—Charlotte G. Borst, Carching Babies (1995, p. 1)

The second time period when the voices of midwives were silenced occurred during the late
1800s into the early 1900s. This chapter focuses on factors that began the process of silencing
the voices of the immigrant midwives. These factors include the debate over what to do about
the “midwife problem”; studies and reports about midwives; early regulatory legislation; in-
volvement of public health nurses; the use of “twilight sleep” with a corresponding change
in attitude toward hospitals; and the professionalization of nursing and utilization of public
health nurses in maternal—child health care.

B THE “MIDWIFE PROBLEM”

Sociologist Norma Swenson gave the following analysis of what happened to the female mid-
wives during this time period:

Buct the final and I think more significant point was that the status of women at
the turn of the century was at a particularly low ebb. At that point in time women
were regarded as economically exploitable but at the same time socially and polit-
ically incompetent, in the sense that they were perceived as being unfit to exercise
good judgment concerning their own affairs or the affairs of others, and in fact
were legally prevented from doing so. Paternal domination of home and society
was at an all-time high. It was then in this kind of atmosphere that midwives were
outlawed and women were, therefore, in effect blamed for the appalling condi-
tions under which mothers and babies died at that time, when in fact women
were powetless to control social conditions, and coped as midwives as well as
they could with circumstances which were largely the product of a man-made
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industrial and social revolution. Instead of giving these midwives training and
setting standards for maternity care, women were banished altogether from this,
their most ancient function, and replaced largely by men.!

The “midwife problem” was a contrived hostile debate that was fueled by wretched
maternal and infant mortality and morbidity rates, a serious concern about what to do about
them, the drive of physicians for control of childbearing women and female practitioners of
midwifery, the developing specialty of obstetrics, the need of physicians to elevate the status
of obstetrics, and the need for sufficient clinical “material” for medical student experience.
The “midwife problem” became a crisis by the early 1900s and a topic of heated debate into
the 1920s.

Physicians, almost all male, were the professional descendants of the “man-midwife.”
By the late 1800s, they had replaced the midwife in the birthing chamber, relegated the
practice of midwifery to strictly “normal” if at all, developed medical schools that largely
excluded women, held out pain relief for women during labor, and propagated the myth that
childbearing was a dangerous process best handled by physicians. Thus, the prior autonomy
of the midwife was severely restricted.

In debating the “midwife problem,” much was written in the early 1900s about the
abysmal mortality and morbidity statistics at that time. Although midwives were faulted
for the high maternal mortality primarily caused by puerperal infection and for neonatal
blindness caused by not treating newborn eyes prophylactically for ophthalmia neonatorum,
studies showed that their statistics were often better than those of the physicians. Obstetri-
cian Ralph Waldo Lobenstine wrote in 1911 that “About one-third of the totally blind in this
country have lost their sight as the result of that dreadful scourge gonorrheal ophthalmia.
The responsibility is usually considered to be about equally divided between midwife and
physician.” Dr. Lobenstine proceeds to enumerate the findings that indicated that midwives
were managing abnormalities, were responsible for about one third of the number of criminal
abortions each year, and that they exposed the mother to infection from “ignorance, filth,
criminality.” Then he writes that “Despite these gloomy facts, however, we must admit, in
justice to common-sense reason, that the majority of the women under the care of midwives
pass through their hands without serious damage.” He further notes that “the midwives have
been apparently responsible for about 15 per cent of our septic morbidity”...and presents
statistics that show that 26% to 31% of maternal deaths from puerperal sepsis were attended
by midwives; 59% to 71% were attended by physicians; and the remaining women had no
attendant.” Dr. J. M. Baldy, a physician in Philadelphia, speaking to the regulation of mid-
wives in 1915, observed “... our statistics in Philadelphia show that patients are as well off; if
not better, in the hands of our midwives than they are in the hands of doctors.™

In 1906, E Elisabeth Crowell, RN, conducted a survey under the auspices of the Public
Health Committee of the Association of Neighborhood Workers on 500 of the estimated
900 to 1,000 midwives in the borough of Manhattan. The survey was conducted in the
homes of the midwives during which she collected demographics, viewed midwifery diplo-
mas, examined the contents of midwifery bags, identified components of practice, and noted
the midwife’s personal cleanliness and the cleanliness of her home. She produced a damning
and influential report that in effect blamed the midwives for the high maternal mortality rate,
particularly from sepsis, and claimed, from examination of their bags, that 35% were at least
suspicious of performing criminal abortions. Although within her report she acknowledges
that four fifths of the midwives had excellent or fair personal habits of cleanliness, she also
makes the sweeping generalization that all of the more than 40,000 mothers who annually
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retained midwives in Manhattan were “exposed to the dangers of incompetent, ignorant,
unclean midwives.” She recommended and advocated for a law that would define “the prov-
ince and duties of the midwife and. .. would operate as a safeguard against the usurpation of
the function of the physician by the competent midwife as well as a bar to the practice of the
ignorant, untrained, inefficient midwife.”*

Josephine Baker, MD, wrote about another survey of midwives in New York City.
This survey was done through the Division of Child Hygiene (DCH) of the Department
of Health. The Division of Child Hygiene, established in 1909, had the responsibility of
supervising all the midwives in the city, and required that the midwives obtain yearly permits
in order to practice. Renewal of permits was dependent on inspections of the midwife’s bag
and her personal and home hygiene. Contrary to Elisabeth Crowell’s presentation of findings
from her survey, the DCH survey reported quite different results. Of the 1,344 permits held
by midwives in 1910, 93.3% could read and write in their own language or in English; 1,085
had a diploma from a school of midwifery; only 21 were judged to have an unsatisfactory
condition of their bags; 40 had an unclean home; and 18 were personally not clean.” It is dif-
ficult from these statistics to declare that the midwives of New York as a whole were unclean
and ignorant.

The maternal and infant mortality and morbidity and attendant statistics available in
the early 1900s were dependent on the collection of data by local municipalities (e.g., New
York City, Newark, Philadelphia, Boston, Chicago). According to available statistics, approx-
imately 50% of births in the United States were attended by midwives in 1911.¢ They were
largely employed by the “one-third of the total population of the United States, according
to the last census, made up of aliens and negroes.”” Although a national system of vital sta-
tistics was begun in the early 1900s, it was not until the 1930s that all states participated in
a uniform program of data collection® and it was not until 1937 that statistical information
published by the Bureau of the Census included data as to the attendant at birch.’?

Without the benefit of uniform national statistics in the early 1900s, the debate raged
over whether to eliminate the midwife and the practice of midwifery altogether or to attempt
to upgrade her practice with education, regulation, and supervision. A third option was to
upgrade the practice of the midwife but only temporarily until there were sufficient well-
trained physicians to replace them and then eliminate them. The approach of historian Fran-
ces Kobrin was to divide the arguments into the public health approach (i.e., those who
believed that the midwife was a current necessity in order for all women to receive care) and
the professional approach (i.e., a professionalization process that focused on what was per-
ceived as the long-term approach of doing what is needed to be done to promote the profes-
sion of obstetrics).!?

Prominent physicians in Baltimore (J. Whitridge Williams'"), Boston (Arthur Brewster
Emmons, 2nd,"? James Lincoln Huntington), Pittsburgh (Charles Edward Ziegler'?), and
Chicago (Joseph B. De Lee'®), spoke vociferously against midwives and advocated for their
abolishment. The locus of their denigration of midwives was through presentations at the
meetings of the American Association for Study and Prevention of Infant Mortality, which
was founded in 1909. Members also concentrated on the efforts to “elevate” the status of
obstetrics by insisting that childbirth was a complicated medical specialty fraught with dan-
ger that required the knowledge, the skills, and the specialized services of a physician. This
endeavor was to include education of the public to demand the services of the obstetrician."
Education of the public was a long-term commitment as evidenced by a physician from Phila-
delphia making the following statement during a discussion about the abolition of midwives:
“The only solution of the midwife problem to my mind is a continued educational campaign
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among the ignorant classes teaching them the importance of having an obstetrician during
confinement and encouraging them to enter a maternity hospital when possible.”'® Educa-
tion of the public had another facet, which was support for legislation that would regulate
the midwife. For example, Drs. Emmons and Huntington presenting at the second annual
meeting of the American Association for Study and Prevention of Infant Mortality in 1911
raised the question of how regulation of the licensed midwife was to be done and answered
their own question: “The obvious answer is by legislation. But we know by experience that in
America legislation without public sentiment behind the law is absolutely futile.”"”

One factor driving these comments was the concern about the low status of the obste-
trician when compared to the work of surgeons. Obstetrician John E. Moran noted in his
President’s address at a meeting of the Washington, DC, Obstetrical and Gynecological Soci-
ety that “Surgery is made the intensive course of the curriculum [medical school] to the
disadvantage of general medicine and obstetrics. .. more than 50 percent of the present-day
graduates are aspiring to do surgery....” The low status of the obstetrician was reflected not
only in lower fees but in their relegation to the most undesirable environs within teaching
hospitals. Dr. Moran goes on to say that “Obstetrics is the most arduous, least appreciated,
least supported, and least compensated of all the branches of medicine. Its dignity and impor-
tance will never be recognized as long as the incompetent female and male midwives with
their bargain counter inducements are placed on an equality with the trained practitioner.”'®

The voices of physicians and obstetricians touting the complicated nature of childbirth
permeated the literature, reinforced the fears of women, and furthered the acceptance of
the male physician. Basically, the physicians believed that they had no status as long as what
they did could be done by “uneducated, ignorant midwives,” who charged half the price and
provided services beyond being the birth attendant such as postpartum care of the mother
and baby. As an example, Joseph B. De Lee, a prominent physician in Chicago, asked in a
speech to his colleagues in 1914: “Do you wonder that a young man will not adopt this field
as his special work? If a delivery requires so little brains and skill that a midwife can conduct
it, there is not the place for him.””” In 1915, he held forth that motherhood should be “zeal-
ously guarded and cared for by trained physicians and not by ignorant midwives”...and that
“parturition, viewed with modern eyes, is no longer a normal function, but. .. has imposing
pathologic dignity...."%

J. Whitridge Williams came to believe in gradual abolition of midwives while upgrad-
ing medical school education to include preparation to practice obstetrics on graduation.
In response to a request to prepare a paper on the midwife problem he felt it necessary to
know about the adequacy of medical school education in obstetrics. To this end, he sent a
50-item questionnaire to the professors in obstetrics in the 120 medical schools at that time
who had a full 4-year course in 1911. Forty-three professors responded. The results were
“very discouraging,” “extremely depressing,” “appalling,” and evidenced “a deplorable dearth
of clinical material” and “inadequate preparation of the professors,” some of whom were
“not competent to cope with all obstetrical emergencies” including “several professors [who]
frankly admit that they are not prepared to perform Cesarean section.” A “large proportion
[of the professors] admit that the average practitioner, through his lack of preparation for
the practice of obstetrics, may do his patients as much harm as the much-maligned mid-
wife.”?! Calculations based on the responses to the questionnaire showed that “each student
on an average has an opportunity to see only one woman delivered, which is manifestly inad-
equate.” “Such calculations do not accurately represent the actual facts, as they are based on
the supposition that only two students see and examine each woman in labor...in some of
the smaller hospitals [to see more than one case] is possible only by having four to six students
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examine each patient, thereby subjecting her to unjustifiable risk of infection.”” Based on
the evident extent of the problem, Dr. Williams asked, “Why bother about the relatively
innocuous midwife, when the ignorant doctor causes quite as many absolutely unnecessary
deaths?” and answered himself as follows: “From the nature of things, it is impossible to do
away with the physician, but he may be educated in time; while the midwife can eventually
be abolished, if necessary.” He concluded that “we should direct our efforts to reforming the
existing practitioner, and to changing our methods of training students so as to make the
physician of the future reasonably competent” and suggested a number of medical school
reforms.” Four years later he stated, “We have just begun to understand what an obstetrician
is, and he is much more than a man-midwife.”**

It is striking to note that the obstetricians were denigrating the midwives for ignorance
and poor practices and at the same time were acknowledging that their own house was not in
order. They saw that for their field of specialty to survive they had to not only abolish mid-
wives but also delineate the preparation, practice, and role of the obstetrician from that of the
general practitioner. They frequently faulted the general practitioners, who obviously were
not prepared as detailed in Dr. Williams’s study, in the same breath as faulting the midwives
and touting the necessity of the obstetrician. They also recognized the need to vastly improve
the education of medical students in obstetrics.

In view of Dr. Williams’s findings, physicians were genuinely concerned about having
sufficient numbers of women to provide clinical experience for medical students. Midwifery
clients became desirable not only for this purpose but also from the viewpoint of econom-
ics. This point is expounded on in a presentation made by Dr. Emmons during the second
annual meeting of the American Association for Study and Prevention of Infant Mortality in
1911.” Dr. Emmons contrasts the finances and outcomes of the Boston Lying-In Hospital
and outpatient department (dispensary), which for 2,007 patients had a balance in excess
of actual cost, with the money being paid by approximately 50,000 patients to midwives in
New York City. He considered this money and patients lost, which instead could be used to
replicate the system in Boston and in the process would provide sufficient clinical experience
for the education of medical students.

A year later, Dr. Charles Edward Ziegler presented to the same organization his calcula-
tion of the estimated number of “cases” that each medical student would have in seven major
cities where midwives were in active practice (Boston, Philadelphia, Baltimore, Pittsburgh,
Cleveland, Chicago, and New York City) if the midwives did not exist and if 25% of their
cases hired private physicians. He noted that, particularly in New York City, not all cases
could be absorbed by private practice and medical education. His solution was to open dis-
pensaries and hire physicians and nurses to be financed by what the cases would have paid
their midwives.”® “It is, at present, impossible to secure cases sufficient for the proper train-
ing of physicians in obstetrics since 75 per cent [sic] of the material otherwise available for
clinical purposes is utilized in providing a livelihood for midwives. .. the $5,000,000 which
is estimated is collected annually by midwives in this country and which should be paid to
physicians and nurses for doing the work properly ... midwife cases, in large part at least, are
necessary for the proper training of medical students. ... If for no other reason; this one alone
is sufficient to justify the elimination of a large number of midwives, since the standard of
obstetric teaching and practice can never be raised without giving better training to physi-
cians.”” The means of accessing midwifery clients was twofold: (a) abolish midwives and
(b) develop what was known as “obstetric charities—free hospitals and out-patient services
for the poor, and proper semi-charity hospital accommodations for those in moderate cir-
cumstances.”*
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B LEGISLATION/RULES/REGULATIONS
AND THE PRACTICE OF MIDWIFERY

Prominent physicians in New York City (J. Clifton Edgar, S. Josephine Baker, Ralph Waldo
Lobenstine, and Abraham Jacobi), New Jersey, and Philadelphia (J. M. Baldy, William R.
Nicholson®) were more apt to grapple with the reality of the cultural preferences of immi-
grant women for a female attendant and their largely impoverished circumstances that did
not allow for expensive physician care. They advocated for the education, regulation, and su-
pervision of midwives.*® As stated by Dr. Edgar, “The gist of the matter is, that since, for the
moment the midwife cannot be eliminated, she must be educated, licensed and supervised.”"
He was supportive of the Bellevue School for Midwives in New York City.? The idea was to
use legislation, rules, and regulations first to control the practice and eventually to eliminate
the midwife. While grappling with the situation in New York City, Dr. Josephine Baker sent
a survey to the State Board of Health in every state (46) in 1911 to “determine the existing
conditions in regard to the control of the practice of midwifery in this country.”*® Thirty-five
states responded. In 1912, Dr. Baker reported that of the 35 states, 13 had “laws regulating
the practice of midwives, yet only six knew the number of midwives in the state, and only one
could state the number of births reported by them.”* In short, the state health departments
really did not know very much about the midwives in their state or what they were doing. It
was noted that “in 33 of 48 states and territories, there is no law restraining the practice of
midwifery; in two, Georgia and Alabama, midwives are actually allowed by law to practice
unrestricted. ...”* Two states, Massachusetts and Nevada, “had requirements same as for
degree of MD” and Nebraska simply did not recognize midwives.*

New York City provides a case study of the effect of rules and regulations governing
midwives and the practice of midwifery in the early 1900s in a jurisdiction that believed in
addressing the issues of immigrants and their midwives through regulation and education
of the midwives, which would gradually lead to abolition. A New York State midwifery law
enacted on June 6, 1907, empowered the city of New York to adopt rules and regulations
and adopt ordinances governing the practice of midwifery. These included annual registra-
tion, literacy, cleanliness, restrictions of practice, and specifications regarding equipment.
But without provision for training, these regulations proved impossible to enforce. It was
estimated that for every midwife registered there was another one practicing who was not
registered.” The underlying concern by public health-minded nurses and obstetricians was
for the mostly desperately poor immigrant populations living in overcrowded, noisy, firetrap
tenement conditions without running water or electricity and outhouses for toilets.” Criti-
cally important was that all midwives had to register every birth. Then in 1912, New York
City passed a law that all midwives had to be licensed by the Board of Health but only those
who had graduated from a recognized school for midwifery would be recognized. The only
school recognized was the Bellevue School—so this quickly dropped the number of midwives
as those trained in Europe or who held “useless” certificates from physician courses in the
United States or the truly untrained were weeded out. In 1922, Dr. Lobenstine observed that
“the surest way to eliminate the midwife, if such elimination is desirable, is by continually
raising the standards demanded of her.”

Massachusetts provides a case study of the effect of laws on midwives and midwifery
practice in the early 1900s in a jurisdiction that wanted to abolish midwifery. In 1907, the
Massachusetts Supreme Court ruled that the practice of midwifery was in violation of the
state’s Medical Practice Act of 1894, which required that physicians be licensed and estab-
lished penalties for those practicing obstetrics without a license. The Massachusetts Supreme
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Court suggested that a statutory line could be drawn between the work of the midwife and
that of the physician but the line was not drawn and the ruling in effect stated that midwifery
was the same as obstetrics.”’ This suited Drs. Huntington and Emmons of Boston just fine.
They touted efforts in Boston to get rid of midwives with a program that combined regula-
tory restriction, provision of care through a combination of hospital and dispensary, and the
use of visiting nurses.*’ However, as pointed out by physician J. M. Baldy of Philadelphia in
1915, “... in Massachusetts the law pronounced an ultimatum that the midwife shall not
exist and yet she does exist. ...”#

Research by political scientist and Professor in Public Health, Eugene Declercq, rein-
forces Dr. Baldy’s observation. He recounts the trials (10 trials in a period of 4 years) of
Hanna Porn, a Finnish immigrant midwife who practiced in Gardner, Massachusetts.* It was
her trials that led to the 1907 ruling by the Massachusetts Supreme Court. Professor Declercq
notes that the legal case brought against Hanna Porn was not one of malpractice; in fact, she
was considered an educated and very skilled midwife. The complaint was that she refused to
comply with the law.*

The 1907 ruling put Massachusetts midwives in a double bind. An 1897 Birth Regis-
tration Act required all midwives and physicians to report all the births they attended to the
local city clerk. If a midwife failed to report a birth, she was in violation of the 1897 Birth
Registration Act. But if she reported a birth, she was admitting that she was violating the
1894 Medical Practice Act as clarified by the 1907 ruling.®

Dr. Declercq further reports on research done on the midwives of Lawrence, Mas-
sachusetts. In 1900, they attended 19.6% of all recorded births in the city. This was 38% in
1907, the year that the Massachusetts Supreme Court ruled that Hanna Porn was practicing
obstetrics, therefore she was practicing medicine without a license. The percentage continued
to increase until 1913 when the midwives attended 40.9% of all births in Lawrence. In 1913,
the city was canvassed for a census of births in the city. Often, parents, unaware of the cam-
paign against midwives, answered the question of the canvasser as to who was in attendance
at birth. The cards from the census were then matched with the birth certificates and officials
were able to identify that midwives were still in practice. Then in 1914, the midwives in
Lawrence were prosecuted for practicing medicine.

The midwives had several surreptitious means of clandestine practice. One was to not
sign the birth certificates. This had the effect of rendering the midwife invisible and, in the
long term, silencing their voices. In the short term, however, it enabled the midwives to con-
tinue practicing. Sometimes the midwives sent the birth certificate in without a signature;
sometimes they had a cooperative physician sign it after the fact; sometimes they had the
father sign it. The cooperative physicians were perceived as “ignorant and unscrupulous” by
the Massachusetts Medical Society. In order to stop this practice, a change was made in 1912
to the Birth Registration Law. This change added a line to the form in which the physician
attested that he or she had personally attended the birth. In 1917, the practice of falsifying
birth certificates was curtailed when an amendment was made to the Medical Practice Act
that a physician would lose his license for one year if he “... acted as principal or assistant in
carrying on the practice of medicine by an unregistered person,” that is, a midwife.

William C. Woodward, physician health officer for Washington, DC, noted in 1915
that since the U.S. Congress had passed a law in 1896 requiring an examination of the mid-
wives that the number of deliveries by midwives had fallen from 50% to 9.8% with a large
increase in the number of deliveries in institutions. He was puzzled, however, that there was
a larger percentage of stillbirths in the hospitals than in the homes and raised the question of
“how much good we have accomplished by that transference of cases.”*
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Missouri represents an example of continuing legislative efforts by physicians over time
to control midwifery. Midwives were first mentioned in an 1895 law requiring that any sign of
infection in a newborn’s eyes be reported to a physician. The first law in Missouri that required
licensure and regulation of midwifery practice under the State Board of Health was passed in
1901. The State Board of Health, which was created in 1893 to regulate the practice of medicine
in Missouri, was already setting minimum standards for the schools of midwifery in the state
(see Chapter 1). Although the 1901 law specifically addressed only the practice of midwifery,
there was an exemption, which did not require women practicing midwifery to be licensed if
they “do not practice midwifery as a profession and do not make any charge for their services.”*’
This exemption provided a loophole for most of the granny midwives to continue practicing.
In 1959, however, all practice of midwifery became illegal because of a law that redefined mid-
wifery as the practice of medicine.®® Certified Nurse-Midwives (CNMs) have practiced since
1978 under a nurse practice act. The early practice of nurse-midwives, however, was limited to
women who could not afford private care. When women with health insurance began to desire
nurse-midwifery care, delivery privileges were abruptly taken away from the nurse-midwives,
the number of CNMs in the setting decreased, and the number of clients were limited by strict
financial criteria.”’ This had a detrimental effect on the Graduate Program in Nurse-Midwifery
at Saint Louis University School of Nursing, started in 1973, as CNMs were now limited to
prenatal and postpartum care with physicians doing the deliveries of the CNM clients.”® After
not admitting students in 1982 and 1983,! the program closed in 1984.5 In 1983, the Mis-
souri Supreme Court ruled “that when a professional nurse is defensibly educated and skilled in
a particular specialty area and is practicing within the statutory provisions of the ‘professional
nursing,’ she/he is not engaged in the unlawful practice of medicine” (Sermchief v Gonzales).>®

Current law, promulgated in 1993, (a) requires a collaborative relationship with a phy-
sician with mandatory review of cases, (b) enables prescriptive authority as specified in the
collaborative agreements with the collaborating physician, (c) provides for third-party reim-
bursement, but (d) disallows membership on a hospital medical staff.** In 2007, Missouri
passed a law addressing numerous health issues as well as legalizing midwifery for CNMs,
Certified Midwives, and Certified Professional Midwives in accordance with the 1993 speci-
fications for practice. The practice of lay midwives remains illegal. After the bill was passed
and signed into law by the governor, the Missouri State Medical Association, the Missouri
Association of Osteopathic Physicians and Surgeons, Missouri Academy of Family Physi-
cians, and the St. Louis Metropolitan Medical Society filed suit to invalidate the section of
the law that would allow legal midwifery practice in the state. The case ended up in the Mis-
souri Supreme Court, which ruled in 2008 to uphold the law and “that the physician groups
that brought the suit to overturn the law lacked standing because their only interest in the

case was economic.”

B NURSING AND MIDWIFERY

Public health-minded physicians were aided and abetted by public health-minded nurses.
For example, Carolyn Conant Van Blarcom, a public health nurse, who as Secretary of the
New York State Committee for the Prevention of Blindness was sent to study midwifery in
Europe and subsequently wrote in support of the education and supervision of the midwife
as the solution to the “midwife problem.” “Unquestionably the midwife problem in America
has been too long ignored. It should be faced and one of two courses followed: midwives
should be eliminated or they should be trained, licensed and placed under state control.”*
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Carolyn Conant Van Blarcom was one of the first voices to advocate that nurses, particularly
public health nurses, be trained in midwifery. The Committee on Resolutions for the Section on
Nursing and Social Work of the American Association for Study and Prevention of Infant Mortal-
ity submitted five resolutions during the second annual meeting of the Association in 1911. All
were adopted except Resolution IV concerning Midwifery: “Resolved, That the nursing profession
be asked to extend its field of usefulness by including training for the practice of midwifery for
normal cases. Further that a minimum standard of training be required for all who are permitted
to practice midwifery and that all midwives be under State or municipal control.” Members of the
Committee on Resolutions included Lillian Wald and Carolyn Conant Van Blarcom.”’

Carolyn Conant Van Blarcom, nurse in training, administering silver nitrate in a newborn
infant’s eyes prescient of her later work in the prevention of blindness from opthalmia neona-
torum. Carolyn Conant Van Blarcom was the first American nurse to become registered as a
midwife in the United States.

Photo used with permission of the Alan Mason Chesney Medical Archives of the Johns Hopkins Medical
Institutions.

Debate followed presentation of the resolution. Lillian Wald made it clear that she was
not speaking for the nursing profession and noted that “they may be loath to undertake this
additional burden.” However, her experience as founder and Director of the Henry Street
Settlement and Henry Street Visiting Nurses was that nurses had been welcomed into the
homes and neighborhoods of women who were currently using a midwife and should nurses
be willing to become midwives, they would offer women “careful, clean, trained” people.*®
Carolyn Hedger, a physician from Chicago, opposed the resolution with the argument,
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“that the practice of midwifery necessarily involved diagnosis and that for a nurse to diag-
nose is unethical and unwarrantable.” Rachel Yarrow, Hull House resident and physician in
Chicago, strongly supported the resolution. In response to a presentation by obstetrician J.
Whitridge Williams during a meeting of the Section on Midwifery at the same annual meeting,
she recommended “the education of the trained nurse to take care of normal cases, or to work
as an assistant with the obstetrician” as “a measure of expediency and as an improvement over
the midwife.”® Carolyn Conant Van Blarcom strongly supported the resolution but “agreed
with Dr. Hedger that it was ‘unethical and unwarrantable’ for nurses to make diagnoses. She
maintained that the recognition and reporting of symptoms was not making diagnoses. ...”"'

Miss Van Blarcom also gave a presentation during this annual meeting of the Associa-
tion, which, in part, spoke of her observations of midwifery in Europe, the success of the
1902 Midwives Act in England, and included the following excerpts pertinent to midwifery
and nursing:

[...] we must have the work that is done by midwives—call it what you will,
midwifery or obstetrical nursing—done by trained women. [...] The midwife
should not vie with the doctor, but should be rather a competent visiting nurse
who will actempt only normal deliveries [....] [...] Strangely enough, although
there is no question as to the greater value of trained work over untrained work
in any profession, there are objections offered to raising the status of midwifery
in this country. [...] the recommendation is that they should be abolished from
America rather than trained and perpetuated. It has not been pointed out at the
same time, however, that bad as midwives are in America, there is actually more
blindness among babies and more death among mothers traceable to physicians
than to midwives; nor is it advocated at the same time that, because of this, the
medical profession in America be abolished. On the contrary, greater and greater
effort is made to increase the efficiency of American physicians by giving better
instruction in the medical schools. Why does not this same reasoning apply to
midwives? [...] And so, it is while we think of the invalid mother, the delicate
maimed or blinded baby that we make a plea to nurses in America to develop
midwifery as a phase of their Visiting Nursing work.*

In 1914, Carolyn Conant Van Blarcom, RN wrote that “The midwife [...] should be
a competent visiting nurse with midwife training, who would be permitted to conduct only
normal deliveries. [...]”% The person who is credited with first using the terminology of “the
nurse-midwife,” however, is Fred J. Taussig, a physician in St. Louis, Missouri who used the
terminology as the title of an article he wrote that was published in 1914.%

B THE BELLEVUE SCHOOL FOR MIDWIVES

While the debate roiled on, reality and practicality prevailed in New York City and it opened
the “first School for Midwives in the United States under municipal control.”® This was
the Bellevue School for Midwives, which opened in July 1911. The administrative structure
of Bellevue and Allied Hospitals included the administration of the schools. The Mayor of
New York City appointed the members of the Board of Trustees of the Bellevue and Allied
Hospitals who had responsibility for both service and educational programs in the hospitals
located in the five boroughs of the city. Therefore, the Bellevue School for Midwives was
under “municipal control” and major funding came from the municipal government. There
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was a general director of the schools of nursing at Bellevue and Allied Hospitals in charge of
all schools of nursing in the five-borough plan. The founder of the Bellevue Hospital School
of Nursing in 1873 was philanthropist and social reformer Louisa Lee Schuyler. The General
Superintendent of Training Schools and General Director of the Schools of Nursing at Bel-
levue and Allied Hospitals was Clara D. Noyes, RN.® Miss Noyes supported the preparation
of a well-trained midwife to work in her community and held the view that “education and
legislation will surely mean the gradual elimination of the old familiar type of midwife.”®” She
appointed the Supervising Nurse in charge of the Bellevue School for Midwives.®

Bellevue Hospital and its schools of medicine and nursing had a long and storied his-
tory even before the school of midwifery. Bellevue Hospital was founded in 1736 as a six-bed
infirmary in a New York City almshouse. This is the underpinning for its claim as being
the first hospital in the United States. Websites contain a long list of “firsts” at Bellevue
Hospital.”” The list begins with noting that in 1799 the first maternity ward in the United
States was established at Bellevue. This was where Valentine Seaman taught his classes on
midwifery.”” While the list includes innumerable references to firsts both in medicine and in
nursing and the founding of both the School of Medicine and the School of Nursing (the
first school of nursing in the United States patterned after the School of Nursing established
by Florence Nightingale at St. Thomas Hospital in London, England),”" there is no further
mention of maternity and nothing regarding the school for midwives.

It was the intention of the New York City Board of Health that the Bellevue School
for Midwives upgrade the skills and knowledge of the midwives already in practice with an
emphasis on community. The students were from the various communities within the city
and were expected to return to their communities on completion of the program. Candidates
to the school during the first 5 years it was in existence were required to sign an agreement
that they would practice in New York City. At the beginning of the school the students were
mostly recent immigrants (first-generation Americans), married with families, and spoke at
least two languages and understood the cultures of at least two countries.”

Carolyn Conant Van Blarcom, RN, planned the course curriculum.”? The course
lasted 6 months for the first 8 years, and then was 8 months for a year before going to 9 to
10 months for 12 years and a full year for the last 4 and a half years of the school.”* The cur-
riculum emphasized a thorough knowledge of the midwife’s limitations.” Reasons for the
expanded length of time include expanded physiological and anatomical knowledge, change
in the student population from immigrant to native born, and the application of federal work
standard laws.”

There were three types of agencies for clinical experience: (a) in-hospital for “high-risk”
pregnant women and those mothers and infants requiring “expert” intervention; (b) a dis-
trict clinic that included an out-of-hospital delivery unit for mothers whose pregnancy was
progressing normally, but whose dwelling was considered unsuitable for home delivery”” or
“parturients with minor complications, such as persistent breech in a multigravida without
evidence of cephalo-pelvic disproportion™; and (c) an at-home delivery service for those
so desiring and the home was considered to be “safe” and the mother and baby “normal.””
There was a major change in the use of the hospital during the early 1900s. From pestilent
houses for only the poor and most desperately ill and dying it went to a desirable place to be
due to advances in medical science including anesthesia, hand washing, surgical instruments
and techniques, further understanding of how the body functions; and advances in nursing
and public health including sanitation, nutrition, and cleanliness. Lying-in hospitals were
promoted for provision of eflicient clinical experience for medical students and to access what
physicians had to offer to stave off the dangers of childbearing. Sending medical students to
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home births was too time consuming with all the labor sitting for a single birth experience; it
was considered far more efficient to take all the “cases” of the midwives away from the mid-
wives and bring them into the hospital where they would have the best medicine had to offer.

B “TWILIGHT SLEEP”

The enticement to middle and upper class childbearing woman that took them into the hos-
pital was the promise of painless childbirth from the use of twilight sleep. In 1902, Dr. Von
Steinbuchel in Freiburg, Germany developed a method of so-called painless childbirth. The
Freiburg method of painless childbirth kept the woman in a sleep-wake condition, which
was termed Dammerzustand or Dammersdchlafand translated into English as “twilight sleep.”
The word “painless” was a misnomer as indeed a woman screamed, thrashed about, and gave
all visible and audible evidence of feeling acute pain during contractions. Between contrac-
tions she would fall into a deep sleep. The woman’s perception of childbirth was that she
went to sleep and when she woke up she was handed her baby. She had no memory of labor
or of giving birth and no memory of pain. Thus, as far as she was concerned, she had had a
painless childbirth.

The concoction of drugs used to induce twilight sleep were designed for the birthing
woman to not remember any pain and consisted of a combination of scopolamine (amnesiac)
and morphine (opiate). The hypodermic syringe had recently been developed, which enabled
the drugs to be given by injection.*® Unlike ether or chloroform, these drugs were able to
produce the desired effect without affecting muscle function. A woman would be given an
injection of scopolamine and morphine when the woman first started to feel sharp pain or
sometimes in early labor. She would continue to receive injections of scopolamine at intervals
as determined by her state of forgetfulness.®!

In 1914, physician Henry Smith Williams in his book on twilight sleep®” reports on the
results of 3,000 cases at the Freiburg Frauenklinik (Women’s Clinic) analyzed by the German
physicians in this institution. It turns out that the Freiburg method of painless childbirth was
not always “successful” with the woman having no memory of pain. The lying-in department
of the hospital had a yearly average of three births a day and was divided into four classes
ranging from “first-class” patients giving birth in private rooms to “open wards,” which was
most likely for “fourth-class” patients. The accommodations for “second-class” and “third-
class” patients was not mentioned but the authors of this book surmise that most likely these
were two-four-six-bed wards. First-class patients were successful 82% of the time; fourth-
class patients were successful 56% of the time; and the average for all classes of patients was
66%. Furthermore, one fourth of the babies were born at least partially asphyxiated and
needed resuscitation.

Dr. Williams quotes the physician Director of the Frauenklinik, Dr. Bernhardt Kronig,
explaining the difference in success: “This is easier to understand when we remember that the
surroundings of the patient have an importance which we should not underestimate for the
success of the method. Sense impressions, loud noises, bright light, etc., considerably disturb
the half-consciousness. When six or seven parturient patients lie side by side in one ward,
it is obviously impossible to obtain an even fairly effective semi-consciousness.” Dr. Kronig
further asserts: “In large hospitals, with many thousands of births a year, as in the cases of the
large hospitals of Berlin and Dresden, our procedure has proved a total failure.”®

Taking care of women who were having twilight sleep was labor intensive and required
elaborate staffing and facilities for the protection of the patient. As a woman was semiconscious
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and therefore not in control of her actions, she had to be protected from hurting herself when
thrashing around during painful contractions. A special “crib bed” was designed for use,
which had padded side screens that also screened out light and noise. If there was concern
that she might try to get out of bed, a canvas cover would be fastened over the top of the
side screens. In some institutions, the woman was placed in restraints or in restraining gowns
with a continuous sleeve that joined the two sleeves. The restraints were padded, often with
lambs’ wool; otherwise her skin would be rubbed raw from fighting the restraints during
contractions and there would have been obvious bruises that would have led to questions
from husbands who were otherwise oblivious to what was happening to their wives. When it
was time for delivery, bright lights were needed so the woman had a protective hood/helmet
placed on her head that also kept out the bright lights and oil soaked cotton balls placed in
her ears to reduce sounds.* Husbands were consigned to a distant waiting room so that they
never saw what was happening to their wives. It has been postulated that if they had seen the
violence of what their wives were undergoing, they would have brought an end to twilight
sleep much earlier than actually happened.

Many physicians in the United States were not quick to adopt twilight sleep. They were
concerned about the dangers to both the mother and the baby. Other physicians were pas-
sionate advocates. Articles in the medical journals were contradictory and anecdotal. Some
physicians traveled to Freiburg to learn the method. The use of twilight sleep became a con-
troversy that played out in the public arena because of the demand of women to have it.

Although twilight sleep was first used in Freiberg, Germany, in 1910, it did not come
to the United States until 1914. This was not fast enough for women who had heard about
painless childbirth and there were those who went to Freiburg to give birth. These women
were most likely in the first-class private room accommodations and had successful experi-
ences. They were enthusiastic promoters of the method. In June 1914, McClures Magazine
published the first of three articles extolling the virtues of twilight sleep. The authors of the
first article reported that 3,600 records of 5,000 cases at the Freiburg Frauenklinik had been
analyzed and two conclusions reached: “First: That Twilight Sleep, as it is conducted in the
Freiburg, is not in any way injurious to the mother; but, on the contrary, is both a blessing
humanely, and of scientific value in obstetrics. Second: That it is in no way injurious to the
child; but, on the contrary, in many cases saves it from the risk of the forceps and other dan-
gers.”® They then hold forth on the dangers in the use of forceps, particularly in the hands
of unskilled practitioners, and that their frequency of use in women having twilight sleep is
greatly reduced thereby also reducing the incidence of puerperal fever. The article starts with
an anecdote and ends with a lengthy anecdote as told by the sister of a woman she accom-
panied to Freiburg to have twilight sleep.®® The anecdote describes the town, the room, the
physicians, the head nurse, and her sister’s well-being afterward. Other than mentioning that
the baby is a boy, nothing more is said about the baby or the interaction between mother and
baby. Nor is there any description of the woman while having twilight sleep as the sister was
taken to another room when the woman received her first injection.

The second article appeared in McClures Magazine 4 months later with a prefacing
comment by the magazine that the first article attracted more attention than any other
article ever published in McClures. Between the two articles was the start of World War I
(July 1914) and they note that a planned address in the United States about the Freiburg
method by principal physician Bernardt Kronig or Karl Gauss had been indefinitely post-
poned as “Dr. Kronig is a reservist in the German Army and Dr. Gauss is a member of
the German Aecroplane Corps.” This article notes that American obstetricians had known
about the Freiburg method for 10 years and raises the question of why the Freiburg method
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had not been established in the United States by this time. The authors state that they
will answer this question and “show that women alone can bring Freiburg methods into
American obstetrical practice.”®® They state that “the reason it has been held back is. . . that
the conducting of a painless birth in general private practice takes too much time, and in
hospitals is too expensive.”®

The article then proceeds to give a lengthy history of Dr. John Young Simpson and his
work with ether and chloroform in the mid-1800s and then compares twilight sleep with the
use of inhalation anesthetics to the point of “semi-narcosis” and a lessening of pain but full
memory of it. The latter is described as “a long nightmare” in which a woman “feels bound
hand and foot, held down and unable to fight for herself.” One mother describes her semi-
narcosis as follows: “There 74y not have been so much pain. But the sense of helplessness that
I had seemed worse than full consciousness and ability to fight for myself.”* The authors of
the article further point out that in twilight sleep all the woman knows about are the first two
injections and none of the disagreeable elements of inhalation anesthetics: the paraphernalia,
the odor, the mask, and the feeling of suffocation. There is a description of the process of twi-
light sleep but it is no more accurate or detailed than in the first article as no outsider is pres-
ent during the “sleep” itself.”" The final paragraph of the article is as follows: “The humane
practice of Dammersdchlaf will raise obstetrics also to the level of a costly science. But, just as
the village barber no longer performs operations, the untrained midwife of the neighborhood
will pass out of existence under the effective competition of free painless wards.””*

The effect of these two articles was enormous. The claims of safety at the Freiburg Frauen-
klinik were not shared by some American physicians as they became alarmed with asphyxiated
babies and possible dangers to the mother.” The editors of the journal of the American Medical
Association responded to letters to the editor asking questions about scopolamine-morphine
obstetric anesthesia by stating that “the suggestion for the use of a combination of scopolamin
(hyoscin) and morphin was made over 12 years ago, and was put to a pretty thorough test,
especially in Germany. . .. The facts are that this method has been thoroughly investigated, tried
and found wanting, because of the danger connected with it.” They then proceed to give a brief

history of the method especially noting that the original method as practiced at Freiburg was

for just one dose of morphine and multiple doses of scopolamine whereby others used multiple
doses of both morphine and scopolamine with “serious consequences, particularly the death
of the infant.” Then follows information about the dangers individually of morphine and of
scopolamine. The response ends by the editors saying: “The impression gained from a review
of the literature is that the present method of obstetric anesthesia by scopolamin and morphin
is not safe for the child and not always safe or successful for the mother.””*

This, however, was not the view of the women who saw only painless childbirth that
they thought was safe both for themselves and their babies. Also unrecognized from today’s
perspective was the effect of twilight sleep on mother—baby attachment when the mother
has no memory of giving birth or that this is indeed her baby. Access to twilight sleep very
quickly became a national movement and a women’s cause. Women were chafing at restric-
tions placed on them and many were active in the Progressive Movement of the late 1800s
to the early 1900s, were suffragists, and were active in what is now known as the first wave of
the feminist movement. The National Twilight Sleep Association was founded in 1915 and
included journalists, suffragists, feminists, and women physicians determined to have con-
trol of their childbirth experience and to make twilight sleep available to all women.” They
organized rallies in department stores in major cities and made sure they had media coverage.
They kept the issue in the forefront of newspapers and women’s magazines.”® Physicians were
blamed for cruelly withholding pain relief from women during childbirth.
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The last article on twilight sleep in McClures magazine was published in April 1915.
The authors report on what physicians tried to do in the United States with twilight sleep and
their thoughts about it in which they claim that medical opinion had become more favor-
able. They quote a number of physicians who were now using it. The physicians emphasize
that since the conduct of twilight sleep requires great obstetrical skill and constant individual
attention in a controlled environment its use has to be in the hospital in the hands of the
specialist obstetrician and not in the hands of the midwife or the general practitioner.”

The authors address physician objections to the method; for example, asphyxiated
babies; death of mother or baby or both, and attribute these dangerous outcomes to mis-
management by physicians deviating from the original Freiburg method in one, two, or all
of three ways. First, the Freiburg technique calls for only one injection (the first) to con-
tain both morphine and scopolamine. In an effort to make labor truly painless instead of
just no memory of the pain, a number of physicians gave both morphine and scopolamine
in all of their injections with the outcome that both mother and baby were overdosed and
morphineized, and especially the baby, was narcotized and born asphyxiated resulting in
some cases of death.” Second, the environment that reduces stimuli, for example, light and
noise, and provides protection for the woman was not always as strictly adhered to as is neces-
sary for safety and success.'” Third, physicians devised other tests for ascertaining the state of
forgetfulness a woman has. The authors state that the Freiburg memory test (see Note 81) is
“the distinguishing feature of the treatment,” that this test “is as elusive as it is decisive,” that
“other mental symptoms are not safe guides,” and that the physicians in Freiburg insist “that
their whole method stood or fell by this memory test.”'*! In effect, the article was in response
to the concerns of physicians for the dangers of twilight sleep and concluded that it was safe
if it was just used correctly. So who were women going to listen to with such antithetical
information and their own desire for painless childbirth?

Although physicians were maligned in their reluctance to use the method and the mis-
use by some physicians, the demand of women for twilight sleep actually worked in their
favor. Although chloroform and ether were often administered in the home, the safe conduct
of twilight sleep and the cost of all the accompanying paraphernalia (crib bed, restraints) and
personnel necessitated that birth move into the hospital. This suited the physicians just fine
as this helped them in their campaign to eliminate the midwife and to gain access to mid-
wife patients both for purposes of income and for purposes of educating medical students.
Further, it was evident that twilight sleep was safest when conducted by the best prepared
and most experienced physicians. This was translated as meaning physicians who specialized
in obstetrics and not general practitioners of medicine who were ill-prepared in obstetrics as
shown in Dr. J. Whitridge Williams’s survey of medical schools in 1911. Such recognition
elevated the status of obstetricians who inveighed against general practitioners practicing
obstetrics almost as much as they did against midwives.

Finally, it became a decision-making power and control issue between the physicians
and the women.'” Women, who had controlled birth in the home since time immemorial
and where the vast majority of birth was still taking place, now demanded control of their
birth with the decision-making power to have “painless” childbirth in the hospital. By 1935,
when nationwide statistics on the place of birth first became available, 36.9% of births took
place in the hospital.'”® What the women could not have known was that in fact they were
losing control of their childbearing experience.

The hospital was not the domain of childbearing women. Their only control was to
decide to give birth in a hospital. Physicians had control in hospitals and their concerns
for puerperal fever led to the separation of the woman from her family, so-called sterility
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involving full perineal shaves, cleansing enemas, sterile drapes from head to toe on a delivery
table with her legs strapped down in lithotomy position, and wrist restraints (to avoid the
woman contaminating the sterile field). Furthermore, with the woman in a semiconscious
state, physicians could conduct the delivery with whatever instrumentation they thought best
with their philosophy of childbirth as a complicated medical specialty fraught with danger.
This was recognized by obstetricians who noted that “anesthesia gave absolute control over
your patient at all stages of the game. ... You are ‘boss’.”'** No longer was birth a natural event
occurring in the home under the control of women and their female midwives within the
construct of family and friends.

B PROFESSIONALIZATION OF NURSING, NURSING EDUCATION,
AND PUBLIC HEALTH NURSING

Nursing underwent professionalization with national organizations, journals, and education-
al programs and standards approximately 50 years after medicine did in the mid-1800s. The
first organization for nursing in the United States was the American Society of Superinten-
dents of Training Schools for Nurses (ASSTSN), founded in 1893 to establish and maintain
standards of training. Three years later, delegates from alumnae associations formed by the
early schools of nursing met to form a national professional organization for nurses. Origi-
nally founded in 1896 as the Nurses’ Associated Alumnae of the United States and Canada,
in 1897 the name changed to the Nurses” Associated Alumnae of the United States and af-
filiated with the ASSTSN to form the American Federation of Nurses in 1901. In 1905, the
Nurses Associated Alumnae joined with Great Britain and Germany to become the three
charter members of the International Council of Nurses. In 1911, the Nurses Associated
Alumnae became the American Nurses Association and in 1912 the ASSTSN became the
National League for Nursing Education (NLNE).'” The first issue of the American Journal of
Nursing was in 1900. The first legislation for registration of nurses was enacted in four states
in 1903 and the NLNE released the first Standard Curriculum for Schools of Nursing in 1917.

The National Organization for Public Health Nursing was founded in 1912. There were
1,092 associations with visiting nurses on their staffs.'® Lillian Wald was the first President.
Membership included three categories: corporate (any organization that employed nurses);
individual (nurses who were members of the American Nurses Association, actively engaged
in public health work, and who met eligibility requirements); and associate (any individual
who was not a nurse and any nurse not eligible for individual membership).'?”

Carolyn Conant Van Blarcom informed the National Organization for Public Health
Nursing (NOPHN) that the NLNE was planning to dissolve its Committee on Public
Health and this was now more directly the work of the NOPHN. The NLNE Committee on
Public Health had been formed to consider issues of midwifery, infant mortality, and oph-
thalmia neonatorum. She suggested that a special committee to address these issues be estab-
lished within the NOPHN. This became the Committee on Infant Welfare of which she was
Chair.'® This Committee hosted a session on “the midwife question” during the 1914 annual
meeting of the NOPHN after which the Executive Board passed the following resolution:

WHEREAS: The functions of the midwife are the conduct of normal labor; the
nursing care of pregnant and parturient women and their infants; and the instruc-
tion of mothers in the care of their infants; and WHEREAS: This old and hon-
ored branch of the art of nursing—to quote from Florence Nightingale—has been
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allowed to retrograde in this country [...];and [...]; therefore BE IT RESOLVED:
That midwifery be recognized as a branch of visiting nursing work; That nurses
with obstetrical training who are eligible to register as midwives be urged to so
register with their state or local authorities for the sake of exerting their influence
and lending their aid toward raising the status of the profession of midwifery; and
That in the communities where the demand warrants, staff of public health nurses
include among their members trained midwives or graduates of accredited lying-in
hospitals, to respond to the maternity calls—all of these for the sake of securing
better medical and nursing care for mothers and their infants among the poor.'”

Indeed, Miss Van Blarcom had reported to the American Association for Study and Pre-
vention of Infant Mortality during its 1913 annual meeting that she and several other members
of the nursing profession had registered as midwives with the New York City Department of
Health. “This was done as the initial step toward raising the status of the profession of mid-
wifery through the enrollment of a superior class of women among its members.”"'°

B PROFESSIONALIZATION OF MIDWIFERY NEEDED TO SURVIVE

Midwifery, however, was not able to professionalize as had medicine and nursing. Midwifery
had no national organization; no national training schools run by midwives through which
an identifiable body of knowledge could be specified, curriculum developed, and educational
standards established; no means of communication through a national journal; and no legis-
lation in which they had their own representative voice. Although Dr. O’Hanlon conferred
professional status on midwives in 1922 when speaking about the graduates of the Bellevue
School for Midwives: “Do you realize [...] that the first school connected with a hospital
for the practical training of midwives was opened in 1911, and today 28 states have laws
regulating their practice, thus officially recognizing them as a professional group?,”"'! his basis
for this status was faulty as no midwife had any say in the laws that regulated their practice.
Indeed the practice of midwifery in the early to mid-1900s was determined by physicians,
nurses, and those in public health.

The early supporters and proponents of midwifery clearly saw that midwifery, on its
own, was not going to survive as a profession in the United States. The mechanisms for
education, recognition, and regulation that enabled midwifery to survive in the European
countries and in Japan did not exist, the establishment of the medical profession was too
strong, the takeover of midwifery by physicians was too complete, and the opposition was
too powerful.!?
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CHAPTER FOUR

Stlencing the Early Voices of Midwzives
(Late 1910s—M:id-1940s)

Midwifery was left to become a curious historical artifact with a sometimes dubious
reputation.

——Charlotte G. Borst, Carching Babies (1995, p. 1)

Silencing the voices of the immigrant midwives continued until approximately 1935 on the
East Coast, and post—World War II (WWII) and post—Japanese internment camps on the
West Coast. By this time the flow of immigrants had vastly decreased, second-generation
women immigrants wanted the “American” way of birth, which was increasingly with phy-
sicians in the hospital; immigrant doctors were arriving who did not cooperate with the
midwives; the legal barriers finally became too much; and the immigrant midwives gradually
ended practice.

Many articles were published during the same period of time that the Bellevue
School for Midwives was in existence. In reading these articles, it is important to dif-
ferentiate between the statistics cited in the years 1900 to 1914 and the ones cited in
the 1920s to 1930s. World War I (WWI, 1914-1919) was fought between these two
periods of time and immigration policy changed. United States immigration policy was
essentially open and welcoming from colonial times up to WWI. The Statue of Liberty
(1886) with the sonnet by Emma Lazarus on a brass plate on the pedestal symbolized this
welcome: “... Give me your tired, your poor, your huddled masses yearning to breathe
free. ...”! The industrialization that had brought millions of immigrants to the United
States in search of work and freedom created unexpected and unplanned-for urban prob-
lems. These problems, coupled with conflicts in the homeland of many immigrants that
engulfed the United States in war and nationalism, created the climate for changes in
immigration policy. Quota laws enacted in the 1920s largely closed the traditionally
wide-open gates to immigration after WW1I.? This major change in immigration policy
after WWI affected both the number of immigrant midwives and the number of births
they attended and therefore affected the statistics cited in the literature of the two peri-
ods of time.

57
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B CLOSURE OF THE BELLEVUE SCHOOL FOR MIDWIVES

The Bellevue School for Midwives closed in 1936. There were a number of factors that led
to its end. The official reason given by physician S. S. Goldwater, New York City Commis-
sioner of Hospitals, was that “changing social and medical standards have rendered the school
superfluous” and he instructed the medical superintendent of the school to end enrollment.?
Although the services provided by the Bellevue School for Midwives were still in demand
when the school and its clinical facilities were closed,* the number of births attended by
midwives in New York City fell from more than 50,000 (40.3%) in 1914 to 5,000 (5%) in
1934 and the number of licensed midwives in New York City dropped from 1,799 in 1916
to 700 in 1934.° Even though these numbers indicate a decline in midwifery attended births,
“The number of applications to the school by candidates, to the clinics by the parturient, and
by agency referral, showed that the need for [a] midwifery practitioner for home delivery had
not passed.”

There may have been other reasons for closing of the school: failure of funding, which
would have resulted from determination that the school was superfluous; changes in person-
nel in key positions in the city and at Bellevue who were not as committed as those who were
influential in the founding of the school; the efforts of public health nurses such as Carolyn
Conant Van Blarcom, Clara D. Noyes, and others to make nursing the educational base for
midwifery; the recognition of overlapping spheres of practice between midwifery and nurs-
ing; the involvement in New York City of Maternity Center Association (MCA) in nurse-
midwifery education and the existence of the Lobenstine Clinic with nurse-midwives since
1931 and Lobenstine/MCA School for nurse-midwives since 1932.

Historian Rose Mary Tyndall writes that the words of George O’Hanlon, General
Medical Superintendent of Bellevue and Allied Hospitals, give another reason for closure.
In a presentation to those attending the 16th annual conference of the American Hospital
Association in 1914, Dr. O’Hanlon addressed concern for the middle class as follows:

It is a well recognized fact that in every municipality the well-to-do and the
poor have the very best that can be procured in the way of medical, surgical and
nursing care, the well-to-do because they can pay for it, and the poor because
they go to the municipal hospital, where such talent is available. But judging
from the statistics quoted, there is a very large middle class, not rich enough to
secure and pay for first-class service, and yet not poor enough for the municipal
hospital or a bed in the free ward of a semi-private one. Too poor to secure the
service of a good nurse and competent physician, they have too much pride to
accept charity, while, with some, it may be a custom or old world belief, these
women in labor are often compelled to make use of the services of midwives.
In the records of various state and national associations of physicians, surgeons,
and nurses you will find the problem of the midwife fully, freely and most intel-
ligently discussed, but, invariably, such discussion has to do with its effect on the
respective professions, the physician contending it is his field, while the nurses,
in turn, claim the problem is a nursing one and should be left entirely to them.
Pending adjustment to the satisfaction of the doctors and nurses, the midwife
goes merrily on.”

Dr. O’'Hanlon then proceeds to describe midwifery in other countries, and then gives
details of the curriculum, students, and graduates of the midwifery school at Bellevue along
with what he perceives as necessary legislation and supervision of midwives. He ends by
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proclaiming that it is the duty of hospital administrators “to encourage in every way possible
the establishment of such schools in every community or municipality for the conservation
of the health of whose citizens they are, to a large measure, responsible.”®

Dr. Tyndall interprets Dr. O’Hanlon’s address as “indicating that the graduates of the
[Bellevue] school would be involved in the care of the middle income mother and her fam-
ily”® and that for the first time in published form he defined “the role of the municipality in
the care of the middle income parturient.”*® Such a position, of course, would be anathema
to the thinking of those obstetricians opposed to the education and regulation of midwives
as discussed in the Transactions of the Annual Meetings of the American Association for Study
and Prevention of Infant Morrality. These were the physicians who wanted the patients of
immigrant midwives for their own use in medical education and economics. This would also
put the midwives out of competition. Dr. Tyndall writes that an unidentified source active
“in the field during the period under study” reported that another reason to close the school
was that it was no longer focusing on just the poor but extending their care to the middle-
income group."!

B RESTRICTIVE LEGISLATION

Restrictive legislation was the most effective tool in silencing the immigrant and granny
midwives. The early efforts and their effectiveness are detailed in Chapter 3. The thoughts
expressed by Marshall Langton Price, a physician from Baltimore, are especially germane
in discussing what happened to both the immigrant midwives and the granny midwives.
Dr. Price noted in a presentation to the American Association for Study and Prevention of
Infant Mortality in 1911:

[...] The history of all reforms will show the difficulty of displacing old estab-
lished occupations and social customs by legislation or other restrictions, unless
a certain amount of time is allowed for the establishment of the new custom and
the displacement of the old and unless such restrictions are brought to bear upon
actual rather than ideal conditions.'?

He then proceeded to expound on four methods of regulating midwifery, two of which
were regulation by registration and supervision, and regulation by educational restriction. He
described the purposes of regulation by educational restriction

[...] As not to disturb the existing body of midwives, but to gradually replace
them by means of progressively elevated requirements and standards, by a smaller
body of well-trained efficient women. This method may be also carried in the
course of years to the point of practical abolition. The time of replacing this class
of midwives by a body of well-trained women would not be as long as would be
supposed, because the majority of women engaged in this occupation are well
along in years and in the course of a short time will have dropped from the ranks,
either by death or retirement.'?

Indeed, educational restriction combined with laws mandating registration and regula-
tion is exactly what happened. The result was the abolition not only of immigrant midwives
by an increasingly smaller number of well-trained midwives, such as those trained in the Bel-
levue School for Midwives, but also of granny midwives with well-trained nurse-midwives
later in the century.
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The Sheppard-Towner Act (see Chapter 5) was instrumental in the next step of aboli-
tion of both immigrant and granny midwives, although this was not one of its stated pur-
poses. Rather, it was to improve maternal and infant care and statistics for all women. A
number of states chose to use funds, in part, for education and supervision of the granny
midwives in their state. Also, in order to achieve its stated purpose to bring health care to
all mothers and babies, the states had to learn what health care was actually being provided
by whom. As reported in Dr. Josephine Baker’s survey of state health departments regarding
midwives (see Chapter 3), not very much was known about the numbers and practice of
midwives in the states.

Physician Anna E. Rude, Director of the Children’s Bureau, reported on a survey of
laws and regulations governing midwives in the 48 states, the number of midwives authorized
to practice, the percentage of births attended, and their maternal and infant mortality rates
for those states for which such data were obtainable as of March 1923.' She reported that
36 states require registration with the state board of health, the local registrar, or the local
health officers; and that in 17 of these states a midwife is allowed to register only after being
licensed following an examination. All states required that births attended by midwives be
reported. Dr. Rude noted that since funding became available through the Sheppard-Towner
Act, 31 states have initiated activities to address the “long neglected problem of midwife prac-
' and that 18 health departments decided that “trained, licensed and supervised mid-
wives should be provided at least for rural communities.”*® She describes various methods of
instruction and class content usually given by public health nurses and/or a physician health
officer and reports that 10 states have so many midwives as to warrant the employment of a
supervisor of midwives.”” This supervisor was frequently a public health nurse. When there
began to be schools for nurse-midwives, the supervisor was often a nurse-midwife.

tice’

Miss Mary Coley in class with other granny midwives, 1952.

Photographer Robert Galbraith. Photo used with permission of Robert’s son, Karl Galbraith.
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South Carolina provides a case study of a state’s efforts to regulate and educate
granny midwives and eventually to eliminate them. South Carolina developed what
nurse-midwife Dolly Pressley Byrd in her social history research calls a “vocational cadre
of granny midwives.. .. who became well-trained practitioners through the state’s efforts to
educate, regulate, and reform.”"® Dolly Byrd describes the motivation and methods used
by physicians and public health officials to supervise and train the granny midwives in
their state. Licensure was dependent on compliance with birth registration requirements,
random inspections of midwife delivery bags that met regulations, annual physical exami-
nations that assured that only healthy midwives were in practice, and the meeting of edu-
cational requirements. This provided a mechanism for eliminating very elderly midwives
and those who failed to comply with regulations, standards of cleanliness, and attendance
at classes.” The Sheppard—Towner Act was instrumental in enabling South Carolina to
develop their program of supervision, licensure, and education of granny midwives. The
work was undertaken by the South Carolina Bureau for Child Hygiene, Maternity, and
Infancy with implementation primarily by the midwife supervisor, nurse-midwife Laura
Blackburn, a graduate of Lobenstine/MCA School of Nurse-Midwifery. She had a cadre
of public health nurses including Black public health nurses specifically recruited to work
with the granny midwives in the field as they were considered better able to establish
initial trust with the granny midwives in South Carolina who were almost 100% Black.
Attendance at annual month-long summer Midwife Institutes were required every 4 years
as were monthly classes held in county health departments. The Midwife Institutes and
monthly classes were taught by physicians, public health nurses, and at least two nurse-
midwives: Laura Blackburn and Maude Callen,” a graduate of the Tuskegee School of
Nurse-Midwifery.

Nurse-midwife Maude Callen teaching a class for granny midwives, 1951.

Life magazine photographer W. Eugene Smith.
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B THE CONTINUING MOVE INTO HOSPITALS

The continuing move into hospitals was influenced by many factors. Advances in medical
science began to change the public image of the hospital as a place to be avoided to a place
to be desired. Medical science had a certain mystique that only physicians had the necessary
knowledge to decipher. The hospital was the bailiwick of physicians where they, and thus
their patients, had access to anesthesia and surgical instruments. The move into hospitals
contributed to the silencing of the early voices of midwives.

Standards of practice were promulgated. For example, the American College of
Surgeons (ACS), founded in 1913, set standards for both surgeons and hospitals. ACS
hospital accreditation, the forerunner of The Joint Commission, was first field tested in
1918 with on-site inspections and found that only 13% of hospitals that were inspected
met ACS standards. This had improved to 93% by 1932.*' Although obviously hospi-
tals were being better run and regulated regarding staff, medical records, and facilities
(including infection control), the meeting of standards also increased the cost of hospital
care.

Insurance in the United States began with life insurance in the mid-1700s. Accident
insurance was added in 1850. Sickness insurance developed shortly thereafter. Sickness insur-
ance did not cover medical costs, which were quite limited as people stayed home when
they were sick. The concern was loss of wages from the inability to work and sickness insur-
ance provided income while a person was recovering from illness. Health insurance did not
come into existence until the 1930s. Both hospital costs and physician costs rose significantly
during the 1920s. Prepaid hospital service plans grew during the Great Depression. These
plans consolidated into Blue Cross under the auspices of the American Hospital Association.
America’s first “Blue Cross baby” was born on December 27, 1933.%

The reports of “Affiliated Societies” during the sixth annual meeting of the American
Association for Study and Prevention of Infant Mortality in 1915 reflect how care of mothers
and infants was changing. Following are examples.

In Louisville, the midwife is being supplanted by the Obstetrical Clinic of the Babies’
Milk Fund Association and by a somewhat greater use of the hospitals offering free
beds. The prejudice against hospital care is being broken down slowly through the
influence of the various visiting nurses.”

If willing to be clinical material, women can get excellent care at the University Hospi-
tals or in their own homes as out-patient cases.**

The inspection of midwives in New York State, excepting New York City, Buffalo, and
Rochester, is one of the functions of the Division of Public Health Nursing, and is
performed by a graduate nurse who was carefully prepared for this office.”

These reports reflect the move of childbirth into the hospitals that was already in prog-
ress (see Chapter 3). The insistence of physicians that only they could provide pain-free child-
birth and bring peace of mind to those afraid of disastrous outcomes, including death, first
led middle- and upper-class women into the hospital. Obstetricians touted that all women
should be under the care of the specialty trained obstetrician and delivered in the hospital,
which they proclaimed to be the safest place to give birth. This also facilitated desperately
needed obstetric experience for medical students (see Chapter 3).

There were physicians, however, who were aware that the anticipated reduction in
maternal and infant mortality did not occur. In 1934, Dr. George W. Kosmak, Editor of
the Journal of Obstetrics and Gynecology, stated that “the greatly increased hospitalization
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of parturient women in the past two decades has not brought a corresponding reduction
in puerperal morbidity and mortality.”*® As nurse-midwife and historian Sally Austen Tom
points out, however, this lack in improved statistics predates antibiotics, refinements in asep-
tic technique, and techniques for blood transfusions which are essential for treating two of
the major causes of maternal death: infection and hemorrhage.”

There were economic considerations for women from lower income classes. Nurse-
midwife and historian, Linda Walsh, interviewed midwives and families of immigrant
midwives who practiced from 1910 to 1940 in Philadelphia. She quotes one midwife she
interviewed, Mrs. Carastro, explaining why women who preferred midwives to doctors
changed their minds:

They didn’t go to the docror at the time. They went to the hospital—for nothing!
They went to the hospital, and they paid nothing. Or a few dollars.”®

Dr. Walsh goes on to say that “other neighborhood residents and institutional reports
suggest that it was the Depression that forced women who believed in midwifery care into
the hospitals. When they couldn’t afford the twenty to twenty-five dollars charged by the
midwife, women would attend the hospital dispensaries, where they paid only twenty-five
cents per visit. They could then enter the hospital when they were in labor and pay nothing
for their care if they were truly destitute.””

Many women could not find, or have the finances to pay for, help during her lying-in
period to take care of her and her newborn baby, cook and run the household, and take care
of the other children. Often, for these women, the hospital was a panacea where both she
and her newborn baby would be taken care of, she did not have to clean up linens and get
rid of the placenta after the birth process, she would have food prepared and brought to her,
and have a rest from her usual household duties. All of this while believing that she was get-
ting the best care medical science had to offer in a place of cleanliness, sterility, emergency
equipment, x-ray machines, laboratories, reduced risk of mortality, and “painless childbirth.”

Media in the form of advertising and articles in women’s magazines played an impor-
tant role in convincing women that “the best” care was with physicians in the germ-free
environment of hospitals. Social historians Richard W. Wertz and Dorothy C. Wertz detail
the many ways the thinking of women was influenced. These included that “germs at home
were thought to be unsafe for bircth” while the hospital was pictured as “a superclean, germ-
free place, safer than the home.”*

Decreased immigration and increased regulation of both immigrant and granny mid-
wives led to fewer available midwives to be hired. As the number of midwives decreased, the
number of women going to the hospital to give birth increased. The percentage of midwife-
attended births declined from 50% to 15% between 1900 and 1930.%! In 1935, 36.9% of
births were in the hospital. That figure more than doubled in less than a decade (78.8% in
1945 at the end of WWII) and was 88% by 1950.>* In 1939, half of all women and 75%
of urban women were giving birth in the hospital.?® Richard and Dorothy Wertz attribute
the automobile with increased access to hospitals, especially in rural areas where women had
to travel considerable distance to get to a hospital.** The move of families from rural set-
tings to urban centers also meant separation from the traditional support system provided
by extended family and lifelong friends, who had undergirded birth in the home during the
preceding three centuries of history in the United States.

The Hill-Burton Act passed by the U.S. Congress in 1946 provided monies to build
health care facilities and increase the number of available hospital beds. The federal monies
were matched by state and local monies. Facilities that received Hill-Burton funds had to
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provide care to all people regardless of color, creed, race, or national origin although “separate
but equal” facilities were allowed at the inception of the Act. This ended in 1963 with the
federal landmark Simkins v Cone case, in which the U.S. Fourth Circuit Court of Appeals
declared the “separate but equal” portion of the Hill-Burton Act as unconstitutional. This was
followed by the Civil Rights Act of 1964. Title VI of this Act prohibited discrimination in
any program or activity that was receiving Federal financial assistance.”

W SILENCING THE IMMIGRANT JAPANESE SANBA MIDWIVES

The contribution of the move into hospitals is evident in the silencing of the Sznba mid-
wives. Four factors put the immigrant or first generation (Issei) Sanba midwives from Japan
out of business: (a) restrictive immigration policies; (b) the lack of demand for midwives
by the second-generation or American-born (Nisei) women; (c) supervision and regulation,
especially in Hawai’i; and (d) failure of the U.S. military to use Japanese midwives in the
War Relocation Authority (WRA) internment camps. In one generation, Japanese women
went from immigrants using traditional Japanese birthing practices including Sanba mid-
wives to next-generation Japanese Americans using American physicians and hospitals for
childbearing.*

The restrictions on Japanese immigration in 1924 resulted in a lower Japanese birth
rate on the West Coast. Historian Susan Smith notes that “most Japanese immigrants arrived
on the Pacific Coast between 1890 and 1924” and gives the example that “the Japanese birth
rate in San Francisco more than doubled between 1910 and 1920 but by 1930 it was below
the 1910 rate.”® While the Issei midwives had served as a “bridge” providing traditional
Japanese childbearing practices for Japanese women in a new country, by the 1930s Nisie
Japanese women were no longer hiring Issei midwives and by the 1940s most Sanba Issei
midwives were no longer attending births.* Particularly after incarceration in the internment
camps, Nisie Japanese wanted to “be,” “look,” and “do” like mainstream Americans and this
included childbearing practices. The Sanba midwives were considered to be out of date and
too traditionally Japanese with their home-birth practices.

There were differences in the treatment of midwives in Hawai’i as compared to the
West Coast, in part because of population differences. Japanese immigrants and their chil-
dren comprised less than 2% of the population on the West Coast. In Hawai’i, Japanese
immigrants and their children comprised the largest ethnic group with 40% of the total
population.®” Hawai'i was a U.S. territory from 1898 to 1959 when it became a state. In
1925, federal Sheppard—Towner funds were extended to Hawai’i; registration of midwives
began in 1931; and in 1937 the Territorial Board of Health appointed a public health nurse,
Alice Young, to become its first supervisor of midwives. Their first act was to send her to New
York City to obtain her midwifery from a nurse-midwifery education program. A gradu-
ate of the MCA School of Nurse-Midwifery, she became Hawai'i’s first nurse-midwife.!!
According to Dr. Smith, “public health officials in Hawai’i believed that physicians should
replace midwives, but until they did, midwives should be adequately licensed, educated, and
supervised.”**

The Sanba Japanese midwives in Hawai’i and on the West Coast had different experi-
ences during WWIIL. In Hawai’i, the Sanba lived under martial law and their movements
were restricted, including curfews and blackouts from 6 p.m. to 6 a.m. This made getting
to laboring women difficult, if not impossible. Even though Alice Young interceded for the
midwives with government authorities and made valiant efforts on their behalf, her efforts
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were often thwarted. For example, she managed to get them permits to attend births at
night and for police escort which were rescinded within 2 weeks. Instead, the Sanba were
instructed to refer their patients to the hospital. Those midwives who were able to attend a
birth at night by getting to the woman’s home before 6 p.m., still had the problem of try-
ing to function under black-out conditions.” By the end of the war in 1945, midwives in
Hawai’i were attending only 5% of the births down from the 25% to 40% of births during
the 1930s.

Although the Sanba Japanese midwives on the West Coast had a different experience
than their counterparts in Hawai’i, the effect was the same. Executive Order 9066 was the
removal of all persons of Japanese birth or ancestry into 1 of 10 government or WRA camps.
This resulted in the shameful and degrading incarceration of nearly 120,000 Japanese Ameri-
cans, 70,000 of whom were American citizens. Health policy in the WRA camps mandated
that all births take place in camp hospitals. There were severe stafling shortages of physicians
and nurses throughout the camp hospitals. Despite stafling shortages, Sanba midwives were
ignored as potential health care providers even though they listed in the WRA registration
process that they were licensed to practice midwifery on the West Coast. Susan Smith reports
that “not a single midwife was employed as a childbirth attendant within the ten government
camps.”* Only 2 of the 10 camps used the midwives in any health care capacity and that
was as “public health assistants” providing home care postpartum and in well-baby clinics
but not in any capacity for labor and birth. By the end of the war, the Sanba midwives had
been silenced.
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CHAPTER FIVE

Nursing Roots

But why should midwives be ignorant? And why [...] should not this branch,

midwifery, which they find no one to contest against them—not at least in the

estimation of the patients—be the first ambition of cultivated women?
—Florence Nightingale, Introductory Notes on Lying-In Institutions (1871)

B FLORENCE NIGHTINGALE

Nurse-midwifery in the United States started with nursing. Florence Nightingale talked about
midwives and midwifery nurses in her book Introductory Notes on Lying-In Institutions." Miss
Nightingale defined a midwife as “a woman who has received such a training, scientific and
practical, as that she can undertake all cases of parturition, normal and abnormal, subject only
to consultations, like any other accoucheur. Such a training could not be given in less than
two years.” She then defined a midwifery nurse as “a woman who has received such a training
as will enable her to undertake all normal cases of parturition, and to know when the case is
of that abnormal character that she must call in an accoucheur. No training of six months
could enable a woman to be more than a midwifery nurse.” Two points stand out in these
definitions. First is that a midwife is a fully trained accoucheur equivalent to a male accouch-
eur or obstetrician and capable of managing both normal and abnormal cases. Second is that
a midwifery nurse manages only normal cases and calls in an accoucheur for abnormal cases,
which presumably could be a midwife. Aside from these definitions, Miss Nightingale’s book
primarily consists of maternal mortality statistics and designs for lying-in wards, preferably as
institutions separate from the hospital to avoid contamination and infection. She was writing
in 1871 at a time of high puerperal mortality in hospitals and strongly favored the home as the
safest and most natural place for giving birth. She was also writing at a time when, according to
her, women were interested in having the same education as men in medicine. In an appendix
titled “Midwifery as a Career for Educated Women,” Miss Nightingale posits that it would
be much better for women to be medical women rather than medical men and that medical
women take the form of fully trained midwives or female physician accoucheuses.’

Florence Nightingale’s name was invoked in an editorial in the Public Health Nurse
Quarterly addressing publication of “The Nurse-Midwife” by physician Fred J. Taussig. In this
editorial, Public Health Nurse Carolyn Conant Van Blarcom wrote: “The further we go with
our work, the more we realize the truth of Miss Nightingale’s assertions—that midwifery was

71
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logically a branch of visiting nursing.”* Miss Van Blarcom does not reference her remark but
it is clear that she has modified Miss Nightingale’s definitions to serve her own purpose. Thus,
from the beginning of what evolved as the nurse-midwife in the United States, midwifery
practice was limited and definitions were confused. As noted in Chapter 3, in the section
nursing and midwifery, Miss Van Blarcom was promoting that a midwife should be “a com-
petent visiting nurse with midwife training, who would be permitted to conduct only normal
deliveries. ...” In fact, this is more akin to Miss Nightingale’s definition of a midwifery nurse
but not that of a midwife.

B PUBLIC HEALTH NURSING

Public health nursing in the United States started with organized visiting nursing in the late
1800s under the auspices of the Women’s Branch of the New York City Mission in 1877.
This was followed by organizations without a religious affiliation. Then came autonomous
visiting nurse associations, which were combined efforts of nurses and private citizens who
provided the finances for operation. Examples include the Boston Instructive District Visit-
ing Nurse Association (1886), the Visiting Nurse Society of Philadelphia (1886), and the
Chicago Visiting Nurse Association (1889).° It should be noted that these visiting nurse as-
sociations developed after nursing education evolved in the United States in 1873 to schools
that were patterned after Florence Nightingale’s School of Nursing at St. Thomas Hospital in
London, England.®

It should also be noted that the late 1800s was a period when urbanization and indus-
trialization developed as large numbers of immigrants arrived; there were crowded living
conditions and poverty; and rampant contagious diseases such as smallpox, diphtheria, and
tuberculosis existed. The progressive reform movement tried to address these issues.” Much
was written in the early 1900s about the abysmal mortality and morbidity statistics at that
time. Dirty, contaminated milk resulted in high infant mortality and childhood diseases
such as typhoid, cholera, and scarlet fever. Philanthropist Nathan Straus of New York City
promoted pasteurization and, in 1892, established the first of nearly 300 milk stations that
provided clean, pasteurized, healthy milk for free and significantly reduced infant mortality.®
Two complications related to childbirth were repetitively singled out as major culprits for the
abysmal mortality and morbidity statistics: maternal mortality from puerperal infection and
infant blindness from gonorrheal ophthalmia neonatorum.

Lillian Wald has been credited as the founder of public health nursing in the United
States. She took the role of the visiting nurse and expanded it to include teaching of the fam-
ily and the community regarding hygiene, sanitation, disinfection, cleanliness, and nutrition;
and the provision of related social services, in addition to skilled nursing care. This concept
merged the role of the skilled visiting nurse tending the sick patient and included health
promotion and disease prevention of the larger public or community. This expanded role was
developed and demonstrated with the Henry Street Settlement founded in 1893 by nurses
Lillian Wald and Mary Brewster. They approached their work from the viewpoint of working
and living within the neighborhood and working with community leaders for the develop-
ment of programs.” However, this comprehensive concept was not endorsed by all. Historian
and nurse Karen Buhler-Wilkerson has written about the evolution of a division in home
nursing with sick nursing more the domain of visiting nurses in voluntary organizations and
health promotion/preventive nursing involving teaching and case finding more the domain
of public health nurses in public agencies."
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In 1909, challenged by Lillian Wald, the Metropolitan Life Insurance Company
entered into an agreement with the Henry Street Settlement to provide nursing care to sick
workers whose industrial employers were policyholders. This proved so successful in reduc-
ing lost days on the job due to illness that the New York City program became a model for
urban health reform. The company’s vigorous public health campaign, conducted through its
agents, was the largest such endeavor launched by a public or private entity. For nearly a half
century, approximately 20 million policyholders in more than 7,000 cities and towns in the
United States and Canada received free nursing care."

The Henry Street Settlement had been founded initially to bring nursing care to the
immigrant poor in their homes on the Lower East Side of Manhattan (New York City). Social
services were very quickly added. The nursing staff grew from 6 in 1895 to 27 in 1906 to 250
by 1916 and became known as the Visiting Nurse Service of the Henry Street Settlement.
In 1944, the nurses separated from Henry Street Settlement and formed the Visiting Nurse
Service of New York City.'

Public health nursing was considered the créme de la créme of nursing at the turn of
the twentieth century."® Although the “first university course for graduate nurses preparing
for work in public health opened” in 1910 at Teachers College, Columbia University,' it was
in 1913 that Mary Adelaide Nutting, the first nursing professor in the world, collaborated
with Lillian Wald to establish an education program in public health nursing for graduate
nurses. Nurses received theoretical course work at Teachers College and their clinical expe-
rience at the Henry Street Settlement.” Public health nurses were far more independent
than their hospital counterparts and far more involved in the larger community than those
nurses providing private nursing care services in the home. Public health nursing captured
the imagination of women secking adventure as shown in the famous picture of the Henry
Street nurse climbing across tenement building rooftops while going from one patient home
to another. In the 1930s and 1940s, it was also romanticized in popular books such as Swue

A public health nurse climbing over a tenement

roof in New York City, c. 1920s.

Copy from personal collection of
Helen Varney Burst.
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Barton, Visiting Nurse,'® which was set in the Henry Street Nursing Service and Cherry Ames,
Visiting Nurse,"” which was set in the New York Visiting Nurse Service.

W PUBLIC HEALTH POLICIES, PROGRAMS,
AND PUBLIC HEALTH NURSING

A number of public health policies and programs focused attention on the relationship among
prenatal care, maternal health, and infant outcomes; public health nursing; and midwifery in
the early 1900s. Influencing public health policies and programs at that time were the Henry
Street Settlement (as mentioned earlier), the so-called midwife problem of the early 1900s
(discussed in Chapter 3), the American Association for Study and Prevention of Infant Mor-
tality founded in 1909 (discussed in Chapter 3), the Bellevue School for Midwives founded
in 1911 in New York City (discussed in Chapter 3), the establishment of the federal Chil-
dren’s Bureau in 1912, the Maternity Center Association (MCA) established in 1918 in New
York City, and the Sheppard—Towner Act passed by Congress in 1921 to develop health
services for all mothers and children.

Maternal—child public health policy in the United States began with concern for children.
“It was not until the end of the nineteenth and the early years of the twentieth centuries that the
idea of attempting to assure health services for mothers and children as a public responsibility
finally took hold.”"® The National Child Labor Committee, established in 1904, was concerned
with the exploitation of children and the passing of child labor laws. But it was not until 1938
and the passing of the Fair Labor Standards Act that the regulation of child labor specifying
minimum ages of employment and allowable hours of work by children was achieved.

B CHILDREN’S BUREAU

The idea of a children’s bureau was first suggested by Lillian Wald in 1903." In 1909, Presi-
dent Theodore Roosevelt convened the first White House Conference on Children. This
conference was primarily focused on the care of dependent and neglected children. Nine
proposals resulted, of which one was for a federal Children’s Bureau. To this end, President
Roosevelt wrote a letter to Congress urging them to pass legislation, which had been pending
since 1906, to establish a federal Children’s Bureau.? It was finally passed in 1912 and signed
into law by President William Howard Taft.

The first action undertaken by the Children’s Bureau was to study infant mortality,
a task never undertaken before. The infant mortality rate in 1913 was approximately 124
per 1,000 live births. The results of the study “showed that the greatest proportion of infant
deaths resulted from remedial conditions existing before birth.”* Next, the Children’s Bureau
studied maternal mortality based on the premise that “infancy could not be protected with-
out the protection of maternity. The means for this protection lay in the instruction of the
mother, supervision before the birth of her child, and suitable care during confinement.”*
Through these studies, the Children’s Bureau identified the inescapable link between maternal
health and infant outcomes during childbearing and the importance of early and continuous
prenatal care in reducing both maternal and infant mortality. The first pamphlet published
by the Children’s Bureau was Prenatal Care in 1913. Infant Care was published in 1914. Both
were authored by Mrs. Max West. These pamphlets were designed to educate mothers in
basic principles of hygiene, healthy living conditions, nutrition, and childrearing.®
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B PRENATAL CARE

Public health nurses were proponents of improving maternity care, decreasing maternal and
infant mortality, promoting prenatal care, and preventing ophthalmia neonatorum. Prena-
tal care was first organized in 1901 when nurses in the Boston Instructive District Visiting
Nurses Association began making visits to women enrolled in the home delivery service of
the Boston Lying-In Hospital.?* The Visiting Nurse Association of Chicago began instruction
of pregnant women in 1906.” Dr. Josephine Baker began organized prenatal care in New
York City in 1907 using “teacher-nurses.””® The District Nursing Association of Buffalo be-
gan in 1909 to instruct pregnant women.”” A resolution was adopted during the 1911 Second
Annual Meeting of the American Association for Study and Prevention of Infant Mortality
that the education of mothers in prenatal care be made an integral part of baby welfare sta-
tions.” Prenatal care in the United States was the topic for papers and discussion during the
session on nursing and social work during the 1914 Fifth Annual Meeting of the American
Association for Study and Prevention of Infant Mortality.”” Numerous private agencies, as
well as federal, state, and local governmental agencies, underwrote the work of the public
health nurses in maternity care, specifically prenatal and immediate postpartum care in the
home. Particular emphasis was given to teaching the mother regarding cleanliness, hygiene,
nutrition, infant care, breastfeeding, exercise, rest, fresh air, and so on.*® Statistics showed
impressive and encouraging decreases in infant mortality, which were probably due to a com-
bination of pre-and postnatal care and the advent of the milk stations and pasteurized milk.

B MATERNITY CENTER ASSOCIATION

Although the maternity work of public health nurses in private and governmental agencies
was laudable, there was considerable overlap and a lack of coordination and standardization
among the agencies and the hospitals. This was addressed in New York City by dividing the
city into 10 zones with a maternity center established in each zone to coordinate the care of
all the agencies and the hospitals in that zone, give expert advice to doctors or midwives, and
provide care for those not otherwise receiving it. The first maternity center opened in 1917.
In 1918, MCA was founded to establish centers throughout Manhattan. By 1920, there were
30 maternity centers and substations in 9 of the 10 zones, all under the supervision of MCA.
Office space was shared with the Henry Street Visiting Nurse Service.”!

There was close collaboration between MCA and the Henry Street Visiting Nurse Ser-
vice. This included supervision of the maternity work of the Visiting Nurse Service, which
in 1921, with other agencies, took over the responsibility for all the prenatal care MCA was
doing throughout the borough of Manhattan. This enabled MCA to focus on a demonstra-
tion project of providing a total package of maternity care with equal emphasis on prenatal,
natal, and postnatal care for research and teaching purposes in one district.* Anne Stevens,
RN, Director of MCA, detailed the care provided by the MCA public health nurses, includ-
ing door-to-door case finding and contact with every organization whose workers might
come in contact with pregnant women in the project area (e.g., churches, schools, milk
stations, settlement houses, etc.).”® The pregnant women were grouped into four categories
based on their arrangements for birth of their babies. The nurse assessed the home envi-
ronments of those women who had made no arrangements for birth of their babies and
encouraged each woman to see a physician for a complete physical examination as well as to
continue to receive visits from the nurse. The nurse also invited women to come to the center
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to see an exhibit and receive teaching on preparation for childbirth and care of her baby.
The nurse encouraged the woman to either go to the hospital for delivery or “persuades the
patient to engage a private doctor, and then either refers her to the Visiting Nurses’ Service of
the Henry Street Settlement, or makes daily visits herself.”**

This description of maternity care by public health nurses depicts an independence in
practice that was soon to be curtailed. Although the MCA public health nurses and Henry
Street Visiting Nurses were instrumental in developing prenatal and maternity care, they
were quickly seen as adjunct to physicians and necessary to be under physician supervision
and control. The MCA nurses wrote a manual of their “routines” to standardize the services
they provided and subsequently taught physicians and public health nurses from all over the
country. These included teaching materials and exhibits for mothers’ classes.” Ralph Waldo
Lobenstine, MD, Chairman of the MCA Medical Advisory Board, wrote in 1922 that one
of the ways the patients of immigrant midwives could be taken care of if the immigrant
midwives were eliminated was “by giving certain nurses special training in handling normal
labors.” He stated that “The nurse, in all prenatal work, is the greatest blessing money can
bring to the expectant mother, but I stand strongly on the ground that it is the doctor, in
consultation with the nurse, who should determine what is best for the patient. There is a
tendency in these days.. . for certain nursing groups or for welfare organizations to enter the
socio-medical field with far too little medical advice.”

£
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Maternity Center Association teaching materials, c. 1930.

Reproduced with permission of Childbirth Connection Programs, National Partnership
for Women & Families.
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Although the history of prenatal care given in this book emphasizes the role of the
public health nurse, no mention of this history was made in the 1937 presidential address
given by Dr. Fred J. Taussig at the annual meeting of the American Gynecological Society
(AGS). The title of his address was “The Story of Prenatal Care” and he gives a detailed
account of the care of pregnant women from “the beginnings of time” through the centuries
in various countries. He does not mention the United States until three paragraphs before
his conclusion and then only to laud the work of obstetrician J. Whitridge Williams for
preparing a model prenatal record sheet and for the work of the AGS with other physician
professional organizations in their participation in the 1931 White House conference from
which, he proclaims, “we have succeeded in this country in developing one of the best orga-
nized systems for prenatal care in the world.”¥ Without denigrating the excellent work of
the physicians as they progressed into the 1930s, it is a telling commentary that the work of
the public health nurses and settlement houses, who were on the cutting edge of defining
prenatal care, was ignored and that this was by a physician who surely was aware of the pre-
natal care work of public health nurses as he was among the first to promote them becoming
nurse-midwives.*® In contrast, the history of prenatal care written as part of the background
for the 1990 book titled New Perspectives on Prenatal Care, which adapted papers prepared
for the Public Health Service Expert Panel on the Content of Prenatal Care from 1986 to
1989, highlights the work of public health nurses, MCA, and the Children’s Bureau among
others. The authors of this chapter on the history of prenatal care also note the shift by the
1930s to a less autonomous role for nursing, which “strengthened physician control over
deliverance of prenatal care.”®

B PUBLIC HEALTH NURSES AS MIDWIVES

There was much debate among public health nurses about taking on the learning and prac-
tice of midwifery. Among the proponents were Carolyn Conant Van Blarcom and Clara D.
Noyes (both detailed in Chapter 3); Mary Beard (detailed in Chapter 7); and MCA gen-
eral directors: Frances Perkins (1918-1920), Anne Stevens (1920-1923), and Hazel Corbin
(1923-1965).% From a practical viewpoint, Rose McNaught, a Henry Street visiting nurse
from 1922 to 1926, went to England to obtain her midwifery education because, too often,
she was helping women deliver babies in their homes before the arrival of the physician who
was supposed to attend the delivery.*!

A 1925 editorial in 7he Trained Nurse and Hospital Review addresses two issues of reluc-
tance to support public health nurses taking on midwifery. The article includes material from
an interview with nurse E. B. Tansey, assistant to the supervisor of midwives in the New York
State Department of Health, regarding her experience in taking the course in midwifery for
graduate nurses at the Manhattan Maternity Hospital and Dispensary in New York City (see
Chapter 7). The first issue was competition with physicians. When Miss Tansey was asked
about the attitude of the medical students with whom she had contact, she said that “the
physicians argued that they had spent eight years acquiring their training. ‘If”, they said,
‘nurses took up this type of obstetrical work, they would be obliged to compete with women
who had not half their qualifications.”” The editorial goes on to report that “Miss Tansey
believed that as soon as physicians and medical students understood that the members of her
profession had no idea of competition, such prejudices would be quickly overcome as they
had been in other instances.”* Both the physician argument of greater qualifications for the
same functions and the effort to reassure physicians of a lack of competition continued well
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into the late 1900s when it became clear that nurse-midwives indeed could be competitive.
What was missing in the argument on qualifications was the difference between the medical
approach and the physiological approach to normal childbearing and the additional educa-
tional preparation needed by physicians in order to manage obstetrical complications and to
become skilled in gynecologic surgery.

The second issue was whether public health nurses wanted to add midwifery to their
responsibilities. Nurse Mary Muldowney, supervisor of midwives in the New York State
Department of Health, is quoted in the article as saying that “the majority of nurses dislike
obstetrical nursing and as long as that is the case, I cannot imagine they will be anxious to
go further and study midwifery. The hours are inconvenient and the nursing difficult.” It is
not clear from the article whether Miss Muldowney is referring to public health nurses or
hospital-based nurses. Inconvenient hours might apply more to public health nurses who
would be “on call.” Difficult nursing might apply more to hospital-based nurses, especially if
most of the patients in the hospital were having twilight sleep. Miss Tansey was described as
being “most enthusiastic about it (the midwifery course) herself but not at all convinced that
it would prove popular with other nurses, though she felt they would benefit considerably
by the experience.” Miss Muldowney and Miss Tansey identified the drawbacks to nurses
becoming midwives as being the “lack of interest on the part of nurses themselves, their
objections to living in isolated communities where they would fill a great need, and their
unwillingness to give their services for as small a fee as does the midwife.”*

It is interesting to note that, in an article written by MCA general director and public
health nurse Anne Stevens, titled “The Public Health Nurse and the Extension of Maternity
Nursing,” she gives great detail about what the MCA public health nurses do in prenatal
and postnatal care, instruction, and record keeping, but not once does she suggest that their
role should expand to include midwifery.* However, 3 years later in 1923, this is exactly
what MCA tried to do. MCA entered into an agreement with the Bellevue Hospital School
for Midwives “to jointly offer a course in practical obstetrics which would prepare graduate
nurses to practice midwifery.”* Efforts to elicit interest in the program from State Depart-
ments of Health and Public Health Nurses failed. Ultimately, the program never came to
fruition due to opposition by the New York City Commissioner of Welfare (under whose
jurisdiction was health and hospitals at that time) and rejection by public health nurses. The
public health nurses feared appearing competitive to physicians on whom they depended for
medical support of their maternity care activities. Historian and nurse-midwife Katherine
Dawley surmises that the welfare commissioner responded to fear by physicians that nurse-
midwives would be harder to eliminate than the immigrant midwives.® The words of the
commissioner support this argument as they imply concern with competition. “I see mid-
wives only as poor women trained to take care of poor women. If graduate nurses are trained

to be midwives they will charge such prices that women in the lower income level will not be
able to afford them.”"

B SHEPPARD-TOWNER ACT

Public health nurses were significant in the implementation of the Sheppard—Towner Act.
The Sheppard—Towner Maternity and Infancy Protection Act, the first social welfare legisla-
tion in the United States, was passed by Congress in 1921 and administered by the Chil-
dren’s Bureau.*® Fierce opposition came from organized medicine. The House of Delegates
of the American Medical Association (AMA) passed a resolution that included that the
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Sheppard-Towner Act “is not in the interest of the public welfare” and “is an imported
socialistic scheme.”® Other vociferous opposition came from Congressmen who did not
want to support antidiscrimination policies or any form of racial equality, from states’ rights
advocates who “alleged that it threatened the integrity of the states,” and from antisuf-
fragists who equated feminism and woman suffrage as socialism and communism.”® The
bill, initially introduced in 1918 by Jeanette Rankin, the first female member of Congtess,
was finally passed in 1921 because it was vigorously supported by a multiplicity of activist
women’s organizations and congressmen who were afraid of the newly enfranchised women’s
right to vote.”!

The Act authorized an appropriation of $1,480,000 for fiscal years 1921 to 1922 and
$1,240,000 for the next 5 years ending June 30, 1927. Of this sum, $5,000 would go to each
state outright; $5,000 more would go to each state if matching funds were provided; and
the rest would be allocated on a population percentage and matching basis. Before a federal
grant would be made, a state had to pass enabling legislation, provide a satisfactory plan for
implementing the program, and vote matching funds.*

The grants were to support the development of health care services for mothers and
babies, which would be available to all residents in the state. Focus was on rural areas and
the goal was to reduce maternal and infant mortality. Ultimately, 45 of the 48 states par-
ticipated. The states that did not participate were Illinois, Connecticut, and Massachusetts.
Massachusetts brought suit on the basis that provisions in the Act were unconstitutional. The
compromise for extending the appropriations for the bill from 1927 to 1929 was that repeal
would be automatic on June 30, 1929. The opposing forces prevailed against all efforts to
preserve the legislation and members of Congress were no longer frightened of a woman’s
voting bloc.”

The bulk of the work of the Sheppard—Towner Act was carried out by public health
nurses. The National Organization for Public Health Nursing helped promote support for pas-
sage of the Act. Public health nurses were employed to establish prenatal care clinics and well-
baby stations, make home visits, conduct health conferences, and supervise granny midwives.
By the end of the Act, the Children’s Bureau reported that nearly 3,000 centers for prenatal
care had been established, more than 3 million home visits had been made, and more than
183,000 health conferences had been conducted. There had been a decrease in both mater-
nal and infant death rates.”* The end of Sheppard-Towner funding at the end of June 1929
coincided with the stock market crash in October 1929 and the subsequent Great Depression.
States were unable to continue funding of the programs that had begun and were now showing
results. Social historian Molly Ladd-Taylor argues that the Sheppard—Towner Act contributed
to the medicalization of birth and the decline of midwifery.”® Federal monies for maternal and
child health did not resurface until passage of the Social Security Act in 1935.5

What becomes obvious in reviewing the history of that time is that public health nurses
were instrumental in both saving midwifery and in eliminating midwifery. Public health
nurses pioneered prenatal care and community outreach to instruct mothers on health pre-
vention and promoted issues such as cleanliness, nutrition, and control of environmental
factors. Proponents of adding midwifery to public health nursing were motivated to do so
in order to provide care to women who were either not receiving care or were obtaining
their care from immigrant or granny midwives. Nurse and historian, Wanda Hiestand, RN,
PhD, claims that public health nursing was responsible for bringing midwifery into nursing
education.”” In so doing, they preserved the profession of midwifery in this country. But, at
the same time, they were an integral part of the process of eliminating first the immigrant
midwife and later the granny midwife.
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CHAPTER SIX

The Nurse-Midwife Starts Practicing
(1920s—Early 1950s)

Rugged, difficult and economically poor areas—in the ‘regions roadless and
mountainous” of which Sir Leslie MacKenzie wrote so long ago. What does it
mean to be a nurse-midwife in such country as this?

—DMary Breckinridge, CM, Wide Neighborhoods (1981, p. 3006)

While the debate raged on about the existence of the nurse-midwife and whether public
health nurses would take on this role, there were those who indeed became nurse-
midwives. Most, however, such as Carolyn Conant Van Blarcom, did not actually prac-
tice midwifery and her view of the practice of midwifery was quite circumscribed as
detailed in Chapter 3. Undoubtedly, the faculty of the early schools of midwifery for
graduate nurses in the 1920s did some midwifery practice and supervision of students
but it was not until 1925 that there was an actual service developed, which consisted
of public health nurses who were also midwives who practiced and demonstrated what
nurse-midwives could do.

B FRONTIER NURSING SERVICE

Mary Breckinridge founded the Kentucky Committee for Mothers and Babies in 1925.
The name changed to the Frontier Nursing Service (FNS) in 1928 through a change in its
articles of incorporation. Thus, FNS dates its history back to 1925." Raised in privileged cir-
cumstances gave Mary Breckinridge a wealth of experiences and contacts thatinfluenced her
eventual direction in life. Personal losses, including those of her own beloved children, led
her to make a commitment to alleviate the suffering of children and specifically to improve
the lives of children in Appalachia. She prepared herself professionally by first becoming a
nurse in the United States at St. Luke’s Hospital School of Nursing in New York City, a mid-
wife in England, and taking courses in public health nursing at Teachers College, Colum-
bia University. Work experience as a traveling lecturer for the Children’s Bureau, as director
of child hygiene and district nursing for the American Committee for Devastated France

83
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(post—World War I [WWI]), and a carefully self-designed program of study and observa-
tion of the Highlands and Islands Medical and Nursing Service in Scotland, concentrat-
ing on the Outer Hebrides, exposed her to nurse-midwives in Europe and provided an
organizational plan for what she wanted to achieve in her home state of Kentucky. Her
education in New York City (1907-1910; 1922-1923) and work with the Children’s
Bureau (1918) brought her into contact with the proponents for public health nurses also

becoming midwives and made her aware of the early developments in nurse-midwifery
in New York City. She writes of her acquaintance with Carolyn Conant Van Blarcom?
(see Chapter 3) and friendship with Adelaide Nutting at Teachers College, Columbia
University.’

Mary Breckinridge, founder of the Frontier Nursing
Service.

Photo courtesy of the Frontier Nursing Service Archives.

Logo of the Frontier Nursing Service.

Photo courtesy of the Frontier Nursing Service Archives.

Mary Breckinridge’s plan was to establish outpost nursing centers staffed by nurse-
midwives with a medical director located at a small, local hospital in rural Appalachia. The
program would be administered by a director (a position Mrs. Breckinridge held through-
out her lifetime), overseen by an executive committee and board of trustees, and supported
by fund-raising committees comprised of influential people, family friends, and contacts,
throughout the United States.*
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Frontier Nursing Service nurse-midwives on horseback.

Photo courtesy of the Frontier Nursing Service Archives.

The FNS studies done by the Metropolitan Life Insurance Company were the first sta-
tistical evidence of the effectiveness of nurse-midwifery care. Prior to starting the provision of
services, Mary Breckinridge traveled by horseback (13 horses, 3 mules, 650 miles) through-
out the Appalachian mountains in Eastern Kentucky documenting births and deaths, inter-
viewing midwives (53) and local physicians, and establishing baseline data for subsequent
statistics and research. One physician talked about how he could not possibly reach women
in time before they gave birth and concluded by saying: “Midwives are essential here. I wish
they might be nurses as well.”

The Carnegie Corporation set up a statistical system by which records were kept. They
were tabulated by statisticians from the Metropolitan Life Insurance Company. The results
showed unequivocally that the FNS maternal and infant mortality rates were significantly
lower than those in the United States for the same period of time. This was even more
remarkable in that the births were occurring in mostly primitive homes.® The maternal mor-
tality rate from 1925 to 1951 was 9.1 per 10,000 live births. This was in contrast with a
maternal mortality rate of 34 per 10,000 live births for both the rest of Kentucky and for the
United States for the same period of time.” There were no maternal deaths in the last reported
study of 10,000 births (26 years of a mix of home and hospital births) from 1952 to 1978.8

In addition, FNS had its own version of the stork: babies in saddlebags.
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Frontier Nursing Service nurse-
midwife in a home weighing a baby.
Photo courtesy of the Frontier Nursing
Service Archives.

Baby in a saddlebag.

Photo courtesy of the Frontier
Nursing Service Archives.

B LOBENSTINE MIDWIFERY CLINIC

The Lobenstine Midwifery Clinic was named after one of the charter members of the Associ-
ation for the Promotion and Standardization of Midwifery (APSM), which was incorporated
in early 1931. The APSM was the creation of the Maternity Center Association (MCA) in
New York City (see Chapter 8). Dr. Lobenstine had a very fine private practice but cared
deeply about the provision of care for all mothers and babies. He had spoken and written
courageously in support of midwives in opposition to his physician colleagues.” After his
death, the determination of the members of the APSM and the financial support of a group
of 60 former patients and friends of Dr. Lobenstine led to the establishment of the Loben-
stine Midwifery Clinic, Inc., in November 1931.1
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Dr. Ralph Waldo Lobenstine, c. 1930.

Photo from the personal collection of
Helen Varney Burst.

The nurse-midwifery services provided through the clinic consisted of antepartal care
and patient education at the clinic; intrapartal, postpartal, and newborn care in the patient’s
home except when hospitalization was required for medical reasons; and postpartum check-
ups at 14 days. Nurse-midwifery clinics and medical clinics were in the Lobenstine Mid-
wifery Clinic as were antepartal and postpartal classes.

Pregnant women awaiting prenatal
care at the Maternity Center
Association, c. 1930s.

Reproduced with permission of Childbirth

Connection Programs, National Partnership
for Women & Families.
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Maternity Center Association mothers and children in class, c. 1930s.

Reproduced with permission of Childbirth Connection Programs, National Partnership for Women &
Families.

Four attending obstetricians provided their services at medical clinics and round-the-
clock consultation and, if necessary, were present in the patient’s home for delivery. From
1943 to 1952, physicians were present in the patient’s home only 7.4% of the time of which
6.9% was for the purpose of repairs.'" Cutting an episiotomy and performing repairs were
not part of the curriculum for nurse-midwives at that time.

The patients were first seen by the physician for the physician to determine normalcy
and suitability for nurse-midwifery prenatal care. Patients were then seen again at 36 weeks
and during the last month of pregnancy by the physician for the physician to determine suit-
ability for birth at home with attendance by a nurse-midwife. The final obstetrical examina-
tion at 6 weeks postpartum was by the physician. “The actual presence of a physician, when
necessary, was an indispensable part of the service; but it represented only one phase of the
ever-present medical supervision.”'* Deliveries were in the home until the school moved into
Kings County Hospital in Brooklyn, New York in 1958.

A total of 7,099 deliveries were attended with 6,116 of them taking place in patients’
homes during the 26 years of clinical services that were provided through the Lobenstine
Midwifery Clinic (1932-1958). The maternal death rate of the Lobenstine Midwifery Clinic
was 0.9 per 1,000 live births as contrasted to a maternal death rate of 10.4 per 1,000 live
births for the same geographic district as a whole and 1.2 per 1,000 live births for a leading
hospital in New York City." All Lobenstine Midwifery Clinic maternal deaths were before
1939 and the advent of antibiotics.'

The purpose of the Lobenstine Midwifery Clinic was to have a “well supervised mid-
wifery service [that] could be used to teach midwifery to qualified public health nurses so
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they might supervise the untrained midwives now practicing throughout the country and,
also, under the direction of obstetricians, bring skilled care to the mothers in isolated rural

areas.”?’

B PRACTICE OF EARLY NURSE-MIDWIFERY EDUCATION
PROGRAM GRADUATES (1925-1954)

The history of nurse-midwifery in the United States finds nurse-midwives practicing in all
birth settings. The clinical site for the Manhattan Midwifery School started in 1925 was
the Manhattan Maternity Hospital and Dispensary, an alternative to both the city hospital
and birth in the home. Births at FNS were in the home from 1925 until the early 1960s
when most births moved into Hyden Hospital in Hyden, Kentucky and home birth became
increasingly rare. The Lobenstine Midwifery Clinic in New York City started in 1931 with
home births and continued with MCA until 1958 when the service and school moved inside
Kings County Hospital and Downstate Medical Center in Brooklyn, New York. The Tuske-
gee School of Nurse-Midwifery in Alabama had a home birth service. The Dillard University
Flint-Goodridge School of Nurse-Midwifery in Louisiana was designed for births in both
the hospital and at home. Catholic Maternity Institute (CMI) in Santa Fe, New Mexico,
had both a home birth service (started in 1944) and a freestanding maternity home (started
in 1946) until CMI closed in 1969. The early graduates of these programs who practiced
midwifery were in all birth sites: home, maternity home/birth center, hospital. Practice in the
hospital, however, meant small, generally rural, hospitals or maternity hospitals.

La Casita birth center at Catholic Maternity Institute, Santa Fe, New Mexico, 1966.
Used with permission of Elizabeth M. Bear, PhD, CNM.
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Even though the nurse-midwives who practiced were in all birth settings, the majority
of nurse-midwife graduates in the 1920s to the 1950s primarily extended their work as public
health nurses or were hospital based as obstetric nurses in the United States or went into the
mission fields. A smaller percent went into teaching.

One hundred forty-seven nurse-midwives responded to a questionnaire sent to all
known nurse-midwives in 1954 by the Committee on Organization (see Chapter 10).
Respondents represented graduates from MCA, FNS, CMI, Tuskegee, and foreign schools.
Replies came from 32 states, Washington, DC, and 20 foreign countries. Since graduation,
these 147 nurse-midwives had held 426 different positions. Only 27% of these positions
were as a staff nurse-midwife. Twenty percent were in public health positions as a mater-
nal—child health consultant, public health nurse, or director of a public health agency.
Thirty-two percent were hospital based as staff nurses, head nurse in a delivery room, obstet-
rical supervisor, or director of nurses. Thirteen percent were teaching obstetric nursing and
5% were an undefined “other.”'®

There were at least 18 graduates of the Manhattan Midwifery School. Approximately
half went into mission fields; five combined their public health nursing and midwifery and
practiced in the United States: two at FNS and three in an isolated area in Maine; the remain-
der were variously teaching maternity nursing or in maternity nursing hospital administra-
tion, or some position in public health nursing.”

The MCA School of Nurse-Midwifery graduated 320 students between 1933 and
1959 using the services provided by the Lobenstine Midwifery Clinic.”® In 1955, MCA
published a book detailing 20 years of graduates from 1933 to 1953. In those 20 years,
there were 205 graduates. Their job positions included employment as consultants in public
health at federal, state, and local agencies. These nurse-midwives were often in positions of
advocating for the use of nurse-midwives in federal projects, for example, Margaret Thomas,
Lalla Mary Goggans, Ruth Doran, and Katherine Kendall at the Children’s Bureau; Lucille
Woodville at the Indian Health Service. Other job positions included providing maternity
services in rural county health departments; maternity nursing specialists in hospitals; teach-
ing obstetric nursing in schools of nursing; and working in mission fields in 24 foreign
countries.” The first 25 alums are illustrative of these positions. In addition, approximately
40% remained on staff at the Lobenstine Clinic and the MCA School of Midwifery, and
two were employed at FNS.%

Many of the graduates of the FNS school had chosen the Frontier School for prepa-
ration as midwives for missionary work. The goal of the Frontier School was first to fulfill
ENS staffing needs and to prepare nurse-midwives who could practice in other “remote and
impoverished areas.” By the end of the 1940s, the Frontier School had graduated 80 nurse-
midwives and 205 by the end of the 1950s.*'

There were 31 total graduates from the Tuskegee School of Nurse-Midwifery from
1941 to 1946. The work of 10 of these 31 graduates is known. These 10 graduates worked
as clinical nurse-midwives, some also as general public health nurse practitioners. At least
seven of the graduates trained and supervised granny midwives. It is known that Tuskegee
graduates worked in Georgia, Florida, Arkansas, Louisiana, Alabama, South Carolina, and
New York City.

There were a total of two graduates from the Flint-Goodridge School of Nurse-Mid-
wifery (1942-1943). Both subsequently worked in state departments of health (Louisiana
and Mississippi). The graduate in Louisiana had been a public health nurse in the Louisiana
Department of Health and returned to supervise unlicensed midwives and to preside over
health department meetings of the midwives for teaching purposes.”
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The CMI School of Nurse-Midwifery graduated 70 nurse-midwives from 1945 to
1962. Approximately half of these graduates practiced midwifery in mission fields in other
countries. In addition to those graduates who stayed in Santa Fe, New Mexico to staff and
teach at CMI, graduates went into teaching or supervision of obstetric nurses in schools and
hospitals in the United States.*

A number of the early nurse-midwifery graduates worked with “granny” midwives in the
southern United States. One example includes two Lobenstine/ MCA graduates®® who were
hired by the Maryland State Health Department’s Bureau of Maternal and Child Hygiene
in 1936 for a demonstration project in the “supervision, teaching and control of indigenous
midwives.” The demonstration included registration of practicing midwives, working with
and teaching of local midwives, conduct of home deliveries, obtaining medical help when
needed, and conduct of maternity clinics. The program was enormously effective in reducing
maternal, fetal, and neonatal death rates. Over time, with the encouragement of the nurse-
midwives, mothers gradually began to go to the hospital for delivery. Eventually, the project
expanded to 62 health department maternity clinics in 22 of the 23 counties. In 20 years,
MCA provided 14 graduates to assist in the development of a state-wide maternity program
including the State Health Department’s chief of public health nursing and the public health
nursing consultant in maternal and child health.?

Another example occurred in Arkansas where Mamie O. Hale, a 1943 graduate of the
Tuskegee School of Nurse-Midwifery, worked with granny midwives as midwife consultant
for the Maternal and Child Health Division of the Arkansas Health Department. She regis-
tered granny midwives and provided for their supervision, taught classes, and promoted birth
registration. During a time of racial prejudice and a global war (World War II), Mamie Hale
successfully worked with the granny midwives of Arkansas, increased the number of state-
certified midwives who met requirements, and reduced both maternal and infant mortality.?”

Another example was in Alabama where in 1933 one of the first graduates of the Loben-
stine/MCA School of Nurse-Midwifery, Margaret Murphy,*® became advisor in the Midwife
Control Program of the Alabama State Department of Health. The Alabama State Depart-
ment of Health was addressing the “supervision and education of the ‘granny’ midwives and
gradual elimination of those who were unteachable.” These activities eventually led to the
establishment in 1941 of the Tuskegee home delivery service and School of Nurse-Midwifery
with Lobenstine/MCA graduates. The statistics of the school and its related service showed
dramatic decreases in maternal and fetal death rates.”

At least two nurse-midwives are identified in the history of supervising and educating
granny midwives in South Carolina. One was a graduate of Lobenstine/MCA School of
Nurse-Midwifery, Laura Blackburn,?® who was the midwife supervisor who oversaw a cadre
of public health nurses whose purpose was to assist and educate granny midwives. The other
nurse-midwife was a 1943 graduate of the Tuskegee School of Nurse-Midwifery, Maude
Callen,” who taught in the Midwifery Institutes conducted at Penn School in the South
Carolina Low country for the education and certification of local granny midwives. Subse-
quently, Maude Callen continued lay midwifery education programs in Berkeley County and
established maternity clinics housed at local churches.?> Maude Callen was featured in a 1951
Life magazine article about her work with people of all ages in her community of Pineville,
South Carolina. Among other awards, she was awarded an Honorary Doctorate Degree in
Humane Letters by the Medical University of South Carolina in 1989.%

A history of midwives in Georgia written by Ruth B. Melber, RN,** and Elizabeth
S. Sharp, CNM,* makes the point that midwifery in Georgia is really the legacy of public
health nursing both by virtue of the work of public health nurses with “lay midwives” (the
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Maude Callen going to a home birth with bag and lantern.
Life magazine photographer W. Eugene Smith.

Certified Nurse-Midwife Maude Callen receiving a honorary doctorate from the Medical

University of South Carolina, 1989, shown here with Elizabeth Bear, PhD, CNM.
Used with permission of Elizabeth M. Bear, PhD, CNM.
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term for granny midwives in the Georgia literature) and in public health nursing involvement
with the development of nurse-midwifery.® A maternity home was established in 1942 by a
community committee in the mountainous rural Rabun County in North Georgia when the
lay midwives stopped practice in that area. It was staffed by physicians and Josephine Kin-
man Brewer, a 1942 nurse-midwife graduate of FNS, who had been active in training and
supervising the lay midwives in the county.

‘The next two nurse-midwives into Georgia were in 1946 and 1947 and were also FNS gradu-
ates, Hannah Mitchell’” and Marian Cadwallader. They were employed by the Maternal and Child
Health Division of the State Health Department and were responsible for assisting county health
departments in the supervision and instruction of lay midwives and public health nurses, and the
development of nurse-midwifery demonstration projects. Part of their work was the development
of instructional materials. One well-known project with which they were involved as technical
supetvisors was the making of the prize-winning documentary film A/l My Babies in 1952 Han-
nah Mitchell describes in a letter that before the script was written, she contacted 11 other states for
their ideas and suggestions of what should be included in the film. She ended up with 125 teaching
items to be incorporated either into the script or visually in the film and got them all in.? Hannah
Mitchell also writes in her letter about being on location (all in Georgia) for the 2.5 months of film-
ing. Filmed under the auspices of the Georgia Department of Public Health with funding from the
Children’s Bureau, the script, direction, and production was in the capable hands of documentary
film maker George C. Stoney with photographer Robert Galbraith.*’ Professor Lynne Jackson*!
wrote the production history of the planning, filming, and initial distribution of the film. She
describes in painful detail the conditions of filming for a Black cast and a White largely Northern
film crew in early 1950s Jim Crow Georgia. Further, she quotes the head of the Center for Mass
Communication, which was responsible for distribution of the film, as saying: “that not only were

Miss Mary Coley in a clinic with a teen in the film All My Babies, 1952.
Photographer Robert Galbraith. Photo used with permission of Robert’s son, Karl Galbraith.
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Miss Mary Coley checking contractions in the film All My Babies, 1952.
Photographer Robert Galbraith. Photo used with permission of Robert's son, Karl Galbraith.

Miss Mary Coley checking a newborn in the film All My Babies, 1952.
Photographer Robert Galbraith. Photo used with permission of Robert’s son, Karl Galbraith.
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they dealing with subject matter that involved interracial taboos, but the film also involved the
‘glorification’ of a figure [the midwife]...whom the Southern medical establishment wasn' at all
anxious to glorify, although it was highly dependent upon her.”*> Hannah Mitchell and Marian
Cadwallader are mentioned in this production history and Professor Jackson notes that Hannah
Mitchell and Mary Coley (Miss Mary, the midwife in the film) “made a real bond between them.”®
There is one discrepancy between Hannah Mitchell’s letter and Lynne Jackson's article and that is in
the number of teaching points; Hannah Mitchell writes that there were 125 teaching items* and
Lynne Jackson writes that there were 118 points to be incorporated into the film.”” Ultimately, the
film was shown in 50 countries in addition to the United States.

There were three nurse-midwifery demonstration projects in Georgia: two started in
1947 and one more in 1951. The first 1947 project was a small home delivery service estab-
lished in Thomas County. The second 1947 project was a hospital delivery service in Walton
County. Both projects utilized nurse-midwives.*® The 1951 nurse-midwifery demonstration
project was in a maternity shelter where total maternity services were provided around the
clock by three nurse-midwives.*’ All three projects were judged successful in that maternal
and infant mortality decreased, the number of hospital deliveries increased, the percentage
of deliveries by granny midwives decreased, and the nurse-midwives drew their patients from
lay midwives, not from physicians.”* The Walton County health commissioner and physi-
cian, Ernest Thompson, who worked closely with the nurse-midwives in the Walton County
project, emphasized this last point when writing for the Medical Association of Georgia that
“we are in competition with lay midwives but we are not in competition with doctors” and
“that the nurse-midwife has taken business from the lay midwife, not from the doctor.”*

For many nurse-midwives, their early practice as nurse-midwives was a continua-
tion of their work as public health nurses. This continuation reflects the basis of nurse-
midwifery in public health nursing and the prominence of public health nurses in prenatal
care and work with granny midwives as part of the Sheppard-Towner Act as discussed in
Chapter 5. Ruth Melber and Elizabeth Sharp reinforce this concept in their description
of early nurse-midwife practice in Georgia. The only opportunities for practicing clinical
nurse-midwifery were as part of the services that were attached to nurse-midwifery educa-
tion programs, in demonstration projects, or in the mission fields. Otherwise, the demand
for nurse-midwives in the 1940s and 1950s was as supervisors or consultants in hospital
obstetric departments, maternity nursing educators, or consultants in federal and interna-
tional health organizations.

The practice of nurse-midwifery was in stark contrast to what was happening in larger
hospitals. Slowly the “horrors” of the hospital were discovered. Twilight sleep (Chapter 3) did
not always work and women remembered hours of agonizing pain left alone to labor and indif-
ferent attendants. Rigid obstetric regimes were established in the name of reduction of con-
tamination and infection control. These regimes included routine enemas, vaginal douches,
perineal shaves, washing the woman’s hair, showers, special cleansing of her nipples and umbi-
licus, and strapping down the woman’s hands and legs so she would not contaminate the sterile
drapes that covered her for delivery. In such a position, a woman was helpless and vulnerable,
unable to control what was done to her in the way of anesthesia and instrumentation, and with
no support person or advocate by her side as no visitors were allowed throughout labor and
delivery. The hospital brought stringent rules and regulations that separated families and left
the laboring mother alone, frightened, and overwhelmed by all with which she had to cope.

Some of these practices persisted well into the 1980s, for example, routine perineal shave,
“poodle cut,” or clip; routine enema; routine strapping down of hands and legs. Dissatisfied
women began to realize what they had lost or sacrificed during their childbearing experience.
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This set up the conflict over who has control of a woman’s childbearing experience that was
paramount starting in the 1950s and 1960s, coincided with the second wave of feminism in
the 1960s and 1970s, reached a peak in the 1980s and 1990s, and continues to this day.

B FAMILY-CENTERED MATERNITY CARE AND NATURAL CHILDBIRTH

Core to the practice of nurse-midwifery was and is the concept of family-centered maternity
care (FCMC). Hazel Corbin, registered nurse and general director of the MCA in New York
City from 1923 to 1965, is generally attributed with articulating this concept although it is
not known who actually coined the phrase. Nurse-midwife Sarah Shealy in her research on
the origins of FCMC notes that the concept emanates from the generations and centuries of
birth in the home that were naturally family centered.®® Miss Corbin emphasized what had
been lost when mothers moved into the hospital for birth:*' the need to involve the father in
the hospital maternity experience and development of the new family unit. She articulated
the broader concept of maternity care rather than the separate parts of prenatal, delivery,
and postpartal care. She frequently wrote about the importance of the family at the center of
the birthing experience and used the phrase of hospitals putting the “family at the center.”>
Ms. Corbin embraced and promoted the concepts of natural childbirth and of rooming-in, as
she saw them as forces facilitating the childbearing family in the hospital. On behalf of MCA,
she invited Dr. Grantly Dick-Read to speak and to visit MCA and major medical centers
on the East Coast (New Haven, Baltimore, Boston) and in Chicago.*® The first rooming-in
unit in the United States was at Grace-New Haven Community Hospital in the mid-1940s.
Nurse-midwife and MCA graduate Kate Hyder was both a faculty member of the Yale Uni-
versity School of Nursing and Supervisor of Obstetrics at the hospital when she worked with
Yale School of Medicine faculty pediatrician Edith B. Jackson in designing and implement-

ing this rooming-in unit.

Hazel Corbin, c. 1940.

Reproduced with permission of Childbirth Connection
Programs, National Partnership for Women & Families.

FCMC became the central tenet of maternity care and was first introduced by nurses and
nurse-midwives. MCA had been instructing mothers in prenatal and postpartal care since the
early 1920s with classes, pamphlets, and educational exhibits and held maternity institutes for
public health nurses all over the country (see Chapter 7). Their instruction included involve-
ment of the fathers. The Lobenstine/MCA nurse-midwifery education program, started in
1932, became an incubator for spreading the concepts of FCMC and, later, natural childbirth
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as graduates (and graduates of graduates) moved into positions of influence and practice; and
started other nurse-midwifery education programs (e.g., CMI, Tuskegee, Johns Hopkins,
Columbia, Yale, New York Medical College, Utah, Mississippi) through the 1960s. Registered
nurse and historian M. Louise Fitzpatrick in her history of the National Organization for Public
Health Nursing (NOPHN) notes the passion and dedication of nurse-midwives in the mid-
wifery section, started in 1944, to these concepts:

Perhaps the most significant contribution made by the members of the Midwife-
ry Section was the emphasis they placed on their philosophy of childbearing: that
childbearing was a normal life process and an important event in family growth
and development. This group helped to develop, interpret, and popularize the
modern concept and approach called family-centered maternity care.*

The concepts of FCMC were given further visibility and practicality with the publi-
cation of Family-Centered Maternity Nursing in 1958 by nurse-midwife Ernestine Wieden-
bach> and the making of a documentary film in 1961 at St. Mary’s Hospital in Evansville,
Indiana about a program inspired and instigated by nurse-midwife Sr. Mary Stella Simpson:
Hospital Maternity Care: Family Centered.>®

The foundation of public health nurse instructions, mother’s classes, involvement of
the father, and family development in the 1930s and 1940s made MCA receptive to the
teachings of obstetrician Grantly Dick-Read in London. Dr. Grantly Dick-Read published
his book Natural Childbirth”” in 1933. In it he discusses his theory that fear makes body
musculature tense and this creates pain, which causes fear and on it cyclically goes; known
as the fear-tension-pain syndrome. He believed that the cycle could be broken at the fear
level with knowledge; specifically knowledge about the process and progress of labor, what
the woman’s body is doing during labor and birth, and what she can expect. He also believed
that a woman should not be left alone during labor. If not himself, he gave instruction to
family members in what to expect. Emphasis was on the fact that labor and birth are nacural
physiologic processes and therefore should not cause the agonizing pain that women heard
about, feared, and experienced. However, unlike some later proponents of natural childbirth,
he never promised that there would be no pain but that the severity would be considerably
lessened. His idea of natural childbirth did not preclude the use of analgesia but reduced
the need and therefore the dosage and known risks of narcosis. His second book Childbirth
Without Fear’® was published in 1942 and became an international bestseller. He spent his
lifetime promoting his beliefs about childbirth, which he saw as the antithesis of the prevail-
ing practice of twilight sleep, the use of ether or chloroform, and high forceps with resulting
maternal and neonatal morbidity and mortality. In effect, he articulated what nurse-mid-
wives practiced.

MCA invited Dr. Dick-Read to the United States in 1947 and arranged for him to
speak and to meet obstetricians while here. One such meeting was with Dr. Herbert Thoms
who was Professor and Chair of the OB-GYN Department at Yale University. Dr. Thoms
was not a stranget to MCA. He would have been aware of Dr. Lobenstine at MCA as a fel-
low Yale graduate, although different years. Dr. Thoms had also done a residency at Sloane
Hospital for Women in New York City and worked for a year under Dr. ]J. Whitridge
Williams at Johns Hopkins. Further, Dr. Thoms had been involved in the development of
“rooming-in” at Grace-New Haven Community Hospital and certainly knew the Nursing
Supervisor of Obstetrics, MCA graduate Kate Hyder. It was Kate Hyder who persuaded
Dr. Thoms, who was internationally known for his work with roentgen pelvimetry and the
Thoms outlet pelvimeter and none too eager to host Dr. Dick-Read, to meet him at the New
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Dr. Grantly Dick-Read, c. 1950s.

Reproduced with permission of Childbirth
Connection Programs, National Partnership for
Women & Families.

Haven train station with a car. On the way back to the hospital they discovered a mutual
interest in fishing. The outcome of this meeting was that Dr. Thoms became a champion
of Dr. Dick-Read in the United States, and ultimately wrote a book titled Understanding
Natural Childbirth in 1950.7

The other outcome was a 2-year demonstration project of natural childbirth at Grace-
New Haven Community Hospital sponsored by MCA and the Yale Schools of Medicine
and Nursing. Yale School of Nursing (YSN) Dean Elizabeth Bixler wrote an October 27,
1947, memo to the file describing a conference she had had with Hattie Hemschmeyer about
arrangements with Hazel Corbin of MCA in New York City and Dr. Herbert Thoms, Chair
of the Department of Obstetrics and Gynecology at Grace-New Haven Community Hospital,
for special students from MCA to “observe and study natural childbirth in the maternity divi-
sion of the New Haven Hospital” and also to supervise and teach student nurses. A December
18, 1947, memo described these special students as Fellows in Advanced Maternity Nursing
who were “well qualified nurse-midwives.” Ernestine Wiedenbach is specified as the first Fel-
low to arrive on January 2, 1948, as a staff Certified Nurse-Midwife (CNM) of MCA.** Miss
Wiedenbach returned to Connecticut in 1952 as a faculty member at YSN and published a
paper with Dr. Thoms about support during labor as one aspect of the total program of prepa-
ration for childbirth and natural childbirch.®

Helen Heardman, an obstetric physiotherapist, developed exercises that complemented
Dr. Dick-Read’s natural childbirth and gave women further opportunity to participate in
their labor experience. These exercises included abdominal breathing, pelvic rock, and a relax-
ation training technique in which a person tenses her left leg and right arm while keeping her
right leg and left arm relaxed and vice versa. She published these exercises in a book in 1949
titled A Way to Natural Childbirth—A Manual for Physiotherapists and Parents to be.> MCA
invited Helen Heardman to visit several months after the visit of Dr. Grantly Dick-Read and
spent time both at MCA and at Grace-New Haven Hospital.®* MCA incorporated Helen
Heardman’s exercises into their educational booklets on exercises during pregnancy. In New
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Haven, Helen Heardman demonstrated how to work with “unprepared” mothers during
labor and delivery to their benefit.*
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CHAPTER SEVEN

Early Education for Nurse-Midwives
(19205—1954)

Midwifery education does not just develop the nurse as clinician, skillful in
observation and judgment of the laboring womans physical progress. It makes it
possible for her to see childbirth in its total context of family, life, and human values.
—Vera Keane, CNM, Bulletin of the American College

of Nurse-Midwifery (1957, p. 60)!

In 1915, J. Clifton Edgar, a physician from New York, said that “it is planned to offer
a course of midwifery this autumn in the Washington University Hospital in St. Louis,
open only to graduate nurses and offered for the purpose of increasing their equipment
to do rural visiting nursing.”” He made no mention of previous schools for midwives in
St. Louis (see Chapter 1). The only other mention of the possibility of such a school that
the authors of this book found was in a report given by Carolyn Conant Van Blarcom
for the Committee for the Prevention of Blindness during the fifth annual meeting of the
American Association for Study and Prevention of Infant Mortality in 1914 in which she
also speaks about a meeting of the National Organization for Public Health Nursing as
follows: “Coincident with this meeting, plans were discussed concerning the possibility
of establishing a course of midwifery in an important hospital in St. Louis. Should this
course be established, it will be open only to graduate nurses.” The authors of this book
could find no evidence that this ever happened for more than 50 years until in 1973 when
a nurse-midwifery program was established through St. Louis University School of Nurs-
ing’s Master of Science in Nursing.

Although there were individual nurses who obtained their midwifery either through
the Bellevue School for Midwives, or working with private physicians, or by going to Great
Britain, there was no school designed specifically as a school for graduate nurses to become
midwives until 1925.

During an oral history of her reminiscences, Hazel Corbin, RN, General Director of
the Maternity Center Association (MCA), mentions a school for nurses started by physicians
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in Brooklyn during World War I (1914-1919).? She calls the school an “informal develop-
ment” and then makes the following comment:

Then when the war was over, there was such an influx of physicians coming back
to the United States, all wanting to get established, so that the midwives looked
like a threat to him [sic]; and it was given up. There has always been some of this
in the background of the anti-midwife movement.

One school has an uncertain history as to when it started to admit graduate nurses
to its midwifery program. The Preston Retreat in Philadelphia was founded in 1835 by a
bequest from physician Jonas Preston as a lying-in hospital for “indigent, married women
of good character.” It did not formally open until 1866 with physician William Goodell
in charge who instituted stringent measures for the prevention of puerperal fever based
on instruction by physician Oliver Wendell Holmes.* In 1916, the Preston Retreat started
a practical nurse education program and in 1923 started a course in midwifery based on
practical nursing. In the mid-1940s, the course was also available to graduate nurses and
had both practical and graduate nurses as students until it closed in 1960.° The Director
of the Preston Retreat School of Midwifery was Stella Mummert, a graduate nurse who
obtained her midwifery training from a physician at Preston Retreat before she started the
midwifery course.®

B MANHATTAN MIDWIFERY SCHOOL

The Manhattan Midwifery School was the first school in the United States established ex-
pressly for the purpose of educating graduate nurses in midwifery. It was founded by “promi-
nent obstetricians” who believed that nurse-midwives would be the solution for the provision
of obstetrical care not only in areas scarcely populated by physicians but also to assist busy
physicians by attending normal deliveries.” It was affiliated with the Manhattan Maternity
Hospital and Dispensary, which opened in 1905, and was “dedicated to the care of women
in confinement, and as an alternative to city hospitals or atc-home care.” It had a training pro-
gram for physicians and medical students. In 1932, the Manhattan Maternity Hospital and
Dispensary merged into New York Hospital-Cornell Medical Center.?

Emily A. Porter, RN, Superintendent of the Manhattan Maternity Hospital, supported
the start of an advanced course for graduate nurses and was directed by the board of directors
to do so and to register the graduates of this course under the New York state midwife act.
The course was designed during 1924, approved by the New York State Board of Health, and
the first graduates of the 4-month course were in 1925.° By 1928, Mary Richardson, a nurse-
midwife,'® was the Director of the School of Nursing, including the course in midwifery, and
the course had increased to 6 months in length.

The Manhattan Midwifery School closed in 1931 with at least 18 graduates. The 1931
annual report of the Manhattan Maternity Hospital and Dispensary School of Nursing
stated:

The Midwifery Course for graduate nurses started in 1925 has been discontinued
during the last year as it was becoming more and more difficult to get enough
District cases to take care of the needs of Medical Students. ... It was the first and
only Midwifery School for graduate nurses in the country. We are glad to hear
that a similar one has recently been opened in New York City—The Lobenstine
Midwifery Clinic to which we may refer our many applicants."
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B LOBENSTINE/MATERNITY CENTER ASSOCIATION
MIDWIFERY SCHOOL

The Lobenstine/Maternity Center Association (MCA) Midwifery School was actually the result
of a second effort made by the MCA to start a midwifery school for graduate nurses. The first
effort in 1923 was based on the success of the collaboration of MCA and the Henry Street
Settlement public health nurses for the provision of prenatal and postpartal care (see Chapter 5)
and MCA’s demonstration of total maternity care: development of pamphlets, posters, charts,
and other educational exhibits; and manual of “routines.” Innumerable requests were received
by the MCA from public health nurses to come to New York City and observe the care, teach-
ing methods, and techniques in use. MCA provided stipends but were physically unable to
accommodate the overwhelming number of requests. Thus, MCA held Maternity Institutes for
public health nurses in their own communities in 43 states, Alaska, and Canada conducted by
an MCA nurse traveling with a duplicate set of MCA teaching materials. The Maternity Insti-
tutes started as 2-day conferences and evolved into an intensive 2-week to 1-month course of
study in “advanced maternity nursing.” Within 10 years, more than half of all the public health
nurses in the country had attended an MCA Maternity Institute."

Public health nurses who attended MCA Maternity Institutes were enthusiastic. Some
attendees wrote subsequent letters of concern that it was important in their setting to know
how “to deliver a mother.” This encouraged MCA leaders who had already stated their posi-
tion that teaching midwifery to public health nurses was an answer to the “midwife problem”
(see Chapter 3). In response, MCA made plans to open a school of midwifery in conjunction
with the Bellevue School for Midwives. A building was selected and the plan was in final
arrangements when it was “quashed” by the city commissioner of welfare (see Chapter 5)."

The next attempt was begun in early 1931 with the incorporation of the Association
for the Promotion and Standardization of Midwifery, which clearly was the creation of MCA.
The certificate of incorporation was signed by three members of the MCA Medical Board—
Dr. Ralph Waldo Lobenstine, Chair of the MCA Medical Board; Dr. George W. Kosmak; and
Dr. Benjamin P. Watson—and by the General Director of MCA, Hazel Corbin, RN. These
four became the executive committee with Dr. Lobenstine as the Chair of the new association.
In addition, the original board of trustees consisted of Dr. John O. Polak, past President (1911)
of the Medical Society of the County of Kings (Brooklyn);'* Dr. Linsly R. Williams, Director
of the New York Academy of Medicine; Lillian Hudson, RN, Professor of Public Health Nurs-
ing, Teachers College, Columbia University; and Mary Breckinridge, RN, CM, Director of the
Frontier Nursing Service (FNS)® (thereby establishing a close tie between MCA and FNS from
the beginning).

Dr. Lobenstine worked tirelessly until his untimely death from cancer of the liver in Febru-
ary 1931 to bring about the establishment of a nurse-midwifery service and education program.
The plan this time was to be in conjunction with the New York Nursery and Child’s Hospital.
Frances Perkins, Executive Secretary of MCA, said at Dr. Lobenstine’s memorial service that “just
before he died he recovered from a period of unconsciousness to ask if the preparations for the
midwifery course were going forward. Reassured, he sank contentedly to sleep.”'® Word had just
been received that the “go” signal had been received.'” On February 19, 1931, the state granted a
charter to the Association for the Promotion and Standardization of Midwifery.'"* However, on his
death, Dr. Lobenstine’s medical associates at the New York Nursery and Child’s Hospital who had
helped plan the school immediately vetoed the plan and refused to cooperate.”

The Association for the Promotion and Standardization of Midwifery was undeterred.
Mrs. E. Marshall Field led a fund-raising effort that resulted in some 60 former patients and
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friends from Dr. Lobenstine’s private practice pledging sufficient money to maintain the
school and an associated clinic for 3 years as a memorial to him. Dr. George Kosmak assumed
the position of the Chair of the Executive Committee and Board of Trustees of the Associa-
tion for the Promotion and Standardization of Midwifery. With the funding secured, the
Lobenstine Midwifery Clinic, Inc., was established on November 12, 1931.

The purpose of the clinic was to provide a “complete and satisfying maternity service to
women who wanted home delivery and of whom normal parturition might be expected, and, in
so doing, to provide a field service for the School.” Hattie Hemschemeyer, RN, a public health
nurse educator, was the Executive Secretary of the Association for the Promotion and Standard-
ization of Midwifery and the administrator of both the clinic and the school. A curriculum was
developed; physical organization was accomplished; both intra-clinic and intra-school policies
formulated; and “other welfare agencies, nursing groups, and physicians in the district were being
won over to acceptance of, if not actual friendliness to, a nurse-midwifery service.””! The School
of the Association for the Promotion and Standardization of Midwifery opened in September
1932. Hattie Hemschemeyer has the singular distinction of being the only director of a nurse-
midwifery school or educational program in the history of nurse-midwifery in the United States
who at the same time was a student in her own program. She was a member of the first class of
six, which graduated in 1933. The clinic and school was on a shoestring budget. Financial help
came in the form of stipends for tuition and living expenses for 12 of the first 25 nurses attending
the school from 1932 to 1936. These student scholarships were from the Rockefeller Foundation
through its China Medical Board and were due to the efforts of Mary Beard, RN.*

Hattie Hemschemeyer, c. 1940s.

Reproduced with permission of Childbirth
Connection Programs, National Partnership for
Women & Families.

L 0 B E N s T I " E _' Al Nurse-midwife flyer announcing

_ “Lobenstine. The only school for nurse-
The Only School for Nurse-Midwives i, midwives in the United States,” 1932.

in the United States — Reproduced with permission of Childbirth
Connection Programs, National Partnership
for Women & Families.
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Mary Beard had been in the forefront in the provision of prenatal care as the Director
of the Boston Instructive District Nursing Association, which first organized prenatal care
in 1901. She was the director from 1912 to 1922. She was a leader in the early years of the
National Organization for Public Health Nursing, serving as president, vice president, and
on the executive committee. She was also a proponent of public health nurses becoming
midwives. In 1924, she was hired by the Rockefeller Foundation as an expert in maternal and
child health. Mary Beard’s enthusiasm for midwifery education for nurses led to her being
cautioned by the Foundation that she was not to promote nurse-midwifery in the United
States as she traveled around the country for the Rockefeller Foundation. She was not allowed
to serve on a committee of the National Organization for Public Health Nursing and the
National League for Nursing Education to study the need of midwifery for nurses undil after
the American Medical Association (AMA) placed two physicians on the committee in 1927.
The Rockefeller Foundation took this position even though it supported midwifery educa-
tion and practice in Asia. Although unwilling to directly fund nurse-midwifery education in
the United States, Mary Beard did persuade the Foundation to provide scholarships.

In 1934, the memorial funds were exhausted. The School of the Association for the Promo-
tion and Standardization of Midwifery was affiliated with MCA and the Lobenstine Midwifery
Clinic was amalgamated with MCA, which assumed administrative and financial responsibility
for both the school and the clinic.* The medical community at large was strongly opposed to the
development of the Lobenstine Clinic and School, as some feared obstetrics would lose prestige
as a medical specialty if nurse-midwifery was developed and others feared economic competi-
tion.?* Assumption of responsibility for the Lobenstine Clinic and School by MCA meant that
the MCA Medical Board assumed responsibility for directing the medical work of the clinic.”
This resulted in a number of resignations from MCA’s Medical Board in protest over “midwife
activities.”” One issue was that the name “nurse-midwife” might indicate following the trail
already made by the granny midwife. It was felt, however, “that to avoid using the word ‘midwife’
might appear to be a euphemistic dodge” when indeed it was a “properly descriptive term.”

Nurse-midwife Rose McNaught
welcoming new student Margaret
Thomas to the Maternity Center
Association, c. early 1930s.
Reproduced with permission of Childbirth
Connection Programs, National
Partnership for Women & Families.

There were 320 graduates of the Lobenstine/MCA School of Nurse-Midwifery between
1933 and 1959 who utilized the services provided by the Lobenstine Clinic for educational
purposes. (See Chapter 6 for a description of the services provided by the Lobenstine Clinic.)
In 1958, MCA terminated its home delivery service and transferred the clinical portion of
the school to a joint program with Downstate Medical Center, State University of New York
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(SUNY) in Brooklyn, New York. Students used Kings County Hospital for clinical expe-
rience. This move was facilitated by Hazel Corbin, RN, Executive Director of the MCA;
Marion Strachan, CNM, Director of the MCA School of Nurse-Midwifery, who conducted
a preliminary study that led to this transfer; and Louis Hellman, MD, Chairman and Pro-
fessor of Obstetrics and Gynecology at the Downstate Medical Center and Kings County
Hospital. The school was under the charter of the Association for the Promotion and Stan-
dardization of Midwifery until 1963 when a change in MCA’s charter authorized MCA to
include conduct of a school for nurse-midwives and certify its graduates. The Association
for the Promotion and Standardization of Midwifery was then dissolved.” In 1972, federal
funding was received by Downstate Medical Center—Kings County Hospital for expansion
of the nurse-midwifery education program with which MCA had been affiliated since 1958.
MCA subsequently phased out its support.” The direct descendant of the Lobenstine/ MCA
School of Nurse-Midwifery, thus, is the Midwifery Education Program of the SUNY Down-
state Medical Center in Brooklyn, New York. In keeping with its pioneer roots, the SUNY
Downstate Midwifery Education Program was the first to offer a master’s degree in midwifery
and to be accredited for preparing non-nurse midwives to meet the same standards as nurse-
midwives and take the same national certification examination prescribed by the American

College of Nurse-Midwives. Successful passing of the national certification examination con-
fers on them the title Certified Midwife.

Dr. Louis Hellman and Certified
Nurse-Midwife Marion Strachan,
c. 1955.

Photo from personal collection of Helen
Varney Burst.

B FRONTIER NURSING SCHOOL OF MIDWIFERY

World War II caused the escalation of Mary Breckinridge’s vision of one day having a school
to prepare nurse-midwives. The nurse-midwives who had been the staff of FNS were largely
British educated either as having come from Great Britain or as U.S. graduate nurses sent
to Great Britain for their education and returned to work at FNS. With the advent of war,
the British nurse-midwives returned to their homeland to be of service to their country.
Furthermore, ENS could now no longer send nurses to England for their midwifery educa-
tion. Moreover, there was an insufficient supply of graduates from the Manhattan Midwifery
School and the Lobenstine/MCA School of Midwifery to maintain staffing of FNS. It be-
came evident that FNS had to have its own school to survive. Thus, the Frontier Graduate
School of Midwifery started with a class of two nurses, who were working at Hyden Hospital
in November 1939.%°
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Frontier Nursing Service nurse-midwife and family on horseback crossing a river, c. 1930s.

Photo courtesy of the Frontier Nursing Service Archives.

Providing classroom facilities and housing became the next immediate problem. Mardi
Cottage was constructed and dedicated on December 7, 1941, an otherwise devastating day
in U.S. history with the bombing of Pearl Harbor by the Japanese. The entrance of the
United States into war meant rationing and shortages. Two items particularly affected FNS:
diapers and horseshoes. Mary Breckinridge noted that it was “hard to convince officials that
horseshoes were essential to childbirth,”®" but they were essential for nurse-midwives on

Frontier Nursing Service nurses
studying midwifery in a classroom,
c. 1940s.

Photo courtesy of the Frontier Nursing
Service Archives.
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horseback to access their patients. Diaper shortages (all fabric in the early 1940s) were related
to the fact that the nation’s textile looms were being used to make burlap for wartime needs.
Diaper shortages both at the hospital and in the districts frustrated Mary Breckinridge who
said: “War is war...but why take it out on the babies?”*? Mardi Cottage sufficed for barely a
decade and then Haggin Quarters was built and opened in 1950 as enrollment in the school
increased.

Prospective students were required to work first as a nurse at FNS. During this time,
they were rotated through the hospital, the hospital’s clinics, and the districts to understand
the relationships between these facilities and how a rural health care system functions. This
time exposed them to the work of the midwives, local culture, animals, the rigors of life in
mountainous isolation, and working with people in poverty. It also enabled FNS leaders to
evaluate a nurse’s potential as a midwife and if she was competent, able to adapt, and suited
for the work.*

Frontier Nursing Service nurse-
midwife making a home visit,
c. 1930s.

Photo courtesy of the Frontier
Nursing Service Archives.

Learning to ride and care for the horses was integral to being an FNS nurse and mid-
wife in the early years. By the 1950s, nurses had to learn both how to ride and care for horses
and how to drive a manual shift jeep. By the end of the 1960s, jeeps had mostly replaced
horses as the mountain roads were improved and more roads were built.

Recruitment of nurses was an issue that Mary Breckinridge addressed by writing
numerous articles for both professional journals and women’s magazines and making hun-
dreds of speeches, many on the radio. The ultimate recruiting tool was the 1952 publication
of Mary Breckinridge’s autobiographical book of her life and the story of FNS: Wide Neigh-
borhoods.** FNS had much to offer for those who were public health oriented, wanted an
adventure, or were preparing for missionary work. A real issue in recruitment of students for
midwifery, however, was that most births were now in hospitals and most women in hospitals
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Frontier Nursing Service nurse-midwife and horse fording a swollen creek. c. 1930s.

Photo courtesy of the Frontier Nursing Service Archives.

were having twilight sleep. Nurses who cared for women having twilight sleep were horri-
fied by how women behaved and were treated when under the influence of scopolamine and
morphine (see Chapter 3). They witnessed the frequent use of forceps and were shocked with
less than optimal neonatal outcomes. Exposure to FNS home births with nurse-midwives
was life changing for many FNS nurses who had been interested in public health nursing but
not midwifery until they saw what birth could be like without the interventions all too com-
monly used in the hospital. Then they became eager to be students in the school.

When most FNS births moved into Hyden Hospital in the 1960s and home births
became increasingly rare, the FNS style of helping women give birth and natural birth con-
tinued regardless of the birth site. However, the Hyden Hospital was too small to accommo-
date the increased number of births and to provide even the physical space for “rooming-in”
with both a bed for the mother and a bassinet for the baby in the same room. A new hospital
was built, the Mary Breckinridge Hospital, which opened in 1975 and provided not only
better space for patients but also more classroom space for students. An annex was built to
the old hospital, which also provided classroom space. Eventually, the old Hyden Hospital
was renovated and is currently the administrative home of the school.

In 1970, the school changed its name to the Frontier School of Midwifery and Family
Nursing (FSMFN) when a Family Nurse Practitioner Program was begun. Students now had
three options of what they wanted to become—(a) nurse-midwife, (b) family nurse practitio-
ner, or (c) family nurse-midwife—to become a family nurse-midwife, a student took both the
courses in midwifery and in family nurse practice. Nurse practitioner education was a new
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concept begun with a Pediatric Nurse Practitioner Program at the University of Colorado
in 1965.% For FNS, it was more of an educational formalizing of the public health nursing
they had done since 1925. The FNS Family Nurse Practitioner Program closed in 1989 and
then resumed in 1999 as the distance learning Community-Based Family Nurse Practitioner
(CFNP) education program.

In the meantime, midwifery education at FNS continued without pause. By the sum-
mer of 1976, 460 nurse-midwives had graduated from the school. However, the addition of
family planning and contraception both in practice and education led to a decreased birth
rate and the inability of FNS to provide a sufficient number of birth experiences to meet
clinical requirements. As a result, students were sent out of state for clinical experience. A
distance learning pilot project was launched in 1989 that became the FNS Community-
Based Nurse-Midwifery Education Program (CNEP) in 1991 (see Chapter 14). This served
both the need of FNS to continue midwifery education and the profession’s need to vastly
increase the number of nurse-midwives in the country. There were more than 1,100 gradu-
ates by 2012.%

In 2003, the FSMEN began to offer the master of science in nursing (MSN) degree
for its graduates and a women’s health care nurse practitioner program was added to the
school. In 2004, FSMFN was accredited as an independent graduate school by the Southern
Association of Colleges and Schools. This was followed in 2005 by institutional accreditation
for the school and continuing programmatic accreditation for the nurse-midwifery program
by the American College of Nurse-Midwives Division of Accreditation, and programmatic
accreditation by the National League for Nursing for the family nurse practitioner program.
In 2008, the first class of students enrolled in the new doctor of nursing practice program
and in 2011, the FSMFN changed its name again, this time to Frontier Nursing University
to better reflect its variety of graduate nursing programs.

B TUSKEGEE SCHOOL OF NURSE-MIDWIFERY

The impetus for the start of the Tuskegee School of Nurse-Midwifery was the abysmal state of
affairs in the provision and outcomes in maternity care in the state of Alabama. Alabama was
only one of several southern states with high maternal and infant mortality rates and more
than two thirds of Black births attended by granny midwives.”

In 1939, nurse-midwife Margaret Murphy, adviser to the Midwife Control Program
of the Alabama Department of Health, and Dr. J. N. Baker, State Commissioner of Health,
thought that nurse-midwives could improve the situation of maternal and infant mortality,
inadequate care, and regulation and supervision of the granny midwives in Alabama. Margaret
Murphy was one of the first graduates of the Lobenstine/MCA School of Midwifery (see Chap-
ter 6). Two Black Alabama nurses were sent to the Lobenstine/MCA School of Midwifery to
return to Macon County, Alabama, and function as “public health nurse-midwives.” By 1941,
there were four Black nurse-midwife graduates from the Lobenstine/MCA School of Midwifery
developing clinical field sites of clinics and home birth in Macon County for students who were
to start arriving in September 1941.% “Each nurse-midwife is assigned to a definite area and in
that area she is responsible for both public health nursing and midwifery among the colored
people who account for approximately 80 per cent of the total population of the county.”

This nurse-midwifery service, under the supervision of the Macon County Health
Department, was part of a plan developed by the Alabama Department of Health, the
Macon County Health Department, MCA in New York City, the Children’s Bureau, the
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Julius Rosenwald Fund,*’ and the Tuskegee Institute.”’ The Julius Rosenwald Fund provided
developmental funding and fellowships for nurses to attend the Lobenstine/MCA School of
Midwifery in New York City. The Children’s Bureau provided funding to maintain both the
school and the Macon County Nurse-Midwifery Maternity Service, including the salary of
the physician who worked with the program. The Tuskegee Institute was not directly involved
in the venture except for the fact that the Andrew Memorial Hospital was on the campus and
provided housing for the students. Likewise, however, the hospital was not responsible for the
operation of the school. All funding came through the State Health Department.*

MCA sent Margaret Thomas, one of their graduates and now on MCA'’s staff, to be
the director of the school and organize the classroom and clinical teaching program. The
plan was for her to leave after 6 months, which she did. E Carrington Owen, another
Lobenstine/MCA graduate, took over both the teaching program and supervision of the
nurse-midwifery maternity service until she resigned in June 1943. The school was with-
out a director from June to September 1943 when Margaret Thomas was reappointed
and remained until she again resigned in August 1945. At that time, Claudia Durham,
a 1944 graduate of the Tuskegee School of Nurse-Midwifery, became the Program Direc-
tor until the school closed in 1946. In the meantime, Beatrice Trammel, one of the first
Alabama nurse-midwife graduates of the Lobenstine/MCA School of Midwifery, who had
been teaching with Margaret Thomas from the beginning, continued to operate the Macon
County nurse-midwifery maternity service with three other staff nurse-midwives. The other
original three staff nurse-midwives resigned in 1942 due to inadequate salaries, heavy work-
loads, and long hours including continuously being on call for deliveries.” Graduates of the
Tuskegee School of Nurse-Midwifery provided a limited continuing stream of short-term
replacements. Many graduates returned to their own states to practice, especially if they had
received stipends from their state public health department which obligated them to work
there after graduation.*

Director and staff recruitment and retention of Black nurse-midwives and resulting
turnover were major problems exacerbated by racial discrimination, salary inequities, and
unfair employment and living conditions. The school existed for 6 years under almost insur-
mountable difficulties and obstacles. Efforts to establish administrative relationships with
both Tuskegee Institute and John A. Andrew Memorial Hospital were to no avail. Finally, the
problems became too great for continuing viability and the school closed on June 30, 1946.
Nurse-midwife Lucinda Canty determined in her study of the graduates of the Tuskegee
School of Nurse-Midwifery that there were a total of 31 graduates.”

Bl DILLARD UNIVERSITY FLINT-GOODRIDGE
SCHOOL OF NURSE-MIDWIFERY

The history of the Flint-Goodridge School of Nurse-Midwifery begins with the Phyllis
Wheatley Sanitarium and Training School of Negro Nurses that opened in 1896 and was
named after the Phyllis Wheatley Club of Black women who founded it. It quickly ran into
financial difficulties but was rescued by New Orleans University, which made it an adjunct
to its medical school. Philanthropic private funding for land and an endowment led to nam-
ing the hospital the Sarah Goodridge Hospital. Philanthropic private funding for the New
Otrleans University medical school led to naming it Flint Medical College. It did not survive
the Flexner Report (see Chapter 2) and closed in 1911. The buildings used for the Sarah
Goodridge Hospital and Nurses Training School and Flint Medical College were converted
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into a 50-bed hospital and the name changed to Flint-Goodridge Hospital.* In 1930, New
Otrleans University and Straight College merged into one institution which was named after
Dr. James Hardy Dillard, who had served as a Trustee of both institutions. Funding was
largely from the Julius Rosenwald Fund and the General Education Board.”” The first unit of
the newly created Dillard University was the hospital unit, which at that time became known
as the Flint-Goodridge Hospital of Dillard University as the hospital was run by Dillard Uni-
versity. Dr. A. W. Dent became the first superintendent of the Flint-Goodridge Hospital in
1932. In 1942, Dr. Dent was named President of Dillard University.*

The Nurses Training School of the Flint-Goodridge Hospital, a diploma program, did not
survive the accreditation process of the National League of Nursing Education, the National
Organization for Public Health Nursing, and the Louisiana Board of Nurse Examiners, and
Dr. Dent announced in 1932 that it would be closing. The unemployment crisis during the
Depression had decreased hospitalization and there was insufficient clinical experience for stu-
dents. The last students graduated in 1934. Through the efforts of Dr. Dent and Rita Miller,
RN, MA, Dillard University opened a baccalaureate degree program in nursing in 1942.9

The Flint-Goodridge School of Nurse-Midwifery was also opened in 1942 in affiliation
with Dillard University and Flint-Goodridge Hospital. The School of Nurse-Midwifery was
the vision of Dr. Dent who was very concerned about the high maternal and infant mortality
rates in New Orleans and the predominant practice of granny midwives in the Black com-
munity. A network of contacts involved the Julius Rosenwald Fund, the Children’s Bureau,
the General Education Board, the Rockefeller Foundation, and MCA. Ultimately, funding
came for a 6-month course for graduate nurses in midwifery from the Children’s Bureau in
the United States Public Health Service (USPHS). Funding from the USPHS required that
students be enrolled in the educational institution to which the funds were being appropri-
ated.”® This means that the Dillard University Flint-Goodridge School of Nurse-Midwifery
was the first nurse-midwifery program within a university.

There were to be two students in each class, totaling four per year. Births would be
both in the home and the Flint-Goodridge Hospital. Two graduates of the Lobenstine/ MCA
School of Midwifery were hired as faculty and staff: Kate Hyder and Etta Mae Forte.”* Kate
Hyder directed the program, which was overseen by an obstetrician, Dr. Wesley Segre. The
first students started in the fall of 1942 and graduated on June 15, 1943. The school then
closed due to the “war emergency.” The closure was intended to be “temporary.”>* One gradu-
ate worked in the Louisiana State Department of Health and the other worked in the Missis-
sippi Heath Department.®

B CATHOLIC MATERNITY INSTITUTE SCHOOL OF NURSE-MIDWIFERY
AND CATHOLIC UNIVERSITY OF AMERICA

Medical Mission Sisters and Catholic Maternity Institute (CMI) go hand in hand. The
Medical Mission Sisters were founded in 1925 by Anna Dengel, MD, with an international
mission of improving maternal and child health, providing access to health care services
particularly for impoverished women, and to be a healing presence in the world. Maternal
and infant mortality rates were among the highest in the nation in New Mexico in the early
1940s, especially in Sante Fe and the surrounding rural area largely populated by economi-
cally poor Spanish Americans. The problem was exacerbated by World War II and physicians
leaving to serve in the war effort. World War II also restricted the international work of the
Medical Mission Sisters.”*
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The regional director for the Children’s Bureau approached the Catholic archbishop
for the region for help. Help came in the form of the archbishop requesting that Mother
Dengel, the Major Superior of the Society of Catholic Medical Missionaries (Medical Mis-
sion Sisters), send trained midwives to New Mexico. To this end, Sr. Theophane Shoe-
maker and Sr. Helen Herb were sent to the Lobenstine/MCA School of Midwifery in 1942
and then, on graduation, to Santa Fe to establish a nurse-midwifery service and education
program.”® They began practice in late 1943 in an already existing clinic and with local
physicians. In August 1944, facilities for CMI were dedicated and it officially opened. Sr.
Theophane Shoemaker was named the director.”® In August 1945, CMI was incorporated
as a nonprofit institution.”

Nurse-midwife Sr. Theophane
Shoemaker in Catholic Maternity
Institute clinic, c. 1940s.

Archival holdings of the Medical
Mission Sisters.

The CMI School of Nurse-Midwifery opened in February 1945 with two students.
Also in February 1945, the school formally affiliated with the School of Nursing of The
Catholic University of America (Catholic University). Officially, the name of the school was
The School of Nurse-Midwifery at the Catholic Maternity Institute in affiliation with the
Catholic University of America. The involvement of the Children’s Bureau, like with the
Dillard University Flint-Goodridge School of Nurse-Midwifery, meant affiliation with an
educational institution. Catholic University was asked by the Children’s Bureau “to guide
and provide affiliation for the school, so that it would have a stable educational influence.”®
Unlike the Flint-Goodridge School of Nurse-Midwifery, however, the CMI School of Nurse-
Midwifery was not housed within the university.
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Entrance to Catholic Maternity
Institute, Santa Fe, New Mexico,
late 1940s.

Archival holdings of the Medical
Mission Sisters.

The CMI School of Nurse-Midwifery served two different sets of students: (a) students in
a certificate program from which graduate nurses received a Certificate in Nurse-Midwifery and
“official recognition of credits given by the School to its students” by Catholic University,” and (b)
the provision of clinical experience for students obtaining their master’s degree at Catholic Uni-
versity. This degree program started in 1947 with the first students arriving at CMI in 1948.°!
The graduates would receive both a master of science degree from Catholic University and a Cer-
tificate in Nurse-Midwifery from CMI. Sr. Theophane held the rank of Assistant Professor in the
Catholic University School of Nursing. The original plan for certificate students was a 6-month
curriculum. This could be followed by an optional 6-month internship.® In 1954, the curriculum
for certificate students was extended to 1 year.® Catholic University students initially had three
semesters at the Catholic University School of Nursing and then one semester at CMI for their
nurse-midwifery. This was deemed as “extremely taxing for even the best students and their time
at the Catholic Maternity Institute was increased to 6 months. ...”* There was generally one class
of certificate students and one class of Catholic University graduate students per year.

All births were initially in the home. La Casita,® a small freestanding maternity home
that became the precursor of the freestanding birth center movement in the late 1970s, was
opened in 1946 to centralize care, better meet student clinical needs, and increase efficiency
by decreasing lengthy travel on treacherous roads.®® In 1948, there were approximately 300
home births. In 1951, a new larger La Casita was built as births there had nearly tripled to
20% of the total number of deliveries.” Until 1953, there were more home births than births
at La Casita and from 1953 to 1958 there were equal numbers of home births and La Casita
births. From 1958 to 1964, there was a dramatic decline in home births and by 1964 to 1968
there were only occasional home births.®
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CMI nurse-midwife Sr. Catherine Shean offering prayer of thanksgiving following a home birth,
c. 1940s.

Archival holdings of the Medical Mission Sisters.

Historians Anne Cockerham and Arlene Keeling contend that it was the financial dis-
tress caused by births at La Casita that led to the closure of CMI. La Casita gave patients a
choice and they chose La Casita. Families were large and this gave the mother several days
free of houschold responsibilities in comfortable surroundings and, for some, the luxuries of
electricity and running water. However, births at La Casita were considerably more expensive
for CMI than births at home. As patients were unable to pay for the full cost of birth at La
Casita, CMI absorbed these costs and operated at a deficit.”” There was also a considerable
difference between the amount charged and amount collected in fees.”” Although there were
some private patients being cared for at CMI after World War II whose insurance would have
covered expenses for birth in a hospital, the insurance would not cover birth at home or birth
at La Casita and they had to pay out of pocket.”

CMT'’s last class was in 1968 and it closed in July 1969. There were a total of 167 gradu-
ates,’? counting both certificate program and Catholic University students and both secular
and religious students, all of whom were awarded the Certificate in Nurse-Midwifery from
CMI. When asked why CMI closed, Sr. Catherine Shean, who was the director of CMI at
the time it closed, spoke of the financial problems and of changes in the health department
and in the religious community over which she had no control. She noted that the Order of
the Medical Mission Sisters was founded to do work outside of the United States. It had been
the community of the Medical Mission Sisters that had been covering the deficit budgets of
CMI. The caseload of CMI was too small compared with international numbers. For the
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equivalent amount of money in countries outside the United States, they could be helping
10,000 mothers and babies a year versus the 300 average number of births per year at CMIL.7

B NOTES

10.

11.
12.

13.

14.

15.

16.

17.
18.
19.
20.

Vera Keane, “Why Nurse-Midwifery,” Bulletin of the American College of Nurse-Midwifery 2, no.
4 (December 1957): 60.

J. Clifton Edgar, “The Education, Licensing and Supervision of the Midwife,” Transactions of the
Sixth Annual Meeting, American Association for Study and Prevention of Infant Mortality, 1915, p. 94.
Hazel Corbin, “The Reminiscences of Hazel Corbin” (transcript of interviews conducted by Ruth
Lubic in 1970, Columbia University Oral History Research Office, 1973). Copy in the personal
files of HVB.

Harold Speert, Obstetrics and Gynecology in America: A History (Chicago, IL: The American Col-
lege of Obstetricians and Gynecologists, 1982), 100, 134. Speert details the measures used by
Goodell to prevent puerperal fever on p. 134.

Information about Preston Retreat was generously shared by nurse-midwife and historian Katy
Dawley in personal communications to Jill Cassells in 2000 and HVB in 2003. Dr. Dawley ob-
tained her information from scrapbooks and records of the Preston Retreat Alumni Association
provided by its president, Joyce Gehman, in 1999.

Helen Varney Burst and Joyce E. Thompson, “Genealogic Origins of Nurse-Midwifery Educa-
tion Programs in the United States,” Journal of Midwifery & Women’s Health 48, no. 6 (Novem-
ber/December 2003): 464—470, 464.

Author unknown, “Should Nurses take Midwifery to put over Pubic Health?,” 7he Trained Nurse
and Hospital Review LXXV, no. 4 (October 1925): 337-341, 341.

Accessed September 13, 2012, http://www.med.cornell.edu/archives/history

All information in this paragraph is from Jill Cassells, “The Manhattan Midwifery School” (mas-
ter’s thesis, Yale University School of Nursing, New Haven, CT, 2000), 20. One of the first
graduates was B. E. Tansey whose interview was presented in the October 1925 7he Trained Nurse
and Hospital Review and discussed in Chapter 5, Public Health Nurses as Midwives of this book.
Edith Richardson was a graduate nurse from St. Luke’s Hospital in New York City, earned her BS
from Columbia University Teachers College, and studied midwifery at the Hospital for Mothers
and Babies in London. Information from Ibid., Cassells, p. 21. Jill Cassells obtained her informa-
tion from the Annual Reports of the Manhattan Maternity Hospital and Dispensary.

Ibid., Cassells, p. 24.

Maternity Center Association: 1918—1943 (New York, NY: Maternity Center Association, 1943),
21-24. Maternity Center Association Log 1915—1980 (New York, NY: Maternity Center Associa-
tion, 1980).

Maternity Center Association: 1918—1943, 24-25.

Information about Dr. Polak was obtained from http://www.msck.org/msck-practice.htm,
accessed September 13, 2012.

Twenty Years of Nurse-Midwifery 1933-1953 (New York, NY: Maternity Center Association,
1955), 17. Maternity Center Association Log 1915—1980, 17.

Quoted in Kathleen Tirrell Wilson, “Physicians Instrumental in the Development of Nurse-Mid-
wifery in the United States, 1915-1939” (master’s thesis, Yale University School of Nursing, New
Haven, CT, 1995), 61. The quote is attributed to Frances Perkins, “A Memorial to Dr. Ralph Waldo
Lobenstine,” New York Herald Tribune May 10, 1931. Reprint located at the New York Obstetrical
Society, Special Collections Department, the New York Academy of Medicine, New York.
Maternity Center Association: 1918—1943, 26.

Twenty Years of Nurse-Midwifery 1933—-1953, 17.

Maternity Center Association: 1918—1943, 26.

Twenty Years of Nurse-Midwifery 1933—1953, 18.


http://www.med.cornell.edu/archives/history
http://www.msck.org/msck-practice.htm

7: EARLY EDUCATION FOR NURSE-MIDWIVES (1920s-1954) W 119

21.
22.

23.
24.
25.
26.

27.
28.
29.
30.

31.
32.

33.
34.

35.

36.
37.

38.

39.

40.

41.

42.

Ibid.

Most of the information on Mary Beard in this chapter is from nurse-midwife and historian,
Katy Dawley, who combed both Rockefeller Foundation and MCA archives, minutes, and let-
ters for her dissertation. Katherine Louise Dawley, “Leaving the Nest: Nurse-Midwifery in the
United States 1940-1980” (doctoral diss., University of Pennsylvania, Philadelphia, PA, 2001),
38, 45-46.

Maternity Center Association Log 19151980, 14.

Twenty Years of Nurse-Midwifery 1933—1953, 18

Maternity Center Association Log 1915-1980, 14.

Maternity Center Association: 1918—1943, 26. See also Wanda Caroline Hiestand, “Midwife to
Nurse-Midwife: A History. The Development of Nurse-Midwifery Education in the Continental
United States to 1965 (doctoral diss., Teachers College, Columbia University, New York, NY,
1976), 158.

Maternity Center Association: 1918—1943.

Maternity Center Association Log 1915—1980, 29.

Ibid., p. 35.

Mary Breckinridge, Wide Neighborhoods: A Story of the Frontier Nursing Service (New York, NY:
Harper, 1952); also, Anne Z. Cockerham and Arlene W. Keeling, Rooted in the Mountains, Reach-
ing to the World: Stories of Nursing and Midwifery at Kentucky’s Frontier School, 1939-1989 (Lou-
isville, KY: Butler Books, 2012); for more stories, see Doris E. Reid, Saddlebags Full of Memories
(self-published, 2nd printing, May 1995).

Tbid., p. 330.

Ibid., p. 331; also Cockerham and Keeling, Rooted in the Mountains, Reaching to the World,
32-33.

Cockerham and Keeling, Rooted in the Mountains, Reaching to the World, 36-37.

Mary Breckinridge, Wide Nel’g/ﬂbar/ﬂoods: A Story 0f the Frontier Nursing Service (New York, NY:
Harper, 1952).

Loretta C. Ford, and Henry K. Silver, “The Expanded Role of the Nurse in Child health,” Nursing
Outlook 15 (1967): 43—45; see also Susan Duncan Daniell, “Agents of Change: A History of the
Nurse Practitioner 1965-1973” (master’s thesis, Yale University School of Nursing, New Haven,
CT, 1997).

Accessed October 5, 2012, http://www.frontier.edu/about-frontier/school-history

Elizabeth C. Tandy, 7he Health Situation of Negro Mothers and Babies in the United States (\Wash-
ington, DC: Children’s Bureau, 1940).

Twenty Years of Nurse-Midwifery 1933—1953, 59. The names of the nurse-midwives were: Beatrice
Trammel and Marie Watts (1939); Mae Forte and Claudia Henderson (1941).

Naomi Deautsch and Mary B. Willeford, “Promoting Maternal and Child Health: Public Health
Nursing Under the Social Security Act, Title V, Part 1,” American Journal of Nursing 41, no. 8
(1941): 894-899, 898.

The Julius Rosenwald Fund was founded by Julius Rosenwald, President of Sears, Roebuck and
Co. (1908-1924) and Chairman of the Board (1924-1932), for the “well-being of mankind.”
Included in his extensive philanthropy was the funding of more than 5,000 schools in rural, poor,
and primarily Black School Districts in 15 southern states. These schools were built with the help
of the local Black community and known as “Rosenwald Schools.” He became a trustee of the
Tuskegee Institute in 1912. Information on Julius Rosenwald and the Julius Rosenwald Fund was
obtained from two sources: J. Scott McCormick, “The Julius Rosenwald Fund,” 7he Journal of
Negro Education 3, no. 4 (October 1934): 605-626, and Sears Archives accessed on October 10,
2012, htep:/[www.searsarchives.com/people/juliusrosenwald

Tuskegee Institute was founded in 1881 by Booker Taliaferro Washington, a former slave who
became the foremost African American educator of his time. Booker T. Washington, who died in
1915, and Julius Rosenwald were close friends.

Twenty Years of Nurse-Midwifery 1933—1953, 58-59.


http://www.frontier.edu/about-frontier/school-history
http://www.searsarchives.com/people/juliusrosenwald

120 W 1I: EARLY NURSE-MIDWIFERY IN THE UNITED STATES

43.

44.
45.

46.

47.

48.
49.

50.

51.

52.
53.

54.

55.

56.
57.
58.

Lucinda Canty, “The Graduates of the Tuskegee School of Nurse-Midwifery” (master’s thesis,
Yale University School of Nursing, New Haven, CT, 1994), 15; also see Twenty Years of Nurse-
Midwifery 19331953, 59.

Canty, “The Graduates of the Tuskegee School of Nurse-Midwifery,” 25.

Ibid. Other sources say 25 graduates and all reference Maternity Center Association. One of
the Tuskegee graduates had a list of 25 graduates but the list had errors. One person on that list
graduated from the Tuskegee School of Nursing, but not the School of Nurse-Midwifery and her
name was removed. Other graduates were added to the list and the year of graduation was cor-
rected for seven of the graduates. Lucinda Canty made two trips to Alabama and reviewed State
Health Department annual reports for the time period studied. These annual reports included
the number of students who graduated each year. Lucinda Canty provides a list of the names and
year of graduation for the 31 graduates on p. 24 of her thesis.

“The History of Flint-Goodridge Hospital of Dillard University,” Journal of the National Medical
Association 61, no. 6 (November 1969): 533-536, 533—534 (no author on article).

Jennifer Horch, “The Flint-Goodridge School of Nurse-Midwifery” (master’s thesis, Yale Univer-
sity School of Nursing, New Haven, CT, 2002), 21. The General Education Board was estab-
lished by John D. Rockefeller in 1903.

“The History of Flint-Goodridge Hospital of Dillard University,” 535.

Darlene Clark Hine, Black Women in White: Racial Conflict and Cooperation in the Nursing Profes-
sion, 1890-1950 (Bloomington, IN: Indiana University Press, 1989), 66—67. Information about
the Dillard University School of Nursing is detailed in Black Women in White by Darlene Hine.
Horch, “The Flint-Goodridge School of Nurse-Midwifery,” 39—42. All information regarding the
Dillard University Flint-Goodridge School of Nurse-Midwifery is taken from Jennifer Horch’s
master’s thesis.

Most likely, this is the same nurse-midwife as Mae Forte who was part of the initial staff at Tuskeg-
ce. In Twenty Years of Nurse-Midwifery 1933—1953, the narrative on p. 59 says Miss Mae Forte and
the list of graduates says Etta Mae Forte on p. 118. She would have been at Tuskegee from 1941 to
1942 and then gone to Louisiana in 1942. There is only one Forte in the list of MCA graduates.
Horch, “The Flint-Goodridge School of Nurse-Midwifery,” 45.

Sr. M. Theophane Shoemaker, “History of Nurse-Midwifery in the United States” (master’s diss.,
Washington, DC, The Catholic University of America Press, 1947).

Carol Dorey, A Summary of the History of the Educational Program of the Catholic Maternity In-
stitute 1944—1967. November 1967. Two and a half typed pages with corrections. The two and
a half pages start with a note that documentation for this summary is from a Catholic Univer-
sity master’s dissertation by Sr. Rosemary Smyth: History of the Catholic Maternity Institute from
1943-1958,1960; minutes of staff meetings from 1958 to 1967; and letters and documents in
CMI files. A copy of the two and a half pages was given to HVB by Mary Shean (Sr. Catherine
Shean’s sister) along with a handwritten note that Sr. Rosemary Smyth’s dissertation is at Foxchase
(the mother house of the Medical Mission Sisters). In the personal files of HVB. See also Katy
Dawley, “Origins of Nurse-Midwifery in the United States and its Expansion in the 1940s,”
Journal of Midwifery & Women’s Health 48, no. 2 (March/April 2003): 86-95, 90-91; Anne Z.
Cockerham and Arlene W. Keeling, “Finance and Faith at the Catholic Maternity Institute, Santa
Fe, New Mexico, 1944-1969,” Nursing History Review 18 (2010): 151-166, 153—154; and Hazel
Corbin, “Historical Development of Nurse-Midwifery in this Country and Present Trends,” Bul-
letin of the American College of Nurse-Midwifery 4, no. 1 (March 1959): 13-26,19.

Cockerham and Keeling, “Finance and Faith at the Catholic Maternity Institute, Santa Fe, New
Mexico, 1944-1969”; and Dawley, “Origins of Nurse-Midwifery in the United States and its
Expansion in the 1940s.”

Shoemaker, “History of Nurse-Midwifery in the United States,” 45.

Dorey, A Summary of the History of the Educational Program.

Ibid. Also 1962-1963 brochure of the Catholic Maternity Institute School of Nurse-Midwifery
which includes a section on History. In the personal files of HVB.



7: EARLY EDUCATION FOR NURSE-MIDWIVES (1920s-1954) B 121

59.

60.

61.

62.

63.
64.
65.
66.

67.

68.

69.

70.
71.

72.
73.

Shoemaker, “History of Nurse-Midwifery in the United States,” 46. It is not clear whether the
recognition of credits is for all students, including the certificate program students, or only for the
Catholic University students who obtained their nurse-midwifery at CMI.

Dorey, A Summary of the History of the Educational Program.

Sister M. Theophane Shoemaker, “Catholic Sponsored Nurse-Midwifery Education,” Bulletin of
the American College of Nurse-Midwifery 4, no. 2 (June 1959): 47-49, 47.

Author unknown. “The Catholic University of America and the Catholic Maternity Institute,”
Bulletin of the American College of Nurse-Midwifery 1, no. 3 and 4 (September 1956): 21-23. This
issue of the Bulletin is devoted to a survey of the nurse-midwifery programs in the United States
at that time. Reports were received from the programs so presumably they were written by the
Program Director, which, for CMI, would have been Sr. Theophane Shoemaker.

Shoemaker, “Catholic Sponsored Nurse-Midwifery Education,” 47.

Ibid.

Spanish for “the little house.”

Cockerham and Keeling, “Finance and Faith at the Catholic Maternity Institute, Santa Fe,
New Mexico, 1944-1969,” 151.

Ibid., p. 155.

Handwritten notes taken by HVB during a presentation on CMI by nurse-midwife and histo-
rian Ellen Craig and Sr. Catherine Shean during the ACNM Convention in April 1994. In the
personal files of HVB.

Cockerham and Keeling, “Finance and Faith at the Catholic Maternity Institute, Santa Fe,
New Mexico, 1944-1969,” 157.

Ibid., p. 159.

Handwritten notes; also a graduate of CMI and past President of the ACNM, Teresa Marsico,
told HVB that she believed that these were the first private practice patients cared for by CNM:s.
Ibid.

Ibid.






SECTION III

History of the Resurgence

of Commumnity Midwives and Early
Education Pathways in the United
States (19605s—1980s)






CHAPTER EIGHT

Resurgence of Community Midwives

When we began “catching babies” in the '60s and '70s, most of us had no idea we

would become part of an astonishing social movement that would influence and

shape the discourse about reproductive rights and the content of maternity care in
America.

—Geradine Simkins, CNM, CPM, Into These Hands:

Wisdom From Midwives (2011, p. xxv)

B CONSUMER DEMAND FOR OUT-OF-HOSPITAL BIRTH

Women and childbearing families in the United States were encouraged to move from
home to hospital for birth beginning during the first half of the 20th century.! There
were many forces (economic, political, and social) at work in American society that
promoted physician attendants in hospitals as the “safest” practitioners and place for
births. This idea prevailed regardless of the woman’s health status and ignored whether
she was experiencing medical or obstetrical complications or was having a normal labor
and birth.?

Well-qualified nurse-midwives from early American schools of nurse-midwifery
were viewed as necessary only if they remained outside of hospitals caring for the poor
who either did not have access to hospitals or preferred to birth at home. These women
would not take away the financial gains® made by obstetricians who were struggling to
be accepted as a legitimate specialty of medicine and who charged fees for their hospital-
based services for middle- and upper-class women.* Nurse-midwives practicing during the
first half of the 20th century were introduced into large city hospitals and medical centers
in the late 1950s to provide extra hands to attend the births of the increasing number of
poor women coming to municipal clinics.’ A few nurse-midwives continued to attend
births in the home® and a renewed interest in nurse-midwife run birth centers arose dur-
ing the 1970s (e.g., Su Clinica Familiar in southern Texas, the Childbearing Center in
New York City).” However, when Certified Nurse-Midwives (CNMs) moved into hospital
settings beginning in the late 1950s,® families who wanted out-of-hospital births in their
home or in a birth center were left with fewer available nurse-midwifery birth attendants
to help them.
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The 1960s began an era of feminism’ and consumerism'® when women were strug-
gling to have control over their bodies,'" their birthing experiences,'? and their lives. As time
passed, many middle- and upper-class childbearing women became increasingly dissatisfied
with the way they were treated by physicians and hospitals during the childbearing process,
especially during labor and birth.”” Community midwives who had their own children at
home and who also attended births for others in the home shared many of the same nega-
tive views about hospital births and the poor treatment they had received with a prior preg-
nancy.'* There were a variety of names used by individuals practicing midwifery in the United
States outside hospitals in the 1960s to 1980s, including birth attender, empirical, lay, direct-
entry midwife, and nurse-midwife. For purposes of this chapter, “community midwife” is
used as an all-inclusive term for all those midwives who learned by doing or apprenticeship,
but does not include the formally prepared nurse-midwives who were practicing outside of
hospitals in the community.

Thus, the rebirth of community midwives beginning in the 1960s was a direct result
of the efforts by women and their partners to take back control of their birth experiences,
from the technological, disease-oriented approach to birth in hospitals at the time, by choos-
ing to birth outside of hospitals. Consumers wanted to understand the process of birth and
how to work together for a natural birth out of hospital without fear.'” “The new midwifery
movement was also very informed by the social and political movements of the 1960s, which
were skeptical, even contemptuous of authority. Predisposed to resist authority and dedicated
to creating an alternative to physician-dominated, institutionally based care, the values and
beliefs of these midwives were further informed by the active persecution, even criminal per-
secution, of midwives.”'® These midwives shared many values in common with childbearing
families wanting to take back control of their births.

Many of the conversations in parents’ groups and at home-birth conferences begin-
ning in the 1970s revolved around what constituted “normal birth,” preparation for
childbirth, and with whom and where such births could safely take place.'” These dis-
cussions were stimulated and supported by books and speeches given by natural child-
birth proponents, such as Grantly Dick-Read, MD; Fernand Lamaze, MD; Doris Haire,
co-President of the International Childbirth Education Association (ICEA); Barbara
Katz-Rothman, sociologist; and Eunice “Kitty” Ernst, CNM. In other words, parents
wanted a safe place to birth where they could remain in control of the experience as long
as things were progressing well.'® Likewise, many childbearing couples wanted a qualified
birth attendant to help and support their choice for home birth while allowing them to
retain control over the birth experience.'” That attendant was the community midwife
in many instances.?

The majority of midwives attending births out-of-hospital during the 1960s-1970s
were community midwives with a variety of learning pathways for midwifery practice
(from self-taught through individualized apprenticeships) along with a few nurse-mid-
wives attending births at home or in birth centers/maternity homes.”’ The move from
hospital to home or birthing center care raised many questions, especially from organized
medicine such as the American Medical Association (AMA) and the American College
of Obstetricians and Gynecologists (ACOG), about the qualifications of the midwives
attending births and the safety of birthing outside a hospital.?* In spite of the opposition
from organized medicine,” childbearing women and partners continued their search for
out-of-hospital birth attendants who were often the community midwife. This was the
beginning of the ongoing struggle by community midwives for recognition—legal or
otherwise.**
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B RESPONSES TO CONSUMER DEMANDS
MIDWIFE RESPONSES TO CONSUMER DEMANDS

The growth in the number of home-birth midwives was one response to consumers’ calls for
humanizing childbirth. Community midwives formed, in large measure, the rebirth of the
non-nurse “lay” midwives beginning in the 1960s.” Their preparation for attending births
ranged from couples actively participating in their own childbearing experiences and then
offering to help other couples give birth at home,* to self-study by reading current editions
of obstetrical (Williams’s Obsterrics) and midwifery books (Myles's Textbook for Midwives),”
attending conferences to learn about pregnancy and birth; and devouring lay books and
articles by authors such as Dr. Grantly Dick-Read (Childbirth Without Fear, 1942) and
Marjorie Karmel (7hank You, Dr. Lamaze, 1959); and manuals written by lay midwives
(Rahima Baldwin’s Special Delivery, 1979; Elizabeth Davis's A Guide to Midwifery: Hearts
and Hands, 1981). Apprentice education and formal academic programs of study were also a
part of the expansion of community midwifery to direct-entry midwifery programs, detailed
in Chapter 9.

Many of the community midwives shared their stories of becoming a midwife and par-
ticipating in out-of-hospital home births in conferences and in newsletters such as 7he Prac-
ticing Midwife (The Farm in Tennessee), Special Delivery (Informed Homebirth/Informed
Birth & Parenting in Ann Arbor, MI), or proceedings of National Association of Parents &
Professionals for Safe Alternatives in Childbirth (NAPSAC) conferences. Nancy Mills, for
example, described her midwifery journey from childbearing woman to helper of friends to
a larger network of home births attended in Sonoma County, California.?® She described the
difficult experience of watching women endure the abuse and overuse of technology in hos-
pitals including her sense of sadness when holding the hand of a woman she transferred for
safe care who was, “not only.. . often mistreated and misdiagnosed, but she was often humili-
ated...by some doctor who was really angry that she had had her baby at home or that she
was in labor and had attempted to have her baby at home.””

Over the years of practice, Ms. Mills learned that her primary role as a midwife was to
help women help themselves, beginning with an empowering birth experience of their own
choice. This philosophy was shared by midwives working outside of hospital settings and
continues to the present time.*® Today, this philosophy of midwifery care is embodied in the
international and national midwifery organizations’ models of care regardless of the site of
care or birth.!

Although the midwife’s work was valued by childbearing couples and families, there
were others who tried to eliminate this type of midwifery care for a variety of reasons as noted
in the text that follows.

LEGAL RESPONSES TO CONSUMER DEMANDS

With such a wide variation in learning midwifery among the community midwives in the
1960s and 1970s, it was evident that there were variations in practice due to a lack of agreed
on education and practice standards. This lack of standards contributed to threats against
the midwives from established professions, such as medicine,”” nursing, and even some
nurse-midwives struggling to attain professional recognition for hospital practice.”® These
threats denied the historical roots of nurse-midwives attending births in the home.** As Allan
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Solares, LM, noted, with the growth of midwifery in the United States came increased profes-
sional opposition as the growing number of midwives threatened the very economic basis of
a monolithic, paternalistic medical licensing system.” Legal harassment of lay midwives and
those women opting to have a home birth became the norm in several states.** For example,
Kate Boland, a California midwife, was visited by a pregnant wired licensing agent in her
birth place pretending to be a client, gathering information on midwifery care, and then used
the tape recording as evidence to convict Kate of practicing medicine without a license in
1976, an automatic misdemeanor.”’

On the other hand, physicians who refused to provide care for women planning home
births were rarely sanctioned for this discriminatory practice. One example of living one’s
professional philosophy of midwifery and family-centered care in spite of personal loss
involved the first author, Helen Varney Burst. In 1978, she said “no” to a mandate from a
chair of the Department of Obstetrics-Gynecology in South Carolina for the nurse-midwives
to deny prenatal care to private practice White women who planned to have home births
with lay midwives. At the same time, the nurse-midwives were to continue to sign green cards
in prenatal public health clinics that would enable African American women to give birth
at home with traditional “granny” midwives. There was no negotiating this mandate. Ms.
Varney Burst found the hypocrisy, the affront to all the women involved, and the violation
of her beliefs intolerable. Consequently, she immediately resigned as director of that clinical
nurse-midwifery service and nurse-midwifery education program.®®

In addition to such individual efforts, there were organizations addressing the restraint
of practice issues that arose from home births, such as the American Public Health Associa-
tion (APHA). The APHA Maternal Child Health Section took up the issue of family-centered
maternity care both in and out of hospital in the late 1970s. APHA passed a resolution in
1977 stating that it was the responsibility of physicians within the system to provide backup
during all phases of the maternity cycle. This resolution was directed at those physicians who
refused to care for pregnant women who were planning a home birth.*’

The community midwives themselves were divided in their thinking on whether offi-
cial recognition was a positive move forward, or another attempt to control the practice of
midwifery by non-midwives.” Some of the community midwives were ignoring legal barriers
to practice as they valued their freedom to do their own thing and thought that licensure was
the patriarchal attempt to control and then eliminate their practice.” On the other hand,
many community midwives wanted some form of legal recognition and protection, and some
spent years trying to fight state agencies that harassed them for ostensibly practicing medi-
cine without a license.”> Many of these same credentialing debates continued into the 21st
century.®

ORGANIZATIONAL RESPONSES TO CONSUMER DEMANDS

Consumer organizations were started in the 1960s and 1970s to promote and support family-
centered maternity care, natural childbirth, midwifery, and home birth.* Chapter 18 has a
more detailed discussion of these consumer-oriented organizations. One of the first to de-
velop was the ICEA in 1960 at the first National Convention for Childbirth Education held
in Milwaukee. At this meeting of childbirth educators, proceedings to incorporate as a non-
profit group were begun, and the first board of directors and officers were elected. The next
year, the ICEA Board of Directors held their first meeting in Milwaukee. ICEA became a
federation of groups and individuals interested in family-centered maternity and infant care.
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In 1961, the first issue of JCEA News was published. ICEA is a “professional organization that
supports educators and other health care providers who believe in freedom to make decisions
based on knowledge of alternatives in family-centered maternity and newborn care.”* Today,
ICEA’s influence reaches around the world.

A related organization that supported women’s control over their childbearing experi-
ences was the La Leche League (LLL). In 1956, a group of seven women gathered in the
home of Mary White in Illinois to discuss the falling breastfeeding rates in the United States.
They began to think about organizing in order to promote breastfeeding. In 1958, the found-
ers clarified what they wanted to do, officially incorporated as the La Leche League of Frank-
lin Park, and published the first edition of the Womanly Art of Breastfeeding. In 1964, LLL
expanded to international groups and became La Leche League International (LLLI). The
LLLI philosophy reflects the importance of breastfeeding as the best food for babies, and
groups support breastfeeding mothers all over the world.*

Other organizations of importance to parents and professionals in promoting freedom
of choice during childbearing and home births included Lamaze International, originally
titled American Society for Psychoprophylaxis in Obstetrics (ASPO)/Lamaze when founded
by Marjorie Karmel and Elisabeth Bing in 1960,*” the National Association of Parents & Pro-
fessionals for Safe Alternatives in Childbirth (NAPSAC) cofounded in 1975 by David and
Lee Stewart,”® Home Oriented Maternity Experience (HOME) founded by Fran Ventre,”
and the Association for Childbirth at Home International (ACHI). When Tonya Brooks was
the president of ACHI, she served on the home birth panel of the American Public Health
Association “to dispel the myth that if we make hospitals really nice, if we could make really
pretty rooms and put in hanging plants, damask bedspreads and nice rugs, maybe women
who have their babies at home would go into hospitals.”®

NAPSAC held many conferences during the mid-1970s and 1980s, publishing the
papers presented in several volumes. For example, one volume addresses midwifery, birth
centers, home birth, and legal aspects of out-of-hospital birth with several midwife speak-
ers—both nurse-midwives and lay midwives.”' These publications, in part, helped toward
public acceptance of midwifery care and out-of-hospital birthing practices.

B VARIETY OF LAY MIDWIFE PRACTITIONERS IN THE 1960s AND 1970s

Consumers during the 1960s and 1970s who did not want the over-medicalized hospital
births with a lack of family-centered care that was the norm of the time, sought out indi-
viduals who would attend their births either in their homes or in birth centers.”* Most of
these individuals were considered “lay practitioners” as they often began to attend births as
a neighbor or a community or family member, and rarely with monetary payment for ser-
vices.”® These individuals, for the most part, learned midwifery by doing (empirical learning)
or apprenticing to other women of the community who were practicing midwifery, and/or
self-study.”* In other words, most of these lay practitioners did not have formal education
for the practice of midwifery (though many had university degrees in other disciplines) and
many were not legally recognized to practice midwifery.”

There are many examples of self-taught and apprentice midwifery learning during the
1970s with the resurgence of interest in out-of-hospital births at home or in a birth center in
the United States.”® Many such midwives were serving the communities who were demand-
ing home birth, but were unaware of the existence of other midwives doing the same thing.”’
Some of these women who attended births often did not call themselves a “midwife” or see
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themselves as midwives, but instead used the title, “birth attender.”*® There were other com-
munity midwives who attempted to communicate with each other, but no official format or
method was available to facilitate this communication at the time.

During the 1970s and 1980s, there were several community midwives® who were
known for training other individual midwives one-on-one in their practices. Among these
were Shari Daniels at the El Paso Birth Center,”® Ina May Gaskin at The Farm in Tennessee,®!
Rahima Baldwin at The Birth Center in Dearborn, Michigan, and Raven Lang® and Kate
Boland at the Santa Cruz Birth Center in California. The characteristics of apprenticeship
varied according to the midwife teacher and resources she used. Chapter 9 provides more
detail on apprentice midwifery education.

The aspirations shared among most midwives in the United States in the 1960s to 1970s
can be summarized within two major themes: (a) a strong desire to work with consumers to
regain/retain a woman- and family-centered approach to normal childbearing that supported
informed choices of childbearing couples, including the locale for giving birth and (b) the
need to strengthen the quality of midwifery education and practice focusing on normalcy.®?

B COMMUNICATION AND NETWORKING

Community midwives longed for support and communication networks to discuss their
experiences in working outside of mainstream U.S. maternity care. Thus, there were frequent
midwifery speakers and working groups at meetings of organizations such as NAPSAC,*
ICEA, and LLLI, among others.®

Many community midwives began to network beginning in the late 1960s and early
1970s at the local or state level on issues related to midwifery practice and efforts to support
parents’ choice for home births. A few states had formal associations of lay midwives, such as
Vermont, Arizona, Oregon, Washington, and Texas. Peggy Spindel, for example, was presi-
dent of the Massachusetts Midwives Association and Nancy Mills was the founder and presi-
dent of the Northern California Midwives Association in the mid-1970s.° Another example
is the Michigan Midwives Association, which had its first meeting in 1978 and incorporated
in 1982 with Geradine Simkins as the first president.’

The first International Conference of Practicing Midwives (El Paso, 1977) headed by
Shari Daniels, brought together hundreds of home-birth midwives as did the second confer-
ence held in La Grange, Illinois, in 1978. Ms. Daniels established the National Midwives
Association (N.M.A.) in 1977, but it did not continue after 1978. With the founding of
the Midwives Alliance of North America (MANA) in 1982, community midwives found an
organizational home as well. Chapter 11 details the development of MANA and its predeces-
sor organization, the N.M.A.
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CHAPTER NINE

Early Education Pathways

for Community and Lay Midwives
(1970s and 1980s)

Most of the new midwives were daughters of the middle class, well-educated, in
their later twenties or thirties, independent and resourceful.

—Jo Anne Myers-Ciecko (1991)'

Chapter 8 provided some details as to why there was a resurgence of community (new age)?
midwives starting in the 1960s. This chapter focuses on how those midwives learned to
provide midwifery services in their neighborhoods and the larger community. The uneven
progression toward national recognition of non-nurse midwifery education pathways are de-
tailed in Chapter 15. The two education pathways discussed in this chapter include appren-
tice education and more formal academic models of schools of midwifery.

B APPRENTICE EDUCATION: 1800s TO 1970s

Caring for the sick, injured, and dying as well as attending births during the 19th century
were the primary responsibilities of family members.’ Although midwifery, nursing, and
medicine benefited from formal, academic programs in Europe, there were few such pro-
grams in the United States until the late 19th and early 20th centuries.” Various terms have
been used by historians to capture the essence of this type of health and illness care. These
include “domestic medicine” or “lay medicine” used by historian Paul Starr;® “home nurs-
ing” as described by churches® and other textbooks;” and “community” or “granny midwives”
as described in earlier chapters in this book. The transition to formal study or an academic
approach to learning about health and illness care was a mixture of struggles for power and
authority, the status of women in society that defined women’s work primarily in the home
and limited their access to academic study (see Chapter 2), and the ever-expanding under-
standing of the science of the human body and its responses to injury and illness. In many
ways, midwifery continues amid these struggles in modern times.
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One important interim step on the pathway to formal, academic education (written
course of study, qualified teachers, selective admission criteria, education standards for qual-
ity, competency-based supervised clinical practice) in midwifery, nursing, and medicine in
the United States has been the apprentice model of learning, some aspects of which continue
today. Defining what is meant by apprentice education and health worker apprenticeships is
important for understanding their value in advancing the quality of care for individuals and
families who need health and illness services.

DEFINITIONS

Apprentice education as used in this chapter® is learning by doing under the tutelage of a senior
person in one’s chosen field, without set state or national standards for content or practice.’
Thus, apprentice education involves a learner or a person wanting to learn a specific role (ap-
prentice), for a period of learning (apprenticeship) with another person deemed successful in
the role to be learned and who is willing to be the trainer or supervisor (mentor). Apprentice
midwifery education is the type of learning acquired by attaching oneself to another midwife
who provides access to the care of childbearing women under her supervision. In some cases,
the midwife mentor directs the apprentice to key written resources or encourages the ap-
prentice to search out such resources on her own.'® The supervising midwife generally sets the
time frame for learning, the number of experiences required, and often requires other services
of the apprentice during her stay in the practice, such as cleaning equipment, cooking, or
house cleaning in return for lodging and meals.

During the following discussion of early lay'' midwifery education during the late
1960s to 1980s, apprentice midwifery education is distinguished from self-learning by read-
ing books, seeking advice from respected physicians, or self-directed learning while caring
for childbearing women in one’s neighborhood or within the family, often called empirical
learning.'” Early apprentice education is also distinguished from the modern day apprentice-
ships that are an important part of preparing professional midwives within formal academic
programs of study in midwifery. This type of academic apprenticeship, often called internship
or integration experiences, requires demonstration of competency in full-scope practice to a
qualified midwife preceptor.

The following brief overview of apprentice education in medicine and nursing serves as
background information for understanding the development and reappearance of apprentice
education in midwifery during the mid-1900s.

EARLY HISTORY OF APPRENTICE EDUCATION IN MEDICINE

The early history of the development of medical education in the United States is well chron-
icled by sociologist and historian Paul Starr in his 1984 Pulitzer Prize—winning text, 7he
Social Transformation of American Medicine' and others. Dr. Starr chronicles the care of the
sick and injured from the mid-1700s to the 1980s, noting the strong influence of European
medicine and physician training. However, most American physicians during the 18th and
19th centuries learned by doing, by reading, or by apprenticing themselves to another physi-
cian. As Dr. Starr wrote,

Apprenticeship served as the principal form of medical training in the colonial
period, however, and it remained central even after the advent of medical schools
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which were at first only supplemental to the apprenticeship time. Successful prac-
titioners took in young men to serve as their assistants, read their medical books,
and take care of household chores. They were fed, clothed, and at the end of their
term, typically three years, given a certificate of proficiency and good character.
An apprentice’s education might be as good as his preceptor’s library and personal
commitment; there were expectations as to what had to be learned, but no firm
standards.”

As noted by Dr. Starr, there were no standard content or practice requirements during indi-
vidual apprenticeships—learning was dependent on the mentor’s view or way of practicing.'®

The role of American physicians during the 18th and 19th centuries was often ques-
tioned by the public who were encouraged to continue the tradition of caring for their own
families during periods of illness as well as birth and death. Some well-educated physicians
in Western Europe published guides for the practice of domestic medicine'” along with reli-
gious leaders, such as John Wesley'® in England, the founder of Methodism, who preached
the importance of moving toward greater personal autonomy and self-control. Others pushed
for the elimination of beliefs about demons inhabiting the body' and questioned the power
that physicians held over the people.” Dr. Starr noted that the subtitle of physician William
Buchan’s 1769 book on Domestic Medicine: “an attempt to render the Medical Art more
generally useful, by showing people what is in their own power both with respect to the Pre-
vention and Cure of Diseases,”*' reflected his view that ordinary people could rely on their
own power and resources to care for each other, and needed to consult physicians only in rare
circumstances. William Buchan’s book was replaced by a similar text in the 1830s, written by
physician John C. Gunn.”

Domestic or lay medicine was a dominant force throughout the 18th and 19th cen-
turies at the same time that medical schools were being established in the colonies, the first
in Philadelphia in 1765. Paul Starr describes a counterculture to organized medicine in the
early 19th century as lay healers “saw the medical profession as a bulwark of privilege, and
they adopted a position hostile to both its therapeutic tenets and its social aspirations.”* Lay
medicine, however, was passed from generation to generation, building on the wisdom, rem-
edies, and traditions from elders and from reading authoritative sources, thus sharing many
common roots to the evolving “profession” of medicine (as well as midwifery) in the Ameri-
cas. This popular health movement is similar, in part, to what happened during the 1960s to
1970s surrounding changing childbirth practices in the United States.**

EARLY HISTORY OF APPRENTICE EDUCATION IN NURSING

Apprentice education in nursing followed a similar pattern to that of medicine in the United
States. Until the advent of structures outside the home for care of the sick and infirm (hos-
pitals, clinics, dispensaries), nursing work was carried out primarily by family members or
women in the neighborhood who were known for their willingness to provide home nurs-
ing care.”” Philosopher and medical ethicist Stuart Spicker and nurse and philosopher Sally
Gadow wrote that “the history of modern nursing in this country [USA] began just over a
century ago when the first Nightingale-type schools were established in 1873.” These were
schools owned and operated by hospitals, which not only saw the value in skilled nursing
care, but also the investment value in that the nursing students would be a “cheap source of
skilled labor.”* Nurse historian and educator Karen Egenes noted in her history that nursing
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students worked 12-hour shifts with little or no clinical supervision.?”” Thus, hospital nursing
schools emphasized learning by doing, rather than Florence Nightingale’s broader intent to
care for the sick (the person) while recognizing the student’s needs for personal growth and
development.®® In other words, early nursing education in America was characterized by
apprenticeship learning (self-study) with limited supervision of what was being learned in
hospital settings and without agreed on standards or content.

APPRENTICE EDUCATION IN MIDWIFERY DURING
THE 1970s AND EARLY 1980s

Chapter 1 described some of the eatly history of midwifery education in the United States in-
cluding the nonformal, nonacademic passing of midwifery art and skill from one generation
of midwives to another and the existence of a few schools for immigrant midwives in the late
1800s. Chapter 3 gives the history of the Bellevue School for Midwives in the early 1900s.
Chapter 8 details the resurgence of midwives resulting from consumer demand for out-of-
hospital birth in their struggle against the dominant, hospital-based interventionist medical
approach to normal childbirth. These were self-taught individuals aspiring to be midwives
who relied on reading medical texts and articles, attending conferences and workshops such
as those provided by Elizabeth Davis® at the Midwifery Institute of California based on her
book, Heart and Hands, along with asking supportive physicians for advice, skills, and an
understanding of the biology of reproduction.®® Several of the presidents of the Midwives
Alliance of North America (MANA) were self-taught (empirical) or apprenticed (lay) to ex-
perienced midwives and/or supportive physicians (e.g., Diane Barnes).

Ina May Gaskin, a spokesperson for midwifery as a spiritual calling, attributed much
of what she learned about midwifery to her husband and spiritual leader, Stephen, includ-
ing respect for the life force of birth.>’ She wrote, “The rest of what I know, I learned from a
couple of compassionate doctors; from the ladies whose babies I have delivered; from reading
medical textbooks; from my mother who taught me that childbirth was not something to be
scared of; and from the five children I have given birth t0.”** She then goes on to report that
she “trained” the four midwives who helped her write the Spiritual Midwifery book.

Apprenticeship midwifery education experiences were also published in the publications
of the National Association of Parents and Professionals for Safe Alternatives in Childbirth
(NAPSAC) % during the 1970s to 1980s, in the Practicing Midwife,** The Birth Gazette,”
and in MANA News beginning in 1983.% Elizabeth Gilmore, LM, wrote that apprenticeship
education in midwifery was well established in New Mexico with licensure of direct-entry
midwives beginning in 1980.%

KEY ISSUES RELATED TO APPRENTICE EDUCATION IN MIDWIFERY

Attacks on midwifery apprentice education from organized medicine, nursing, and nurse-
midwifery during the 1970s to 1980s and well into the 21st century were constant.’® Ex-
amples of such attacks include a 1977 policy statement from the executive board of the
American College of Obstetricians and Gynecologists (ACOG) that defined members of
the maternity care team directed by an obstetrician—gynecologist as the “Certified Nurse-
Midwife” and not other types of midwives practicing in the United States at that time.*’ In
April 1985, the Nurses” Association of ACOG (NAACOG) issued a position statement on
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lay midwifery asserting that nursing education and practice were essential to the practice of
midwifery, “and thus, [NAACOG] cannot endorse the use of lay midwives in the provision
of maternity care. Lay midwifery does not meet the structural and functional standards of
a profession.”® Not only did most lay midwives not have formal, structured education in
midwifery, but they were also not nurses and therefore did not meet ACOG and NAACOG
standards set forth in the Joint Statement (see Chapter 19).

Chapter 21 includes an in-depth discussion of relationships between lay/direct-entry
midwives and nurse-midwives during the Carnegie and Interorganizational Workgroup meet-
ings from 1989 to 1994. This discussion includes the struggles to listen to each other, to trust
each other, and to gain understanding of the approaches to becoming a midwife during the
1980s to 1990s. Dr. Ernest Boyer of the Carnegie Foundation for the Advancement of Teach-
ing supported and led much of these discussions in the hope that all could move toward agree-
ment among all midwives on one standard of professional midwifery for the United States.

B ACADEMIC MODELS OF LAY/COMMUNITY MIDWIFE EDUCATION

The transition from apprentice models of learning midwifery to a more formal academic
model of non-nurse midwifery education was a matter of intense debate for many lay and
community midwives. For example, Jo Anne Myers-Ciecko reported that when it became pos-
sible to have legal recognition of midwifery practice in the State of Washington by graduating
from a formal 2-year program of midwifery studies, a community meeting of parents and lay
midwives was held to discuss the pros and cons of meeting the formal education requirement,
finally agreeing formal education was important.*' Shari Daniels identified the need for out-
of-hospital births by midwives in El Paso, Texas, and proceeded to establish a 12-month train-
ing program to meet this need (see the following discussion). Other groups of lay midwives
continued the debate related to formal education pathways well into the 21st century.

The development of formal pathways to non-nurse midwifery education during the
1970s to 1980s was possible primarily because of the vision and passion of a few dedi-
cated licensed lay midwives, the women and families they served, and a few supportive
physicians and nurse-midwives living where the community midwives carried out their
work. Beginning with self-study and positive apprenticeship experiences, the midwifery
educators began to build direct-entry midwifery education programs based on interna-
tional standards and humanistic educational theories. They encouraged students to develop
themselves and be empowered in order to do the same for the women who came to them
for care.*> The subsequent development of core competencies by MANA (see Chapter 11)
and the Midwifery Education Accreditation Council (MEAC) standards for accrediting
direct-entry midwifery programs (see Chapter 16), led by many of the visionary midwives
referred to in this chapter, resulted in national recognition of many of these eatly programs.
The following are examples of formal education for lay or community midwives in the
1970s to 1980s.

THE MATERNITY CENTER AT EL PASO TRAINING PROGRAM (19746)

Shari Daniels, an independent, self-taught midwife with a master’s degree in education, es-
tablished The Maternity Center of El Paso, Texas, as a nonprofit organization in 1976 to
serve primarily poor Hispanic women and families in the greater El Paso area. She created a
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midwifery training program of 12 months within The Maternity Center of El Paso shortly
after opening the center® and it became a training site for those desiring to learn midwifery.
The first 6 months of the program included intensive reading, classwork, examinations, and
practical experience in labor and delivery, followed by a 6-month internship with an experi-
enced lay midwife in the county or at the center.

The El Paso midwifery program included four courses during the first 6 months: Tech-
niques of Prenatal Care, The Profession of Midwifery, Preparation for Childbirth including
observing and teaching parent classes, and Midwifery Techniques of Labor and Birth. Stu-
dents on an average observed and assisted at 50 labors and birth during the first 6 months,
and had to have a minimum of 50 births with primary responsibility before they could com-
plete the program. The students were observed by other midwives, with Ms. Daniels having
the final say as to whether each one successfully completed the midwifery program.

ARIZONA SCHOOL OF MIDWIFERY (1977)—TUCSON

Arizona has a long history of lay midwifery,® especially in the rural areas, including legisla-
tion passed in 1957 that gave the Arizona Department of Health Services responsibility for
licensing and supervising lay midwives practicing in the state.* In 1978, the Department of
Health Services began adopting more stringent rules and regulations for licensing the new
group of lay midwives arising from increasing consumer demand for out-of-hospital birth.*

Initially, the requirement for successful completion of a course of instruction approved
by the Arizona Department of Health Services was done on an individual basis due to the
lack of standardization of training programs. The requirements for training were 3 years in
length, including didactic and clinical components, observation of a minimum of 10 births
and delivery of a minimum of 15 women “under direct supervision of a licensed physician,
midwife or certified nurse-midwife.”*® Each applicant for licensure had to pass with a mini-
mum of 80%, a qualifying examination consisting of (a) a written test, (b) an oral examina-
tion of clinical judgment, and (c) a clinical examination of midwifery skills.*

Of the 22 lay midwives newly licensed under the updated lay midwife regulations 1978
to 1981, eight had attended the Arizona School of Midwifery that operated between 1977
and 1981.%°

SEATTLE MIDWIFERY SCHOOL (1978)

The Seattle Midwifery School (SMS)*! was founded in May 1978 in the state of Washing-
ton by four apprentice-trained, self-educated practicing midwives* who were determined to
respond to the need for educated midwives in the state of Washington and who would be
officially recognized by the state through licensure.”® There were no licensed lay midwives
practicing in the state of Washington at the time though there were a few foreign-educated
midwives (European and Japanese) who received licensure once the 1917 midwifery law was
discovered in the late 1970s.

The four lay midwives were members of the Fremont Women’s Clinic and Health Col-
lective,’® a feminist women’s health center that spawned a “birth collective” of midwives and
physicians who did home births. The midwives were Suzy Myers, Marge Mansfield, Susan
Anenome,” and Susan Rivard, and they were also four of the five individuals in the first class
of students at SMS so that they could become eligible to receive a midwifery license under



9: EARLY EDUCATION PATHWAYS B 143

the 1917 law still on the books in Washington State.”® The midwives, with the support and
encouragement of R. Y. Woodhouse, PhD, Director of the Department of Licensing in the
state of Washington, used the education requirement in the 1917 midwifery statute to cre-
ate a school for midwives following the community discussion of the benefits and risks of
becoming formally educated and licensed.”” The 1917 law required applicants for licensure to
complete 2 years of midwifery education. The law came about as a result of lobbying by the
large number of Japanese midwives who settled in Washington at the beginning of the 20th
century and formed the U.S.-based Japanese Midwives Association.*®

The four midwives received encouragement and support from key individuals in the
state. These included a Danish midwife (Kirsten Bjeergard) who moved to the state, imme-
diately sought licensure, and with her attorney uncovered the 1917 statute; “Doc Adams,” a
longtime legislator who pushed for updating the 1917 statute rather than eliminating it and
whose granddaughter was a lay midwife; and Dr. Woodhouse, who on the advice from her
sister, Victoria Fletcher, CNM, called all the midwives to her office and encouraged them
to immediately open a midwifery education program. Elaine Shurmann, a Chilean midwife
practicing in the area, provided information on Chile’s 3-year university direct-entry mid-
wifery program as they began to develop the program of study.”” The guiding principles, core
values, and philosophy of SMS “viewed midwifery as one way to address the health needs of
women and families. The Feminist framework of the women’s health movement, including
promoting self-care and lack of hierarchy, was also important for maintaining group effort
within the school—no stars needed or wanted.”®

The school adopted the World Health Organization (WHO) definition of a midwife
in the 1980s that included the definition and scope of practice for a midwife.®' The purpose
of the SMS was “to provide the highest possible quality of midwifery training and ongoing
education to midwives and other professionals.”® The four founding midwives brought in
physicians, foreign-educated midwives and nurse-midwives working in the area to teach
them during the early years, and then some became instructors in the program once licensed
by the state.*®

The early program of study was 18 months of full-time study that qualified for the
prescribed 2 years in the 1917 law.* In its early years, SMS was alternately referred to as
a “bold experiment or a temporary phenomenon.”® The first administrator of the school
was Marcia Peterson who was not a midwife. When she left on maternity leave and did
not return, Jo Anne Myers-Ciecko, MPH, filled in and became the executive director in
1983. Jo Anne Myers-Ciecko was a public member of the SMS Board of Directors and
not a midwife. Marge Mansfield, lay midwife, then licensed midwife as of 1980, was the
first academic director and held the position for 10 years, followed by Teddy Charvet, LM
(Therese Stallings), who was the academic director of the midwifery program uncil 2001.
Teddy Charvet was a graduate of the second class of midwives from SMS.® Suzy Myers,
MPH, helped to design the curriculum for both the initial 18-month program and subse-
quent 3-year program in 1981.7

The five students in the first class of the SMS began their practice as licensed home
birth midwives once they graduated. This fact prompted a 1980 state legislative review of the
1917 statute and passage in 1981 of an updated midwifery statute that regulated midwifery
in the state of Washington, resulting in the title “Licensed Midwife” (LM).®® Thus all SMS
graduates became eligible to be state licensed midwives. Soon after this, SMS received Wash-
ington state accreditation in 1983 by the Division of Professional Licensing.®

Growth and development of the SMS during the 1980s included active fund-
raising efforts to establish one or more clinical sites administered directly by SMS, hire
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at least two core midwifery faculty to add to the 10 to 15 part-time instructors, and to
pursue accreditation by national educational and professional organizations.”® In addi-
tion, the leaders of the school began in earnest to achieve the goal of accreditation or
external peer evaluation of the quality of the midwifery program along with legal recog-
nition of their graduates through reciprocity in locations outside the state of Washington
(see Chapters 15 and 16 for further details on direct-entry programs and accreditation
through MEAC).

Many of the founders and graduates of the SMS became leaders in forming MANA,
MEAC, and the North American Registry of Midwives (NARM) in addition to their innova-
tive education program. For example, Jo Anne Myers-Ciecko, MPH, Executive Director of
SMS for 20 years, was a founding board member of MEAC, and served as its executive direc-
tor from 2008 to 2012.”" Teddy Charvet (Therese Stallings) was a founding member and first
president of MANA (see Chapters 11, 16, and 21).

The SMS is often held up as an excellent example of professional direct-entry midwifery
education since its incorporation in 1978. SMS was well recognized prior to MEAC accredi-
tation as it already had Washington State accreditation. Jo Anne Myers-Ciecko had been
very interested in SMS having accreditation from the American College of Nurse-Midwives
(ACNM) Division of Accreditation (DOA). However, the lack of an affiliation with an insti-
tution of higher learning made this impossible in the early 1990s.7* In 2010, the SMS became
a part of Bastyr University as the Department of Midwifery, chaired by SMS cofounder and
graduate, Suzy Myers, LM, CPM, and MPH. The Bastyr University program offers a Master
of Science in midwifery for those who ecither already have a BS degree or have completed at
least 2 years of undergraduate study (including program prerequisites).”

UTAH COLLEGE OF MIDWIFERY/
MIDWIVES COLLEGE OF UTAH (1980)—SALT LAKE CITY

The Utah College of Midwifery was founded in 1980 by Dianne Bjarnson in response to
the rising need for out-of-hospital midwifery services provided by direct-entry midwives.”
The name changed to the Midwives College of Utah (MCU) and remains one of the long-
standing direct-entry midwifery education programs in the United States.

MCU is a nonprofit institution with a board and academic and clinical faculty based
on a distance learning model and is registered under the Utah Post-Secondary Proprietary
School Act. Students are assigned on-campus instructors for all academic courses, and work
one-on-one with an approved midwife for their clinical component where they live. The
administrative offices are located in Salt Lake City, Utah. As of 2012, MCU was accredited by
MEAC and offered a range of completion titles, from certification through master’s degree.”
Once the NARM examination was offered in 1992, all graduates were eligible to sit this
national registry examination as they met the criteria for theoretical and supervised clinical
practice experiences.

NORTHERN ARIZONA COLLEGE OF MIDWIFERY (1981)

When the Arizona School of Midwifery closed in 1981 “due to financial difficulties and
faculty burnout, the Bureau of Maternal and Child Health worked with a non-metropolitan
community college, Northland Pioneer College in Holbrook,” to obtain vocational training
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funds from the State to establish a demonstration program in midwifery training.””” This was
a 2-year certificate program that began in 1981 and had 23 students enrolled as of 1982.7
The curriculum was approved by the State Community College Board.” The authors of this
book were unable to learn anything more about this school after 1982 and the Northland
Pioneer College website does not list any courses or programs in midwifery as of this writing.

MATERNIDAD LA LUZ (1987)—EL PASO

Maternidad La Luz was established as both a freestanding birth center and a school of mid-
wifery in 1987 after Shari Daniels’s birth center and apprentice program closed.*” The first di-
rector was Diane Holzer, followed by Deborah Kaley, both licensed direct-entry midwives.®!
Having a midwifery education program as part of a birthing center proved advantageous to
both students and women seeking midwifery care. The school uses an integrated model of
theory and practical experience, and all the clinical experience is gained in the birth center
under direct supervision of state-licensed midwives.®

THE NORTHERN ARIZONA SCHOOL OF MIDWIFERY
(1988)—FLAGSTAFF

The Northern Arizona School of Midwifery (NASM) in Flagstaff, Arizona, was a nonprofit
institution established for the formal education and recognition of the professional midwife.
The school was licensed by the Arizona Board for Private Post-Secondary Education.®® It was
incorporated in November 1988 and licensed in 1989 under the direction of Joan Remington,
LM.5¢ However, there is no record of any students admitted or graduated before the school
converted to the Northern Arizona Institute of Midwifery (NAIM) in 1992 due to problems
in seeking a community college affiliation for the proposed 3-year, direct-entry curriculum,
the cost of maintaining the school, and the costs to potential students. NAIM discontinued its
“school” license and became an institute for resource information and support.®

THE NEW MEXICO COLLEGE OF MIDWIFERY (1989)/NATIONAL
COLLEGE OF MIDWIFERY (1991)—TAQOS

New Mexico has a long tradition of midwifery that grew out of the various cultural traditions,
including Native American and Hispanic populations along with Anglo settlers.* During
the 1980s, the New Mexico Midwives Association (NMMA), a group of licensed midwives
(direct entry) in New Mexico, approached the Chair of its Education Committee, Elizabeth
Gilmore, LM, with a request to have a place to obtain an academic degree without leaving
their families or communities. Ms. Gilmore met with officials of the New Mexico Commis-
sion on Higher Education to explore how to create a college dedicated to the apprenticeship
model of education (recognition of apprenticeship at the beginning, then expansion of cur-
riculum to include ICM standards and 3-year curriculum in 1991), with equal emphasis on
academic study and apprentice practical learning.¥’

Ms. Gilmore, LM, founder of the New Mexico Midwifery Center, a National Asso-
ciation of Childbearing Centers (NACC)-accredited freestanding birth center in Taos, New
Mexico, founded and became president of the board of directors of the New Mexico College
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of Midwifery in 1989.% The stated intention of the college was to preserve and improve the
apprenticeship route for midwifery education.®” The administration was housed in the New
Mexico Midwifery Center. The apprenticeship model used included “learning midwifery
from a fully licensed midwife (or other obstetrical practitioner approved by the State of New
Mexico) who guides the student through participation in the preceptor’s practice setting at
a mutually agreed-upon pace.” The historical document then referred to the goals of pro-
moting uniformity among preceptors, guiding students and preceptors through self-study
and clinical expectations and the provision of an agreed set of modules that would meet
international standards. The board of directors of the college included both direct-entry and
nurse-midwives.”

The New Mexico College of Midwifery became the National College of Midwifery in
1991 when the National Coalition of Midwifery Educators (see Chapter 15) asked them to
open its program to all midwives in the United States. The board of directors of the college
agreed to the concept and changed the name.” The National College of Midwifery is a non-
profit postsecondary degree granting institution, licensed by the New Mexico Commission
on Higher Education and accredited by MEAC (see Chapter 16).” It offers the associate,
bachelor of science, master of science, and doctor of philosophy degrees in midwifery and
is a self-paced, community-based learning program under the guidance of an approved
preceptor.”
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SECTION IV

Development of Midwifery
Organizations—Life-Giving
Forces for Midwives

10 be professional is to be ethical. 1o be ethical is to be professional.
—Henry and Joyce Thompson, CNM (1981)

B INTRODUCTION AND OVERVIEW OF PROFESSIONALISM
AND PROFESSIONALIZATION

Whether midwifery is a profession or a “calling” (avocation) is ingrained in the history of
midwifery.! The central questions in the 20th and 21st centuries have been: (a) Is midwifery
a profession (or a discipline) distinct from other health professions involved in providing
services for women and childbearing families and (b) are midwives professionals? In order to
respond to these two questions, several definitions need to be considered.

DEFINITION AND CHARACTERISTICS OF A PROFESSION

One dictionary definition of “profession” defines this word, of Latin origin, as a “calling re-
quiring specialized knowledge and often long and intensive academic preparation.” The early
“learned” professions included medicine, law, and theology, but more recent use of the term
profession reflects a group that agrees that it has a body of specialized knowledge, will adhere
to accepted standards of education and practice, acknowledges ethical obligations, and has
some form of credentialing that allows one to be recognized as a professional and paid for
one’s services.? For purposes of this section on midwifery organizations, profession and disci-
pline are used interchangeably, though in the strictest sense, discipline refers to just the field
of study and not the other attributes of a profession.*
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KEY CHARACTERISTICS OF A PROFESSIONAL

In its simplest form, a professional is a member of a profession. In its more complex meaning,
a professional is one who is ethical and who practices ethically.” If one combines the charac-
teristics of a profession with that of each member of that profession, a professional is one who
has specialized knowledge, meets certain education criteria, follows up-to-date practice stan-
dards, and is ethical. Because ethical obligations require accountability (taking responsibility
for one’s own actions—decisions), competence (e.g., currency in practice), and other duties
including respect for all persons (self-determination), it is possible that all midwives may be
members of the profession of midwifery, but that not all midwives wish to be professionals.®

PROFESSIONALISM AND PROFESSIONALIZATION

The key distinction between professionalism (what it means to be a professional) and profes-
sionalization lies in the manner in which one views the development of professions. For ex-
ample, professionalism is a way of behaving, acting; that is, ethical relationships and responses
based on professional standards and moral codes. As noted in the dictionary, professionalism
is defined as “the conduct, aims and qualities that characterize a profession or professional.””
Nurse and historian Louise Fitzpatrick described many aspects of professionalism in her his-
tory of nursing, noting that credentialing, one aspect of becoming a profession, can lead a
group from chaos to accountability.®

Professionalization in its simplest form is the process of becoming a profession or pro-
fessional. Professionalization in its more complex meaning may actually raise barriers to the
development of a profession and professionals. For example, professionalization may be an
“in” group adding more and more criteria for membership in the “club” to keep others out
(exclusivity) that do not improve the competence of the practitioner or the quality of the
services provided to the public. One example of this occurred in the early 1980s when the
National Council of State Boards of Nursing proposed to mandate a master’s degree for
nurses in advanced practice. This mandate would affect nurse-midwives who are licensed in
a state as advanced practice nurses. The position of the American College of Nurse-Midwives
(ACNM) at that time was to not support this proposal because, “There is no evidence that
CNDMs [certified nurse-midwives] with master’s degrees perform better clinically than CNMs
without masters degrees, and since the master’s degree is not related to clinical competence,
mandating masters degrees may unduly restricc CNMs.”

There are those who would say that the position of the ACNM Division of Accredi-
tation (DOA) stating that all midwifery programs must be affiliated with an institution of
higher education is an example of professionalization.'® This position effectively excluded
existing direct-entry midwifery programs during the 1980s to 1990s from secking ACNM
accreditation and was one of the factors that led to the creation of the Midwifery Education
Accreditation Council (MEAC) in 1991."

Another example of professionalization is that of unnecessary requirements for hospital
practice privileges, such as “physician only” or mandating physician presence for normal
births. Such criteria and requirements interfered with the development of both the profession
of midwifery and midwives as professionals.

In the past two decades, there have been other examples of requiring the next level
of advanced degrees throughout the health professions that did not primarily focus on
improving the quality of health services that require an expanded knowledge base for clinical
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practice. These degrees are self-serving, that is, focused on enhanced prestige or power within
the health system.'? There are those, however, who supported the 2011 ACNM position
statement on the practice doctorate in midwifery that is meant for expert clinicians who
want to add leadership and policy competencies along with an international perspective.'®
The debate continues.

One may conclude after reading the historical review of the development of midwifery
organizations in this section, that midwifery is, indeed, a profession. However, it does not
follow that all midwives are professionals according to the definitions previously mentioned.
Being a professional depends in large measure on the individual’s willingness to adhere to
standards and accept the ethical duties and obligations, including accountability and main-
taining competency, of being a professional.

This section chronicles some of the key activities and events in the development and
evolution of the professional organization of nurse-midwives, the ACNM (see Chapter 10)
and the alliance of a variety of types of midwives, the Midwives Alliance of North America
(MANA; see Chapter 11). As noted by Dr. Fitzpatrick, professional organizations are the
instruments of progress in professionalizing any group or discipline.

The history of midwifery during the mid-to-late 20th century has been formed, in large
measure, by its organizations: the ACNM and MANA. No other single force has cleared the
pathway toward professionalism. This includes setting standards for the education of mid-
wives and for the practice of midwifery, and obtaining legal recognition of the profession to
provide quality services to the public. As noted in the chapters that follow in this section,
ACNM was incorporated in 1955, and therefore had nearly 30 years’ advance work in profes-
sional development before MANA was incorporated in 1982. During MANA’s developmen-
tal phase, many ACNM core documents were shared. MANA leaders used these to inform
members about ACNM’s professional standards and often developed similar documents spe-
cific to their midwifery practice in the community and home birth settings.

Within the diversity of MANA membership, there were ongoing discussions—debates
as to whether all midwives wanted to be professionals defined by common standards, com-
petencies, and legal recognition. The clear focus within MANA on maintaining inclusivity
of all types of midwives as members and all with equal voices, though laudable in American
society, often delayed agreement on professional standards.” Those disagreements resulted
in the development of separate credentialing organizations, specifically the North Ameri-
can Registry of Midwives (NARM; see Chapter 16) and MEAC (see Chapter 16), and the
development of the National Association of Certified Professional Midwives (NACPM; see
Chapter 12).

B NOTES

1. See Chapter 1, “The Early Voices of Midwives”; Chapter 3, “Silencing the Early Voices of Mid-
wives (Late 1800s to Early 1900s)”; and Chapter 4, “Silencing the Early Voices of Midwives (Late
1910s-Mid-1940s)” for early discussions of traditional midwifery preparation.

2. “Profession.” Merriam-Webster Free Dictionary, accessed November 1, 2013, http://www.merri-
am-webster.com/dictionary/profession

3. H. O. Thompson and J. E. Thompson, “Toward a Professional Ethic,” Journal of Nurse-Midwifery
32, no. 2 (March/April 1987): 105-110. The section on “Background on Professions,” pp. 106—
107, details various characteristics of professions.

4. “Discipline.” Merriam-Webster Free Dictionary, accessed January 11, 2013,
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Jfor Nurses Norwalk, CT: Appleton-Century-Crofts, 1985), 13. J. E. Thompson, “Chapter 14:
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Jones and Bartlett, 2007), 277. J. E. B. Thompson, “Chapter 10: Advocacy for the Voices of
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W. I. E. Pinch and A. M. Haddad (Silver Spring, MD: ANA, 2008), 114. “To be professional is
to be ethical” has been included in several publications by Thompson and Thompson since 1981
reinforcing that professionals must be ethical at all times.

See Chapter 21, Midwives with Midwives, and ongoing debates about the value of legal recogni-
tion or even whether some midwives wish to be called a “professional” because they view that
term as elitist.

“Professionalism.” Merriam-Webster Free Dictionary, accessed January 11, 2013.
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The question of mandatory master’s degrees for midwives was addressed by the ACNM Board
of Directors during their meeting in July 1984. ACNM, “Actions—Board of Directors, July
20-24, 1984, Quickening 15, no. 5 (September/October 1984), 8. ACNM President Judith
Rooks drafted the response. Also see Judith P. Rooks, Catherine C. Carr, and Irene Sandvold,
“The Importance of Non-Master’s Degree Options in Nurse-Midwifery Education,” Journal of
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Refer to Chapter 16, “Accreditation” for development of MEAC.

One example of the controversy surrounding advanced degrees for health professionals is nurs-
ing’s Doctor of Nursing Practice (DNP) degree adopted as a position statement in 2004. See L.
Cronenwett, K. Dracup, M. Grey, et al. “The Doctor of Nursing Practice: A National Workforce
Perspective,” Nursing Outlook 59 (2011): 9-17 and Margaret Grey, “The Doctor of Nursing
Practice: Defining the Next Steps,” Journal of Nursing Education 52, no. 8 (2013): 462-465. S.
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Fitzpatrick, Prologue to Proféssionalism, Chapter 4, p. 143. Although Dr. Fitzpatrick was describ-
ing the history of American nursing and the development of nursing organizations as instruments
of progress, the authors of this book also view the development of midwifery organizations in
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to one standard of professional midwifery.



CHAPTER TEN

The American College
of Nurse-Midwives

What happened? The American College of Nurse-Midwives happened and that
made all the difference in the world.

—Helen Varney Burst, CNM, Presentation on the ACNM,

National Library of Medicine (1991)

B PREDECESSOR ORGANIZATIONS

The first organization to house nurse-midwives was the National Organization for Public
Health Nursing (NOPHN). The first nurse-midwives in the United States were all public
health nurses. The NOPHN was founded in 1912 following a 3-year process of assuring the
approval of the two existing nursing organizations: The Associated Alumnae of the United
States and Canada (founded in 1896 and renamed the American Nurses Association [ANA]
in 1911) and The American Society of Superintendents of Training Schools (founded in
1894, which became the National League of Nursing Education [NLNE] in 1912). The im-
petus for organization was the danger perceived by both lay and public health nurse leaders
of the rapidly developing local visiting nurse associations with lay boards of directors who
determined policies based more on “economics and expediency rather than factual and cred-
ible information on nursing as a guide.”! These leaders clearly saw the need for a national
organization that would address the issues of both rural and urban visiting nurses and provide
a central authority and spokesperson for standards of practice and education for their special-
ization. There were 1,092 associations with visiting nurses on their staff in 1912.>

It is not surprising then that the pioneers in the newly blended profession of public
health nursing and midwifery were visionary, strong minded, and professional activists. Lead-
ers in the NOPHN had been active in promoting nurse-midwifery (e.g., Lillian Wald, Caro-
lyn Conant Van Blarcom, Clara Noyes, Mary Beard, and Hazel Corbin) and could readily
understand the need for nurse-midwives to be able to meet together to develop policies and
standards for the education and practice of nurse-midwifery. Hazel Corbin, General Direc-
tor of the Maternity Center Association (MCA), was the Chair of the NOPHN Maternal—
Child Health Council and invited all the nurse-midwives known to the NOPHN, MCA,
and the Children’s Bureau to a meeting “to formulate policies for preparation and practice

157
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in nurse-midwifery.”> This led to the formation of a special Midwifery Section within the
NOPHN in 1944.

A feature of the NOPHN that was attractive to nurse-midwives was that individual Black
public health nurses had been welcome to join the NOPHN since its inception. This meant that
Black public health nurse-midwives were welcome to join. The inclusion of Black nurse-midwives
in a national organization of nurse-midwives was crucial to Hattie Hemschemeyer and MCA. By
1944, MCA had graduated eight Black nurse-midwives,* the Tuskegee School of Nurse-Midwifery
had graduated 21 Black nurse-midwives,” and the Flint-Goodridge School of Nurse-Midwifery
had graduated two Black nurse-midwives.® Both the Tuskegee and Flint-Goodridge Schools had
been started by and employed graduates of MCA. In an era of Jim Crow segregation, the other
nursing organizations were segregated because membership was based in state nurses associations
and 16 Southern states and the District of Columbia did not accept Black members. This did
not change until 1942 for the National League for Nursing Education (NLNE) and 1948 for the
ANA when these organizations made provision for individual membership.”

Although the NOPHN provided for the first formal national organization for nurse-
midwives, there had been previous efforts to establish a national organization. The first was
the formation of the Kentucky State Association of Midwives by Mary Breckinridge in 1929.
This organization was initially comprised of Frontier Nursing Service employees® and, later,
also graduates of the Frontier Graduate School of Midwifery. Its stated purpose was “...to
raise the standard of midwives and nurse-midwives, who are or have been or may hereafter
be engaged in the active practice of midwifery, to a standard not lower than the official
standards required by first class European countries in 1929.” The name of the organiza-
tion was changed in 1941 to the American Association of Nurse-Midwives (AANM) and
nurse-midwives throughout the country were invited to apply for membership.' It is not
clear, however, if Black nurse-midwives were ever accepted into membership in the AANM."
Regardless, the AANM never had the structure to become a thriving national organization.
Annual meetings were always held at Wendover, Kentucky, where Mrs. Breckinridge lived,
and she was the President of the AANM until she died in 1965."

AMERICAN ASSOCIATION OF
NURSE-MIDWIVES

Seal of the American Association of Nurse-Midwives, 1941.

Used with permission of the Frontier Nursing Service Archives.

The other early effort to establish a national nurse-midwifery organization was spearheaded
by Hattie Hemschemeyer, Director of the MCA midwifery service and education program in
1940. This resulted in the formation of the National Association of Certified Nurse-Midwives
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(NACNM), which would provide a forum for discussion and continuing education through
publication and education programs at annual meetings. Officers were elected and bylaws writ-
ten, but the organization never evolved beyond this point or met again.'

In 1944, Hattie Hemschemeyer tried again with a meeting of nurse-midwives to dis-
cuss the question: “will a national organization of nurse-midwives help us do a better job?”'
The fact that this meeting was held at MCA dovetails with Hazel Corbin’s NOPHN effort in
1944 to bring together nurse-midwives'" and leaves the authors of this book to surmise that
perhaps this was the same meeting. The result was the same: a section for nurse-midwives was
established within the NOPHN.

The nurse-midwives were very active in the NOPHN Midwifery Section. They devel-
oped a philosophy that emphasized childbearing as a normal life process and supported
family-centered maternity care; defined the practice of nurse-midwifery; prepared a roster
of all known nurse-midwives in the United States; and established a Committee to Study
and Evaluate Standards for Schools of Midwifery that made recommendations regarding
curriculum, clinical facilities, and administration of nurse-midwifery education programs.
The Chair of this committee was Elisabeth Phillips and members included Sara Fetter, Kate
Hyder, and Ernestine Wiedenbach."”

B FOUNDING OF THE AMERICAN COLLEGE OF NURSE-MIDWIFERY

In 1952, the comfortable home of the nurse-midwives in the Midwifery Section within the
NOPHN came to an end. In 1947, the six leading national nursing organizations'® started to
discuss a restructuring that would consolidate and unite nursing into one organization. Key
issues addressed included autonomy, accreditation services, and whether membership in this
organization would include lay (non-nurse) people with both a voice and a vote as it did in the
NOPHN and the NLNE. The discussion led to an alternative two-organization plan in which
one organization would include lay people. The NOPHN members voted to support the two-
organization plan in May 1950 in an emotional meeting as this meant the dissolution of their
organization. In the end, restructuring provided for two distinct nursing organizations with
different purposes: (a) the ANA as the professional organization and official voice for nursing
with membership comprised of only nurses, and (b) the National League for Nursing (NLN)
responsible for “developing a sound system of nursing education,” including accreditation of
schools of nursing, and whose membership would also include lay people. The implementation
of the new structure with amended constitutions and bylaws for the ANA, a new constitution
and bylaws for the NLN, and dissolution of the NLNE, NOPHN, and the Association of Col-
legiate Schools of Nursing (ACSN) took place in June 1952.19 The National Association of
Colored Graduate Nurses (NACGN) had voted dissolution in 1949. Their primary objective
had been for the Black nurse to be in the mainstream of American professional nursing. With
the provision for individual membership in the ANA that bypassed the state organizations,
they felt that their mission had been accomplished. The NACGN legally dissolved in 1951.20
In effect, the NACGN merged with the ANA and the NLNE, NOPHN and ACSN merged
to become the NLN. The sixth organization, the American Association of Industrial Nurses
decided in 1952 not to disband and join the NLN but rather to continue as an autonomous
association. This did not, however, deter implementation of the two-organization plan.*!

The two-organization plan and the new structure of the ANA and the NLN, however,
did not provide for the needs of the nurse-midwives. It was not clear where the nurse-midwives
would go and be recognized as their own group of specialized nurses, who were also midwives,
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to meet, discuss, and advance their practice and education issues. Work in the NOPHN Mid-
wifery Section committees came to an abrupt halt. When all was said and done, the nurse-mid-
wives were told that they could belong to the NLN Interdivisional Council on Maternal-Child
Health that would have oversight of issues related to nurse-midwifery education.”” But this
was a large interdisciplinary group with a variety of interests other than healthy mothers and
babies, such as pediatrics, orthopedics, crippled children, and school nursing.? Oversight of
nurse-midwifery practice would be within the ANA Maternal-Child Health Council.** These
placements meant that education and practice were being separated, so there was no place for
a considered and unified discussion of how one affects the other. It also meant that decisions
about nurse-midwife functions, practice, and education were to be made by leadership in the
councils and divisions of two different nursing organizations that were primarily composed
of nurses without midwifery education. The nurse-midwives found themselves scattered, dis-
persed, their effect diluted, and without a forum to discuss their issues and concerns.”

Nurse-midwives and historians, Aileen Hogan and Katherine Dawley, describe the diffi-
cult, frustrating, and eventually fruitless efforts of the nurse-midwives between 1952 and 1954
as members of both the ANA and the NLN working with different muldi-function commit-
tees to fit into the new organizational structure.” St. Theophane Shoemaker, Director of the
Catholic Maternity Institute (CMI), began to speak of the need for a national organization of
nurse-midwives to determine the practice and education of nurse-midwives as well as the title
by which they would be called. She was unwavering in her stance that nurse-midwives should
control entry into practice. These were matters of professional power and control. Elizabeth
K. Porter, President of the ANA, wrote in a letter to St. Theophane Shoemaker dated April 2,
1954, that there were those within the ANA that thought that nurse-midwives were practicing
medicine and not nursing.” At the same time, physicians perceived nurse-midwives as “obstet-
ric assistants” practicing under physician “supervision and control, in absentia.”*®

Sr. Theophane called a meeting of nurse-midwives attending the ANA convention in
Chicago in April 1954. About 20 nurse-midwives attended. Other nurse-midwives not able
to attend the ANA convention sent letters of interest. Issues of title, reasons for organiz-
ing, and possible ways through which organizing might be accomplished were vigorously
discussed. The outcome was consensus “that the title nurse-midwife is the only one that
is understood on an international level, and that this title was preferable to any other so
far proposed.” It was agreed that any prejudice that is a hang-over from granny-midwife
days and ways could be outlived with a moderate amount of determination on the part of
the nurse-midwives” (underlining in original).? Those in attendance unanimously agreed
to establish the Committee on Organization and appointed seven committee members: Sr.
Theophane (Director, CMI); Hattie Hemschemeyer (Director, School of Nurse-Midwifery,
MCA); Ernestine Wiedenbach (Assistant Professor, Yale University School of Nursing); Ruth
Doran (Nursing Consultant, Children’s Bureau); Ruth Boswell (Supervisor, Birth Rooms,
Cook County Hospital, Chicago); Mary Crawford (Johns Hopkins Hospital, Baltimore);
and Catherine Sheckler (Director, Nursing Service, Michael Reese Hospital, Chicago).?!

It becomes clear from reading the Organization Bulletins, the minutes of the Commit-
tee on Organization, and the correspondence in the archives that (a) St. Theophane was the
Chair of the committee, (b) Mary Crawford and Ruth Boswell variously served as the Secre-
tary of the committee, (c) St. Theophane prepared the Organization Bulletins, (d) having rep-
resentation from the Frontier Nursing Service (FNS) was a concern, and (e) Sr. Theophane
was in continuous and close communication with Hattie Hemschemeyer.

The Committee on Organization met from May 25 to 26 and June 5 to 7, 1954, at ANA
headquarters in New York City. Accomplishments included a definition of “nurse-midwife,”
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a list of “Functions of the Nurse-Midwife,” admission requirements for “admission to a Uni-
versity sponsored course in Nurse-Midwifery,” and a “Broad Tentative Outline for Educa-
tional Standards.” These accomplishments were communicated to the other nurse-midwives
in the second issue of the Organization Bulletin.’* Enclosed with this mailing was a question-
naire seeking information about nurse-midwives in the United States.

The Committee on Organization also met with Ella Best, Executive Secretary of the
ANA, and Anna Fillmore, General Director of the NLN, to discuss the possibility of “orga-
nizing within the ANA as a Nurse-Midwifery Section, or within the NLN as a Council.”
Much discussion and review of the bylaws of the two nursing organizations ensued. “After
mature consideration, it was agreed that to make headway, and not have to expend more
time than was reasonably possible by the nurse-midwives, we would be obliged to organize
separately. It was further suggested tha, if; in the future, the national nursing organizations
have provision for such minority groups in nursing, the nurse-midwives would like to be
incorporated as a body within the total group. After much discussion about various possibili-
ties, a written ballot of committee members polled [resulted in] an unanimous vote for an
entirely new organization, to be set up on a national basis to be called the American College
of Nurse-Midwifery.” Functions for such an organization were enumerated.”

Katherine Dawley noted in her review of these events that after reading the first two
issues of the Nurse-Midwife Bulletin [Organization Bulletin],** Mary Breckinridge realized
that the committee was determined to create a new national organization and had second
thoughts about not expanding AANM to meet the needs being expressed by the Committee
on Organization. Mary Breckinridge instructed Helen Browne, Assistant Director of FNS,
to invite the Committee on Organization to FNS for further discussion at Wendover.®* Sr.
Theophane and Hattie Hemschemeyer accepted the invitation and went to Wendover with
the hope that the AANM would become the national organization the committee sought.
However, Mary Breckinridge declined to meet with them and they met instead with Helen
Browne and two other FNS nurse-midwives (Jane Furnas and Betty Lester) to discuss what
would need to happen to make AANM the desired national organization.* A follow-up letter
dated October 5, 1954, from Helen Browne to Hattie Hemschemeyer and Sr. Theophane
enclosed a memorandum of Mary Breckinridge’s thoughts about a national organization of
nurse-midwives. This memorandum made it clear that the AANM was not going to change.”’
It was not until after the death of Mrs. Breckinridge in 1965 that the American Association
of Nurse-Midwives merged with the now existing American College of Nurse-Midwifery in
1969 to become the American College of Nurse-Midwives with the same ACNM acronym.

There were at least three issues involved in the determination that the AANM was
not going to be the national organization the Committee on Organization was seeking to
establish. First, historian Melanie Goan posited that the primary issue was control of the
profession. Goan argued that Mary Breckinridge was entering her waning years and her
power in the FNS had begun to weaken. She was not involved with the Committee on
Organization (presumably by her own choice) and now felt a need to secure control of the
national organization representing nurse-midwives. She thought the AANM had an estab-
lished tradition which was exactly what a developing young profession needed.*® She was not,
however, willing to share power. In the memorandum of Mary Breckinridge’s thoughts about
a national organization of nurse-midwives enclosed with the October 5, 1954, letter from
Helen Browne to Hattie Hemschemeyer and Sr. Theophane, Mary Breckinridge suggested
that both Sr. Theophane and Hattie Hemschemeyer could be vice presidents in the AANM
but that there was no need for standing committees as they would only “burden the Board of
Directors with tasks of providing work for the committees to do.”*’
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Second, Melanie Goan writes at length about the role race played in Mary Breckin-
ridge’s own life as a Southerner during the Jim Crow era and the effect this most likely had
on some of the policies of both FNS and the AANM including the acceptance of applica-
tions from Black nurse-midwives.*” Katherine Dawley points out confusion on this point in
the secondary literature and notes that the AANM articles of incorporation and bylaws did
not exclude members on the basis of color. However, there was a requirement that the board
of directors had to endorse all applicants for membership before they were presented to the
membership for vote.* Katherine Dawley also references a 1959 description of the AANM
found in the ACNM archives that says that there were Tuskegee graduates in the mem-
bership.*> As discussed earlier in this chapter, Hattie Hemschemeyer and the MCA nurse-
midwives were particularly adamant that Black nurse-midwives, some of whom were their
graduates, would be an integral part of whatever national organization was developed.

Finally, there was the issue of relationships with physicians. Opinion diverged consider-
ably between Mary Breckinridge and both Hattie Hemschemeyer and Sr. Theophane. Mary
Breckinridge wanted a “go slow” cautious approach that avoided conflict with physicians and
allowed them to discover for themselves how valuable the work of nurse-midwives was. At the
same time, FNS would be providing education and experience for a relatively autonomous role
of nurse-midwives working in isolated rural areas. Even so, from the beginning of FNS, nurse-
midwives were provided with a manual of Medical Directives that were periodically updated and
there had always been a medical director. The MCA and CMI leadership were more eager to
make nurse-midwifery visible in all settings as quickly as possible with an educational campaign
bringing awareness of the role of nurse-midwives to both the public and the physicians. They
also believed the education of nurse-midwives should include a focus on teaching and admin-
istration as well as practice in public health settings.”” Mary Breckinridge’s “go slow” approach
to physicians also applied to the growth of a professional organization in order to not incur
opposition. She thought the Committee on Organization was moving too fast, might threaten
physicians, and risk losing recognition by physicians that thus far had been carefully achieved.*

With the national nursing organizations unreceptive to accommodating a specialist
group, and the AANM not willing to change to a truly national participatory organization,
the Committee on Organization focused on the creation of a new professional organization
for which they had already written functions during their June meeting. They promoted a
meeting of nurse-midwives to be held in Chicago, December 12, 1954, to discuss “whether
or not we shall have an American College of Nurse-Midwifery” (underlining in original).”

Forty-six enthusiastic nurse-midwives with divergent opinions attended the December
meeting in Chicago. Lively discussion stimulated participation from 40 of the 46 nurse-
midwives present (87%). Also attending were Anna Fillmore from the NLN and Marga-
ret Carroll from the ANA to provide information about what might be possible with their
organizations. Attendees “again” raised the question “about nurse-midwives forming some
sort of unit within the national nursing organizations.” Advantages and disadvantages were
debated. “Ultimately, the motion was made and carried that we submit to ANA and NLN
Coordinating Council a letter asking for a Conference Group [ANA] and Council [NLN],
and await their replies before giving further consideration to forming a separate and entirely
new organization of nurse-midwives.”*® The rest of the meeting was given over to a report by
Mary Crawford on the responses to the questionnaire; the formation of three committees to
work on special projects; and the appointment of Helen Browne (Assistant Director, FNS),
Mildred Disbrow (Pittsburgh), and Sara Fetter (State of Maryland Health Department, Balti-
more) to replace Ruth Boswell, Catherine Sheckler, and Ernestine Wiedenbach who said that
she “found it impossible to give sufficient time to the work of the Committee.”*’
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The nurse-midwives, with a few more in attendance, met again on December 15
and heard reports from the three committees. One committee worked on the definition of
nurse-midwife that was in the July issue of the Organization Bulletin. Suggested changes were
made but the final decision of those present was to leave it as originally printed in July.

Another committee worked on the letter that was to be sent to the ANA and NLN Coordinat-
ing Council. This letter was approved. A third committee worked on “itemizing purposes” of a nurse-
midwifery organization. These were approved. Finally, the group suggested that nurse-midwives use
C.N.M. after their names at conventions and on professional letters to “identify ourselves.”*

This was no small suggestion. Certified Nurse-Midwives (CNMs) were in positions
of national leadership in nursing but identified only as nurses; not as nurse-midwives. This
included the national nursing organizations, the Children’s Bureau, MCA, and so on. The
Registered Nurse (R.N.) credential, but not the C.N.M. was used in published articles by
nurse-midwives in the 1940s and early 1950s. Nurse-midwifery was invisible. Historian and
nurse-midwife Aileen Hogan describes a meeting of the nursing committee planning for the
Seventh American Congress on Maternal Care for the biennial National MCH meeting to be
held in the late 1940s or early 1950s. The program Chair was physician Samuel Kirkwood from
the Harvard School of Public Health. During a discussion of speakers, it was suggested that “the
Chairman of any nursing program who is herself a midwife” would be a good choice. To which
Dr. Kirkwood responded, “But you know there are no nurse-midwives in the USA.” At that
point Dr. Kirkwood was asked to inquire how many C.N.M.s were on his nursing committee.
Ten of the 12 stood up. He had no conception of these nurses as nurse-midwives. Twenty-two
nurse-midwives spoke as nurses and authorities on their subject at the Congress on Maternal
Care. As Aileen Hogan noted: “Our voices were heard everywhere. .. but with no thought of us
as midwives.”” Using the C.N.M. credential to self-identify would increase visibility.

Although the NLN Coordinating Council met on January 29, 1955, replies from the
individual nursing organizations took longer to come. The letter from the NLN arrived on
March 16 and was described as cordial and desirous of a better understanding of nurse-
midwives and their needs. However, the NLN recognized “that the plan of organization for
a Council did not seem to meet the needs of nurse-midwives” as itemized by the committee
in December.” The reply from the ANA arrived on April 9. Nurse-midwifery could be part
of a committee with representation from all relevant disciplines and the pubic to “study
the broad question of improving the care of mothers and children.” The observation of the
Committee on Organization was that “it becomes more and more evident that the national
organizations are too big and cumbersome to provide for concentrated effort by a specialized
group in the early stages of its existence.”' Furthermore, Sr. Theophane notes in a letter that
“we still would not have autonomy in setting up standards of education and practice. And the
definition of ourselves would depend upon the ANA’s decision.”?

The Committee on Organization held a 2-day working session in Washington, DC, May
21 to0 22, 1955. The work of the preceding 15 months was reviewed and summarized as follows.

1. There is still a very pressing need for an organization of nurse-midwives in order
to accomplish the purposes as stated in the last Bulletin.

2. 'The possibility of organizing within the national nursing organizations has been
ruled out—at least for the present.

3. 'The American Association of Nurse-Midwives in Kentucky is so organized [that]
it does not offer the opportunity to accomplish the purposes of this group.

4. Of the 147 nurse-midwives who responded to the questionnaire sent out in 1954,
133 were interested in belonging to an American College of Nurse-Midwifery.
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Seven others were undecided. Only seven were not interested or thought it was
not needed, and were not in favor of it.>?
5. It was pointed out in the last Bulletin that it seemed “that the only possible way for

nurse-midwives to work together as a specialized group, and to accomplish anything
constructive, is to form a separate organization until we are ready to be a consoli-
dated part of one or both of the national organizations” [undetlining in original].>*
“In view of these facts it seemed evident to committee members that the American
College of Nurse-Midwifery should be organized and be incorporated in a state where nurse-
midwifery is actually being practiced, and where legal advice would be available. The Com-

mittee members therefore voted unanimously to proceed with plans to form an American
College of Nurse-Midwifery. They also voted unanimously to use the definition and purposes
[underlining in original] set up and edited at the general meeting in Chicago as the definition
and purpose of the American College of Nurse-Midwifery.”>

Subcommittees were formed to address the logistics of implementing this decision and
plans made for the first annual meeting of the American College of Nurse-Midwifery to be
held in Kansas City either immediately before or after the convention of the American Public
Health Association.*®

One last Bulletin of the Organization Committee was sent out in October 1955,
announcing that the meeting in Kansas City would be held from November 12 to 13, 1955,
and providing a tentative agenda.”’

B ORGANIZATIONAL DEVELOPMENT
INCORPORATION

The first annual meeting of the American College of Nurse-Midwifery was held in Kansas
City, Missouri, November 12 to 13, 1955. Seventeen eager nurse-midwives from eight states®®
were in attendance. The Committee on Organization reported on their actions since publish-
ing the May 1955 Organization Bulletin and their decision to proceed with the formation of
the American College of Nurse-Midwifery. A postcard questionnaire had been sent to 363
known nurse-midwives to see if they were in favor of proceeding with incorporation. Of the
156 that responded, 145 were in favor, five were opposed, three were undecided, and three
indicated no answer. New Mexico was chosen as the state in which to incorporate because
of all the states that were investigated (New York, Maryland, and New Mexico) it had the
least red tape.”® Five nurse-midwives signed the incorporation papers. Four of the five signed
the papers at CMI on November 5, 1955: Sr. Theophane Shoemaker, Director of CMI; Pat
Simmons, public health nurse-midwife, New Mexico State Health Department; Anne Fox,
nurse-midwife consultant, State of New Mexico Health Department; and Sr. Judith Kroska,
instructor in nurse-midwifery, CML® The fifth nurse-midwife was Frances Sanchez, com-
munity nurse with the Board of National Missions of the Presbyterian Church in Truchas,
New Mexico.®! The incorporation papers were filed with the State Corporation Commission
on November 7, 1955, which became the official date of incorporation.®

The first Executive Board was elected by those attending as follows:

President: Hattie Hemschemeyer—New York, New York
President-elect: St. Theophane Shoemaker—Santa Fe, New Mexico
Vice President: Sara Fetter—Baltimore, Maryland
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Signing the American College of Nurse-Midwifery Articles of Incorporation, November 5,
1955. Left to right: Sr. Theophane Shoemaker, Pat Simmons, Anne Fox, and Sr. Judith Kroska.

Archival holdings of the Medical Mission Sisters.

Secretary: Mary Crawford—New York, New York
Treasurer: Mildred Disbrow—Pittsburgh, Pennsylvania
Board member: Anne Fox—Santa Fe, New Mexico
Board member: Hannah Mitchell—Atlanta, Georgia

By March 1956, there were 124 members. New members were periodically listed in
the Bulletin of the American College of Nurse-Midwifery for the first 10 years ending with the
publication of numbers 419 to 491 in the Spring 1966 issue.® Increase in membership was
slow even though approximately 85% of the CNMs who could join the ACNM did join
the ACNM. However, in 1956, there were only seven educational programs, all with small
classes, thus limiting new member growth.

THE SEAL OF THE AMERICAN COLLEGE
OF NURSE-MIDWIFERY/NURSE-MIDWIVES

Although not mentioned in the proceedings recorded in the inaugural issue of the Bulletin of
the American College of Nurse-Midwifery, Rita Kroska (Sr. Judith Kroska at that time) remem-
bers that she took four drawings she had made of a design for an emblem for the ACNM with
her to the first meeting in Kansas City.** One was chosen and was shown beside the title on
the cover of the first issue of the Bulletin of the American College of Nurse-Midwives. In a 1973
article published in the Journal of Nurse-Midwifery, Rita Kroska described the symbolism of
the figures in the emblem she designed at the request of Sr. Theophane Shoemaker, which has
been used as the seal of the ACNM ever since:*

The large shield is comprised of four symbols: a small shield of stars and stripes
exemplify the United States of America; three intertwined circles exemplify
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the family with the lower circle containing cross hatching to illustrate the crib
containing the child; a tripod with flames rising exemplifies continuance and
warmth in dedication to the American family; and, lastly, the large shield con-
tains an undulating band above the tripod but beneath the smaller shield and
circles. The undulation portrays movement, persistence, steadiness, and stead-
fastness to the word written within. That word is VIVANT, an expletive in
French which means Let Them Live! It is there to fill out the sentence of the
symbols, to give emphasis short of exclamatory oath, that of unremitting dedi-
cation to safeguarding and promoting the health and wellbeing of family life,
particularly the mother and infant.

The original seal had a “ribboned band” around the large shield with the inscription
AMERICAN COLLEGE ¢ OF NURSE-MIDWIVES NEW MEXICO-NOV 7 1955. In
1969, after the death of Mary Breckinridge, the AANM at Wendover, Kentucky, merged
with the ACNM. The name of the College subsequently became the American College of
Nurse-Midwives and the acronym continued to be ACNM. This was reflected in changes in
the seal of the ACNM to change midwifery to midwives and to add the year 1929, the found-
ing date of the AANM, at the top of the ribboned band. The seal has remained unchanged
since that time.

Seal of the American College of Nurse-Midwives.

Used with permission of the American College of Nurse-
Midwives.

In addition to being used on ACNM publications, the seal has been used as the medal-
lion on the president’s chain of office. In preparation for the International Congress of Mid-
wives (ICM) to be held in the United States in 1972, ACNM President Carmela Cavero
attended a 1971 planning session of the ICM Council held in London, which was where the
ICM headquarters was located at that time. At a formal social gathering she noticed that each
president of the national midwifery organizations of other countries wore a very handsome
and distinctive presidential medallion hanging from large chains around their necks. When
she returned home, at that time in Ohio, Carmela Cavero commissioned a silversmith in Yel-
low Springs, Ohio, to make a silver medallion bearing the seal of the ACNM to be suspended
from a chain of silver links, each of which would be large enough to inscribe the name and
date of office of the ACNM presidents. President Carmela Cavero first wore the chain of
office with its medallion at the triennial meeting of the ICM held in the United States (ICM-
US) in 1972 and gave it to the College as a gift. When Helen Varney Burst became ACNM
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president in 1977, her mother made a long, silver-cloth bag with a tie inside to hold the
chain of office and presidential medallion when not being worn. As time went on, horizontal
bars were added to the links between the longitudinal bars to make room for more president
names and dates. The last president to wear the silver chain of office and medallion and whose
name occupies the last bar was Mary Ann Shah, ACNM President, 2001 to 2004. She was
also the last president to complete her term of office before ACNM’s 50th anniversary. The
Fellows of the ACNM donated monies to buy a new chain of office and medallion with the
same design but made of gold. This was first worn, and insured, by Katherine Camacho Carr,
ACNM President, 2004 to 2007. ¢

The seal has also been used as the medallion given to Fellows of the American College
of Nurse-Midwives (FACNM) when they are inducted into the fellowship. These medallions
are made of pewter and hang on a wide blue and white ribbon to be worn around the neck.
Blue and white are the colors of the ACNM.

MISSION

The original mission statement of the ACNM was contained in the six objectives in Article
IT of the Articles of Incorporation. These six objectives were to (a) improve services for
mothers and newborn babies; (b) identify areas of nurse-midwifery practice; (c) address
qualifications of nurse-midwives to perform their activities; (d) plan and develop educa-
tional programs to prepare qualified nurse-midwives; (e) establish channels for communi-
cation; and (f) sponsor research and develop literature in the field of nurse-midwifery.®
The most current Articles of Incorporation and Bylaws, Article 11, as of this writing in
2014, specifies that the mission statement of the ACNM is “to promote the health and
well-being of women and newborns within their families and communities through the
development and support of the profession of midwifery as practiced by CNMs and Certi-
fied Midwives (CMs).”%

BYLAWS AND STRUCTURE

The bylaws established a volunteer organization of ACNM members holding all the officer,
committee chair, and committee member positions. The bylaws also provided for regional
representation on the board and development of Local Chapters when there were enough
members in an area to start one. The distance and expense for travel was an eatly issue, espe-
cially for board members and members of the Committee on Organization who were at CMI
in Santa Fe. Meetings were in the East where the majority of members lived. This cost was
somewhat ameliorated by the fact that the Mother House for the Medical Mission Sisters is
in Philadelphia and provided accommodations for their Sisters from Santa Fe. In the early
years of the College (name often used for the ACNM), members of the Executive Board (later
Board of Directors) paid their own travel expenses and stayed with CNMs or friends in the
area. This continued well into the 1970s. The same was true for committees who had a need
to meet during the year other than at the annual meeting. The Testing Committee is one
example. Otherwise, the chair of a committee recruited members from mostly local CNMs
to join a committee.*’

As of this writing in 2014, there have been two revisions of the bylaws that fundamen-
tally changed how the College functions.”® A revision is an extensive rewrite of the entire set
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of bylaws, which in effect substitutes a new set of bylaws for the existing bylaws. Any bylaw
is open to discussion and revision. A revision is in contrast to an amendment in which only
the bylaw being amended is open to discussion and change. The first revision was in 1974.
There had been previous amendments to individual bylaws or creation of a singular bylaw.
One significant addition before 1974 had been in 1971 that instituted national certification
(Article XII, Certification and Discipline) and subsequent right to use of the initials C.N.M.
Along with this came disciplinary measures for active members” who practiced “in a manner
contrary to the objectives of the College, and inimical to the welfare of women and infants.””?

The 1974 revision of the bylaws started with a survey to the membership. The impe-
tus was the rapid growth in membership and the distinct feeling that the original structure
no longer suited a larger membership. The charter membership by the end of the first year
of ACNM’s existence was 124. Seventeen members attended the first annual meeting. The
late 1960s and early 1970s was a time of rapid proliferation of nurse-midwifery education
programs and services and resulting membership. Although the following membership and
attendance figures are for a year later than 1974, they are indicative of the growth of the Col-
lege. Twenty years after the founding of the organization, the membership was 860 and there
were 291 members who attended the 1975 annual meeting,

The survey was initiated by the chairperson of the Bylaws Committee, Helen Varney
Burst (1970-1972). When Helen Varney Burst was elected ACNM Secretary in 1972, she
turned the survey results over to the next Bylaws Committee Chairperson, Patricia Urbanus. It
was Pat Urbanus and her committee, largely based in the Chicago area, who brought the revi-
sion to fruition. Voting on the revision memorably took place in Pasadena, California, in a uni-
versity conference hall that had a then new technology of electronic voting at each seat. Despite
some confusion, discussion took place, voting occurred, and the bylaws revision was passed.

In addition to establishing a new organizational structure of divisions in the ACNM
(approval, examiners, and publications), the major and most visible effect of the 1974 bylaws
revision was the decision-making process. Prior to 1974, the board was called the Executive
Board and decisions on motions, policy, and documents were ultimately in the hands of the
members attending the annual meeting. Discussions were vibrant and passionate and votes at
times had to be counted by physically separating those in favor from those against to opposite
sides of the room and then counting. This was possible when the membership was such that
fewer than 100 were at the annual meeting. After 1974, the board was a Board of Directors
and motions made during the annual meeting were prefaced by the wording: “I move to rec-
ommend to the Board...” to signify that decision-making power was now solely in the hands
of the elected members of the Board of Directors and that the membership attending the
annual meeting were only in an advisory capacity. Of course, it would be foolish for a board
to ignore the recommendations of the membership, especially if there is a clear majority. There
have also been certain critical or controversial issues that, in the wisdom of the president and
the board, required a total membership vote. This was done, for example, with the 1977 revi-
sion of the definitions of a nurse-midwife and of nurse-midwifery practice, the Statement on
Practice Settings in 1980, the Statement on Abortion in 1992, and the membership opinion
survey in 1994 on the education and credentialing of direct entry midwives by ACNM. The
bylaws specify that changing the name of the College requires a total membership vote.

The second revision of the bylaws took place in 2008. The idea of restructuring had been
discussed for several prior years, again because of growth of the membership and the expand-
ing needs of the members and evolving activities of the ACNM. During 2006, the Board of
Directors had input from a consultant who suggested a specific restructuring of the College.
Believing that only they had the benefit of this input, the Board decided to create a Board
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Bylaws Subcommittee, chaired by the Vice President (Melissa Avery), to rewrite the bylaws.
They hired a lawyer to draft new bylaws that would reflect this restructuring. The existing chair
of the ACNM Bylaws Committee (Jan Kriebs) was invited to join the Board Bylaws Subcom-
mittee. The proposed revision of the bylaws included the following: (a) changing membership
categories, (b) changing the composition of the board, (c) creating board committees, (d) mak-
ing the nominating and bylaws committees board committees (rather than of the membership),
(e) gave more power to the executive committee and less to the regional representatives, and
(£) created chartered organizations including chartered geographic organizations to replace Local
Chapters. This was distributed to the membership in early 2007 for vote at the annual meeting,

The proposed revision of the bylaws from the Board Bylaws Subcommittee met with
an immediate and strongly negative reaction. Past and current leaders of committees and
divisions in the college, past presidents, and past chairs and members of the Bylaws Com-
mittee were outraged and deeply concerned. They perceived the proposed bylaws revision
as a takeover by the Board (albeit with the best of intentions) that usurped the functions of
the ACNM Bylaws Committee and would ruin the volunteer structure of the College. They
believed that it was the volunteer structure that both did the knowledgeable and produc-
tive work of the College and bonded the membership in that work. Furthermore, they were
incensed that the Board had taken over a membership standing committee (bylaws) and
made it their own; did not write the bylaws themselves with the help of a parliamentarian but
hired a lawyer to do it; and that the result was such a disaster that the revision could never be
passed at the annual meeting. One past President and past Chair of the Bylaws Committee™
begged the Board to withdraw their bylaws revision as the process was not in accord with the
current bylaws and Roberts Rules of Order Newly Revised, the parliamentary authority for the
ACNM bylaws, and avoid a crisis at the upcoming annual meeting. The response was that
the Board consulted with their parliamentarian who said that what they were doing was okay.
This resulted in the Board’s refusal to withdraw their proposed bylaws revision.

A group of members then took it on themselves before the 2007 annual meeting to
form a group they called the Bylaws in Boston (BIB) group (alphabetically: Mary Brucker,
Helen Varney Burst, Margaret-Ann Corbett, Katherine Dawley, Nancy Fleming, Jerri Hobdy,
Joanne Middleton, Cherri Moran, Nancy Jo Reedy, and Deanne Williams). They started a
petition for Bylaws in Boston!, which was the locale for the annual meeting in 2008, consulted
with a parliamentarian for which they paid out of their own pockets, and gathered more than
300 signatures on the petition in less than a month. The BIB group also prepared a handout
to be given to the members attending the 2007 business meeting of a motion, and the ratio-
nale for the motion, which would refer the Board’s bylaws revision to the ACNM Bylaws
Committee to make changes and present a bylaws revision to the membership for vote at the
2008 annual meeting in Boston. The BIB parliamentarian consultant pointed the BIB group
to page 474 of Robert’s Rules of Order Newly Revised’* and declared that the Board had violated
ACNM’s parliamentary authority.

There was considerable behind-the-scenes and on-the-floor maneuvering at the 2007
annual meeting on the first day of the business meeting. By the second day, the Board had
withdrawn their proposed bylaws revision and returned responsibility for a bylaws revision to
the Bylaws Committee. Jan Kriebs remained Chair of the Bylaws Committee and the Board
named Helen Varney Burst as the Chair of the Work Group on Bylaws Revision within the
Bylaws Committee. It was also the will of the membership that the resulting bylaws revision
be voted on by mail ballot by the entire membership.

Helen Varney Burst proposed a different approach for the revision of the bylaws and,
with Jan Kriebs, (a) implemented the development of a new template for the bylaws revision;
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(b) established four distinct subcommittees of the Work Group to address the most con-
tentious issues on board functions (Jan Kvale, Chair), membership (Susan Stone, Chair),
nominations and elections (Nancy Lowe, Chair), and structure (Frances Likis, Chair); and
(¢) outlined a process for the effort that would involve all interested members and be trans-
parent. In the end, 27 members were involved on the subcommittees, who were deliberately
chosen for known opposition or strongly held viewpoints, as well as some “neutral” hard work-
ers. An additional 80 first reviewers from the membership and a new parliamentarian reviewed
the first draft and work of the subcommittees to critique, edit, raise questions, and identify
areas that needed membership education and areas that needed further work. The draft bylaws
revision with explanatory and educational commentary was posted on the ACNM website
for comment before being finalized and sent to the membership for vote. The 2008 bylaws
revision was overwhelmingly passed by 91% of those voting with a proviso that the section on
affiliates in the article on structure be implemented over a time period of 2 years.”

Major features of the 2008 bylaws revision included: (a) changes in active and associate
membership; (b) the reorganization of Local Chapters into each state, territory, federal district,
and the uniformed services having one Affiliate, with subgroups, that is legally tied to the
ACNM; (c) the provision for CNM/CM partner organizations (e.g., Midwifery Business Net-
work; Directors of Midwifery Education); (d) the addition of a president-elect and an ex-officio
student member to the board of directors; (e) clarification of succession to the presidency or
a vacant office if necessary; (f) the establishment of board committees that do not perform
the work of existing member committees; (g) a bylaw article for the autonomous Accredita-
tion Commission for Midwifery Education within the ACNM; and (h) a bylaw article for the
Council of Fellows of the ACNM. The volunteer nature of the organization remained intact.

PRESIDENTS

There have been 25 ACNM presidents from 1955 to 2015. Three were reelected at their time
of service (Helen Varney Burst, 1977-1979-1981; Joyce Beebe Thompson, 1989-1991—
1993; and Joyce Roberts, 1995-1998-2001). A fourth was reelected (2007-2008) more than
40 years after her first presidency (1961-1962) and holds the distinction of having been both
the youngest and oldest president ACNM has had (Eunice K. M. Ernst) and the only one
counted twice. A list of ACNM presidents and the years they served follows.

Sr. Theophane Shoemaker
1957-1959
(idem. Agnes Reinders)

Hattie Hemschemeyer

X 1955-1957
tp@ o

Mary Crawford
1959-1961

Eunice K. M. Ernst
1961-1963
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Sr. Mary Stella Simpson

1963-1965

Lillian Runnerstrom

1967-1969

Carmela Cavero

1971-1973

Dorothea M. Lang
1975-1977

Sr. Angela Murdaugh
1981-1983

Susan A. Yates
1985-1987

. | VeraKeane

1965-1967

Lucille Woodyville
1969-1971

Elizabeth Sharp
1973-1975

Helen Varney Burst
1977-1979-1981

Judith Rooks
1983-1985

Elizabeth M. Bear
1987-1989
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Joyce E. Beebe Teresa Marsico

Thompson 1993-1995
1989-1991-1993

Joyce Roberts Mary Ann Shah
1995-1998-2001 2001-2004

Katherine Camacho Carr Eunice K. M. Ernst

2004-2007 2007-2008

Melissa Avery Holly Powell Kennedy
2008-2010 2010-2013

Ginger Breedlove

2013—present

Presidents attending the 25th
Anniversary of the ACNM in 1980.

Seated left to right: Lillian Runnerstrom, Sr.
Mary Stella Simpson, Vera Keane; standing
left to right: Elizabeth Sharp, Helen Varney
Burst, Carmela Cavero, Agnes Reinders
(idem. Sr. Theophane Shoemaker),
Dorothea Lang.

Used with permission of the American
College of Nurse-Midwives.
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HEADQUARTERS/NATIONAL OFFICE

The base of operations for the Committee on Organization had been at CMI in Santa Fe,
New Mexico. After the ACNM was established in November 1955, the first national office,
or headquarters as it was called at the time, was housed within MCA in New York City
where Board meetings were held in the third-floor library of the brownstone building at
48 East 92nd Street.”® Space was provided for files and documents. MCA nurse-midwifery
stafl members served as volunteer staff for the ACNM. A bylaws change in April 1965
made it possible for the Board to employ an executive secretary for the ACNM. Sub-
sequently, MCA stafl nurse-midwife, Ruth Lubic, became both the first paid Executive
Secretary for the ACNM and the first paid ACNM CNM staff member: a very part-time
position of officially 8.5 hours per week.”” CNM Aileen Hogan, consultant in maternity
nursing with MCA at the time, was the Executive Secretary from 1966 to 1969 and Phyllis
Leppert, CNM was the Executive Secretary for 1 year starting September 1, 1969.7® Then
in 1970, ACNM hired its first full-time staff member and non-CNM, Norma Pilegard, as
the Executive Secretary.

As the Board and the members of the ACNM began to understand the need for visibility
and access in the political and legislative world, headquarters was moved to Washington, DC,
in early 1974.” With a tearful farewell to Norma Pilegard and MCA staff, the ACNM went
from the protective care of MCA into the care of a multiple management firm, Association
Management, Inc. (AMI). AMI staff’ handled various components of the ACNM, as they
did for all of their clients, such as publication orders and Journal subscriptions; printing and
production of ACNM publications, stationery, and forms; mail flow; membership applica-
tions; and so on. In addition, Elizabeth Sharp, ACNM President, 1973 to 1975, negotiated
with AMI for ACNM to have their own designated person they could call executive secretary
and to have American College of Nurse-Midwives placed on the front door of the multiple
management firm.*

Dottie Russell was the ACNM Executive Secretary within the multiple manage-
ment firm until 1977 when she resigned effective the first of June. The resulting crisis led
the ACNM Board of Directors to decide to establish an independent headquarters. Helen
Varney Burst, President 1977-1979-1981, and Johanna Borsellega, Treasurer 1976-1978
interviewed 16 candidates and hired Fay Lebowitz, MA, as the Executive Secretary.®! Fay Leb-
owitz undertook the entire responsibility for setting up an independent headquarters office
and staff.

Since 1977, the ACNM has moved five more times and had six more executive secre-
tary/administrative director/executive director/chief operating officer/chief executive officers.
Each move of headquarters, now known as the National Office, has been evidence of the
growth in maturity and size of the ACNM. In 2013, the ACNM had a full and part-time
staff of 30. This count does not include the off-sitt CNM members of the Department of
Global Outreach, Journal of Midwifery & Women’s Health, the A.C.N.M. Foundation, and a
part-time CNM for research and surveys.

COMMUNICATION

Communication between nurse-midwives was seen as crucial. The founders of the ACNM
were well aware that the demise of midwifery had nearly occurred in the early 1900s, in
part due to lack of a national professional organization and no means by which midwives
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could communicate with each other. The ACNM founders’ commitment to communica-
tion began with the Organization Bulletin Volumes 1 and 2 during 1954 and 1955. When
the ACNM was incorporated and the first annual meeting held in November 1955, the
name of the Organization Bulletin (or Nurse-Midwife Bulletin) was changed to the Bulletin
of the American College of Nurse-Midwifery® and became the official organ of the ACNM.
In 1969, the name was changed to the Bulletin of the American College of Nurse-Midwives
in keeping with the 1969 merger of the American College of Nurse-Midwifery with the
FNS American Association of Nurse-Midwives and subsequent renaming of the college
to the American College of Nurse-Midwives. In March 1973, the Bulletin of the American
College of Nurse-Midwives was changed to the Journal of Nurse-Midwifery (JNM). Mary
Ann Shah, Editor of the /NM and the subsequent Journal of Midwifery & Women'’s Health
(/MWH) from 1975 to 2000, wrote the detailed history of the Bulletin, JNM, and JMWH
for the 50th anniversary issue of the College and its official publication.®® Table 10.1 lists
the names and dates of each version of the Bulletin and the Journal. Table 10.2 lists all
the editors from 1955 to 2014, all of whom were nurse-midwives. Tekoa King, Editor-
in-Chief from 2001 to 2008, articulated the continuing role of the ACNM’s journal in a
2002 editorial:

JMWH is the vehicle through which the art and the science of midwifery can be
recorded. As the nation and profession adapt to change...JMWH is poised to
document and publicize the scope of midwifery practice as it continues to evolve.*

TABLE 10.1 Names and Dates of Bulletins and Journals

Name Dates
Nurse-Midwife Bulletin 1955
Bulletin of the American College of Nurse-Midwifery 1955-1969
Bulletin of the American College of Nurse-Midwives 1969-1972
Journal of Nurse-Midwifery 1973-1999
Journal of Midwifery & Women's Health 2000-present

Adapted from Appendix C in Mary Ann Shah. “The Journal of Midwifery & Women’s Health 1955-2005:
Its Historic Milestones and Evolutionary Changes,” Journal of Midwifery & Women'’s Health 50, no. 2
(March/April, 2005):159-168.

No history of midwifery in the United States would be complete without telling the
story of the 10-year process of acceptance of the /NM into Index Medicus. Acceptance into
Index Medicus would bring greater credibility and visibility to the /NM as most people in
those days went almost exclusively to Index Medicus to research a health-related subject.
Knowledge that their scholarly work would more likely be read would increase the number
of potential authors, which in turn would increase the number of readers, as well as subscrib-
ers, and finally advertisers.

Mary Ann Shah was the editor at the time and it is to her credit that inclusion was
accomplished. She first applied for inclusion of the /NM in Index Medicus in April 1976 and
was denied. Applications and denials continued. In 1981, in a meeting with Mary Ann Shah
and ACNM’s government liaison, nurse-midwife Sally Tom, the Editor of Index Medicus
acknowledged that their review process had no criteria. When a sixth rejection was received
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TABLE 10.2 Editors/Editors-in-Chief (1955-2012)

Name Dates
St. M. Theophane Shoemaker 1955-1956
Elizabeth Hosford 1956-1959
Anna Mary Noll 1959-1960
Marion Strachan 1960-1961
Mary C. Dunn 1961-1965
Phyllis Leppert 1965-1970
Sandra J. Regenie 1970-1971
Elisabeth King 1971-1973
Ruth Helmich 1973-1975
May Ann Shah 1975-2000
Lisa L. Paine 2000-2001
Tekoa L. King 2001-2008
Frances E. Likis 2008-present

Adapted from Appendix C in Mary Ann Shah. “The Journal of Midwifery & Women’s Health 1955-2005:
Its Historic Milestones and Evolutionary Changes,” Journal of Midwifery & Women'’s Health 50, no. 2
(March/April, 2005): 159-68.

in 1984, Mary Ann Shah wrote a scathing editorial in the March/April issue of the /NM in
which she likened Lewis Carroll’s Red Queen in Alice in Wonderland to “the powers-that-be
at Index Medicus™:®

“Queens never make bargains”, quoth the Red Queen. Surely, Lewis Carroll was
on to something when he immortalized these satirically potent words in Alice in
Wonderland. His caricature of the Red Queen as an imperiously arbitrary despot
evoked no amazement in Wonderland. What amazed those of us not in Won-
derland, however, is how aptly the Red Queen personifies the powers-that-be at
Index Medicus. ...

Mary Ann Shah writes that the rejection letter was always the same:

The fact that this journal was not accepted does not imply any particular defi-
ciency. It merely indicates that, in our opinion, it was less needed by the user
community served by Index Medicus at this time than journals currently being
indexed.

CNM Mary Ann Shah, however, noted that the journal Poultry Science was one of the jour-
nals indexed by /ndex Medicus and writes in her editorial:

But who determines the needs of “the user community?” By what criterion, for
example, was it determined that Poultry Science services more Index users than
does the journal of Nurse-Midwifery? Could it be that midwives, who attend
childbearing women around the world, are seen as less important than egg-laying
hens?
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A seventh application was submitted in January 1986. Five months later (and 10 years
since the first application), the “new Editor of Index Medicus informed Mary Ann Shah that JNM
had been accepted for inclusion, and that her “... editorial was on the desk of every member of
the Index Medicus Board of Review and was the impetus for the development of selection crite-
ria’.” A letter of official acceptance of /NM into Index Medicus was received on July 23, 1986.5

The fourth annual meeting of the ACNM in 1959 is the last one that is reported on
in detail in the Bulletin of the American College of Nurse-Midwifery complete with financial
report, bylaw changes, reports from both standing and special committees, and new busi-
ness.®® Only very brief announcements and an occasional listing of job positions are found in
Bulletins thereafter. The program for the fifth, sixth, seventh, eighth, ninth, and tenth annual
meetings can be found in the Bulletin. Starting with the March 1961 issue, the officers, mem-
bers of the board, and the committee chairs were listed.

It is obvious that the members of the ACNM felt that they were missing something in
their official organ, so in 1964 a Newsletter was begun. There is no indication as to who wrote
these newsletters but the authors of this book assume that they came out of the ACNM head-
quarters both because the heading on the Newslester is American College of Nurse-Midwifery
and because all the information contained in them could only have been accumulated at
the headquarters. This information included College news or convention news, ICM news
from the triennial meetings, Local Chapter news, personal notes, and positions available. The
Newsletter kept members informed both organizationally and personally with the informally
written personal notes full of engagements, weddings, births, surgeries, orthopedic problems,
and who had moved to what positions, and so on.”

The Newsletter was replaced by Quickening. The first issue Vol. 1, No. 1 is dated Decem-
ber 1970:

The purpose of this publication from ACNM Headquarters is so that you may
“feel the life” of the work being done by your professional organization to pro-
mote the growth and development of nurse-midwifery and the contribution it
can make to the care of families in the childbearing experience. The title is the
result of a brainstorming session at Kings County Hospital and was conceived by
Peggy Chanis, newly elected chairman of the New York Chapter of the ACNM.”

Quickening did not have the same informal tone that the Newsletter had. Quickening
was full of news and information about the work of the College with announcements and
details of committee and local chapter work. It was compiled and edited by Norma Pilegard,
the new Executive Secretary, with the section “Local Chapter” news compiled and edited by
the chair of Local Chapters. Notes from Norma was a regular section starting with Vol. 2, No.
2 and with Vol. 2, No. 3, Carmela Cavero, ACNM President, 1971 to 1973, inaugurated
From the President’s Pen, which each succeeding president has written for issues of Quickening
ever since. A Summary of Board Meetings or Board Actions was started by Helen Varney Burst,
ACNM Secretary, 1972 to 1974, with the September 1973 Vol. 4, No. 3 issue of Quicken-
ing and the encouragement of President Elizabeth Sharp (1973-1975). This was done to
facilitate disseminating the information more quickly than waiting for the detailed minutes
written by Helen Varney Burst that served both as minutes and as a historical record.”* In
From the Presidents Pen in the October 1974 issue of Quickening, ACNM President Elizabeth
Sharp announced that the initially quarterly publication of Quickening would now be “at
least bimonthly.”

The Bulletin of the American College of Nurse-Midwifery (Midwives) and the sub-
sequent /NM went on to become not only a member benefit, but were also the face of
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nurse-midwifery to other professionals and lay individuals interested in nurse-midwifery.
Quickening on the other hand is an in-house member newsletter. An ACNM website, mid-
wife.org, has a both a public site and a member site. The public site is for anyone interested
in learning about midwifery, how to become a midwife, finding a midwife in a person’s local
area, midwifery news and events, legislative issues, advocacy, and how to become involved.
The member site includes professional and member resources. Staying right up to date with
communication technology and gadgetry, ACNM now can also be found on Facebook,
Twitter, LinkedIn, and YouTube. And there are any number of eMidwifelist servs for mem-
bers to participate in. Clearly, communication avenues are available and accessible for mid-
wives in the 21st century.

A.C.N.M. FOUNDATION

The A.C.N.M. Foundation was the brainchild of nurse-midwife Ruth Watson Lubic and
her attorney husband, Bill Lubic. Ruth Lubic held the office of ACNM Vice President
from 1964 to 1966 and was elected President elect in 1969. She resigned from this posi-
tion to become the General Director of MCA in 1970 in the belief that she could contrib-
ute more to maternity care and to the profession of nurse-midwifery through this posi-
tion, which she expected would be long term, than she would be able to do in a short term
as ACNM President.”? In 1967, Ruth and Bill Lubic worked with the ACNM President,
Lillian Runnerstrom (1967-1969), and the ACNM Board to establish the A.C.N.M.
Foundation as a non-profit 501(c)(3) organization. The A.C.N.M. Foundation was es-
tablished to:”

Advance the public knowledge of professional nurse-midwifery in the modern
maternity center; Promote knowledge and understanding of the maternity cycle
within the framework of family and community health; and Encourage scholar-
ship in the science and arts relevant thereto.

MCA luminaries such as Hazel Corbin, who was the first President of the A.C.N.M.
Foundation Board of Trustees, and Mrs. Walter Rothschild, Mrs. Donald Klopfer, and
Ruth Lubic on the Board of Trustees helped to ensure the early success of the Foundation.”

Ruth Watson Lubic, c. 1970.

Used with permission of the American College of Nurse-Midwives.
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Dorothea Lang memorably led a spontaneous fund-raising effort by marching down the aisle
at an ACNM annual meeting waving a check and challenging other members to also write
checks—which they did.”

The Foundation works closely with the ACNM and collaborates with the ACNM to
complement and facilitate achievement of its goals. One of the first projects the Founda-
tion funded was to support the work of the ACNM Testing Committee in the development
of the ACNM national certification examination. Other early projects in the first 10 years
included support for a detailed investigation by the ACNM Legislation Committee of the
laws affecting nurse-midwifery practice in the United States; support of the ACNM Clinical
Practice Committee to develop Guidelines for Establishing a Nurse-Midwifery Service; support
of the ACNM Division of Approval to revise Policies and Procedures for Approval of Educa-
tion Programs; information materials about nurse-midwifery including a portable exhibit;
and sponsorship of ACNM official delegates to the triennial meetings of the International
Confederation of Midwives.”® Activities now include numerous scholarships and awards in
leadership, scholarship, research, public policy, global health, and special initiatives as well as
the prestigious Dorothea M. Lang Pioneer Award; the Therese Dondero Lecture; the Louis
M. Hellman Midwifery Partnership Award; the Excellence in Teaching Awards; and, for stu-
dents, scholarships and the Varney Participant Awards.”

AWARDS

In addition to the awards previously listed from the A.C.N.M. Foundation, the ACNM has
three premier awards that are given annually. The Hattie Hemschemeyer Award, named after
the first ACNM president, is the ACNM’s highest tribute. The initial recipient of this award
was Rose McNaught, who had been loaned by FNS to be the first nurse-midwife teacher
at the Lobenstine/MCA Midwifery School. The Hattie Hemschemeyer Award honors an
exceptional CNM or CM who has provided ecither continuous outstanding contributions or
distinguished service to midwifery and/or Maternal-Child Health (MCH), or contributions
of historical significance to the development and advancement of midwifery, ACNM, or
MCH. The recipient of this award must be an ACNM member and been certified for at least
10 years. Table 10.3 lists the recipients of the Hattie Hemschemeyer Award from its incep-
tion through 2015 (note that there was no recipient in 1978).

Rose McNaught receiving first
Hattie Hemschemeyer Award from
ACNM President Dorothea Lang,
1977.

Photo from the personal collection of
Helen Varney Burst.
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TABLE 10.3 Hattie Hemschemeyer Award Recipients

Name Year
Rose McNaught 1977
Ernestine Wiedenbach 1979
Agnes Reinders 1980
Sandra J. Dietrich 1981
Helen Varney Burst 1982
Ruth Watson Lubic 1983
Carmela Cavero 1984
Lucille Woodpville 1985
Dorothea Lang 1986
Joyce E. [Beebe] Thompson 1987
Eunice K. M. Ernst 1988
Bonnie Pedersen 1989
St. Angela Murdaugh 1990
Marion Strachan 1991
Armentia T. Jarrett 1992
M. Elizabeth Hosford 1993
Sr. Catherine R. Shean and Mary Shean 1994
Lisa Paine 1995
Joyce Cameron Foster 1996
Mary Ann Shah 1997
Judith Rooks 1998
Elizabeth S. Sharp 1999
Judith Fullerton 2000
Betty W. Carrington 2001
Sr. Jeanne Meurer 2002
Teresa Marsico 2003
Irene Sandvold 2004
Lily S. Y. Hsia 2005
Sandra Tebben Buffington 2006
Nancy Jo Reedy 2007
Joyce Roberts 2008
Katherine Camacho Carr 2009
Sharon Schindler Rising 2010
Leah Albers 2011
Mary Brucker 2012
Tekoa L. King 2013
Judith S. Mercer 2014

Mary Ellen Stanton 2015
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The Kitty Ernst Award honors an exceptional, relatively new CNM or CM who has
demonstrated innovative, creative endeavors in midwifery and/or women’s health clinical
practice, education, administration, or research. The recipient of this award must be an
ACNM member and been certified for less than 10 years. The Kitty Ernst Award is fondly
called “the young whippersnapper award.” It is named for Eunice K. M. (Kitty) Ernst who
graduated from the Frontier Graduate School of Midwifery in 1952 and in less than 10 years
was President of the ACNM (1961).

Fellowship in the American College of Nurse-Midwives (FACNM) is an honor
bestowed on those midwives whose demonstrated leadership, clinical excellence, outstand-
ing scholarship, and professional achievement have merited special recognition both within
and outside of the midwifery profession. Hattie Hemschemeyer awardees are automatically
also ACNM Fellows. Applicant CNMs or CMs who meet the criteria are inducted each year
into FACNM. The mission of FACNM is to serve the ACNM in a consultative and advisory
capacity.

There are a number of other awards that recognize contributions including those in
precepting students, scholarly publications, distinguished service, public policy, regional
awards of excellence, and in the media.

B CORE DOCUMENTS
DEFINITIONS

The early nurse-midwives struggled with defining themselves. They were acutely aware that
midwifery was controversial and that it was only because they were nurses that they were
receiving additional education in midwifery and that midwifery was “acceptable” as nurse-
midwifery in the health care system. This led to problems of self-identification that continue
to the present. A major objective of the first national organization of nurse-midwives, the
Nurse-Midwifery Section of the NOPHN, was definitional. When the NOPHN disbanded
in 1952, there was no longer a national organization of nurse-midwives and work on defini-
tions, philosophy, functions, and standards of education was disrupted. An agenda item of
a meeting of the subsequent Committee on Organization held May 24 to 25, 1954, was
the definition of nurse-midwifery. Committee members were asked to “Please write down
and bring with you the distinctive features that make a nurse-midwife. We would like to
come out with an official definition.”® The committee members agreed on a definition of
nurse-midwifery during its meeting on June 7, 1954, which was reported in the July 1954
Organization Bulletin:

The Nurse-Midwife combines the knowledge and skills of professional nursing
and midwifery, enabling her, in addition to the usual nursing functions, to as-
sume full responsibility for the education and care of mothers throughout the
maternity cycle so long as progress is normal. With this combined background
of preparation, she is prepared by education and experience to meet the needs
of the mother and baby for skilled care and emotional security as well as to
contribute in a constructive way to the changing pattern of maternity care and
education.”

In the April, 1955, issue of the Organization Bulletin, the Committee on Organization
reported that it had broken into work groups and that “One group put much effort into the
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definition of nurse-midwifery submitted by the Organization Committee in the July 1954
Bulletin. They reported back with suggested changes, but the final decision was to leave it as
it was originally printed in the Bulletin.”**

The work of the Committee on Organization resulted in the ACNM, which was
founded in 1955. In 1957, the ACNM Committee on Philosophy, Objectives, and Func-
tions was established'®! and identified the nurse-midwife “as a specialist in obstetrical nurs-
ing.”? A conference on nurse-midwifery was held in Baltimore, Maryland, in April 1958'%
to review the educational preparation of nurse-midwives. “...the group took as a working
assumption that nurse-midwifery is a clinical nursing specialty,”'* and stated that “the stu-
dent must achieve competence in the clinical field of midwifery.”'” At the ACNM annual
meeting in June 1958, the report of the Committee on Philosophy, Objectives, and Func-
tions generated “some discussion which centered particularly on whether nurse-midwifery is
a clinical specialty within nursing or a separate profession” and “a decision was made to revise
the material.”'® A 1959 document of the Definition of Nurse-Midwifery and Functions of the
Nurse-Midwife is labeled as a “Tentative Draft.” This document defines nurse-midwifery as “a
clinical nursing specialty, the education for which embraces the knowledge and skills of both
professional nursing and midwifery and practical experience in their application, thereby
preparing the nurse-midwife to help satisfy the physical, emotional, spiritual and educational
needs of expectant mothers and their families, and, under delegated obstetric authority, to
care for selected women in all phases of the childbearing cycle.” The March 1959 Bulletin of
the American College of Nurse-Midwifery was devoted to nurse-midwifery as a clinical nursing
specialty.

The debate continued. Then in May 1962, members at the annual meeting in Detroit
accepted both a definition of a nurse-midwife and of nurse-midwifery practice as follows:

The nurse-midwife is a Registered Nurse who by virtue of added knowledge and
skill gained through an organized program of study and clinical experience rec-
ognized by the American College of Nurse-Midwives, has extended the limits
(legal limits in Jurisdictions where they obtain) of her practice into the area of
management of care of mothers and babies throughout the maternity cycle so
long as progress meets criteria accepted as normal.

Nurse-midwifery is an extension of nursing practice into the area of man-
agement care of mothers and babies throughout the maternity cycle so long as
progress meets criteria accepted as normal.

The acceptance of these two definitions did not, however, end the continuing rancorous
disagreement over the definition of nurse-midwives and how nurse-midwives self-identify.'"”
The 1972 International Definition of a Midwife was as follows:

A midwife is a person who having been regularly admitted to a midwifery edu-
cation programme, duly recognized in the country in which it is located, has
successfully completed the prescribed course of studies in midwifery and has
acquired the requisite qualifications to be registered and/or legally licensed to
practice midwifery.

The sphere of practice: She must be able to give the necessary supervi-
sion, care and advice to women during pregnancy, labor and postpartum period,
to conduct deliveries on her own responsibility, and to care for the newborn
and the infant. This care incudes preventive measures, the detection of abnormal
conditions in mother and child, the procurement of medical assistance, and the
execution of emergency measures in the absence of medical help. She has an
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important task in counseling and education—not only for patients but also with
the family and community. The work should involve antenatal education and
preparation for parenthood and extends to certain areas of gynecology, family
planning, and child care. She may practice in hospitals, clinics, health units,
domiciliary conditions or any other service.'

Key differences between the 1972 international definition of a midwife and the
1962 ACNM definition of a nurse-midwife are that in the international definition nurs-
ing is not mentioned and the scope of practice is more broad than the “maternity cycle”
and includes the care of infants, certain areas of gynecology, family planning, and child
care.

The members of the ACNM made huge changes in their definitions in 1978. A Certi-
fied Nurse-Midwife (CNM) was now defined as:

an individual educated in the two disciplines of nursing and midwifery, who
possesses evidence of certification according to the requirements of the American

College of Nurse-Midwives.'"”

This definition and the definition of nurse-midwifery practice were developed by the
ACNM Board and reflected an understanding of history. It provided a possible resolution of
the debate over being a clinical nurse specialist in that the definition of a CNM clearly stated
that nurse-midwives belong to two different professions. The Board wanted to avoid second-
ary labels such as “nurse practitioner,” “physician extender,” or “primary health care provider”
in the belief that “nurse-midwife/nurse-midwifery” as the primary label should be able to
be defined and described without relying on secondary labels. The Board also knew that the
use of any one of the secondary labels would antagonize some portion of the membership
and it wanted to recommend definitions, which all ACNM members could support.''® The
definition of a CNM may also have been influenced by the fact that the ACNM had insti-
tuted a national certification examination in 1971 that was for entry into practice and was
both separate and different from nursing certification, which at that time was certification
for excellence. This definition of a Certified Nurse-Midwife was sent out to the membership
for vote and was passed by 82% of the members voting.'"" The 1978 definition of a Certified
Nurse-Midwife has remained unchanged since then.

The ACNM added a definition of the Certified Midwife (CM) in 1997 as:

an individual educated in the discipline of midwifery, who possesses evidence of

certification according to the requirements of the American College of Nurse-
Midwives.!!?

Nurse-midwifery practice was defined in 1978 as:

the independent management of care of essentially normal newborns and wom-
en, antepartally, intrapartally, postpartally and/or gynecologically, occurring
within a health care system which provides for medical consultation, collabora-
tive management, or referral and is in accord with the Functions, Standards, and
Qualifications for Nurse-Midwifery Practice as defined by the American College of
Nurse-Midwives.''?

An attempt was made to soften the word “independent,” something physicians had
long been assured nurse-midwives would never do, by including language about medical
consultation, collaborative management, or referral. This language also was in accord with
the 1971 Joint Statement on Maternity Care and 1975 Supplementary Statement''* as ACNM
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documents can not contradict each other but go hand-in-hand (see Chapter 19). The fact of
practice in the late 1970s, however, unlike the early practice of nurse-midwifery (see Chap-
ter 7), was that a woman might go through her entire childbearing experience without ever
seeing a physician. The nurse-midwife was indeed managing the care of this woman indepen-
dently. The definition of nurse-midwifery practice was also sent out to the membership for
vote and was passed by 86% of the members voting.'"

In addition to editorial changes, the definition of nurse-midwifery practice had a signif-
icant change made in 1992. The significant change was that the word “normal” is no longer
in the definition. The concept of midwives caring for only “normal” women had taken root
in the 1800s (see Chapters 1-3). Prior to 1992, the definition of nurse-midwifery practice
had always limited practice to normal: “so long as progress is normal” (1954); “so long as
progress meets criteria accepted as normal” (1962); and “care of essentially normal” (1978).
Now practice would be “within a health care system that provides for consultation, collabora-
tive management or referral as indicated by the health status of the client” (underlining by
the authors)."¢ In 1997, the 1992 definition of nurse-midwifery practice was changed to the
definition of midwifery practice and the CM was added to this definition.!”” Otherwise, it
remains unchanged.

PHILOSOPHY

The first draft of the ACNM Philosophy was begun by Jayne DeClue and her Committee on
Philosophy, Objectives, and Functions in 1957 and sent out to members for comments.''®
Three drafts were prepared and sent out to members for comments from 1957 to 1959, but
no agreement was reached. Ernestine Wiedenbach became the Chair of the Philosophy Com-
mittee in 1960." The first formal statement of Philosophy of Nurse-Midwifery was adopted by
the members in 1963 with three fundamental concepts:

1. Reverence for childbirth

2. Respect for the autonomy, individuality, dignity, and worth of each human being
but directed especially toward each mother, father and their developing child

3. Responsibility to act dynamically as we put our beliefs into practice'®

Ruth Lubic chaired the 1972 revision and Karen Baldwin chaired the 1983 revision of
ACNM Philosophy. Both these revisions maintained the phrase “respect for human dignity
and worth” but otherwise changed the philosophy dramatically to more definitive descrip-
tions of what ACNM believed about maternity care and the rights of childbearing families
to “safe, satisfying maternity experiences” and “self-determination.” In addition, the 1972
version of the philosophy put forth the belief that nurse-midwifery was an “interdependent
health discipline” responsible for providing “excellent preparation for midwives” and having
midwives “demonstrate professional behaviors.”*!

The major change in the 1983 version of the ACNM philosophy was replacing the
emphasis on childbearing family rights to individual rights. This philosophy also defined
nurse-midwifery as a “discipline” and the expansion of practice to “preventive health care
for all women.”'** Most likely these changes reflected the revised definitions of nurse-
midwife and nurse-midwifery practice adopted in 1978, stating that the nurse-midwife
was “educated in the two disciplines of nursing and midwifery” and that nurse-midwifery
practice was the “independent management of care of essentially normal newborns and

women.” '
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The 1989 revision of the ACNM philosophy retained core beliefs about individual
rights to “safe, satisfying health care, respect for human dignity and cultural variations.” For
the first time, belief in pregnancy and birth as “normal processes, advocacy for non-interven-
tion in normal processes, continuity of care,” and involvement of “significant others” were
mentioned. The leadership role of ACNM in the “development and promotion of high qual-
ity care for women and infants, both nationally and internationally,” was also articulated.'*
The inclusion of this ACNM leadership role reflected the increasing influence of ACNM in
the policy arena as well as internationally through the work of the ACNM Special Projects
staff and individual ACNM member contributions to the International Confederation of
Midwives (ICM) (see Chapter 22).

The 2004 update of the ACNM Philosophy, chaired by Lisa Kane Low, was developed
in tandem with the revision of the ACNM Code of Ethics (2005) noting the importance
of congruence of beliefs, values and ethics. The chair of the Ethics Task Force, Elizabeth
Sharp, insisted that the philosophy drafting group complete their work so that the updates
of the ethics code would be consistent with the core beliefs and values stated in the updated
Philosophy.'> The Philosophy content reinforced prior beliefs that “every person” has basic
rights, defined “the model of health care for a woman and her family,” and the “normalcy of
women’s lifecycle events” in addition to highlighting the importance of “formal education,
life-long learning,” and “research.”'?® There was a notable emphasis on the broader term of
“women” rather than “mother” in this statement, most likely reflecting the expanded scope of
practice in well-woman gynecology and primary health care for women as well as emphasis
on women’s rights nationally and globally.'”” This version of the philosophy was copyrighted
in 2010 as Our Philosophy of Care.

FUNCTIONS, STANDARDS, AND QUALIFICATIONS

The founding mothers of ACNM were determined to continue the work they had begun
in the NOPHN on the development of standards and functions and qualifications for both
practice and education. Throughout the Organization Bulletins, starting with the first one,
the topics for discussion include setting standards for education, standardizing practice, de-
fining functions of a nurse-midwife and of a national organization of nurse-midwives, and
eligibility qualifications for admission to a nurse-midwifery education program.

On October 11, 1956, the ACNM Executive Board met with a special committee to
discuss “philosophy, objectives, and content of nurse-midwifery programs” and “the need for
standards for nurse-midwifery practice” among other areas of concern.'” Thus was created
the Committee on Philosophy, Objectives, and Functions, chaired by Jayne DeClue with
members Mary Crawford and Elizabeth Hosford. This committee was one of the first special
committees of the College along with committees on publications, statistics, and programs.'®

Subsequently, philosophy was made its own committee (as mentioned earlier) and
the committee was reincarnated as the Functions, Standards, and Qualifications (FS&Q)
Committee in 1962 with Marion Strachan as Chair.'** Helen Browne became Chair in 1963
and Sonia Loir in 1964. From 1964 to 1966, the committee reviewed 10 years work by
various committees, vigorous debate at the Annual Meetings,'®! and written comments from
members. The FS&Q Committee also used consultants (nurse-midwives Ernestine Wie-
denbach, Vera Keane, and Sr. Mary Stella) to help reach the “goal of statements that would
represent the thinking of all nurse-midwives.”"** In early 1966, the ACNM finally had an
official document of Statements of Functions, Standards, and Qualifications for the Practice



10: THE AMERICAN COLLEGE OF NURSE-MIDWIVES B 185

of Nurse-Midwifery.” These were updated in 1975 and 1983. The 1983 FS&Q document
included “responsibility for management of care of the essentially healthy woman as related
to her gynecologic and interconceptional needs” for the first time as this was now in the Core
Competencies in Nurse-Midwifery.

In 1972, a document titled Guidelines for Evaluation of Nurse-Midwifery Procedural
Functions was approved by the ACNM Executive Board. This provided a means by which a
nurse-midwife could evaluate a new procedure outside of her/his usual functions for inclusion
in her/his practice. It stipulated six guidelines to be studied in evaluating a new procedure
and then the results considered as a whole. It became Appendix A to the 1975 FS&Q. The
Clinical Practice Committee requested that any nurse-midwifery practice or service going
through this process notify the committee so it was able to track changes and developments
in practice and facilitate other nurse-midwives using the mechanism for the same procedure.

A major change took place between 1983 and 1987. The 1983 FS&Q evolved into the
1987 Standards for the Practice of Nurse-Midwifery. Qualifications became Standard I and the
former statements of functions and standards were reworded and merged into an additional
seven statements of standards. The eight standards each had specific statements on how each
standard was to be met. The Guidelines for Evaluation of Nurse-Midwifery Procedural Func-
tions was changed to Guidelines for the Incorporation of New Procedures into Nurse-Midwifery
Practice and published with the Smndards as use of them became evidence of meeting one of
the stated standards (Standard III). The 1993 version of the Standards added that the CNM
practices in accord with the ACNM Code of Ethics, adopted in 1990, as well as in accord with
the ACNM Philosophy.

In 2003, the Standards were reordered, Standards V and VI combined into one stan-
dard, the listing of what is to be included in practice guidelines for each specialty area was
condensed, and a new Standard VIII created that was an adaptation of the Guidelines for the
Incorporation of New Procedures into Nurse-Midwifery Practice. This is no longer a separate
document. The 2003 Standards provide the basic structure for the review and revisions that
were approved in 2009 and 2011.

CORE COMPETENCIES

First, there was the debate during the 1950s, 1960s, and 1970s on whether or not to identify
core competencies. On the one hand, there was concern that programs not be restricted in
their academic freedom to include what they believed should be in a curriculum. On the
other hand, there had been the determination of the founding mothers to set standards for
the education programs. But this could involve standards pertinent to an education pro-
gram other than the specifics of the curriculum such as faculty qualifications and admission
requirements. Also broad areas of clinical experience and curriculum could be articulated
without having a laundry list of content and skills. Much of this work became the early work
leading to accreditation.

However, identifying precisely what comprised the practice and curriculum of nurse-
midwifery across the education programs did not take place until the early work of the ACNM
Testing Committee that eventually led to the national certification examination (see Chapter
16). This early work was simply to list what areas of knowledge, competencies, and functions
were to be tested. Notes from a meeting of the Testing Committee in 1967 reflect that the
question was raised, “What are expected beginning competencies of a nurse-midwife?,” and
then the need to identify behavioral outcomes.'*? Additional impetus and work came from the
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development of the mastery learning curriculum using modules at the University of Missis-
sippi Medical Center Nurse-Midwifery Education Program in 1972 (see Chapter 14)."* This
curriculum specified theoretical and clinical learning objectives, subobjectives, and tasks.

At the same period of time, core competencies was one of the subjects for discussion
during the 1958, 1967, 1973, and 1976 nurse-midwifery education workshops (see Chap-
ter 14). Those attending the 1976 workshop recommended the identification of essential
nurse-midwifery content and the core competencies for basic nurse-midwifery practice to
be done by the ACNM Education Committee.'® Sr. Nathalie Elder, Chair of the Education
Committee presented the work of the Subcommittee on Core Competencies, chaired by
Helen Burgess, to the ACNM Board of Directors in 1978. After some detailed editing,'* the
Board approved the first Core Competencies in Nurse-Midwifery: Expected Outcomes of Nurse-
Midwifery Education in February 1978.

The core competencies (1978, 1985, and 1992) stated that “certain concepts and skills
from the behavioral sciences, communication, and public health permeate all aspects of
nurse-midwifery practice.” There were seven concepts listed in the 1978 core competencies
document:'¥’

1. Family-centered approach to client care

Constructive use of communication, group dynamics, guidance, and counseling
Communication and collaboration with other members of the health care team
Client education

Continuity of care

Use of appropriate community resources

Promotion of the positive aspects of health (e.g., pregnancy as a normal physi-

NV

ologic process)

In 1985, the Education Committee, chaired by Barbara Decker, revised the Core Com-
petencies that included the addition of three more concepts. These included “health promo-
tion and disease prevention, informed client choice and decision-making,” and “bioethical
considerations related to reproductive health.”'* The 1992 revision of the Core Competencies
by the Education Committee again chaired by Barbara Decker added two more concepts and
some word editing, making a total of 12 concepts in the final list. The additional concepts
were “facilitation of healthy families and interpersonal relationships” and “knowledge and
respect for cultural variations.”'®

The Education Section of the ACNM Division of Education, chaired by Kay Sedler,
was responsible for the 1997 update and revision of the ACNM Core Competencies. The
drafting committee agreed that the content listed under “concepts” in prior versions of the
Core Competencies were really essential foundations of midwifery practice and did not need to
be attributed to other disciplines.'*® The original seven concepts in 1978 that grew to 12 by
1992 were again expanded to 15 hallmarks in 1997. The Hallmarks included the profession’s
commitment to the following beliefs that contributed to the ACNM’s evolving definition of
the midwifery model of care:'*!

1. Recognition of pregnancy and birth as a normal physiologic and developmental
process and advocacy of nonintervention in the absence of complications

2. Recognition of menses and menopause as a normal physiologic and developmen-

tal process

Promotion of family-centered care

Empowerment of women as partners in health care

5. Facilitation of healthy family and interpersonal relationships

LN
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a

Promotion of continuity of care
Health promotion, disease prevention, and health education

™

8. Advocacy for informed choice, participatory decision making, and the right to
self-determination
9. Cultural competency and proficiency
10. Skillful communication, guidance, and counseling
11. Therapeutic value of human presence
12. Value of and respect for differing paths toward knowledge and growth
13. Effective communication and collaboration with other members of the health care
team
14. Promotion of a public health care perspective
15. Care to vulnerable populations

The 1997 document also changed the title to the Core Competencies for Basic Mid-
wifery Practice. This change in title reflected the now existing Certified Midwife as well as
the Certified Nurse-Midwife and acknowledgment that the core competencies really were
core competencies in midwifery. The other major change was the addition of primary care
as a component of midwifery care with specific inclusion of perimenopause and postmeno-
pause.'? Family planning and gynecological care of the essentially normal woman had been
in the core competencies since the 1978 document.

During the updating of the Core Competencies in 2002, Susan Huser was chair of the
Section on Education within the Division of Education. The Hallmarks were slightly reworded
and reorganized, with the addition of two new items: “incorporation of scientific evidence into
clinical practice” and “familiarity with common complementary and alternative therapies.”
During the editing process, the list of Hallmarks now became 16 items. In 2007, Valerie Roe,
Chair of the Basic Competency Section of the Division of Education, maintained the 16 items
with minor language edits. The major edit included the change to “evaluation and incorpora-
tion of complementary and alternative therapies in education and practice.”'*

The Basic Competency Section of the ACNM Division of Education, chaired by Julia
C. Phillippi, was responsible for the 2012 review and update of the Core Competencies. Key
in this review, in addition to congruency with other ACNM documents, was to ensure that
the ACNM core competencies are consistent with the basic skills identified in the 2010 ICM
Essential Competencies for Basic Midwifery Practice (see Chapter 22). The ICM competencies
also have a section of additional skills that are within the scope of practice of some midwives
but are not considered basic entry-level skills for practice by all midwives, including midwives
in the United States.

The Core Competencies document is reviewed and updated every 5 years.

ACNM CODE OF ETHICS

Being an ethical person and practicing in an ethical manner were expected of every nurse-
midwife since the 1920s. However, these expectations were not embodied in a written code
of ethics until the ACNM Board of Directors approved its first Code of Ethics for Certified
Nurse-Midwives on May 18, 1990.'* As noted in the introduction to the code, ACNM leaders
recognized that every nurse-midwife has professional moral obligations and duties that frame
the nature of relationships with others as well as the practice of midwifery. In addition, the
code helps the public, future midwives, and other professionals understand what a midwife
should be (moral agent) and do (ethical practitioner) as a professional health care provider.'®
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The elements of the first written code were several years in development, facilitated by
the philosopher—theologian and nurse-midwife team of Henry (Hank) and Joyce Thomp-
son'¥ who were asked to develop a draft code of ethics after the Board of Directors, led
by President Susan Yates, approved its development in February 1986.'” There were sev-
eral factors or concerns that supported the Board’s decision to consider developing a formal
statement of ethics for the profession when requested by Joyce Thompson, CNM, in 1985.
Among these was the relatively rapid increase in the number of nurse-midwives providing
direct services to women and families between 1965 and 1985, stimulating CNMs to think
about having a public statement of ethics that defined who they were, how they were expected
to practice, and what it meant to be a professional.'#

The first draft of a code of ethics was published in the March—April 1986 “Issues and
Opinions” column of the Journal of Nurse-Midwifery to elicit comments and suggestions
from a wider audience of midwives, ethicists, and readers.'® It also served as a background
document for educating nurse-midwives on the history of codes of ethics in health profes-
sions. This 1986 draft included a preamble, three sections of the code with two subparts each
(six statements in all), along with the rationale for each statement—the “ethical” reasoning
behind the “moral” statement or obligation to think, behave, or act. The authors had worked
with other health professions’ codes (nursing, medicine)”® and followed a format similar
to that of the ANA Code of Ethics, dividing the three sections into the midwife’s obliga-
tions related to (a) professional relationships, (b) professional practice, and (c) the profes-
sion of midwifery. Key elements of the initial code included respect for all, support of client
self-determination, truth telling and confidentiality of information; mutually cooperative
relationships with other midwives and members of the health care team; maintaining com-
petency in practice and accepting responsibility for decisions made; and professional obliga-
tions to support the development of the profession, evidence base for practice, and improving
standards of practice that promote safe and satisfying care for women and newborns."'

A stimulating critique of the Thompsons draft code was written by Terri Clark-Coller,
CNM, and published in 1988."52 Terri Clark-Coller offered a second draft proposal with the
goal of raising specific content areas of concern (autonomy of women, care of poor women)
that CNMs should consider when confronted with an ethical problem and suggesting that the
rationale used for any of the moral mandates should be the core documents of the ACNM and
not the philosophical reasoning that most midwives would not understand.'> After critiquing
each part of the Thompson and Thompson draft code, Terri Clark-Coller proposed what she
would include in a code of ethics in narrative form."”* Hank and Joyce Thompson responded
with a letter to the editor, acknowledging Ms. Clark-Coller’s reflections and raising additional
questions for the ACNM membership to consider before adopting a formal code of ethics.

The ACNM Board of Directors appointed an Ad Hoc Committee on a Code of Eth-
ics in 1988 with Joyce Thompson as Chair'*® to continue the work of redrafting the code
through early 1989. Members of this committee included Marilyn Keiffer-Andrews, CNM;
Elizabeth Sharp, CNM; Molly Wolfe, CNM; Terri Clark-Coller, CNM; Rosemary Mann,
CNM, JD; and Henry O. Thompson, M Div. Jeanne Brinkley was the Board’s representa-
tive to the committee."” When Joyce Thompson became ACNM President in June 1989,
Marilyn Keiffer-Andrews assumed the chairperson role and Joyce Thompson served as an
adviser when requested. The Ad Hoc Committee on a Code of Ethics presented a working
document during the ACNM Open Forum on June 6, 1989, in San Diego, California.'® The
1989 draft now included four sections with the addition of society, and nine separate state-
ments. Comments were recorded and the ad hoc committee amended the statements over

the next several months. The revised draft presented to the membership via Quickening'>
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had eliminated the sections and listed 11 statements of ethical conduct/action required of a
CNM. This final draft was presented to the ACNM Board of Directors and they approved
the first Code of Ethics for CNMs on May 18, 1990.'® The Ad Hoc Committee on a Code
of Ethics was disbanded in May 1991 by Board decision.'®" However, the Board agreed to
suggest to committees and division chairs that they include someone with ethics expertise as
needed, using the members of the now disbanded ad hoc committee.'® This was reaffirmed
during the October/November 1992 Board meeting when they asked that an updated list of
ethics consultants be maintained at ACNM headquarters.'®

The 1990 ACNM Code of Ethics for CNMs delineated the official ethical duties and
obligations of midwives for more than a decade. Between 1991 and 2003, there was no offi-
cial voice for ethics within ACNM. In 2003, the ACNM Board of Directors began a general
review of all core documents including the code of ethics, and began soliciting comments
and suggestions from the ACNM membership for updating and improving these. The Board
appointed a new Ad Hoc Committee to Revise the Code of Echics in 2003 until 2005 with
Elizabeth Sharp as the Chair. At the 2003 ACNM annual meeting in Palm Desert, Califor-
nia, an open forum was held to solicit input for needed revisions of the code of ethics. The
suggestions for improvement in the code related primarily to wording without altering the
substance of the ethical obligations. During 2004 to 2005, the ad hoc committee continued
its development and expansion of explanatory statements in the interest of making the code
more easily understood. In addition, the Ad Hoc Committee to Revise the Code of Ethics
joined together with the Ad Hoc Committee to Revise the ACNM Philosophy as both docu-
ments were viewed as complementary to one another.'®*

The revised code itself was approved by the ACNM Board of Directors during their
meeting on December 12, 2004, but the newly revised explanatory statements were not
adopted until 6 months later along with a slight revision in the preamble to the code. Thus, in
June 2005, the ACNM Board of Directors adopted the revised Code of Ethics with Explana-
tory Statements'® acknowledging the updated wording, with three organizing sections, and
maintaining the 11 individual statements reordered under the three sections and minor
changes in wording some of the statements. The title was changed to just the Code of Ethics to
reflect the existence of both CNMs and CMs in the ACNM membership. The three sections
in the 2005 code reflected the ethical mandates for CNMs and CMs related to (a) profes-
sional relationships, (b) professional practice, and (c) as members of a profession. The first
mandate reflected respect for basic human rights, the dignity of all persons, and self-respect
as a person of worth and integrity. The second mandate emphasized the ethical aspects of pro-
viding midwifery services to women and families, and the third mandate described what was
required as a member of the profession of midwifery to promote the health and well-being of
women, newborns, and their families.'® The essential ethical duties and obligations from the
original 1990 code were continued.

Dr. Elizabeth Sharp, CNM, Chair of the Ad Hoc Committee to Revise the Code of
Ethics, made several requests to the Board of Directors during 2003 to 2005 to convert the
committee to a standing committee with ongoing oversight of the code and other ethics doc-
uments used by the ACNM, such as the conflict of interest policy for members of the Board
of Directors and committee chairs. In June 2005, the ACNM Board of Directors charged the
Division of Women (DOW) “to develop an ethics presence in a section of the DOW, pending
approval of Standing Rules of Procedure (SROP).”'%” It was not until December 2007 that
the SROP of the Ethics Committee were approved by the ACNM Board of Directors,'®® and
recruitment of members with interest and expertise or experience in ethics had begun in early
2008. Three members (Elizabeth Sharp, Joyce Thompson, and Katherine Dawley) from the
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Ad Hoc Committee to Revise the Code of Ethics (2003-2005) were among the first seven
members appointed to the new ACNM Ethics Committee to maintain continuity in review
of the code. Elizabeth Sharp was Chair. The others were Mary Kaye Collins, CNM, JD;
Debra Hein, CNM; Kathleen Powderly, CNM; Nancy Jo Reedy, CNM; and student mem-
ber Robyn M. Brancato.!®” In 2010, Mary Kaye Collins became Chair of the committee.

The Ethics Committee is responsible for the periodic review (5-year cycle), revision,
and endorsement of the ACNM Code of Ethics. Five-year reviews to date were completed in
October 2008 and again in December 2013, with no changes suggested for the 11 statements
of ethical conduct for a midwife.'””

PEER REVIEW

The concept of peer review of one’s midwifery practice is a key attribute of being a profes-
sional and was a part of the early ACNM standards. Peer review of one’s midwifery practice
was initially viewed as the responsibility of the individual, with the ACNM Standards for the
Practice of Nurse-Midwifery in 1972 and 1983 that implied, but did not use, the term “peer
review.” For example, in 1972, one standard was worded, “Requires continuing professional
growth and development which includes an ongoing process of evaluation as defined by the
American College of Nurse-Midwives.”'”! The 1975 and 1983 versions of the Standards had
similar wording. The wording in the Standards began to change in 1988 when the ACNM
Board “asked the Clinical Practice Committee to retain peer review in its functions/SROPs.”'72

Peer review was discussed periodically throughout the 1970s and 1980s within the
ACNM Clinical Practice Committee (CPC). The February 1984 Board of Directors’ action
item from the CPC Committee referred to the agreement to add a “how to” chapter to
the first printing of the Peer Review Guidebook.'” In 1985, the ACNM Board of Directors
requested that an article on the experience of the Pennsylvania CNMs in carrying out peer
review be solicited.'”* That article was prepared and published the end of 1986, describing
the process and challenges of carrying out peer review of midwifery practice throughout the
state.'”” During the February 1986 board meeting, the Board “announced its recommenda-
tion that all practicing CNMs should be participating on [sic] a voluntary process of peer
review by May 1988.”'7¢ The Board reinforced its view of the importance of peer review as
a professional responsibility by including the expectation that all practicing CNMs will be
participating in a process of peer review by May 1988 in the 1987 to 1988 ACNM Goals.'””

Peer review (by name) of one’s midwifery practice was first embodied in Standard VII
of the ACNM Standards for the Practice of Nurse-Midwifery in 1987, in effect making peer
review mandatory for all nurse-midwives.'”® Peer review has been maintained in the Szn-
dards ever since. Mandated peer review of CNM practice within the context of a committee
separate from the Clinical Practice Committee began when the Board appointed an Ad Hoc
Committee on Peer Review in May 1987 with Ruth Shiers as chairperson, and Wendy Wagers
and Susan DeJoy as committee members.'”” The work of the ad hoc committee focused on
assisting practicing midwives to meet the peer review requirement. The committee met for
the first time on November 7, 1987, following the first regional workshop on peer review
in Hartford, Connecticut. Additional CNM members included Tina Krutsky, Jan Kriebs,
Betsy Greulich, Sr. Kathleen Buchheit, and Nancy Sullivan. Priority objectives for the com-
mittee were (a) to conduct a survey of peer review tools being used in states and (b) explore
the legal status of peer review in each state." In 1988, the Ad Hoc Peer Review Committee
was asked to join with the Professional Liability and Clinical Practice committees to prepare
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a complete revision of the ACNM Quality Assurance/Peer Review Guidelines."® Susan DeJoy
became Chair of the Ad Hoc Committee on Peer Review in April of 1988 and Janice Sack

joined as the Board representative.'®?

In 1990, Carol Howe'®® became the chairperson of the committee and the ACNM
Board agreed that the requirement for peer review could be met in various forms or settings,
not just within ACNM Local Chapters.' It was also in 1990 that the Board agreed that
“Participation as a reviewer in nurse-midwifery peer review” was one alternative pathway
to be counted toward meeting criteria in the mandated ACNM Continuing Competency
Assessment (CCA) program.'® The ad hoc committee once again was responsible for revising
or updating the Quality Assessment/Peer Review document during 1991.'%

Simultaneously in 1990, Ruth Ann Price, CNM and Region V Representative, volun-
teered to draft a position statement on peer review for the ACNM.'¥ Several drafts'®® were
presented to the ACNM Board over the next year until it was finally adopted by the Board on
February 2, 1992."% The position statement reaflirmed ACNM’s position that quality of care
is important and that nurse-midwives must accept the responsibility to submit their practice
for review periodically by other nurse-midwives. The position statement also reaffirmed that
peer review is recognized as an important risk management tool as well as a professional
responsibility.

The position statement on peer review of 1992 was replaced in 1996 by a statement on
Quality Management of Midwifery Care' that defined three components for the promotion
and evaluation of high-quality midwifery care. These included quality assurance, peer review,
and quality improvement and all three were defined. Peer review in the most recent version of
the statement is defined as “the assessment and evaluation of midwifery practice by other mid-
wives to measure compliance with ACNM standards. In the peer review process, a midwife’s
practice undergoes scrutiny for the purpose of professional self-regulation. All participants in
the peer review process have the opportunity to enhance professional knowledge and skills.”**!

To reinforce the continued importance of peer review, the ACNM Board of Directors’
goals for fiscal year 1992 included “ACNM will monitor the participation of CNMs in peer
review through membership survey. Expect 75% participation by 1992” under Goal #1:
“To maintain and enhance the quality of nurse-midwifery care.”"?? This goal was repeated in
1993,' 1994,"* and 1996." The goal was expanded to have the Ad Hoc Committee on
Peer Review monitor how many ACNM chapters had a peer-review mechanism.

Opver the years, the work of the Ad Hoc Committee on Peer Review varied. For example,
in 1993, the ACNM Board asked the group to develop one or more models of peer-review
mechanisms that could be used by local chapters.?® The ad hoc committee also continued to
provide regional workshops on quality assurance and peer review. When the ACNM struc-
ture changed in the mid-1990s to include additional divisions with sections, the Ad Hoc
Committee on Peer Review and its activities were integrated into the Quality Management
(currently named Quality Improvement) Section of the Division of Standards and Practice.
As of this writing in 2015, the current Chair of the Division of Standards and Practice is Lisa
Kane Low and the current Chair of the Quality Improvement Section is Diana Jolles.

HOME BIRTH, PRACTICE SETTINGS, AND REVIEW OF CLINICAL
PRACTICE STATEMENT DOCUMENTS

In 1973, Irene Matousek who was a member-at-large on the ACNM Executive Board, pre-
sented a problem to the Board that ACNM members in California were having with home
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births. “She reported that there are two major centers in California for self care and home
deliveries. She stated that the public associates nurse-midwifery with home delivery services
and this has posed an urgent problem.”"”” At the same time, nurse-midwife Sonia Loir asked
the Board for a position statement on home deliveries to help her respond to a group who
had asked her to develop policies for midwives to give home delivery service. In response, the
Board developed, adopted, and published a statement:

Where home births are a necessity, it is essential that the obstetric authorities for
that area develop criteria for the practitioner to ensure the safety of the mother
and infant. ACNM considers the hospital or officially approved maternity home
as the site for childbirth because of the distinct advantage to the welfare of moth-
er and child. We encourage the members of the obstetric team in hospital or
maternity home settings to meet the personal needs of childbearing families by
combining a family-centered atmosphere with the safety of full environmental
resources and a readily available obstetric team including the physician.'”®

The ACNM membership was incensed and publicly took the Board to task at the next
annual meeting. Although opinion varied about home birth and the statement itself, the
overriding issue was that the Board had taken it on itself to create this statement without
input from the membership before making it an official document of the College."”” The
result was the development of a new document: Mechanism for the ACNM Membership to
Review or Initiate Clinical Practice Statements by the Clinical Practice Committee. This was in
response to a motion during the 1975 annual meeting that “the Clinical Practice Committee
develop a mechanism to review limiting or proscriptive statements and have greater input on
ACNM Board decisions.” The Clinical Practice Committee, chaired by Sandi Dietrich until
January 1976 when her term was completed and Anne Malley Corrinet was appointed as
chair,”® subjected the 1973 Home Birth Statement to this mechanism and drafted another
version of this statement in 1975. This was sent to the membership via the March-April 1976
issue of Quickening for vote along with the Mechanism, also for vote.*! In the meantime, a
change in bylaws in 1974 gave the board decision-making power (see earlier in this chapter).
The clinical practice Mechanism was to ensure member input into clinical practice statements.

The Mechanism for the ACNM Membership to Review or Initiate Clinical Practice State-
ments passed with 221 members accepting it and 13 rejecting it. The new 1975 Home Birth
Statement was accepted by 162 members with 11 rejecting it and 55 who wanted to return
it to the Clinical Practice Committee. Nineteen members voted to accept the 1973 Home
Birth Statement.?”* The new statement became the 1976 Home Birth Statement as follows:

ACNM considers the hospital or maternity home as the preferred site for
childbirth because of the distinct advantage to the physical welfare of mother
and infant. Where home births are indicated, the obstetric team must develop
guidelines which will ensure the safety of mother and infant. We encourage the
members of the obstetric team in all settings to meet the personal needs of child-
bearing families by combining a family centered atmosphere with the safety of
readily available obstetrical resources, including the physician.?

The late 1960s and the 1970s were turbulent times in childbearing. Birth had moved
into the hospital. In 15 years, the percent of births in the hospital went from 36.9% in 1935
to 88% in 1950 and by 1961 it was 96.9%.%** Women learned, however, as they went into
the hospital that they had lost control of their childbearing experience. In the name of steril-
ity (a false notion in childbirth), women had routine perineal shaves and 3H enemas (“high,
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hot, and a hell of a lot”). They were separated from loved ones and labored alone. Women
often did not know what was happening to them and their bodies, and were frightened by
overwhelming and continuing contractions and pain. Their surroundings were bleak and
obstetric personnel were often either absent or abrupt. Birth was in a delivery room. After
a spinal block, the woman’s legs were strapped down in stirrups for lithotomy position, her
hands strapped in cuffs to the sides of the table to prevent contamination of the “sterile field.”
With her hands strapped in the cuffs she had metal handles to pull back on to facilitate push-
ing. She was covered with sterile drapes from chest to toes. In such circumstances, the woman
had absolutely no control over what was done to her including unwanted inhalation analgesia
(if she did not have a spinal), episiotomy, and forceps.?®

Some women began to rebel against such hospital experiences and seek a return to
home birth (see Chapter 8). Thus was born the childbirth consumer movement, which coin-
cided with the second wave of feminism. Although many childbirth consumers would not
call themselves feminists, there was a philosophical meeting of the minds of the consumers
and the feminists in wanting control over their own bodies. A body of literature developed
that reflected dissatisfaction with hospital birth, means by which to improve hospital birth
and the childbearing experience, education for breaking the fear—tension—pain cycle eluci-
dated by Dr. Grantly Dick-Read, and self-help. Although there were still some CNMs who
were attending home births, there was not near enough to meet the demand of women who
wanted to give birth out of the hospital. Filling the void were educated women, but not
health professionals, who helped each other birth at home (see Chapters 8 and 18).

In the meantime, the American College of Obstetricians and Gynecologists (ACOG)
launched an all-out campaign of opposition to both home birth and lay midwives. In 1975,
the Executive Board of ACOG approved the following Statement on Home Delivery and
reaffirmed it in 1976:

Labor and delivery, while a physiologic process, clearly presents potential hazards
to both mother and fetus before and after birth. These hazards require standards
of safely which are provided in the hospital setting and cannot be matched in the
home situation. We recognize, however, the legitimacy of the concern of many
that the events surrounding birth be an emotionally satisfying experience for
the family. The College supports those actions that improve the experience of
the family while continuing to provide the mother and her infant with accepted
standards of safety available only in hospitals.?®

In the spring of 1977, Helen Varney Burst had just been elected the incoming Presi-
dent of the American College of Nurse-Midwives (ACNM) and joined the current President,
Dorothea Lang, in a meeting of the presidents of ACNM, ACOG, and the Nurses Associa-
tion of the American College of Obstetricians and Gynecologists NAACOG). Also present
was the ACOG Executive Director, Dr. Warren H. Pearse and ACOG Director of Practice
Activities, Dr. Ervin E. Nichols. What Helen Varney Burst remembers about this meeting
is that the subject of home birth was paramount and tremendous pressure was exerted on
Dorothea Lang to denounce home birth on behalf of ACNM. She refused.

CNMs themselves were in disagreement about CNMs attending home births. There
was much animosity between CNMs in hospital practice and CNMs in home birth. CNMs
in home birth felt ostracized and nonsupported by their professional organization.””” And
now there were also out-of-hospital childbirth centers. Leading the way was Maternity Cen-
ter Association’s Childbearing Center in New York City, which was developed in 1975 as a
demonstration model of an alternative to both hospital and home birth (see Chapter 13). In
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addition, hospital birth rooms and in-hospital birth centers were developing. The discord was
so vehement that Helen Varney Burst devoted her 1977 presidential installation speech to
the topic of alternative childbirth settings and working together respectfully to the common
goal of satisfaction and safety in each setting with freedom of choice for both the childbearing
woman/family and the nurse-midwife. To this end she requested that the Board “charge the
Clinical Practice Committee with drafting a document outlining what the American College
of Nurse-Midwives views as standards for the conduct of satisfying and safe childbirth in each
alternative childbirth setting (including the hospital),and guidelines for use in the planning
and conduct of childbirth in each childbirth setting.”*®

In July 1977, Dr. Warren Pearse devoted his column “Executive Desk” in the Bulletin
of the American College of Obstetricians and Gynecologists to the subject of home birth. In
it he compared the maternal mortality rate of 1940 when half the deliveries were at home
with the maternal mortality of 1977 taking note that it was 40 times greater in 1940, the
perinatal mortality was twice as much, and half the gynecologic surgery in 1940 resulted
from childbirth injuries to pelvic structures compared to 10% in 1977. He ends by making a
subsequently oft quoted statement that “Home delivery is maternal trauma—home delivery
is child abuse!”? What Dr. Pearse ignores in this article are other factors that influenced
the comparative statistics of perinatal mortality between1940 and 1977. These include an
increase in the standard of living and improved nutrition; a decrease in birth rates thereby
reducing multiparity with maternal complications and low-birth-weight babies; the mass
production and distribution of antibiotics during World War II and thereafter; the contribu-
tions of the Social Security Act in 1935, and amendments in 1965, and of federal projects
that increased access to maternal—child care; and increased attention to and provision of
prenatal care.

During the same period of time in the late 1970s, the Interprofessional Task Force
on Health Care of Women and Children was working on a document titled Joint Position
Statement on the Development of Family-Centered Maternity/Newborn Care in Hospitals. Par-
ticipating organizations were the: American Academy of Pediatrics (AAP), ACNM, ACOG,
American Nurses Association (ANA) Maternal-Child Health Section, and the NAACOG.
ACNM was initially represented by President Dorothea Lang and Betty Carrington, Chair-
person of the Committee on Interorganizational Matters of ACNM, and subsequently by
President Helen Varney Burst and Betty Carrington. It was Betty Carrington who recom-
mended that it be a purpose of the task force to formulate a document that would emphasize
family-centered care in hospital settings to be supported by all the participating organiza-
tions. She then wrote the first draft of this document that served as the model for the eventual
Joint Position Statement.*"° It was much discussed, edited, went through a review and approval
process by all the organizations, printed, and was ready for distribution in 1978. A press con-
ference was scheduled in Chicago®'"' for release of the document with comments by all the
presidents of the organizations represented.

The night before the press conference, the organizational representatives met for cock-
tails and dinner*? along with Dr. Warren Pearse, Dr. Ervin Nichols, ACOG Director of
Practice Activities, and ACOG secretarial staff. As participants sat down for dinner, each
found a five-page press release at their place setting to be handed out the next morning during
the press conference. In presenting the press release, the ACOG representative, Dr. Richard
H. Aubry who served as chair of the Interprofessional Task Force,?"? also informed the group
that there would be a table with ACOG’s anti~home birth literature on it for press members.
The press release was written by ACOG and purported to represent the thoughts of all the
participating organizations. On page 3 was a paragraph with a statement that said the Joinz
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Position Statement had been written because of the opposition by all of the organizations to
home birth. Helen Varney Burst immediately declared that this was not the position of the
American College of Nurse-Midwives and did not reflect the reason ACNM had participated
in the development of the joint Position Statement and subsequent approval of the docu-
ment. She asserted that the statement had to be deleted from the press release and ACOG’s
antihome birth literature removed from the press conference. Consternation was rampant.
The President of ACOG said he represented 20,000 obstetricians and gynecologists and they
were opposed to home birth. The President of NAACOG said she represented 22,000 obstet-
ric, gynecologic, and neonatal nurses and they agreed with ACOG. The Chair of the ANA
Maternal-Child Health Section said she represented some 40,000 maternal—child health
nurses and she was not sure what they thought about home birth. The President of AAP
said he represented 18,000 pediatricians and he was not sure that he knew what the fuss
was about. The President of ACNM said she represented 1,500 CNMs, some of whom had
home birth practices, that ACNM was 70t opposed to home birth, and such a statement had
to come out of the press release and the antihome birth literature removed. Incredibly, the
response was to go around the table again with the same statements being made. In the end,
the Chair of the Task Force, Dr. Aubry, agreed to remove the paragraph with the offending
statement and remove the table of antihome birth literature and so instructed the secretary
who was in attendance to do so. Envisioning a late night of work after the dinner to take
out the staples that held the press release together, remove page 3, retype it, replace it, and
restaple all the copies of the press release before the press conference the next morning (1978
was before computers and copiers that collate and staple) she went to Dr. Warren Pearse to
ask if she really had to do this. He said “yes.”

The next morning the press conference was held, the press release said nothing about
home birth, the table with antihome birth literature was nowhere to be seen, and none of the
organization presidents and representatives, including ACOG, said one word about home
birth. Instead the emphasis was on how the joint Position Statement provided a powerful tool
for childbearing women, families, and health care professionals alike to use in bringing about
change and institute family-centered care in hospitals.

The work on the guidelines for use in the planning and conduct of childbirth in alter-
native settings as requested by ACNM President Helen Varney Burst was started while Anne
Malley Corrinet was Chair of the Clinical Practice Committee and completed under the
next Chair, Nancy Burton. The Clinical Practice Committee held “an intensive workshop at
the convention™'* in 1978 and subsequently completed three sets of guidelines, which were
edited and approved by the Board in 1979: (a) Guidelines for Establishing a Home Birth
Practice, (b) Guidelines for Establishing an Alternative Birth Center [out-of-hospital], and
(c) Guidelines for Establishing a Hospital Birth Room. Each Guideline has a statement that
it is to be “utilized within the framework of the American College of Nurse-Midwives ‘Func-
tions, Standards, and Qualifications for the Practice of Nurse-Midwifery.””

Nancy Burton, chair of the Clinical Practice Committee, reported in the April/May/
June issue of Quickening that the process had begun at the 1979 annual meeting for possible
rescission of the 1976 Home Birth Statement. This process was in accord with the Mechanism
for Initiating or Reviewing Clinical Practice Statements. Step 1 is a petition signed by at least
10% of the ACNM active membership. A petition was submitted with 161 signatures, which
was greater than 10% of the active membership at the time. It read: “We, the undersigned,
feel the present Home Birth Statement should be removed.”*" This was announced in Quick-
ening and an open forum was held at the 1980 annual meeting. From membership input, the
Clinical Practice Committee developed a proposed Statement on Practice Settings for vote
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by the membership to replace the 1976 Home Birth Statement. The membership vote with
a response rate of 68% was 590 (66%) in favor of the Statement of Practice Settings pro-
posed by the Clinical Practice Committee; 263 (29%) in favor of retaining the 1976 Home
Birth Statement; and 45 (5%) in favor of no statement.?!® The 1980 Statement on Practice
Settings stood the test of time with no further modification by the membership*” until the
2005 ACNM Position Statement on Home Birth. This statement encompasses what was in
the 1980 Statement on Practice Settings but is more comprehensive, includes a discussion
of informed choice by the woman for planned home birth with a qualified provider, gives a
bibliography and a critique of home birth research that focuses on safety, lists evidence-based
resources, and ends with a ringing endorsement of the home setting as an unparalleled oppor-
tunity to study and learn about normal, undisturbed birth.*'®

ACNM President Helen Varney Burst informed ACOG Executive Director Dr. War-
ren Pearse during a reception preceding opening night during the 1981 ACNM Convention,
that ACNM had written the Guidelines for Establishing a Home Birth Practice. She also told
him about the new Practice Settings statement. Her purpose was to be clear that ACNM was
not seeking permission or approval*? but felt it only courteous and respectful that ACOG be
informed and not surprised by ACNM actions on an issue where there was known disagree-
ment. She believed that it was less confrontational to convey this information in an informal
setting than in a formal letter, which would then require a response.

An ACNM Ad Hoc Committee on Homebirth was created in the fall of 1989 with
Mary Hammond-Tooke as Chair. Its first meeting was at the 1990 annual meeting. In Octo-
ber 1991, the Guidelines for Homebirth by the Ad Hoc Committee for Homebirth (more than
100 pages) was published by the ACNM. This was updated in 1997 as the ACNM Handbook
on Home Birth Practice with Marsha Jackson and Alice Bailes as Editors. The Home Birth
Committee was now the Home Birth Section within the Division of Standards and Practice
with Marsha Jackson as Chair and Alice Bailes as Vice Chair. In 1995, the ACNM Home
Birth Committee (the ad hoc committee became a standing committee in 1994) collaborated
with the editorial board of the Journal of Nurse-Midwifery to write a home study program on
home birth.??

More recently, internationally renown home birth expert, practitioner, educator, and
advocate, nurse-midwife Saraswathi Vedam?*' has been the convener and Chair of home birth
summits in 2011 and 2013. Another home birth summit is planned for 2014. These summits
brought together leaders from a number of divergent organizations to find common ground
on the subject of safe, culturally competent, and respectful care for women who desire home
birth.?* The delegates to the 2011 summit agreed to nine statements with recommended
action steps for implementation. Task forces were formed for each statement and their work
led into the 2013 summit.*** This consensus agreement received federal recognition when
Representative Roybal-Allard (D-California) spoke in the House of Representatives noting
the “critical importance” of the publication of the Home Birth Consensus document and
issued a press release applauding the work of the home birth summit.?**
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under the auspices of Dr. Louis Hellman, Chair of the Department of Obstetrics and Gynecol-
ogy. See Chapter 13.

HVB remembers listening as a student (1962) and then as a member to the (at times) rancorous
floor debates where the members attending would determine what was in the Statements. Year
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bership at the Annual Meeting. Phyllis C. Leppert, “Editorial,” Bulletin of the American College
of Nurse-Midwifery 11, no. 2 (July 1966): 46-47.

Leppert, Editorial.

From the personal files of HVB who was a member of the Testing Committee.

Helen Varney Burst, Linda A. Wheeler, and Kathryn Christensen, “We Hear You—Keep Talk-
ing,” Journal of Nurse-Midwifery 18, no. 2 (Summer 1973): 9-13.

Report of a Workshop: Directors of Nurse-Midwifery Education Programs. Workshop held in Lex-
ington, Kentucky, February 22-24, 1976 (Washington, DC: American College of Nurse-Mid-
wives, 1976), 7 and 9.
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ACNM, The Core Competences for Basic Midwifery Practice (Washington, DC: ACNM, 1997).
ACNM, Core Competencies for Basic Midwifery Practice (Silver Spring, MD: ACNM, 2007).
ACNM, Code of Ethics for Certified Nurse-Midwives (Washington, DC: ACNM, 1990).
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Rev. Dr. Henry O. Thompson was an Old Testament scholar, biblical archaeologist, and or-
dained clergy and Dr. Joyce E. Thompson was a CNM, Director of the midwifery education
program at the University of Pennsylvania, and clinician in private practice in 1986. They had
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perts in teaching and consulting in bioethics. They published an ethical decision-making model
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ACNM, “Board of Directors Actions February 16-18, 1986,” Quickening 16, no. 8 (March/
April 1986): 7.
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Midwifery 31, no. 2 (March/April 1986): 99-102.
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health professions codes during the 1980s and beyond.

Thompson and Thompson, “Code of Ethics for Nurse-Midwives,” 100.

Terri Clark-Coller, “A Code of Ethics for Nurse-Midwives: A Second Proposal,” Journal of
Nurse-Midwifery 33, no. 6 (November/December 1988): 274-279.

Ibid., p. 271.
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ACNM, “Board of Directors Action February 7-9, 1988,” Quickening 19, no. 2 (March/April
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“Proposed Code of Ethics for Certified Nurse-Midwives,” Quickening 21, no. 2 (March/April
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ACNM, “Board of Directors Meet in Atlanta, Georgia, May 18-19, 1990,” Quickening 21, no.
4 (July/August 1990): 21. This ad hoc committee was authorized to continue for 1 year, with
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22, no. 4 (July/August 1991): 21.

ACNM, “Board of Directors meeting in Minneapolis, Minnesota, May 17-18, 1991,” Quicken-
ing 22, no. 4 (July/August 1991): 23. The chairs were to contact Vice President Teresa Marsico
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mittee on Code of Ethics.
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1 (1992): 20.

Dr. Elizabeth Sharp (ethics) and Dr. Lisa Kane Low (philosophy) worked together to ensure
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keeping with the 1990 Board action to “develop a five year plan for review of ACNM Philoso-
phy, Standards, Code of Ethics, and Core Competencies. Each group responsible for revision
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“Board of Directors Meet in Marina Del Rey, CA, July 28-30, 1990.” Quickening 21, no. 5
(September/October 1990): 17.

ACNM, “Actions of the ACNM Board of Directors June 17-18, 2005,” Quickening 36, no. 4
(July/August 2005): 26.

ACNM, Code of Ethics (Silver Spring, MD: ACNM, 2005).

ACNM, “Actions of the ACNM Board of Directors June 17-18, 2005,” Quickening 36, no. 4
(July/August 2005): 26.

Elizabeth Sharp, Quarterly Report ACNM Ethics Committee, February 8, 2008. Under work
accomplished, Dr. Sharp wrote: “1. Standing Rules of Procedure have been submitted and ap-
proved by the Board of Directors and final editing has been completed by the National Office,”
p- 1. In the personal files of JBT.

List of members of the Ethics Committee, March 2008. Personal files of JBT.

ACNM, Code of Ethics, accessed January 20, 2014, www.midwife.org. The last review date is
listed as December 2013.

ACNM, Functions, Standards, and Qualifications (Washington, DC: ACNM, 1972): 1, Standard X.
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ACNM, “Board of Directors’ Actions, July 20-21, 1987, Quickening 18, no. 5 (September/
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there was no “ad hoc” recorded, though in the subsequent Board of Directors meeting in July,
Carol Howe was addressed as Chair of the Ad Hoc Committee on Peer Review.

ACNM, “Board of Directors Meet in Marina Del Rey, California, July 28-30, 1990,” Quicken-
ing 21, no. 5 (September/October 1990): 17. During this Board meeting, the item Clarification
of Peer Review Requirement reaffirmed the BOD mandate of peer review “by whatever mecha-
nism each CNM finds to be most expedient, that is, chapter based, institutional, or others.
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ACNM, “Board of Directors Meet in Washington, DC, October 21-23, 1990,” Quickening 22,
no. 1 (1990): 20.

ACNM, Board of Directors Meet in San Antonio, Texas, January 31-February 3, 1991, Quick-
ening 22, no. 2 (March/April 1991): 16.
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others. Ruth Ann Price, Region V Representative, agreed to work with members in her region
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ACNM, “Board of Directors Meet in San Antonio, Texas, January 31-February 3, 1991,”
Quickening 22, no. 2 (March/April 1991): 16. Ruth Ann Price, CNM, presented the first draft
of the Peer Review Position Statement and received board comments. She was asked to continue
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1976): 6.
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A card was enclosed with this issue of Quickening for members to vote.

American College of Nurse-Midwives, “Clinical Practice” in Committee Notes. Quickening 7,
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by the Executive Board, May 1975. Reaffirmed May 1976.

HVB remembers a conversation with Janet Epstein of Maternity Center Associates in Maryland,
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May/June 1979): 18-19.

“Results of Ballot on Home Birth Statement,” Quickening 11, no. 4 (January/February
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director of the obstetrical care team. This posed a problem for some home birth CNMs who had
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dards and Practice and a past Chair of the Research and Publications Section of the MANA
Division of Research.

www.homebirthsummit.org
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CHAPTER ELEVEN

Midwives Alliance of North America

The greatest task for this organization is the challenge of getting this group of
strong-minded individuals to listen to each other, learn from each other and work

together.
—Teddy Charvet, LM, MANA News (November 1983, p. 2)

B PREDECESSOR ORGANIZATIONS

During the 1970s, there were several individual efforts to have a forum for lay' midwives
to share birth stories as well as their own stories of struggles, successes, and barriers to
working as a midwife in the community. Many were practicing in states without legal rec-
ognition and were being threatened with legal action with no one to turn to for support.?
Midwives’ voices as women and as mothers were heard within La Leche League, National
Association of Parents and Professionals for Safe Alternatives in Childbirth (NAPSAC),?
and a group called Home Oriented Maternity Experiences (HOME) started by Fran Ven-
tre* and other home-birth mothers in 1972 to 1973. In 1972, Tonya Brooks founded the
Association for Childbirth at Home, Incorporated (ACHI) as a national organization
for parents, professionals, and individuals who supported home birth.> Among the goals
and purposes of ACHI were to support and encourage women and families who were
giving birth at home and to work for legislation and education promoting the practice
of midwifery. The voices of Certified Nurse-Midwives (CNMs) providing out-of-hospital
births were also heard within the American College of Nurse-Midwives (ACNM).¢ These
organizations provided a forum for discussion of the need for more midwives supportive
of birth at home.

There are a variety of interpretations of what the stimuli were for development of a new
midwives” organization in the early 1980s,” but it was clear that discussion of the need for
such an organization began in the early 1970s. Influencing the early development and direc-
tion of MANA was the formation of local and state level midwifery associations as empirical
midwives “found” each other (see Chapter 9). Historian and midwife Geradine Simkins
posits that these were grassroots and decentralized networks that were desirous of forming a
centralized national network.?

207
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FIRST INTERNATIONAL CONFERENCE OF PRACTICING
MIDWIVES (JANUARY 14-16, 1977)

It was during the 1976 NAPSAC convention in Washington, DC, that a group of home
birth midwives, predominantly lay midwives but including some CNMs, agreed to the need
for a forum to discuss issues around home birth. Such a forum was not available within the
ACNM, as lay midwives did not meet criteria for ACNM membership.” Lay midwives Shari
Daniels, Fran Ventre, and Nancy Mills decided to try to organize a separate conference just
for home birth midwives.!” A decision was made that the conference would be held in El
Paso, Texas, and the major organization of this conference fell to Shari Daniels and her col-
leagues who lived in the area.!

The 1977 El Paso meeting, the First International Conference of Practicing Mid-
wives, was viewed by many as the beginning of the MANA organization, though much
work was to follow until MANA became an official midwifery organization in 1982.% In
the words of Ina May Gaskin, “There was an attempt to organize a midwives organiza-
tion at the time [1977], but I wasn’t comfortable with the way it was coming down. I
was a little worried about the prematurity of it and the way it was happening.”’® Several
midwives involved in the 1977 meeting and others who followed identified that the major
conflicts related to whether to organize nationally were how to create an organization that
represented a broad group of diverse midwives without depending on just one person,'
and the degree of professionalism" desired, for example, educational standards and creden-
tialing mechanisms. Themes of feminism, consumer demand, and the need to counter the
increasingly medically and technologically driven hospital-based childbirth pervaded the
midwives’ discussions.

The success of this conference was measured, in part, by the fact that 260 individu-
als from 42 states and four neighboring countries attended the 2.5 days of meetings, ban-
quets, workshops, presentations, and networking. Ina May Gaskin noted that all shared
a common outlook that “natural birth, whether in the home or hospital, is the most
compassionate, sensible and humane way to deliver most babies.”"” Viewpoints expressed
included those of practicing empirical and apprentice midwives, nurse-midwives, physi-
cians, nutritionists, and mothers. Many topics were discussed, including the role of the
midwife as the protector of normal birth, the need for good midwife—hospital relations,
and how to support bonding and positive birth experiences for mothers and families
as well as legislation and the need to challenge legal barriers.'® Discussion of whether a
national organization of home-birth midwives was needed took place and it was decided
not to pursue it at this time. The group, however, did agree that a national newsletter
would be helpful to maintain communication, foster networking, and share resources and
practice updates.

The Farm" group agreed to take on the development of a newsletter, which became
The Practicing Midwife.”® One of the Texas midwives, Shari Daniels, took issue with those
who were editing articles for 7he Practicing Midwife, as she thought that they were censor-
ing some of the submissions for publication. She also noted that midwives at The Farm were
not supportive of a new national organization for midwives at the time when she thought
that such an association was needed.”' These concerns provided the stimulus for Shari Dan-
iels to develop the National Midwives Association (N.M.A.) and a national newsletter, the
N.M.A. Newsletter. The Practicing Midwife newsletter continued as a vehicle for communica-
tion among The Farm midwives, and later covered the first year of development of the new
MANA organization.”



11: MIDWIVES ALLIANCE OF NORTH AMERICA B 209

NATIONAL MIDWIVES ASSOCIATION (JUNE 1977)

Shari Daniels, a self-taught practicing midwife, established the N.M.A. in June 1977 fol-
lowing the First International Conference of Practicing Midwives. The organization was a
response to “the flood of letters and phone calls received from across the country expressing
the need for a central office and organization which would provide a way for midwives to
come together and grow in their united strength.”® Shari Daniels also described the need to
develop an association that would support parents’ rights to exercise maximum possible con-
trol of their childbirth experience.?* Shari Daniels’s father, Bernard Danagher, volunteered to
fund and run the central office in Princeton, New Jersey.

Shari Daniels acknowledged that there were strongly held opinions both for and against
forming another national midwives’ group, separate from the ACNM. The main objections
for not organizing centered on issues of hierarchy (who would lead), patriarchal systems (who
would control and who would be excluded), fear of visibility for those midwives practicing
without legal recognition, and the cost of running such an organization.”® Ms. Daniels con-
cluded, however, that the reasons for moving in this direction outweighed the reasons against
such an organization. She summarized the mandate for national unity and a common iden-
tity for home birth midwives based on six needs:*

1. The federal government was moving toward national licensing of all health-related
services and providers, including midwives

The need for safe birth alternatives including home birth midwives

The need for training opportunities for midwives

The need for better communication among all midwives to address varying viewpoints
The need for legal and social recognition of midwives as part of public health services
The need for a national clearinghouse on midwifery services

AN

The new organization attempted to meet the needs listed previously. It produced a
newsletter every 2 months until the end of 1978 with the first issue in June of 1977. The
N.M.A. Newsletter provided an opportunity for midwives to share their stories, to learn about
coming events of interest, and to update their knowledge in midwifery practice and legislative
matters pertinent to midwives. The central office handled phone calls and was to become a
clearinghouse for couples requesting a home birth midwife as well as for midwives wanting
to contact other midwives. Dues were $25 per year to defray mailing costs. Any home birth
midwife could join. Initally, there was no organizational structure, no bylaws or tax-exempt
status and the only designated officer was Shari Daniels as the leader of the group. The lack of
tax-exempt status caused Mr. Danagher to threaten to stop his funds and close the Princeton
office after a significant financial loss in the first year ($3,000).”” He thought that the tax-
exempt status would help with funding issues, but the organization needed to have an official
structure to apply for such status. Many lay midwives were not yet ready to have an official
structure as this seemed to imply being officially organized under Shari Daniels’s leadership.?®

SECOND INTERNATIONAL CONFERENCE OF PRACTICING
MIDWIVES (MARCH 17-19, 1978)

The N.M.A. lasted long enough to organize and sponsor a second conference in 1978. The
N.M.A. took on the responsibility of organizing the Second International Conference of
Practicing Midwives in Chicago, March 17 to 19, 1978.% The organization of this conference
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was led by Barb Barbasa, a home-birth parent who lived in the Chicago area. Featured speak-
ers included Beatrice Tucker, obstetrician from the Chicago Maternity Center until it closed,
Mini Mae Furr, granny midwife from Kentucky, and Ruth Wilf, CNM. The moderator of
this panel was Suzanne Arms, author.

There were definite disagreements on topics raised during this meeting that caused
Shari Daniels to write a distressing letter® to the N.M.A. members in April 1978 apologizing
for the fact that the conference did not “go off” exactly as planned, and acknowledging her
disappointment in the conference process that included midwife-on-midwife attacks based
on prejudices, fears, hurts, and clear differences of opinion.”’ One goal of the meeting was to
discuss the future structure of the N.M.A. and to seek volunteers to lead the various activities.
Until this moment, only Shari Daniels and her father responded to queries about midwives
and midwifery practice, prepared and mailed the newsletter and paid all the bills. A survey
was prepared to obtain N.M.A. member input on the need for and type of association and
structure that would strengthen the organization and allow it to prosper. Shari Daniels ended
her letter with, “It is with great pain that I admit that these [survey results regarding need and
questionable support for a national organization of midwives] may prove to be the fatal blow
to our infant organization.”

The survey results revealed that many of the N.M.A. members wanted to continue the
Association with a focus on providing services to the members. Examples of the member
services included discounted supplies and books, training workshops, and maintenance of a
midwife registry.” In keeping with the members’ request for a registry (see Chapter 16), there
was an enclosure in the June 1978 N.M.A. Newsletter titled “Midwife Registry Form” with a
note to midwives to check whether they wished to have their name included in the Registry.
As Shari Daniels wrote, “We understand, however, the wisdom of being ‘unlisted” if one is
practicing in an area where midwives are harassed.”

The actual structure (bylaws, officers, etc.) was viewed as a great challenge. As noted
by midwife Valerie Kaufman, the goal was to develop a structure that would be effective in
communication among midwives, cooperative buying, training, and public education while
also “remaining non-authoritarian, decentralized, and voluntaristic.”®® This did not happen
in 1978, most likely due to Shari Daniels’s illness and the fact that the organization was solely
dependent on her at the time. The last N.M.A. Newsletter was published in August-Septem-
ber 1978. During the following 2 to 3 years the N.M.A. did not meet and there were no
newsletters.*® It appears that the N.M.A. ceased to function after 1978.

In spite of the fact that home birth midwives had been instrumental in developing
and/or supporting organizations that provided time for communication and support among
all types of midwives, such as the N.M.A., the Association for Childbirth at Home, Inc.
(ACHI), Informed Homebirth, and NAPSAC, none of these organizations “had a member-
ship base broad enough to draw all midwives together into one organization that provided
strength of numbers, an internal support system, or the credibility and political strength
necessary to promote midwifery as an accepted part of the maternal—child health care system
in North America.”’

The MANA News history supplement went on to acknowledge that the ACNM was the
only professional organization of midwives with standards for education and practice, interpro-
fessional relations with physicians, nurses, and other health care providers, and a strong com-
munication network. However, the ACNM membership was limited to only those midwives
who were also nurses and met ACNM educational and certification standards, thereby exclud-
ing empirical, lay and direct-entry midwives.*® No record was found of any further attempts to
organize a national midwives’ group specifically for all types of midwives until 1981.
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MEETING OF CNMs AND NON-NURSE MIDWIVES
(OCTOBER 30, 1981)

In 1981, Sr. Angela Murdaugh, President of ACNM, called a meeting of four lay midwives
and four CNMs to explore ways to improve communication between nurse-midwives (NM)
and non-nurse midwives (NNM) for the benefit of childbearing families.” This meeting was,
in part, a response to the ACNM members at the 1981 Convention Open Forum who iden-
tified the need to have a dialogue with lay midwives. Sr. Angela Murdaugh volunteered® to
spearhead a meeting among CNMs, lay midwives and obstetricians,*' however, the obstetri-
cians did not participate in the October 1981 meeting.” St. Angela Murdaugh was severely
criticized by some ACNM members for taking this action while others were supportive.®

Sr. Angela Murdaugh requested suggested names of participants from the ACNM
Board during its debriefing session® on July 26, 1981. The final list of participants included
non-nurse midwives Teddy Charvet (who changed her name to Therese Stallings in 1987)
from Seattle, Washington; Ina May Gaskin from Summertown, Tennessee; Helen Jolly from
Dallas, Texas; and Genna Withrow from Adanta, Georgia. The nurse-midwives at this meet-
ing in addition to Sr. Angela Murdaugh included Elinor Buchbinder from New York (ACNM
board member); Carol Hurzeler from Nacogaches, Texas; Susan Liebel, former ACNM board
member from San Francisco, California; and Fran Ventre from Beverly, Massachusetts Char-
lyn Santiago, CNM, from Columbia, Maryland, took the minutes for the meeting.*

The CNM and lay midwives' meeting was held at the ACNM office in Washington,
DC, on October 30, 1981. The first order of business was to agree on what to call those who
were not CNMs. The preferred title for the lay midwives at this meeting was “non-nurse mid-
wives” (NNMs) to eliminate the negative connotation of “lay” attached to a professional role.
Other areas of agreement included the need for safety standards for all midwives to protect
mothers and babies and the need for credibility via licensure or registration for those mid-
wives who were currently practicing without legal recognition.” Many ACNM core docu-
ments were discussed and shared, with several providing the template for later core MANA
documents.”

The participants at the October 1981 meeting also agreed that the time was right for
a new organization of midwives, separate from ACNM and inclusive of all those who called
themselves midwives. As Teddy Charvet recalled, “Our vision, at that time, was that MANA
would eventually take in the ACNM and be the umbrella organization for midwives in this
country.”* Participants agreed that this new organization must be the result of a group effort
with a corporate identity” and not based on the personality or leadership of one person.”
This new organization would be responsible for setting basic competencies and delineating
the levels of midwifery practice, and it would also be self-regulating. The preliminary goals
for the new organization were to:

1. Open and improve communication between CNMs and NNMs
Set standards for basic competency in midwifery

Develop guidelines for the education of midwives

Create an identifiable body representing professional midwives, and

AR NNl

Document the public need for midwifery services®

The tentative name of the organization agreed upon was the Guild of American Mid-
52

Carol Hurzeler, Ina May Gaskin, Teddy Charvet, Susan Liebel, Helen Jolly, Fran Ven-
tre, and Genna Withrow agreed to organize a meeting in Lexington where the next ACNM

wives.
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annual meeting was to be held. Sr. Angela Murdaugh and Elinor Buchbinder, as ACNM
board members, recused themselves from these organizational efforts.>

Thus, the foundations for a new midwifery organization were established, one that was
to be all-inclusive and representative of those practicing midwifery regardless of pathways to
becoming a midwife.

B FOUNDING OF MIDWIVES ALLIANCE OF NORTH AMERICA

The steps to formalization of this new organization of midwives began with the name and
preliminary structure agreed upon during meetings held before, during and after the 1982
ACNM annual meeting in Lexington, Kentucky. The organizing group of seven midwives
met in a closed meeting in Lexington on April 24 and 25, 1982, to further clarify the
goals of the new organization and plan the agenda for the open meeting the following day.
Susan Liebel, CNM, was the interim director and coordinator of the organizing commit-
tee for the 1982 meetings and Carol Leonard, NNM, agreed to be the treasurer.”® Further
discussion of the name of the new organization resulted in selecting the Midwives Alliance
of North America (MANA) to reflect membership from the United States, Canada, and
hopefully, Mexico.”®* MANA as an acronym also has significance as a spiritual force.” A list
of organizational goals was constructed that provided the foundation for the goals adopted
officially during the May 1983 interim MANA governing board meeting. The group hoped
to have the first MANA national conference in October 1982, but the many efforts needed
to develop the organizational framework and core documents resulted in a decision that a
national conference could not be planned and carried out so soon, given the limited number
of midwives involved.”®

The second day of the interim MANA Board meeting was organized as an open meet-
ing for all interested midwives. It was held on April 25, 1982, which was also the first day
of the ACNM annual meeting. The venue was the Auditorium of the College of Nursing,
University of Kentucky. Press releases® announcing this meeting were sent to a variety of
journals and midwife-friendly groups such as the International Childbirth Education Asso-
ciation (ICEA), HOME, ACHI, Mothering, Birth ¢ Family Journal, and ACNM’s newsletter,
Quickening. The title of this open meeting was, “Conference to unite all midwives.”® The
title reflected the organizers’ initial belief that a new, all-inclusive organization was needed,
in contrast to the exclusive ACNM, and that, in fact, there may be no further need of the
ACNM as CNMs would be welcome in the new midwifery organization.®!

The open meeting drew more than 150 individuals in attendance.®? The interim MANA
Board encouraged all midwives who attended to offer input into the draft goals and to reach
consensus on the way forward. MANA established an open system of communication from
its earliest beginnings that resulted in each member receiving minutes and notes from all
meetings, including a variety of individual interpretations of meeting outcomes published
in MANA News and The Practicing Midwife.”> Hence, there is some discrepancy in the early
recorded history of MANA depending on the source used.**

A second interim MANA Board and working group meeting was held in Boulder,
Colorado, on October 16 and 17, 1982, to continue the development of the organization
and recruit more midwives to help form the organization. About 24 to 26 midwives attended
this meeting that began with getting to know each other and sharing midwifery and birth
stories.® The group was diverse in training, midwifery practices, and legal status in the variety
of states represented, yet committed to forming a new organization that would support all
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midwives. Midwives from different states and Canada reported on the status of midwifery in
their geographic location. The draft Articles of Incorporation were reviewed and approved by
this small group.

Interim MANA board officers chosen were Teddy Charvet, President; Ina May Gaskin,
Vice President; Susan Liebel, Secretary; and Carol Leonard, Treasurer. These interim officers
would serve until the first annual conference of MANA scheduled for October 1983, in
Milwaukee, Wisconsin where a formal election process would be implemented. Five tem-
porary regional representatives were chosen from among the group. They were Karen Ellis-
berg (Midwest); Elizabeth Gilmore (Southwest); Lea Rizack (Northeast); Patty Brumbaugh
(Southeast); and Ava Vosu (Canada). The interim officers decided not to discuss the com-
plex topic of credentialing at that time because they did not feel they represented the entire
membership of MANA. In keeping with the inclusive nature of the membership, it was
agreed that the MANA members would reach out to the granny midwives still practicing and
offer sponsorship to any midwife wanting to join but without the resources to pay annual
dues.®” Before the organization was incorporated, there were 205 midwives, half of whom
were nurse-midwives, who were considered as members.®® Ten committees were established
and an additional group was appointed to work on annual conventions. Planning for the
October 7 to0 9, 1983 first MANA conference was begun.”’

Interim Midwives Alliance of
North America Board 1982.
Left to right: Susan Liebel,
Teddy Charvet, Ina May
Gaskin, and Carol Leonard.
Used with permission of Midwives
Alliance of North America.

Thus, all was in readiness for the new midwifery organization. MANA was founded on
December 3, 1982, and incorporated as a nonprofit organization in the State of Washington
in 1983.7° This organization for all types of midwives was conceived in an era of increased
feminism and consumerism when women (including midwives) wanted control over their
own bodies and their childbearing experiences.

B ORGANIZATIONAL DEVELOPMENT

Nine members of the interim MANA Board met again at the same time (May 1) as the
1983 ACNM annual meeting in Los Angeles to take advantage of the CNMs attend-
ing who were supportive of the new organization. CNM support was a need expressed
throughout the development of MANA as a midwifery association.”! As noted by Teddy
Charvet,”? the ACNM structure and organization served as the model for developing the
new midwifery organization, though not accepted fully following much discussion to
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determine what would fit the new organization of midwives. Earlier she had noted that
the working group wanted to make the MANA structure similar to that of the ACNM in
the hopes that both organizations might come together as one in the future.”> Member-
ship in MANA at the time was 205, with half being CNMs and the other half, NNMs.”*
Many midwives shared the view that all midwives needed to work together rather than
work at cross purposes—a tactic that was too often used to keep one group down and
another dominant.”

MANA GOALS

The first draft statement of goals agreed by the interim MANA Board and members present
in April 1982 included both short-range and long-range targets.”® The short-range goals
focused on communication among all American midwives, holding a national conference,
and inclusive membership. The long-range goals focused on key work to be done once the
organization was established, such as setting educational guidelines and certification for
those midwives who wanted such credentials, gaining membership in the International
Confederation of Midwives (ICM), and educating the American consumer regarding mid-
wifery care.

The revised organizational goals adopted in 1983 were consistent with the seven
goals originally included in the 1982 Articles of Incorporation.”” The 1983 goals were as
follows:

1. To expand communication and support among North American midwives

2. To form an identifiable and cohesive organization representing the professional
midwife on a regional, national, and international basis

3. To promote guidelines for the education of midwives, and to assist in the develop-

ment of midwifery educational programs

To assure competency in midwifery practice

To promote midwifery as a quality health care option

To promote research in the field of midwifery care

To promote communication and cooperation between midwives and other profes-

sional and nonprofessional groups concerned with improved perinatal outcome

Nk

Certification was not included in the 1983 goals and the organization had expanded to
include all of North America (Mexico and Canada).

The goals were reviewed several times during the 30-year history of MANA. The origi-
nal goals have been maintained, edited, and expanded or moved as goals of the separate cre-
dentialing organizations that were formed. The changing goals also reflect the changing and
expanded committee structure and their productivity, for example, the Statistics Committee
became the Division of Research; the Education Committee became the Midwifery Educa-
tion Accreditation Council; and the Credentialing Committee became the North American
Registry of Midwives (see Chapter 16). The current goals are to:”®

1. Engage midwives in dialog and to encourage solidarity across North America

2. Recognize the diversity among midwives and to foster inclusive community
building

3. Build an identity as a cohesive organization representing the profession as well as
the tradition of midwifery at regional, national, and international levels
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4. Dosition midwives as acknowledged authorities, working to improve perinatal
health in collaboration with other professionals

Collect and disseminate high quality research about midwifery care

Promote excellence in midwifery practice

Sponsor continuing education opportunities for midwives

Increase access to midwives in all settings

Endorse the Midwives Model of Care™ as the gold standard for childbirth

Affirm the rights of pregnant women to give birth where and with whom they choose

S0 PN AW

FIRST CONVENTION AND THE MANA PROCESS

The first MANA convention was held in Milwaukee, October 7 to 9, 1983, and is described
in some detail here to offer insight into how such meetings are planned and member busi-
ness conducted. The meeting was a success from a number of viewpoints.”” More than 100
midwives attended with lively discussions, sharing of experiences, and debating the organi-
zational issues that face any new group. Barbara Katz Rothman, sociologist and author, was
the keynote speaker, and encouraged the audience to think about how midwives could regain
control of midwifery and normal birth in America.*

Election of officers was one of the important agenda items for the 1983 MANA mem-
bership. Teddy Charvet from Washington was officially elected as President; Ina May Gas-
kin from Tennessee was elected as the first Vice President; Rena Porteus from Canada was
elected as the second Vice President; Carol Leonard from New Hampshire was elected as the
Treasurer; and Tish Demmin from New Mexico was elected as the Secretary.®' In addition,
Marilyn Greene-Dickey from Tennessee became the new Southeast regional representative
and Pat Pedigo from New Mexico became the new Western representative. The other interim
regional representatives were elected to complete the first official MANA Governing Board.*
The interim Board of Directors agreed following the 1983 annual meeting that member dues
would be on a sliding scale ($25, $50, and $75) based on the individual midwife’s ability to
pay.® In fall 1984, the board decided that $25 from every member who paid $75 would be
put into a low-income membership fund to support those who could not pay the expected
$50 member fee. The board also announced that no low-income memberships would be
issued unless there were funds available to support them.®

The convention participants dealt with organizational issues and how to achieve unity
given the diverse backgrounds and experiences of the midwives present. Conflict resolution
and ways to achieve consensus through compromises and solidarity rather than trying to
sabotage the new organization were important themes throughout the meeting.® An open
mike and open forum allowed time for member questions or comments on any aspect of the
MANA structure or proposed activities, including a report from the Standards and Practice
Committee. Carol Leonard approached those midwives whose fear of organizing resulted in
“screaming attacks at the open mike”® with an invitation to get involved in the development
of the core documents.” Whether to have practice, education, and credentialing standards
were among the most difficult issues for participants. There was a range of views on the topic of
legalization alone, from those who did not want any part of seeking legal recognition to those
who were actively seeking legal recognition.®® Individuals were invited to join the committees
that raised issues for them and to be a part of planning the way forward. All of these issues and
debates have continued in various iterations throughout the first 30 years of MANA history.*
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Three other topics of importance to individual MANA members were raised during
this first convention. Ina May Gaskin, first Vice President and Chair of the Research and Sta-
tistics Committee, urged members to encourage midwives of other races and ethnic groups
to join MANA. She also encouraged all midwives to keep birth statistics in order to add to
the body of knowledge about midwifery in America.”® Dorothea Lang, CNM, was asked to
speak to the value of membership in the ICM and what MANA needed to do to be eligible
for such membership.”*

MANA’s approach to fostering and maintaining open communication with all mem-
bers included an open mike, open forum, consensus building process at annual meetings, fol-
lowed by publication of draft documents, committee reports, and other MANA activities in
the MANA News. A section of the News was often devoted to questions and answers whereby
individuals could write about their concerns and ask questions and the board would respond.
Evidence of the impact of such an open, inclusive communication pattern was described by
MANA member Valerie Hobbs, Chair of the Standards/Practice Committee, in the March
1985 MANA News when she noted, “Process is most important. How we came up with the
final standards is even more important than the standards themselves. All points of view were
considered. When deep conviction led to criticism, a new idea was sparked that enhanced the
standards beyond the capability of any one point of view.””? Consensus building became more
formalized under the leadership of President Diane Barnes, LM, CNM, in 1992. A formal
consensus process was presented to the membership via MANA News by Hilary Schlinger®
and proved to be a successful alternative to the informal consensus process that resulted in
“shouting matches, put-downs, and clumsy attempts to make one’s point legitimate.”*

MISSION

The first recorded statement that appeared to reflect the mission of MANA was published in
a Special Supplement of MANA News on the history of the organization in 1983.% It read,
“The Midwives Alliance of North America was founded in April 1982, to build cooperation
among midwives and to promote midwifery as a means of improving health care for women
and their families.” In that same issue, the masthead read, “We believe that cooperation
and strength among midwives will assure the future of midwifery as an established profes-
sion, thereby improving the quality of health care for women and their families.” The first
recorded Mission statement identified as such was in 1999 and read: “The mission of MANA
is to provide a nurturing forum for support and cooperation among midwives.””” No men-
tion of women and their families was included in the 1999 mission statement. The MANA
website in 2014 had a Mission Statement, a Vision Statement, and a Statement of Goals™® (see
carlier pages). The Mission Statement is as follows:

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 dis-
parities, and achieving optimal outcomes through normal physiologic birth and
healthcare across the lifespan. The Vision Statement asserts that “MANA envi-
sions 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.”
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PHILOSOPHY

One of the key decisions made at the first interim MANA Board meeting with interim of-
ficers in 1982 was the adoption of a draft statement of philosophy.” The draft subsequently
adopted by the MANA membership in 1983 read,

We believe that cooperation and strength among midwives will assure the future
of midwifery as an established profession, thereby improving the quality of health
care for women and their families. Midwives provide comprehensive care and
education for women and their families encompassing their physical and emo-
tional needs and fostering their self-determination.'®

This philosophy statement reinforced the founding midwives’ beliefs that childbearing
women deserved access to and choice of a midwife and out-of-hospital birth, and that if all
types of midwives worked together, the profession of midwifery in North America would be
strengthened.

The Philosophy was revised in 1989 and basically restated the original beliefs.

The Midwives Alliance of North America is a non-profit organization incorpo-
rated in 1982. The impetus for its formation came from a group of midwives
with diverse educational backgrounds who believed the time was ripe for unity.
MANA was founded to build cooperation among midwives and to promote mid-
wifery as a standard of health care for women and childbirth. Comprehensive
midwifery care encompasses both the physical and emotional health needs of
women and families and fosters self-determination. Now, and in the future, com-
munication and strength among midwives and their supporters are vital to the
preservation of the art and practice of midwifery as well as the freedom of choice

in childbirth.'!

There is no Philosophy statement on the MANA website in 2015, which suggests that
the 1989 statement was retired and the tenets in that statement have been incorporated into
other MANA documents and statements.

BYLAWS

The first set of MANA bylaws were drafted initially at the 1982 Boulder meeting and edited
further during the interim MANA Governing Board meeting in May 1983. The proposed
bylaws were published in the September 1983 MANA News, immediately before the October
1983 meeting where they were discussed and put to vote. MANA members who could not
make it to the October meeting were encouraged to send written responses before October 1.
There was much discussion of the first few articles related to membership, dues, officers, and
regions. It was agreed that the regions, not the board, should elect their regional representa-
tives. The bylaws were agreed on October 9, 1983, with the intent to continue discussion of
the rest of the articles and any modification at the next annual meeting in the fall of 1984.'%

The Bylaws Committee proposed changes in 1988 that would add a regional represen-
tative at large to the executive committee, and address how decisions get made within the
board regarding filling vacancies.'” In addition, the two Canadian representatives submitted
a bylaws proposal to merge the two regional representatives into one position to be chosen by
the Canadian Confederation of Midwives.'* All these amendments passed during the 1989
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business meeting.'” The adoption of 3-year terms of office occurred during the fall of 1990

annual business meeting.'®

PRESIDENTS

There have been 10 presidents of MANA from 1982 to 2014, with several reelected for more
than one term. A list of the MANA presidents and the years they served follows.

Teddy Charvet Carol Leonard
1982-1986 1986-1987
Tish Demmin Sandra Botting
1987-1988 1988-1990
Diane Barnes Ina May Gaskin
1990-1995 1995-2001

Diane Holzer Geradine Simkins

2001-2007 2007-2012
Jill Breen Marinah V. Farrell
2012-2014 2014-present
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MANA presidents (from left to right: Ina May Gaskin, Therese Stallings, Diane Holzer, and
Geradine Simkins) attending the 30th anniversary of the Midwives Alliance of North America
in 2012.

Colleen Donovan Batson, photographer. Used with permission of Midwives Alliance of North America.

COMMITTEE STRUCTURE

The original committee structure was established by the interim MANA Board in 1982. These
included: (a) communication, (b) education, (c) practice, (d) credentialing, (¢) convention ‘83,
(f) legislative, (g) statistics and research, (h) insurance, (i) grassroots, (j) finance, and (k) fund-
raising.'"” The names and constellation of the committees were changed over the years to reflect
changing priorities within the evolving organization. For example, the Practice Committee
quickly became the Standards and Practice Committee and the Communication Committee
became Public Relations in late 1983. Within a short timeframe, the officers established Nomi-
nations/Elections Committee (1984); Bylaws/Policies Committee (1984); Ethics Committee
(1984); Afhirmative Action Committee (1984); Membership Committee (1986); Interorgani-
zational Committee (1988), along with an Interim Registry Board (1988); and a MANA News
Editor (1988), as these activities were being carried out by officers or regional representatives.'*
Over time, other new committees were created within the bylaws structure that reflected
changing priorities of the organization. They included the Publications Committee (1989)'%
that became the MANA Documents Committee and a Birth Center Committee (1994).!1°
The Grassroots Committee was never activated and was gone from the MANA directory in
1984. Details related to selected committees not included elsewhere in this book follow.

Statistics and Research Committee

This committee over the years has been primarily concerned with tracking or creating the
evidence of safety for home births and the practice of midwives in the community. They also
carried out selected pilot studies, developed an electronic data collection system for midwife-
attended home births,'"! and monitored significant studies about midwives and midwifery
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practice.'? The Statistics and Research Committee became a Division of Research in 2004.
The Division of Research is comprised of volunteers committed to the development and
use of the MANA Statistics Registry (MANA Stats) to conduct research designed to explore
midwifery care and normal, physiologic birth.""* The Statistics Registry has a dataset of more
than 24,000 records of midwifery patients, most of whom had planned home births or birth
center births. From this has already come milestone research publications on midwifery care
and planned home births.!*
Other Division of Research projects are designed to:'"?

1. Help midwives become more fluent in conducting research, critically appraising
the available data, and incorporating the best available research findings into their
practice. This includes the annual reporting of benchmarking statistics.

2. Increase the capacity for, and dissemination of, rigorous research and innovation
in maternal-infant health and midwifery care.

3. Collaborate with the ACNM and the American Association of Birth Centers to
formulate a shared list of data collection variables.

Communication/Public Relations (Education) Committee

The early Communication Committee was focused on sharing information among midwives
and in 1984 became the Public Relations Committee. The primary work of this committee
over the years has focused on educating the public on the value of midwifery services, the
safety of home birth, and what type of midwifery services are offered in the United States.
The committee created a Media Watch/Response Project in the mid-1990s to keep members
updated on articles relating to midwives and midwifery and to network such information
across the country.''® A press officer was hired in the early 2000s and added another resource
to the public education goal.

COMMUNICATION/MANA NEWS

In keeping with one of the MANA goals to establish and expand communication among
midwives, the board decided to publish its own newsletter, MANA News, beginning in July
1983. The first year of MANA development had been chronicled in 7he Practicing Midwife
(PM), a newsletter edited by Ina May Gaskin at The Farm. Several MANA members were
missing from the PM mailing list, causing some degree of lack of confidence in the newly
developing organization.'"”

Jo Anne Myers-Ciecko, MPH, volunteered as the first editor of MANA News in 1983
and was joined by Teddy Charvet throughout 1987. The newsletter was prepared in the cen-
tral office in 1988 with Tish Demmin as editor.'"® Teddy Charvet and Jo Anne Myers-Ciecko
took over again as coeditors when the financial crisis of 1988 closed the central office.!”” Tina
(Redmond) Williams took on that job in 1989'*° and continued as editor through 2012.

The format of MANA News has been essentially unchanged since the 1980s. It includes
summaries of board meetings, annual meetings, reports from presidents and other board
members, committee and regional reports, draft documents under consideration, and final
documents agreed on. It also features reader viewpoints or letters to the editor on various
topics of the day. These viewpoints and letters to the editor are published verbatim, in spite
of misinterpretations and/or misrepresentation of facts and important dates that have led to
confusion for readership and for those writing the early history of the organization.'”!
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The value of the newsletter as a vehicle of communication among members and non-
members has been noted over time. For example, Diane Barnes wrote in 1995 that, “Our
newsletter is becoming ever more the voice of MANA. The editor and staff have expended a
great deal of energy to see that the content is of vital concern and interest to the membership
and that the format is appealing.”'*> Members receive a copy of the newsletter as part of their
membership fee.

After discussion with the MANA membership, the Board of Directors determined in
2013 that MANA would be moving from a paper newsletter to an online newsletter to save
resources both for MANA and the environment. The first digital newsletter was produced in
March 2014 by newsletter Editor Tina Williams and Executive Director Geradine Simkins.'*

CENTRAL OFFICE

The early years of MANA development were based primarily on the volunteer efforts of a
few midwives who personally assumed any travel and other costs related to their work. This
also meant that each officer and regional representative kept their own papers and files, and
did their work from their homes.'** The first proposal for a central office and paid coordina-
tor was put forth by the MANA Board in 1986 and adopted by the membership, in spite of
financial limitations.'® The first coordinator, hired in spring 1987, was Julie Buckles and the
office was located in Cheyenne, Wyoming where she had a midwifery practice.* However,
due to a severe financial crisis during 1987 to 1988, this central office was closed in October
1988.'* Karen Moran, secretary, subsequently opened a P.O. box in Bristol, Virginia to re-
ceive all correspondence and the rest of the office tasks were assigned to officers, committees,
and Karen Moran’s small secretarial staff.'?®

A mailing address of a specific board member or committee chair was used for many
years to contact MANA. In June 2010, the Board hired Geradine Simkins, President, to
also serve part time as MANA's first Executive Director in an interim capacity while she did
research to delineate the roles of president and executive director. After submitting her report
to the Board, a public search was conducted and the Board hired Geradine Simkins as its
first Executive Director in June 2012 when her term of office as President was completed.
She carried out the work of the organization primarily from her home in Michigan while an
address in Washington, DC, was used as a contact address for MANA. She served as Execu-
tive Director until May 31, 2014.'” The current (January 2015) contact address for MANA
is in Montvale, New Jersey.

W ESSENTIAL (CORE) DOCUMENTS

STANDARDS AND QUALIFICATIONS FOR THE ART
AND PRACTICE OF MIDWIFERY

The Practice and Standards Committee, chaired initially by Tish Demmin, drafted a state-
ment of qualifications, standards, and functions during 1983."*° The Committee’s objectives
in establishing these standards and practices included a commitment to promoting and sup-
porting women’s rights and informed choices in selecting their place of birth and birth atten-
dant. The Committee also desired “to uphold the highest standards of safety.”"*' They noted
in their open letter to MANA members that adoption of standards and safe practices were



222 W 1V: DEVELOPMENT OF MIDWIFERY ORGANIZATIONS

being developed “with the highest hopes that a new organization called MANA. .. has been
formed with the goal of promoting the professional midwife.”'* The term “professional”
was not defined at this time, and appears in various documents throughout MANA’s devel-
opment. At the time, because of MANA's inclusiveness of all those who called themselves
midwives, the “professional” label appeared to represent the viewpoint of MANA that there
was/is societal acceptance for all types of midwives as professionals without any particular
credential or qualifications.

There were members who did not wish formal recognition or standards of any type,
fearing co-optation by society or a limitation of their right to practice midwifery how they
chose to do so."% It is apparent from the differing views expressed in MANA News that the
members of this committee and the MANA leadership were in favor of formal recogni-
tion and midwifery standards and disagreed with this differing viewpoint. Time was spent
explaining their rationale for adopting such standards and qualifications.

The committee’s 1983 draft of MANA Standards/Qualifications and Functions of Mid-
wives used the ICM/WHO/International Federation of Gynaecology and Obstetrics (FIGO)
International Definition of the Midwife (1972) as a basis for introducing this document as they
thought this definition allowed for flexibility in interpretation and would include all types of
midwives that were in the membership of MANA."** President Teddy Charvet noted in her
May 1984 Board report that, “It has been proposed that MANA members accept the Inter-
national Definition of Midwifery [sic],'® which is important in that members can say, ‘T am
a member of MANA, which has the same definition of midwifery as the ICM headquarters
in London.””'* However, this notion was rejected by the ICM when MANA applied for
membership as the ICM definition did not support informal pathways to midwifery educa-
tion (apprenticeship or self-study) and the application was rejected.'”

Furthermore, the draft qualifications in 1983 included (a) “certification by MANA,”
which had not been developed as yet; (b) “completion of an education program certified by
MANA” for which a process had yet to be developed; and (c) “compliance with public health
requirements in the legal jurisdiction” of midwifery practice.'® It was apparent from read-
ing several issues of MANA News that these qualifications were not agreed on by all MANA
members.

The standards section addressed such things as appropriate equipment, necessary skills
of a practicing midwife, screening clients, provision for informed choice, and a commitment
to continuing education and peer review. Of particular interest was the standard that read,
“The midwife shall make a reasonable attempt to assure that her client has access to consulta-
tion and/or referral to a medical care system when indicated.”'?” This standard did not clearly
identify whose responsibility it was for securing medical back-up: the woman or family, or
the midwife, or both nor when such consultation and/or referral would be indicated. It is
possible that this standard was kept deliberately vague so that individual midwives could
decide how to handle medical backup if they chose to address it. This was also a time when
direct-entry midwifery in many states either was not regulated or was illegal, which made it
impossible for these midwives to access a medical care system. The final section of the draft
standards set out the guidelines for evaluation of new midwifery procedures very similar to
the ACNM document of the time.'*

There was much discussion within the spring 1984 MANA Board meeting about the
draft standards. Following this discussion, the board voted to recommend that the MANA
membership adopt the proposed standards with minor changes.'*! Before (through MANA
News'*?) and during the 1984 MANA conference in Toronto there was lots of discussion
about both the content of the proposed standards and whether such standards were needed.'%
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There were several changes to the draft document before it was finally adopted by the
MANA members in 1984."% The title was the most obvious to begin with, recognizing those
who thought the committee was only interested in the science of midwifery, and not the art.
The new title was, “Functions, Standards, and Qualifications (FSQ) for the Art and Practice of
Midwifery (1984).”' A new statement was added under skills that read, “It is affirmed that
judgment and intuition play a role in the assessment and response to specific situations (p.
7).” Though there was no longer a separate section on qualifications, some of the standards
statements reflected qualifications of the midwife such as peer review (recommended) and
continuing education (required a minimum of 16 continuing education units (CEUs) every
2 years). There was no reference to either certification or licensure. Other qualifications of
the midwife were addressed under Skill 7: Informed Choice, and referred to the responsibility
of the midwife to “present accurate information about herself and her services, including but
not limited to her education in midwifery, her experience in midwifery, and her protocols
and standards.”*® The final statement of FSQ was passed by the majority of members present
at the 1984 Toronto meeting and was viewed as an historic event for MANA.'"” The com-
mittee was asked to send out their full committee report to all MANA members (included in
MANA News) so that those not present could know the reasoning behind the development
and content of this important MANA document.

The Standards/Practice Committee identified new tasks for 1985 to 1986 with Val-
erie Hobbs as the Chair. These tasks included carrying out a survey of midwifery practices
among members, and preparation of Peer Review and Protocol guidelines at the request of
members.'*

The initial standards were revised in June 1991."” They included 10 sections (a) skills,
(b) appropriate equipment, (c) record keeping, (d) compliance, (¢) medical consultation and
referral, (f) screening, (g) informed choice, (h) continuing education, (i) peer review, and
(j) protocols. The more recent revision of the standards document included 12 sections, with
the addition of a section on data collection and another on expanded scope of practice. It was
adopted on October 2, 2005, with some minor wording changes.'*

CORE COMPETENCIES FOR BASIC MIDWIFERY PRACTICE

The MANA Education Committee was charged with the responsibility to draft a statement
of core competencies for midwifery practice. The earliest record of work on a statement of
competencies was in the committee’s report in the AMMANA News of July 1983 when the Chair,
Susan Liebel, CNM, asked the committee members to review the 1978 ACNM core com-
petencies that were written to describe the expected outcomes of midwifery education for
that organization. She added that the ACNM statement of core competencies “seems readily
adaptable for use by MANA as it contains broad general statements pertaining to knowledge
and skills necessary to be acquired during the educational process.”"' However, several years
passed before a statement of core competencies was put to the MANA membership for ap-
proval.

The first set of core competencies was adopted by the MANA Board of Directors on
April 20, 1990, with a subsequent draft submitted to the board on June 9, 1991, and put
forth to the membership for discussion and voting in fall 1991."* Completion of these com-
petencies was most likely accelerated by the Carnegie Foundation for the Advancement of
Teaching meetings in 1989 and 1990 that focused on promoting one standard of midwifery
education in the United States (see Chapter 21).
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The 1991 core competencies were reviewed and updated several times. During spring and
summer 1993, Elizabeth Davis, Anne Frye, and Therese Stallings led a revision that addressed a
desire to further “de-medicalize” the language used and insert language more in keeping with the
midwifery model of care.” The revised core competencies were adopted by the MANA Board
on October 3, 1994."* At the same time, Sharon Wells was developing a comprehensive skills
list to be used in the national certification process for midwives under development within North
American Registry of Midwives (NARM) (see Chapter 16). The skills were not to be included
in the statement of core competencies.” The Core Competencies for Basic MidWifery Practice
were revised again in August 2011 under the direction of the MANA President, Geradine Sim-
kins. A workgroup was formed with Pam Dyer-Stewart and Justine Clegg as co-Chairs."”® An
introduction was incorporated that explains what the competencies are and how they can be
used. The introduction also now includes the Midwives’ Model of Care™ based on the premise
that pregnancy and birth are normal life processes. The rest of the introduction focuses on a set
of principles about practice that reflect the normalcy of pregnancy and birth and the holistic
approach to women and their health, followed by ways that midwives should work with women
and practice midwifery. The actual core competencies then address general knowledge and skills
separated into a separate listing of professional standards, pregnancy care, labor, birth and imme-
diate postpartum care, and postpartum and newborn care. A few additional items were added
to each section. Of particular note was the addition of nutritional needs of women, well woman
gynecology as authorized in a given legal jurisdiction, preconception care, documentation of
care, and the benefits of breastfeeding. This document continued the previous emphasis on the
knowledge rather than the skills needed, though management of third stage, care and repair of
the perineum, and identification of potential complications were included.'’

MANA STATEMENT OF VALUES AND ETHICS

In 1984, the MANA Board appointed Starr Cross, LM, of Taos, New Mexico, to chair the
new Ethics Committee. The primary role of this committee was to explore the role of ethics
in midwifery with the intent of creating an ethics statement “appropriate for MANA’s multi-
cultural and diverse membership.” The committee began by gathering ethics statements from
a variety of organizations and reading about ethics with a heavy emphasis on feminist eth-
ics.”® The first draft of an ethics statement was sent to the Board in May 1986. Their response
was to make the statements “more general.”"*?

Anne Frye assumed the Chair of the Ethics Committee in 1988 when the next iteration
of the draft ethics statement was finalized. She questioned whether that draft was appropriate
for MANA because of its ties to a medical model of control and power. She noted that Starr
Cross’s previous research of existing ethics codes, “helped to lead me to an understanding of
how removed most ethics statements are from the values midwives hold important.”'*® Her
committee began to identify values specific to women and midwifery.

In 1990, the evolution of an ethics statement turned into a draft Statement of Values.'®!
This draft identified eight key values of importance to midwives: (a) relationships, (b) indi-
vidual moral integrity and courage to breach social taboos, (c) strength to overcome oppres-
sion, (d) community and cooperation among midwives, (e) life and death, (f) multiple and
individual aspects of client’s situation, (g) the overall quality of an experience, and (h) the
history of the wise women foremother midwives.'*

There were three more drafts between 1990 and 1992.'%3 Ultimately, the Statement of
Values and Ethics was adopted by consensus on November 13, 1992, at the MANA 1992
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business meeting.'* A workgroup was formed in 2009 to update the Statement of Values and
Ethics. Members of the workgroup were Pam Dyer-Stewart, Justine Clegg, Jill Breen, and
Geradine Simkins in consultation with Anne Frye.'®® The most recent Statement of Values
and Ethics was adopted in August 2010.'° The major changes in this statement included a
totally rewritten Statement of Ethics that highlights ethical principles of beneficence, non-
maleficence, confidentiality, justice and autonomy and how each applies to the relationship
between midwife and client.'”” New content includes valuing apprenticeship training, the
wisdom of midwifery, home birth and a totally new section on cultural sensitivity, compe-

tency and humility.'%®

MANA POSITION STATEMENTS

The MANA Board adopted the first set of position statements on May 2, 1994. Each of these
position statements reflect elements of a midwifery model of care, the statements on values
and ethics, standards and core competencies, and the ongoing attempts to be inclusive of all
types of midwives while also pushing for legal status and reimbursement for services. In 1997,
a new position statement on Midwifery Education was added that highlighted the importance

of competency as the outcome of any educational pathway.'?’

B DESCRIPTIVE STATISTICS

It is difficult to track the number of MANA members throughout its 30 +-year history as the
numbers reported occasionally from the chair of the Membership Committee did not always
identify the background of the member (midwife or non-midwife) and whether they were
current in membership dues. For example, of the 732 “members” reported in 1984, 468 were
voting members though it was difficult to know whether the rest were students or those who
had not renewed their membership.'”® There was continued discussion in the early years of
MANA development about the lack of current addresses of members and the fact that many
who had not renewed for a period of time were often included in member numbers. Thus,
the member numbers often reflected all those originally on the member rolls whether cur-
rent or not.””! Julie Buckles from the central office in her short tenure in that post reported
in 1987 that there were 972 members. However, when Diane Barnes became membership
Chair and sorted out the records, she reported that as of May 24, 1989, there were 695 paid
members with more than 200 unpaid on the member rolls since 1983."7? Signe Rogers re-
ported that she had received 608 renewals between fall 1990 and fall 1991'7° and Abby Kinne
reported that there were 476 voting members of MANA on October 16, 1993.174

The first member survey was mailed in February 1985 to 360 individuals on the mem-
ber list with 174 responses for a response rate of 48%.'” This survey revealed that the average
age of members was 35 years with an average of 4 years of college education and an average
of 6 years since completion of basic midwifery preparation.

Bl CODA

The early history of the development of MANA as an organization to “unite all midwives” is
filled with excitement, intrigue, controversy, hope, and disappointments. However, MANA
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has survived into the 21st century with the creation of the spin-off organizations of the
North American Registry of Midwives (NARM) (see Chapter 16), the Midwifery Education
Accreditation Council (MEAC; see Chapter 16) and the National Association of Certified
Professional Midwives (NACPM; see Chapter 12). These organizations have taken on the
difficult credentialing issues that come with professionalization.

Although the founding MANA leadership had the vision and started the process of
setting standards for practice and education, it was impossible for MANA leaders to bring
these to fruition within the organization itself because of the inclusivity of its membership.
The concept of an all-encompassing midwifery membership is both the strength of MANA
and the source of unending challenges and opportunities. As noted by former MANA Presi-
dent Geradine Simkins, MANA “is definitely a child of the ’60s and ’70s in that its founding
members were counterculture feminist-types who responded to the social ferment of the
times. Primarily, they were women who had given birth at home as a reaction to the over-
medicalization of birth in America, and then proceeded to help other women do the same.
The founders of the Midwives Alliance were as dedicated to process as to outcome—not only
in birth but also in business. They created an organization in which each woman’s voice and
each midwife’s unique characteristics would be valued.”'”

B NOTES

1. Throughout the history of MANA as an organization, the term “lay midwife” has been used. It
was defined on the MANA website: “The term ‘lay midwife’ has been used to designate an un-
certified or unlicensed midwife who was educated through informal routes such as self-study or
apprenticeship rather than through a formal program. This term does not necessarily mean a low
level of education, just that the midwife either chose not to become certified or licensed, or there
was no certification available for her type of education (as was the fact before the Certified Profes-
sional Midwife credential was available). Other similar terms to describe uncertified or unlicensed
midwives are traditional midwife, traditional birth attendant, granny midwife and independent
midwife.” Accessed September 8, 2010, www.mana.org

2. Diane Barnes’s written notes shared with JBT, July 29, 2011: “Often Legal Interference or the
Threat of It Made the Birth Attenders Search Out Support.” D. Barnes, “The business of mid-
wifery,” The Birth Gazette 7, no. 3 (1991): 44. See also Chapter 16 section on Licensure.

3. Nancy Mills, “The Lay Midwife,” in Safe Alternatives in Childbirth, ed. D. Stewart and L. Stew-
art (Chapel Hill, NC: National Association of Parents and Professionals for Safe Alternatives in
Childbirth (NAPSAC), June 1976). The three volumes of NAPSAC Compulsory Hospitalization:
Freedom of Choice in Childbirth? that were published in 1979 are filled with lay midwifery au-
thors. The lay midwives also met regularly during the NAPSAC conferences to talk about their
practice and experiences.

4. Fran Ventre was a lay midwife licensed in Maryland as a granny midwife when she started
HOME. Later she became a CNM. Personal knowledge both authors.

5. T. Brooks, Pamphlet on the Association for Childbirth at Home, 1976. ACAH was later incorpo-
rated as the Association for Childbirth at Home, Incorporated or ACHI.

6. 'The ACNM first issued a Statement on Home Birth in 1973. ACNM Guidelines for Establishing a
Home Birth Service and Guidelines for Establishing an Alternative Birth Center were approved dur-
ing the August 6 to 8, 1979, ACNM Board of Directors’ meeting (Minutes, 2). For further details
on ACNM’s history regarding home birth see Chapter 10.

7. Some writers (I. M. Gaskin, “Copyrighted by Hilary Schlinger, 1992, in Circle of Midwives:
Organized Midwifery in North America, ed. Hilary Schlinger, 10. S. Daniels, “National Midwives
Association formed,” N.M.A. Newsletter 1, no. 1 (1977): 1, acknowledged that these efforts had
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10.

11.

12.

13.
14.

15.

16.

17.

18.

19.

20.
21.

been brewing among NNMs for many years, with individuals such as Shari Danielss (N.M.A.)
and Tanya Brooks’s (ACHI) groups focused on the views of one person, and therefore did not
turn into a national organization supporting all types of midwives; E. Ventre, 7, in Schlinger.
Many writers agreed that the final catalyst for a midwifery organization separate from ACNM
because only CNMs could belong, was a result of the meeting on October 30, 1981, called by
the President of ACNM, Sr. Angela Murdaugh. See I. M. Gaskin, MANA formed. 7he Practicing
Midwife 1, no. 16 (1982): 3; Schlinger, 7, 13, 17).

Personal communication from Geradine Simkins to JBT and HVB dated January 14, 2015.
Geradine Simkin’s personal experience in Michigan is documented in Geradine Simkins, ed., /nto
These Hands: Wisdom From Midwives (Traverse City, MI: Spirituality & Health Books, 2011),
302-303.

ACNMs Articles of Incorporation and Bylaws in the 1970s required nursing as a prerequisite for
entering a midwifery education program, graduation from an ACNM-accredited midwifery pro-
gram, and national certification by examination administered by the ACNM (begun in 1971).
The membership criteria referred to “nurse-midwives” in good standing and were not open to
other types of midwives.

Ventre, p. 6, in Schlinger. Mazel Lindo and Laurette Beck, Report on “First International Confer-
ence of Practicing Midwives.” Copy of this report in personal files of HVB. This report verified
that Nancy Mills, Fran Ventre, Shari Daniels, Ina May Gaskin, and the Farm Midwives were the
leadership for the conference, which Mazel Lindo and Laurette Beck attended on behalf of the
ACNM Interorganizational Affairs Committee.

Shari Daniels, 7he Practicing Midwife (1977), 2. Shari Daniels, Fran Ventre, and Nancy Mills
organized the El Paso conference. Ms. Daniels was a self-taught midwife and head of the El Paso
Maternity Center at this time.

T. Charvet, “History of MANA,” MANA News Supplement 1, no. 1 (July 1983 revised and re-
printed in July 1985): 1. Teddy Charvet, the first president of MANA, noted that “MANA was
founded in 1982” but the Articles of Incorporation were not adopted until 1983.

I. M. Gaskin, 10 in Schlinger.

E Ventre, in H. Schlinger, 1992, 20; T. Charvet, “History of MANA,” 1. This same concern of
having an organization organized by a diverse group of individuals rather than just one personal-
ity was again reflected in the unofficial record of the October 1981 meeting with ACNM Presi-
dent Sr. Angela Murdaugh, titled General Midwifery Debate: Open Forum October 1981 from the
files of Geradine Simkins, former president of MANA, 4, “See NNM [non-nurse midwives] as a
broad identity—not just one personality. ACNM has a history of being a group of women who
formed it and not just one personality.” Files shared with JBT.

J. Kingsepp, MANA News 1, no. 2 (1993). L. Coombs, “Credentialing Committee ask, “What
role for credentialing?”” MANA News 1, no. 4 (1984): 10.

J. Myers-Ciecko, “Direct-entry midwifery in USA,” in The Midwife Challenge, ed. S. Kitzinger
(London: Pandora, 1981), 74-75. See also Varney and Thompson, Chapter 8 section on Con-
sumer Demand for Out-of-Hospital Birth, in this book.

I. M. Gaskin, 7he Practicing Midwife (1977), 1. This issue reported on the 1st International Con-
ference of Practicing Midwives held in January 1977 in El Paso.

Lindo and Beck, 1. This report noted that Ann Cummings, the lawyer who had represented the
Santa Cruz Birth Center midwives, encouraged the midwives to challenge legal barriers, and
noted that no state had outlawed home births.

The Farm was established in Summertown, Tennessee, in 1971, by Ina May and Steven Gaskin
and their 200 spiritual followers who formed “The Caravan That Traveled from San Francisco to
Tennessee,” Accessed October 30, 2011. www.thefarmcommunity.com Ina May Gaskin is an em-
pirical midwife and author of Spiritual Midwifery, first published in 1975. Information obtained
from 7he Practicing Midwife 1977, 2.

Gaskin in Schlinger, 10.

S. Daniels, “National Midwives Association Formed,” N.M.A. Newsletter 1, no. 1 (June 1977): 1.
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T. Charvet, “MANA Governing Board Holds Meeting in L.A.,” MANA News 1, no. 1 (1983): 1.
S. Daniels, “National Midwives Association Formed,” N.M.A. Newsletter 1, no. 1 (June 1977): 1.
S. Daniels, N.M.A. Newsletter 1, no. 4 (1977): 16.

Gaskin, 10, in Schlinger.

S. Daniels, “National Midwives Association Formed,” 1-2.

B. Danagher, “Dear NMA Members,” N.M.A. Newsletter 1, no. 6 (1978): 1.

The early history of MANA’s development can be characterized as a few individuals vying for a
leadership role and not trusting each other to be all inclusive. This thought was reflected in the
unoflicial record of the October 1981 meeting with Sr. Angela Murdaugh, 8, “National Midwives
Association Designed an Education Program Already. It Fizzled Out Secondarily to One Person’s
Ego. For a New Group Do Not Use a Person’s Name, Only an Address,” General Midwifery De-
bate: Open Forum October 1981, from files of Geradine Simkins.

Chicago birth attendants meet. N.M.A. Newsletter 1, no. 2 (August 1977): 1.

S. Daniels, “Letter From Shari,” N.M.A. Newsletter 1, no. 6 (April 1978): 2.

B. Friedberg, “An Alternate View,” N.M.A. Newsletter 1, no. 7 (1978): 6.

Daniels Letter, 2.

S. Daniels, “Membership Wants Organization,” N.M.A. Newsletter 1, no. 7 (June 1978): 1.
N.M.A. Newsletter 1, no. 7 (June 1978), insert p. 15.

V. Kaufman, “How Should We Organize?” N.M.A. Newsletter 1, no. 7 (1978): 2-3.

D. Lang, 13 in Schlinger. Fran Ventre’s personal communication with JBT on May 13, 2011.

T. Charvet, “History of MANA,” MANA News Special Supplement (July 1985), 1, refers to mid-
wives’ leadership roles. This point was also recorded in the unofficial minutes of the October 30,
1981 meeting at ACNM headquarters, p. 8, “Splinter orgs. have served their purpose, e.g.,
H.O.M.E. & NAPSAC; they are educational organizations raising people’s consciousness and be
a support group—and now they had some legitimacy. So now the needs are different. The need
now is for a new Network.” In the personal files of HVB.

Ibid., p. 1. ACNM membership criteria in the ACNM Bylaws of the 1970s and 1980s referred
only to Certified Nurse-Midwives or student nurse-midwives.

Sr. Angela’s personal conversation with JBT in May 2011. MANA News Special Supplement, p. 1.
Fran Ventre, 7he Practicing Midwife 1, no. 16 (Summer 1982): 10. Ms. Ventre refers to a meet-
ing with Dr. George Ryan, President of ACOG, noting that he was interested in her getting the
midwives and doctors together, but Ms. Ventre noted that Sr. Angela Murdaugh thought it best
for the midwives to talk together first before meeting with the obstetricians. K. M. Eunice (Kitty)
Ernst, a former president of ACNM, wrote a letter on February 1, 1990, to the ACNM Board of
Directors “titled” The MANA/Lay Midwifery Movement. She noted on p. 1, “The president of
the ACNM, az the request of the President of ACOG (who did not show up), called together the lay
midwives in Washington, with selected nurse-midwives.” Copy of letter in personal files of HVB.
A. Murdaugh, “President’s Pen,” Quickening 12 (November/December 1981): 4, 1 notes “On
October 30, 1981, there was a dialog day held between four lay midwives, three nurse-midwives,
and two of the ACNM Board members.”

Sr. Angela Murdaugh letter to ACNM members, November 18, 1981.

No written evidence explaining the lack of obstetrician attendance at this meeting was located by
the authors. It is interesting to note, however, that participants in the meeting apparently agreed
not to send the minutes of the meeting to NAACOG or ACOG as noted in the unofficial min-
utes, p. 11 that were sent from Geradine Simkins to JBT in fall 2013.

Sr. Angela Murdaugh, “President’s Pen,” Quickening 13, no. 2 (1982): 1, notes “Controversy has
arisen over the Dialog Day with lay midwives in October. I have appreciated the letters received
on both sides of that issue. At this point it has not spawned either tremendous good or devastat-
ing evil. It did produce fears. We have yet to see if they materialize.”

Debriefing within the ACNM Board process was an informal get-together the evening prior to
the official meeting to update each other on personal details and informally discuss any issues on
the Board agenda in preparation for the coming days of meetings.
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Charlyn Santiago, Minutes: Dialog Day Between Non-Nurse Midwives and Nurse-Midwives (Wash-
ington, DC, October 1981). Copy in files of authors.

Ibid., pp. 1-2. I. M. Gaskin, “Meeting of Midwives in Washington, DC,” 7he Practicing Midwife,
November 5, 1981.

JBT personal conversation with Sr. Angela Murdaugh, September 15, 2010. S. Liebel, and E.
Davis, “Midwifery Education—Philosophy and Purpose Outlined,” MANA News 1, no. 1 (1983):
7, asks members to review the ACNM 1978 Core Competencies because it is “readily adaptable
for use by MANA.” Teddy Charvet (1982) also suggested that the MANA bylaws should follow
the ACNM bylaws as closely as possible. In the unofficial record of the 1981 meeting at ACNM
headquarters, it was noted, “Look at documents of ACNM for examples as how to do this [set
up schools of midwifery]. An organization who sets standards. Is also self-regulatory, have peer
review (p. 6). For this organization [new Guild of Midwives] to flower use: ACNM called this
meeting, but individual CNM members to be members to give the organization more validity,”
8. These jotted notes were sent to JBT by Geradine Simkins in spring 2014.

Charvet, 16, in Schlinger. The idea of subsuming ACNM under MANA umbrella continued
through the early 2000s until MANA leaders agreed to program accreditation through MEAC
and creation of the CPM credential.

Santiago, 2.

Ventre in Schlinger, 20. Also noted in unofficial record of October 30, 1981, meeting at ACNM
Headquarters, “These [splinter] groups have one person spear-headed things. They cannot do that
and succeed in the long term,” 8. Notes in the personal files of authors.

Santiago, 2. Unofficial record of October 30, 1981, meeting, 11, where goals are same as recorded
in official minutes. There is some discrepancy in wording and number of goals compared with the
history of MANA published in MANA News 1: Special Supplement July1983 that listed four goals:
“1) expand communication among midwives, 2) set educational guidelines for the training of
midwives, 3) set guidelines for basic competency and safety for practicing midwives, and 4) form
an identifiable professional organization for all midwives in this country.”

Ibid., Ventre. Santiago, 2. Also found in unofficial record of the ACNM open forum, 11, in
personal files HVB.

JBT Conversation with Sr. Angela Murdaugh, October 2010. Santiago, 2. Copy of unofficial
record from HVB files of October 30, 1981, meeting, Section III. Organization of “midwives,”
10, noted, “it would be a good idea to go to Lexington, KY (next ACNM convention site)—they
decided to meet the weekend before the convention.”

The seven midwives were Teddy Charvet, LM; Ina May Gaskin, empirical midwife; Carol Hur-
zeler, CNM; Helen Jolly, LM; Susan Liebel, CNM; Fran Ventre, LM, CNM; and Genna With-
row, LM. “MANA Formed: Nurse-Midwives and Lay Midwives Unite,” 7he Practicing Midwife
1, no. 16 (Summer 1982): 3. Also confirmed in an unofficial record of 1981 meeting at ACNM
HQ, General Midwifery Debate: Open Forum, section 111 Organization of “midwives,” 9-12, and
in official minutes of that meeting by Santiago, 2.

Ibid. Nurse-midwives and lay midwives unite, p. 3. Susan Liebel was a nurse-midwife practicing
in San Francisco and Carol Leonard was a lay midwife practicing in New Hampshire and presi-
dent of the New Hampshire Midwives’ Association.
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CHAPTER TWELVE

National Association of Certified
Professional Midwives

Any worthwhile journey begins with the first step. One must not be afraid to take
the first step even if with a few or alone.
—Linda Janet Holmes, Into the Light of Day (2012)

The newest professional association of midwives in the United States came about follow-
ing the development of the Certified Professional Midwife (CPM) credential by the North
American Registry of Midwives (NARM) in the mid-1990s. The adoption of the CPM
credential was not an easy process, given that midwives who had passed the NARM regis-
try examination from 1991 to 1994 were granted the Certified Midwife (CM) credential,
a fact confirmed by the joint American College of Nurse-Midwives (ACNM)/Midwives
Alliance of North America (MANA) 1993 position statement, Midwifery Certification in
the United States.' Additionally, there were continuing debates within the larger MANA
membership about whether there should be a formal credentialing process and the implica-
tions of the use of the word “professional” in front of the word, “midwife.”? These debates
carried through when CPMs began talking about having their own professional organiza-
tion separate from MANA. Those midwives who did not go through the formal NARM
certification process (by choice or lack of qualifications) were concerned that they would be
considered as unprofessional or not a professional midwife—a concept they did not agree
with or want. However, in October 1994, the MANA Board adopted the term “Certified
Professional Midwife,” in spite of continuing member disagreement on the use of this
term.’ This action, most likely, was spurred on because of the impending ACNM move
to accredit and certify non-nurse direct-entry midwives coming through ACNM Division
of Accreditation educational programs and passing the ACNM Certification Corporation
(ACC) certification examination. It was the intent of the ACNM to give the title CPM to
these midwives (see Chapters 15 and 16). The first CPM credential was offered by NARM
in November 1994.
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B EARLY HISTORY AND FOUNDING

In 2000, the CPMs and Certified Nurse-Midwives (CNMs) in Massachusetts put forward legis-
lation that would create a board of midwifery that would recognize both types of certified mid-
wives. When the Massachusetts legislature requested standards of practice specific to CPMs, the
need to have a professional organization for CPMs became more evident,’ in part because many
CPMs did not feel that MANA could represent them, given the inclusive nature of MANA
membership. In fact, several CPMs noted that MANA was an “alliance” and not a “professional
association,”® and that CPMs needed a professional organization to represent them.

The National Association of Certified Professional Midwives (NACPM) was incor-
porated in Massachusetts in 20007 as an independent, 501c6 professional organization for
CPMs,® setting standards and promoting the interests of CPMs in the legislative arena.’
Once incorporated, four CPMs (Terri Nash, Delores Carbino, Marilyn Greene, and Mary
Lawlor)" formed an Interim Working Group in 2001 to discuss the future of NACPM and
began to recruit CPM:s to join NACPM as charter members.

After 2 years of discussion within MANA, the CPMs decided that their interests would
be better served as an independent organization rather than as a section within MANA, though
MANA continues to have a CPM section within its organizational structure." In the fall of
2002, the first elected board of directors was installed once the decision was made to remain
independent of MANA. The early successes of this new professional organization of midwives
may be attributed, in part, to their building on prior work of MANA and ACNM as midwifery
organizations and developing relationships with a variety of partners. By 2010, these included
the MAMA Campaign Coalition (see Chapter 17), the ACNM Normal Birth Task Force, the
federal Maternity Care Coalition, and the Home Birth Consensus Summit (see Chapter 10).'

Many more came later. In addition, they were successful in acquiring grant funding
including a $100,000 grant from the Transforming Birth Fund of New Hampshire Chari-
table Foundation to continue NACPM’s policy work to support the practice of CPMs."
NACPM also received a small seed grant to explore secking Medicaid reimbursement for
CPMs working with low-income women. In April 2014, NACPM was accepted as a member
organization of the International Confederation of Midwives.

B ORGANIZATIONAL DEVELOPMENT
PURPOSE AND AIM

NACPM Bylaw I, section 4, states that NACPM activities “shall be exclusively for the pur-
pose of promoting and representing the common business interests of, and improving condi-
tions among, Certified Professional Midwives.”'* NACPM aims “to increase women’s access
to care provided by CPMs by removing barriers to this care and supporting the legal recogni-
tion of the CPM on federal and state levels.”"> The first activity recorded was the establish-
ment of common standards of practice for CPMs throughout the United States.'

BOARD OF DIRECTORS

The members of the board of directors initially included a president, treasurer, and clerk/
secretary. These three officers have the ability to add other officers when they deem necessary,
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such as vice presidents. Of particular note was the statement, “Any two or more offices may
be held by the same person.”"” The Board is also in charge of naming any committees needed
and could be compensated with a “reasonable fixed salary as determined by the Board of Di-
rectors.”'® The first Board of Directors included Mary Lawlor, CPM, President; Edie Wells,
CPM, Treasurer; and Dolly Browder, CPM, Secretary. In 2012, Mary Lawlor had become the
Executive Director of NACPM after serving several years as president, and a vice president
had been added. Ellie Daniels, CPM, became the President of NACPM.

STANDARDS COMMITTEE

The first standing committee appointed by the board of directors was the Standards Commit-
tee to draft the first statement of standards of practice for CPMs. Ina May Gaskin, CPM, was
the first chair of this committee and led the drafting of standards. In honor of her work with
NACPM and to acknowledge her many contributions to women and midwives, NACPM
awarded a lifetime membership in NACPM to Ina May Gaskin in 2007."

PRACTICE COMMITTEE

In April 2009, the NACPM board made a decision to establish a practice committee as a
service to CPMs. The purpose of this committee is to handle practice concerns of CPMs and
to offer guidance on clinical practice in keeping with the NACPM Standards of Practice.”

B CORE DOCUMENTS
MISSION

“NACPM’s mission is to significantly increase women’s access to quality maternity care by
supporting the work and practice of Certified Professional Midwives, and to contribute to a
new era in maternity care by engaging CPMs to be an effective force for change.”!

PHILOSOPHY AND PRINCIPLES OF PRACTICE

The basic philosophical tenets of this document are quite similar to the philosophy of MANA
(see Chapter 11). Beliefs about the promotion of normal childbearing, women’s choices in site
of birth and birth attendant, and the relationship between CPMs and clients are included along
with the ethical obligations of CPMs and evidence-based practice. The NACPM members also
believe that midwives work as autonomous practitioners while recognizing that collaboration/
consultation with medical practitioners may be necessary if the mother or baby requires this.”

SCOPE OF PRACTICE

The scope of practice defined for NACPM members reflects basic care for healthy women
during the childbearing period with “particular expertise in out-of-hospital settings.”*
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THE STANDARDS OF PRACTICE FOR NACPM MEMBERS

In 2004, the NACPM Standards of Practice were adopted by the NACPM membership.*
The standards of practice reflect many of the same elements as the MANA standards, begin-
ning with defining how the NACPM member works in partnership with each woman served
(Standard 1). Standard 2 addresses actions or priority decisions needed to optimize health
and minimize risk to mother and baby and Standard 3 addresses each woman’s right to plan
her care according to needs, noting, however, that the CPM has the right to refuse to provide
or continue care and refer to other professionals if she thinks the woman’s choices are unsafe
or unacceptable.”” Standard 4 addresses the approach to ending the care giving partnership
following childbirth, Standard 5 deals with accurate recording of client data, and Standard 6
addresses the NACPM member’s responsibility to continually evaluate and improve her
competency as a midwife. NACPM members endorse the Midwives Model of Care™,* the
Mother Friendly Childbirth Initiative,”” and the Rights of the Childbearing Woman.?

ISSUE BRIEF: CERTIFIED PROFESSIONAL MIDWIVES
IN THE UNITED STATES

The members of NACPM decided that it was vital that the public, legislators, and policy
makers be clear about who CPMs are, how they are educated, and what services they could
provide to enhance maternity care in the United States. In a historic collaboration among
NARM, Midwifery Education Accreditation Council (MEAC), NACPM, and MANA,
this brief was released in June 2008 and has been an important core document widely used
throughout the United States.”” This document was prompted, in part, by the release of the
ACNM’s January 2008 Issue Brief on Midwifery Certification, which was based on the revi-
sion of the 1999 document, Midwifery Certification in the United States*® In turn, the June
2008 CPM issue brief influenced the language used in the revision of the ACNM January
2008 issue brief as an ACNM position statement on midwifery certification in March 2009.
This reflects the beginning of an important collaboration between NACPM and ACNM as
professional midwifery organizations in the United States.

NACPM WEBSITE

The NACPM website, www.nacpm.org, defines the credential CPM, holds relevant docu-
ments such as the Standards of Practice, Bylaws, and the newsletters in pdf format, and serves
both the public and the membership.

H CODA

NACPM has maintained close ties with MANA and MANA-related organizations (NARM,
MEAC) over the years, and NACPM annual meetings are held during MANA conferences.
NACPM also provides workshops on CPM practice updates at the MANA conferences.’!
The NACPM is a relatively young, yet growing professional organization of NARM
credentialed direct-entry midwives. In early 2000, there were 500 CPMs when NACPM
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was founded. In 2008, there were 1,400 CPMs with 24 states using all or part of the NARM
credentialing process that results in the title CPM?? and in January 2014, 2,454 midwives
had been certified as CPMs.** The NACPM leaders have forged important links with other
midwifery organizations, including the ACNM. In June 2012, the board began developing
a process to create state chapters of NACPM in response to requests from many CPMs and
state midwifery leaders.**
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Nurse-Midwifery Practice
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Thus, before my ACNM Presidency was ended, I drove to Rio Grande Valley,

arriving January 1, 1983, to begin to lay the foundation for building a freestanding
birth center I named Holy Family Services.

—Sr. Angela Murdaugh, CNM, Into These Hands:

Wisdom From Midwives (2011, p. 237)

B NURSE-MIDWIVES MOVE INTO LARGE CITY
AND UNIVERSITY MEDICAL CENTER HOSPITALS

Nurse-midwifery practice in a large university medical center hospital did not happen until
the 1950s. Until this happened, the clinical practice of midwifery for nurse-midwifery edu-
cation programs was not located within university institutions. One of the two university-
affiliated nurse-midwifery education programs before the 1950s was Dillard, which was open
only for 1 year and graduated two students. It is not precisely clear as to where these two
students obtained their clinical experience as the course was designed for both home and
hospital births. The other university-affiliated nurse-midwifery program was Catholic Uni-
versity of America in Washington, DC, but the clinical component for these students was at
the Catholic Maternity Institute in Santa Fe, New Mexico.

It was not until 1953 that nurse-midwives first practiced in a university-affiliated hos-
pital. It started when Dr. Nicholson Eastman at Johns Hopkins Hospital collaborated with
the Maternity Center Association (MCA) to conduct an experiment “to study the feasibility
of training nurse-midwives in a university obstetric clinic.”' Dr. Eastman’s motivation was
his prediction of a combination of a physician shortage and an increasing birth rate requir-
ing additional obstetric personnel. He thought nurse-midwives could help fill this need. The
pioneer nurse-midwives sent from MCA to Johns Hopkins were Mary Crawford and Betty
Hosford. When the nurse-midwives first went to Johns Hopkins Hospital the sign on their
clinic door read “Obstetric Assistant,” which is what the physicians wanted to call them.
Pretty soon, however, the nurse-midwife patients were wandering the halls of the hospi-
tal looking for their nurse-midwife and disrupting patient care. The problem was resolved
by taking down the “Obstetric Assistant” sign and replacing it with “Nurse-Midwife.”?
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The success of this experiment opened the door for nurse-midwives to get their midwifery
education within a university. In short order, Columbia University (1955), Johns Hopkins
University (1956), and Yale University (1956) opened nurse-midwifery education programs.

Dr. Nicholson Eastman with CNM Joy Betts, Johns Hopkins Hospital, c. 1953.

Photo from personal collection of Helen Varney Burst.

After pioneering at Johns Hopkins, Mary Crawford pioneered nurse-midwifery again
at Presbyterian Hospital and then cofounded the Columbia Nurse-Midwifery Program in
1955 with Hattie Hemschemeyer, who was the director of the Nurse-Midwifery Program
at MCA. Mary Crawford later became Dean of the Columbia University School of Nurs-
ing and then Vice President of Nursing for Presbyterian Hospital, the first nurse and first
nurse-midwife to hold the title of vice president. Sara Fetter from the Maryland State Health
Department, a graduate of MCA, became the program director of the Johns Hopkins nurse-
midwifery education program when it opened in 1956. Ernestine Wiedenbach, also a gradu-
ate of MCA (1946), was sent to New Haven, Connecticut, in January 1948 as part of her
staff nurse-midwifery position at MCA to be the first Fellow in Advanced Maternity Nursing.
She returned to New Haven in 1952 as a faculty member of the Yale University School of
Nursing (YSN) and started the Yale Nurse-Midwifery Education Program in 1956.

In 1958, the MCA School of Nurse-Midwifery moved inside a major medical and edu-
cational institution and was established in the Downstate Medical Center, State University of
New York in Brooklyn, New York, utilizing Kings County Hospital for clinical experience. This
move was facilitated by Hazel Corbin, Marion Strachan, who became the education director of
the Nurse-Midwifery Program at that time, and Dr. Louis Hellman, Chairman and Professor of
Obstetrics and Gynecology at Downstate Medical Center and Kings County Hospital.

Years carlier, Dr. Hellman had been a Resident at Johns Hopkins under Dr. Eastman
and was himself quite a personage in obstetrics in the country at the time he brought
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nurse-midwives into Downstate Medical Center and Kings County Hospital. In addition
to being the Chair of OB-GYN at Downstate Medical Center and Kings County Hospital,
Dr. Hellman was also the Deputy Secretary for Population Affairs in the U.S. Department
of Health, Education, and Welfare (the current Department of Health and Human Ser-
vices). Moreover, he was the author of the venerable textbook Williams Obstetrics at that
time. Nonetheless, some of his colleagues were so angry at him for bringing nurse-midwives
into a major teaching hospital and bringing visibility to nurse-midwifery that they brought
him up for censure by the Board of Directors of the American College of Obstetricians and
Gynecologists (ACOG). Dr. Hellman attributed an article he wrote for the Sazurday Evening
Pos?® as galvanizing the already existing opposition by obstetricians toward nurse-midwives.
Fortunately, the ACOG Board of Directors had better sense and the motion for censure did
not pass.*

In the early 1960s, there were only three jurisdictions that permitted the legal practice
of nurse-midwives: the State of Kentucky, the State of New Mexico, and New York City.
Elsewhere, nurse-midwives functioned under a hodge-podge of old midwifery laws and regu-
lations (e.g., Alabama, New Orleans, Chicago, Baltimore) or federally sponsored programs
(e.g., Madera County, California). The first nurse-midwives practicing in large city and uni-
versity medical center hospitals functioned under the auspices of the chair of the Department
of Obstetrics and Gynecology (e.g., Dr. Eastman at Johns Hopkins Hospital in Baltimore,
Maryland; Dr. Hellman at Kings County Hospital/Downstate Medical Center in Brooklyn,
New York; Dr. Thiede at the University of Mississippi Medical Center in Jackson, Missis-
sippi) and did not have their own hospital practice privileges.’

As nurse-midwives moved into hospitals, they brought with them concepts of family-
centered maternity care (FCMC) and served as advocates for the woman and her family.
Nurse-midwives provided supportive care during labor and slowly brought about changes
in policies. Examples of needed policy changes included those regarding routine perineal

CNM Carmela Cavero attending birth at Kings County Hospital, c. 1960s.

Photo from personal collection of Helen Varney Burst.



246 W V: NURSE-MIDWIFERY PRACTICE AND EDUCATION (1950s-1980s)

preps, enemas, and IVs, prohibitions on oral intake, restrictions on ambulation, use of
only lithotomy positioning for delivery, forbidding bed deliveries, the use of sterile drapes
and restraints for delivery, not allowing the presence of fathers or other family members,
no sibling involvement, rigid nursery protocols for feedings and visitation, and the need
to develop policies that would promote breastfeeding. Nurse-midwives also learned skills.
While they learned how to cut and repair episiotomies and how to repair first-, second-,
third-, and fourth-degree vaginal tears and cervical lacerations, they also learned how to
support the perineum to prevent these tears in the draped lithotomy position mandatory
at that time in the hospital. They demonstrated how to evaluate labor progress and well-
being without frequent vaginal examinations or the use of fetal monitors. The concepts of
FCMC were given further visibility and practicality with the publication of Family-Centered
Maternity Nursing in 1958 by nurse-midwife Ernestine Wiedenbach,® and the making of a
documentary film in 1961 at St. Mary’s Hospital in Evansville, Indiana, about a program
inspired and initiated by nurse-midwife Sr. Mary Stella Simpson: Hospital Maternity Care:
Family Centered.

B PSYCHOPROPHYLAXIS

Hard on the heels of Dr. Grantly Dick-Read and Natural Childbirth (see Chapter 6) came
the psychoprophylaxis method of childbirth. Psychoprophylaxis was developed in Russia by
psychologist I. Z. Vel'vovskii working with neuropsychologist K. I. Polatonov and predicated
on the Pavlovian theory of conditioned response.® After observing its use in Russia in 1951,
French obstetrician Fernand Lamaze established the method in France, where his maternity
ward became the “first in the West to use this Soviet approach to childbirth preparation and
birth.” By the end of the 1950s, it was known as “painless childbirth” and had spread to
other European countries as well as countries in North Africa, the Middle East, and Latin
America.'® In 1959, “painless childbirth” came to the United States via a book Zhank You,
Dr. Lamaze, written by Marjorie Karmel, an American actress who was in France for her
first baby."" Her book not only introduced but popularized the method in the United States,
where it became commonly known as the Lamaze method. In 1960, Marjorie Karmel and
Elisabeth Bing, a physical therapist, founded the American Society for Psychoprophylaxis in
Obstetrics (ASPO)/Lamaze (now Lamaze International). Elisabeth Bing published a manual
of her exercises that complemented the Lamaze method.'

The Russian psychoprophylaxis, Lamaze “painless childbirth,” and Dick-Read’s Natu-
ral Childbirth all had both significant differences and similarities. First, psychoprophylaxis
claimed to produce painless childbirth, something Dr. Grantly Dick-Read never promised.
Later advocates of the Lamaze method allowed that a woman was “successful” even if she
had some small doses of analgesic as long as she was “awake and aware.” Second, psycho-
prophylaxis was grounded in both a conviction that childbirth pain was engrained through
“horror stories” from female relatives/culture/history/literature and art, and in a scien-
tific theory of neurological sensory pathways in the cerebral cortex that could be stimu-
lated to eliminate pain through Pavlovian conditioning. Empirical research was conducted
and controlled by physicians without involving the testimony of childbearing women.
Dr. Grantly Dick-Read, on the other hand, relied on his theory of the fear—tension—pain
cycle and anecdotal stories told by childbearing women who used his method. Third, hus-
bands were not welcome in the maternity wards or hospitals in Russia. Dick-Read included
husbands and/or some family member as important, but passive, support people in labor
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and birth to share the experience and made sure that they understood the physiological
process. Lamaze included husbands as active participants in the role of labor coach
throughout labor and birth and prepared them for this role. Similarities between the three
methods included education and preparation for childbearing, especially in the emphasis
on a normal physiological process and exercises. There was variation in the exercises in
that Natural Childbirth focused on relaxation and Lamaze additionally focused on active
participation with patterned breathing.

Nurse-midwives of the 1950s and 1960s learned Natural Childbirth and taught prepa-
ration for childbirth and parenthood classes that originated at MCA. MCA also developed
teaching aids such as the Birth Atlas, Schuchardt charts, and manuals of exercises. This was
all required content in the nurse-midwifery education programs up into the 1980s. The 1978
American College of Nurse-Midwives (ACNM) Core Competencies document (see Chap-
ter 10) included “plans and conducts classes in preparation for childbirth and parenthood”
(PCP)."” This competency changed in the next iteration of this document in 1985 to “the
knowledge of planning and implementation of individual and/or group education” and no
longer specified teaching PCP classes. This competency statement stayed the same in the
1992 version, but changed in the 1997 version to “applies knowledge of midwifery prac-
tice... that includes... principles of group education.” It changed again in 2002 to being a
fundamental component of midwifery care as “principles of individual and group education”
and has remained the same through the 2012 revision. These changes over time reflect first
the certification of individuals to be childbirth educators by ASPO/Lamaze or by the Inter-
national Childbirth Educators Association (ICEA; see Chapter 18), who by the 1980s were
doing most of the childbirth education. The changes in this core competency in 1997 and

“How does your baby grow” exhibit of parent teaching materials, c. 1930s.

Maternity Center Archives, Columbia University. Reproduced with permission of Childbirth Connection
Programs, National Partnership for Women & Families.
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2002 reflect the advent of Centering Pregnancy by nurse-midwife Sharon Schindler Rising
during the 1990s."

As psychoprophylaxis became prominent, nurse-midwives knew all the methods
(including the husband-coached Bradley method) and supported whatever method a
woman wanted to use. If a woman was not specifically trained, or came into labor unpre-
pared, nurse-midwives tended to blend the methods and use early labor for education and a
few basic breathing exercises (abdominal breathing, panting, and ending relaxation breath)
to help her cope with labor. This was common in large city hospitals and women giving
birth who had attended health department clinics—most of whom did not know the nurse-
midwife who was attending them for birth. Also common was the use of “bench classes or
conferences” held while women were waiting for their prenatal visit.” City hospitals and
health department clinics in the 1960s and into the 1970s tended to give all women the
same appointment time for the morning or afternoon, which mea