


A History of Midwifery 
in the United States

The Midwife Said 
Fear Not

Varney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   iVarney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   i 10/22/2015   9:36:46 PM10/22/2015   9:36:46 PM



Helen Varney Burst, MSN, CNM, DHL (Hon.), FACNM, is Professor Emeritus at the Yale University School 
of Nursing. When she retired in 2004, Yale University established the endowed Helen Varney Professorial Chair 
in Midwifery in the School of Nursing. Ms. Varney Burst practiced midwifery in a variety of in-patient and out-
patient settings and birth locales, was a nurse-midwifery service director in two medical center tertiary hospitals, 
and was cofounder and president of a birth center. She directed three nurse-midwifery education programs 
(University of Mississippi Medical Center, Medical University of South Carolina, and Yale University) and 
served as a consultant to many others. She was the co-originator of the mastery learning modular curriculum 
design for nurse-midwifery education; developed the nurse-midwifery management process and the Circle of 
Safety; is a Consulting Editor (history) for the Journal of Midwifery & Women’s Health; and is the author of 
the fi rst textbook for nurse-midwives in the Americas (1980), now in its fi fth edition as Varney’s Midwifery, 
and used in a number of other countries. (Th e fourth edition was translated into Spanish.) Ms. Varney Burst 
has written numerous journal articles and given scores of speeches and presentations. She also wrote the Brief 
History of the Yale University School of Nursing (YSN) for its 75th anniversary (1923–1998) and updated it for 
YSN’s 90th anniversary in 2013.

Ms. Varney Burst served the American College of Nurse-Midwives (ACNM) in numerous capaci-
ties, including two terms as President (1977–1981), Secretary (1972–1974), Chair of the Bylaws Committee 
(1970–1972), Chair of the Work Group on Bylaws Revision (2007–2008), member and Chair (1975) of the 
Division of Examiners (1960s–1970s), and Chair of the Division of Accreditation during most of the 1990s. 
She was a member of the founding Board of Governors of the Fellowship of the ACNM (Fellows of the Ameri-
can College of Nurse-Midwives [FACNM]) in 1993, is a Distinguished Fellow, and served as Chair from 2005 
to 2008. She also has served as the ACNM representative to the International Confederation of Midwives 
(ICM) as well as to many national interprofessional and interorganizational meetings and advisory groups.

Helen Varney Burst is the recipient of a number of awards including the ACNM Hattie 
Hemschemeyer Award (1982), the YSN Annie W. Goodrich Excellence in Teaching Award (1999), and 
alumni awards from all her alma maters: Yale University (MSN and CNM, 1963), University of Kansas 
(BSN, 1961), and Kansas State University (BSHE, 1961). In 1987, she received a Doctor of Humane Letters 
(honoris causa) from Georgetown University.

Joyce Beebe Th ompson, DrPH, CNM, FAAN, FACNM, is Professor Emeritus at the University of 
 Pennsylvania and Western Michigan University, and an international consultant in midwifery education, 
women’s health, and human rights. She has a BSN and MPH from the University of Michigan, a Certifi cate 
in Nurse-Midwifery from Maternity Center Association, a DrPH from Columbia University, and a certifi -
cate in bioethics from the Kennedy Institute at Georgetown University. Dr. Th ompson practiced midwifery 
in a variety of settings, including birth centers and tertiary hospitals. She established the nurse-midwifery 
education master’s program and the nurse-midwifery private practice at the University of  Pennsylvania 
School of Nursing in 1980, where she received the  university’s Lindback Award for Distinguished  Teaching 
(1997). Among the various alumnae and leadership awards were the ACNM’s Hattie Hemschemeyer Award 
(1987), Fellowship of the American Academy of Nursing (FAAN) and a founding member of the Fellows of 
the  American College of Nurse-Midwives (FACNM; 1993), an honorary Doctor of Science from SUNY–
Downstate Medical Center (1995), and an honorary Doctor of Laws from the University of Dundee, Scot-
land (2007), in recognition of her passion and commitment to the health of women globally.

Dr. Th ompson has more than 50 years of midwifery practice in the United States and other countries and 
40 years of leadership in various capacities within the ACNM, including two terms as President (1989–1993), 
and various roles on the Division of Examiners (1976–1987), Division of Accreditation (1975–1980), and the 
Ad Hoc Ethics Committee (1987–1988). In addition, she has more than 20 years of global leadership within the 
International Confederation of Midwives (ICM), serving two terms as Director of the ICM Board of Manage-
ment (1999–2002; 2002–2005), was Vice Chair of the World Health Organization (WHO) Global Advisory 
Group on Nursing and Midwifery, Geneva, Switzerland (2001–2007), and continues as an international mid-
wifery education consultant, most recently in Latin America and the Caribbean. She has authored or coauthored 
more than 50 peer-reviewed articles, several books, and book chapters, covering topics on ethics, the preparation 
of teachers, and ICM global standards and competencies for midwives. Most recently, Dr. Th ompson authored 
a companion document for WHO’s Midwifery Educator Core Competencies (2014). She will be heading the 
team of international colleagues writing the history of the ICM in time for the 100th anniversary in 2019.

Varney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   iiVarney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   ii 10/22/2015   9:36:47 PM10/22/2015   9:36:47 PM



A History of Midwifery 
in the United States

The Midwife Said 
Fear Not

Helen Varney, MSN, CNM, DHL (Hon.), FACNM

Joyce Beebe Th ompson, DrPH, CNM, FAAN, FACNM

Varney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   iiiVarney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   iii 10/22/2015   9:36:47 PM10/22/2015   9:36:47 PM



Copyright © 2016 Springer Publishing Company, LLC

All rights reserved.

No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any 
means, electronic, mechanical, photocopying, recording, or otherwise, without the prior permission of Springer 
Publishing Company, LLC, or authorization through payment of the appropriate fees to the Copyright Clearance 
Center, Inc., 222 Rosewood Drive, Danvers, MA 01923, 978–750-8400, fax 978–646-8600, info@copyright.com 
or on the Web at www.copyright.com.

Springer Publishing Company, LLC
11 West 42nd Street
New York, NY 10036
www.springerpub.com

Acquisitions Editor: Elizabeth Nieginski
Composition: Newgen KnowledgeWorks

ISBN: 978-0-8261-2537-8
E-book ISBN: 978-0-8261-2538-5

15 16 17 18 / 5 4 3 2 1

Th e author and the publisher of this Work have made every eff ort to use sources believed to be reliable to provide 
information that is accurate and compatible with the standards generally accepted at the time of publication. 
Because medical science is continually advancing, our knowledge base continues to expand. Th erefore, as new 
information becomes available, changes in procedures become necessary. We recommend that the reader always 
consult current research and specifi c institutional policies before performing any clinical procedure. Th e author 
and publisher shall not be liable for any special, consequential, or exemplary damages resulting, in whole or in part, 
from the readers’ use of, or reliance on, the information contained in this book. Th e publisher has no responsibility 
for the persistence or accuracy of URLs for external or third-party Internet websites referred to in this publication 
and does not guarantee that any content on such websites is, or will remain, accurate or appropriate.

Library of Congress Cataloging-in-Publication Data
Varney, Helen, author.
  A history of midwifery in the United States : the midwife said fear not / Helen Varney, Joyce Beebe Th ompson.
       p. ; cm.
  Includes bibliographical references.
  ISBN 978-0-8261-2537-8 — ISBN 978-0-8261-2538-5 (e-book)
  I. Th ompson, Joyce Beebe, author. II. Title.
  [DNLM: 1.  Midwifery—history—United States. 2.  History, Modern 1601—United States. 3.  Nurse 
Midwives—history—United States.  WQ 11 AA1]
  RG518.U5
  618.200973—dc23 2015028868

Special discounts on bulk quantities of our books are available to corporations, professional associations, 
pharmaceutical companies, health care organizations, and other qualifying groups. If you are interested in a 
custom book, including chapters from more than one of our titles, we can provide that service as well.

For details, please contact:
Special Sales Department, Springer Publishing Company, LLC
11 West 42nd Street, 15th Floor, New York, NY 10036-8002
Phone: 877-687-7476 or 212-431-4370; Fax: 212-941-7842
Email: sales@springerpub.com

Printed in the United States of America by Bradford & Bigelow.

Varney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   ivVarney_25378_PTR_00_i-xxviii_FM_10-22-15.indd   iv 10/22/2015   9:36:48 PM10/22/2015   9:36:48 PM

mailto:info@copyright.com
http://www.copyright.com
http://www.springerpub.com
mailto:sales@springerpub.com


To the midwives—past, present, and future.
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xv

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 refl ect what we believe were key historical 
events and milestones that have shaped the development of midwifery in the United States. 
Th is 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 specifi c history of a number of critically 
important ACNM committees, divisions, and activities, such as the Midwives of Color; 
Interorganizational Aff airs; 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 fi les of the authors. Th ese 
fi les 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 fl avor to the exciting, challenging, and, 
at times, tumultuous and frustrating history of midwifery in the United States since the 1600s.

Th ere 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.

Th is 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.

Th ere are several themes that recur or weave themselves throughout this text. Th ey 
include (a) the defi nition, 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 
aff ects 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 aff ects 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 Th ompson
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Introduction

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

Th e 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. Th ese 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 sacrifi ce 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.

Th e 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 defi ne themselves and provide care for women that has stood the test of time 
throughout the ages.

■ DEFINITIONS, TITLES, AND CREDENTIALS

Although the defi nitions 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.” Th roughout 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. 
Th is period was termed the “lying-in” period for the childbearing woman and might last sev-
eral days (see Chapter 1). Th e 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 
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immigrant women in the late 1800s/early 1900s that led them to choose midwives from the 
“old country” rather than physicians.1

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 
Pacifi c 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.2

NURSE-MIDWIVES

Although the concept of preparing nurses as midwives was fi rst articulated by public health 
nurses (see Chapter 5), Fred Taussig, a physician, is credited with fi rst using the terminology 
of nurse-midwife in a 1914 article by that title.3 Th e fi rst 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).4 It is not known, however, what kind of credential, if 
any, was bestowed on successful completion of the program. Th e 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 fi rst Certifi cate as a Nurse-
Midwife (CNM).5 Graduates of the Frontier Graduate School of Midwifery, founded in 
1939 by the Frontier Nursing Service, received the diploma of the school and a certifi cate to 
practice midwifery in Kentucky with authorization from the Department of Health to “use 
the letters C.M. (Certifi ed Midwife).”6 Th us, both the title of midwifery education and the 
credentials used by nurse-midwives (CNM and CM) refl ected an understanding of nursing 
and midwifery as two diff erent professions but also an understanding of the political reali-
ties of the time. Th ese political realities have led to disagreements among nurse-midwives 
as to their self-identifi cation as a nurse or as a midwife. As discussed in Chapter 20, nurse-
midwives continued to struggle with self-defi nition 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. Th ese were “lay” midwives, largely middle-class, 
well-educated women who were disenfranchised with in-hospital care of women having ba-
bies. Th ey 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. Th ey 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. Th ese 
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 refl ected throughout this book in identifying the 
person practicing midwifery or referenced in the citations.

■ 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.7 Midwives’ commitment is to being with women wherever they are and for whatever 
they need.8 Th ey 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.9 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 events. 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. Th is 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.10 
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!”11

■ MIDWIFERY MODELS OF CARE

Th e way that midwives provide care to women, mothers, and childbearing families has in 
recent times been described as the midwifery care process12 or the “midwifery model of care.” 
Th is 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 eff orts to defi ne 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). Th e 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. Th e 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. Defi ning 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. Th ere 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 fi rst described what had been listed as beliefs 
since 1963 as “the best model of health care for a woman and her family” and defi ned 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.”13

Elements of the ACNM Philosophy statements since 1963 provided the foundation for 
defi ning the ACNM Hallmarks of Midwifery that were fi rst adopted in 1997 as an integral 
part of the ACNM Core Competencies for Basic Midwifery Practice.14 Th e intent of elucidat-
ing such Hallmarks was to clearly describe what distinguished midwifery practice from the 
practice of medicine and nursing.15

Th e ACNM’s 21st-century defi nition of the midwifery model of care includes both 
historical themes dating back to antiquity and beliefs held by the members of the ACNM 
fi rst articulated in the 1963 ACNM Philosophy and concepts fi rst articulated in the 1978 
Core Competencies and fi rst expanded to “Hallmarks” in 1997. Th ese 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 scientifi c 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,16 the North American Registry of Midwives (NARM), the 
Midwifery Education Accreditation Council (MEAC), and Citizens for Midwifery (CfM) 
met together to work on a defi nition of midwifery care.17 Th e primary reason for defi ning a 
midwives’ model of care was to agree on a common defi nition 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. Th e message was to be that midwifery care is safe (not 
dangerous) and that midwives should be included in general health care services. Th e authors 
of the model also noted that the defi nition of the model of care is meant to describe the “kind 
of care, rather than a particular type of provider,”18 an important distinction that refl ects the 
belief that all women should benefi t 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 defi ne 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 attention19

Th e 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.”20

SUMMARY OF MIDWIFERY MODELS OF CARE

One can identify common themes, though worded somewhat diff erently, in the ACNM and 
MANA defi nitions of the midwifery model of care. Th ese 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. Th e 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.

■ NOTES

1. Th is infuriated physicians who felt they had more to off er 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 Th e “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.

3. Fred J. Taussig, “Th e Nurse Midwife,” Public Health Nurse Quarterly 6 (October 1914): 33–39.
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3

c h a p t e r  O N E

The Early Voices of Midwives

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

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

Th e history of midwifery in the world dates back to the beginning of Homo sapiens. Th is 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 fi rst 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 identifi able groups of midwives in specifi c 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.

■ THE VOICES OF PREDECESSOR MIDWIVES IN ANTIQUITY

Th e “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.
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4 ■  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. Th e 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 fi rst words of a midwife recorded in 
history appeared in the biblical book of Genesis, midwives were part of their communities 
serving women. Th ese 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. Th e average life expec-
tancy of a woman was approximately 30 to 40 years1 if a woman survived childbearing that 
began in adolescence. How appropriate, then, that the fi rst words recorded as spoken by a 
midwife are “Fear not” (Genesis 35:17).

Hebrew midwives exemplifi ed midwifery within their communities when they defi ed 
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. Th us, the Hebrew people multiplied and grew very strong (Exodus 1:15–19). Th is 
refl ects 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.2 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 the ir best to help women give 
birth to healthy babies. Indeed, the defi nition of a midwife or sage femme is “with woman” or 
“wise woman.” Th e midwives of antiquity lived and worked in the communities they served 
and knew fi rsthand 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 magnifi cent ideas.”3

Th e 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 specifi cations 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.4 Th e midwives 
of antiquity had to work with the rudiments of what we take for granted today. Th e 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 defi ned public health as “the science and art of preventing dis-
ease, prolonging life, and promoting physical health and effi  ciency through organized com-
munity eff orts 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.”5 Th e 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 fi rst practitioners of public health 
with their vital role of working with childbearing women and families within their communi-
ties during major life events.

Th roughout 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 
intensifi ed. Th e health of childbearing women and infants, including good nutrition, refl ects 
the health promotion end of the public health spectrum as these two population groups are 
necessary to the maintenance and growth of any society. Th e 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.

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

Th ere 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 Th atcher Ulrich wrote: “Without 
documents, there is no history. And women left very few documents behind.”6

Although most certainly there were midwives in the tribes of the Native American 
Indians, even less is known about them. Th e fi rst colonial settlers were in Jamestown, Vir-
ginia, in 1607. Th ey were all male. Th e fi rst women arrived in 1608. Th e Mayfl ower 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 1664.7

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 
fi rst 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. Th is 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. 
Th ey rejected germ theory because they could not “see” anything. Th is changed in 1867 when 
Dr. Joseph Lister published a paper that fi rst made the links among disease, infection, and 
microorganisms that could now be seen with a microscope, and Dr. Louis Pasteur identifi ed 
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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6 ■  I: EARLY HISTORY OF MIDWIFERY IN THE UNITED STATES  

Fewer than half the women in the 1700s and early 1800s were literate. Historian Jill 
Lepore has written about the diff erence gender made in Jane Franklin Mecom’s life (1712–
1794) compared with that of her brother Benjamin Franklin.8 Th ey were two of 17 children (10 
boys and 7 girls). Th eir 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 girls 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. Th e 
comparison is a sad story. Benjamin Franklin was a prolifi c 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 household, which, in less affl  uent 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 Th atcher Ulrich observes about midwife Martha 
Ballard that: “Th e 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.”9

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. Th ere are records of midwives being hired by a community and receiving land, house, or 
money as payment. Herbert Th oms, 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.”10 Dr. Th oms 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—liberal 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.11

Probably, the best-known colonial midwife was Anne Marbury Hutchinson, but she 
did not achieve this stature due to her practice of midwifery.12 Although an expert midwife 
and herbalist, she was also judged to be a religious heretic.13 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. Th e 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 seeking religious freedom. Th ey 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. Th is badly threatened the orthodox ministers and mem-
bers of the Church of Boston. Th is 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. Th e 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. Th is was intolerable. 
Th e 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.” Th us, she was “banished from our jurisdiction as being a woman not fi t for our society.” 
She was fi rst 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 trial.
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Th e 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 1640.14 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.   Th ere, 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. Th is 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 fi rst 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. Th is was for her Quaker beliefs, which were illegal at that 
time in Boston.15

Although Anne Hutchinson’s earthly voice was silenced, she became immortal through 
her many infl uential 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 

Statue of Anne Hutchinson in Boston, 
Massachusetts.
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 greatgrandsons, respectively); author Eve LaPlante (10th-generation great granddaughter); 
and Certifi ed 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. Th ey stayed for several 
weeks and helped during the “lying-in” period with household tasks and child care. Th eir 
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. Th e “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.16 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.”17

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. 
Th is 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, 
fi nanced and executed by Church and State.”18 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.19

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. Th e 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. Th is 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.20 Other colonies were settled 
with diff erent religions and diff erent primary purposes.
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■ 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,21 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.22 Midwives, because they had 
more mobility, served as a means of communication between friends and families who 
had been broken up and sold to diff erent owners. Midwives, thus, also served to facilitate 
maintenance of community.23 Older female slaves, no longer able to work in the fi elds, 
were devalued unless they were midwives. Th ey 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 infl uences from European and Native American cultures 
into a singular slave culture.24

■ 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. Th e literature referring to granny midwives usually 
describes midwives located in the southern states of Georgia,25 South Carolina,26 Alabama, 
Mississippi, Louisiana,27 Florida,28 Arkansas,29 Missouri,30 Tennessee, Virginia,31 West Vir-
ginia,32 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. Th ey 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.”33

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”34). Th ese 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.35
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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. Th ese voices include 
those of Onnie Lee Logan in Alabama,36 Margaret Charles Smith in Alabama,37a number 
of midwives in Georgia,38 and Mary Francis Hill Coley in Georgia, who apprenticed 
with Alabama midwife Onnie Lee Logan.39 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. Th e passage of these laws “meant that for the fi rst 
time, women who were descendants of slave midwives could not continue their family 
tradition.”40 In 1991, the boards of the American College of Nurse-Midwives and of the 
Midwives Alliance of North America endorsed a document titled Th e Grand Midwife in 
order to recognize and honor the work of granny midwives whose practice had by then 
been legally curtailed.41

“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. Th e 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 
fi lm All 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.

Th e 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 

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.
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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.

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

A huge infl ux 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,42 wrote in 1915: 
“Perhaps nothing indicates more impressively our contempt for alien customs than the gen-
eral attitude taken toward the midwife.”43

Th e 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.44

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 certifi cates from what she considered “worthless” 

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.
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schools of  midwifery or certifi cates from physicians in the United States. Th e majority of the 
500 midwives were from Austria–Hungary (138), Italy (126), Germany (111), and Russia 
(70).45 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,46 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.

Th e 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.” 
Th is underlying principle of the helpful neighbor within her community continued with 
the immigrant midwives. Th e 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. Th e educated 
midwives were proud of their education and disdainful of what they observed as unlicensed, 
uneducated, and unskilled American midwives.47

Th ere were two schools for midwifery in Milwaukee. Th e fi rst, the Milwaukee School 
of Midwifery, was founded in 1879 by Wilhelmine Stein, a German-trained immigrant. It 
closed in 1904. Th e 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 1913.48 Professor 
Borst notes that “midwifery schools in Europe and in the United States relied heavily on phy-
sician cooperation and physician prestige.” Th ese 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.49 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. 
Th e fi rst 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 affi  liated with the school, it was now under the management of physicians. 
Classes were taught in both German and English. Th e 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.” Th e school closed in 1888.50 Th e 
second school was the Missouri School of Midwifery, which opened in 1875 and closed in 
1911 and also off ered a separate course for physicians. Th e third school to open was New-
land’s College of Midwifery, which started in 1886 and closed in 1895. Th e curriculum was 
taught by physicians. Th e 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.51

Th e 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. Th is 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.52

Th e Playfair School of Midwifery was established in 1896 in Chicago and conferred 
a diploma in midwifery. It also conferred a certifi cate in obstetric nursing to “those women 
who did not wish to qualify fully as midwives.”53 Th e midwifery course was 10 months and 
was taught in both English and German. Th e course emphasized that the reputable midwife 
is “not a competitor” to the physician but “sends for the timely help of the physician.”

Th e American Midwife was the fi rst 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. Th ere were a total 
of 12 journal issues from November 1895 to October 1896.54 Th e 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 eff ort to provide midwives with an avenue for staying up 
to date.55

Meanwhile, traditional African American midwives known as “grannies,” the descen-
dants of slaves, were delivering approximately 90% of Black women in the South.56 Because 
of racial prejudice, many of them were impoverished and lacked basic formal education. 
Th ere were also Caucasian “granny” midwives, such as those in the North Georgia moun-
tains57 and in the Ozarks of Southern Missouri, known as “granny women.”58 In California 
and the Southwest, women of Spanish descent, Californiana midwives and Mexican parteras 
(midwives), served their communities in multiple capacities,59 and in Hawai’i and the Pacifi c 
Northwest there were immigrant Sanba midwives from Japan.60

Th e Sanba midwives from Japan were formally educated and licensed state-certifi ed 
midwives in Japan. Th ey 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.”61 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 Act62 was passed and the Gentleman’s Agreement of 
1907 between the United States and the Empire of Japan63 was ended.

Organization of midwives into associations during this time period were all local gath-
erings and none was national in scope. Diff erences 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.”64 Th is 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.”65

Th e only other reference to an organization of midwives in St. Louis was the Scientifi c 
Association of Midwives mentioned in an article by midwife Annie J. Byrns in the Decem-
ber 1895 issue of the American Midwife.66 Th e stated purpose of the Scientifi c Association 
of Midwives was “keeping themselves abreast with the times.” Th e 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, Community, 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. Th e Seattle midwives’ association of Japanese Sanba midwives met monthly 
throughout the 1910s and 1920s and into the 1930s.67 Th e 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. Th ey 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 diff erences, 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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c h a p t e r  T W O

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)1

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, fi rst in Europe and then in 
the United States. A number of interrelated factors mitigated against the ancient profession of 
midwifery. Th ere are roughly three time periods during which events took place that progres-
sively silenced the voices of the diff erent groups of midwives. Th e fi rst voices silenced were 
those of the colonial midwives and midwives of early America and their descendants; then 
the immigrant midwives’ voices were silenced. Th e last voices to be silenced were those of the 
granny midwives, which included the descendants of the African American slave midwives.

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

Th e fi rst 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 
early 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 
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and more manifest, the physician became more and more knowledgeable and developed with 
the times.2 Th e midwife in the colonies was left in the backwash. Exclusion of females from 
education and their lack of standing to aff ect social or political change were not considered in 
the accusations by male physicians about the ignorance of midwives. Th e 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 fl ourished 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.3 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. Th ere 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.4 More specifi c to childbearing, the uterus, tubes, and ovaries were 
rudimentarily described in the 16th and 17th centuries.5 Th e anatomy of the pelvis and its 
measurements was detailed and the mechanisms of labor were identifi ed in the 17th century.6 
Th ese developments in medical science led to an understanding of both normal and compli-
cated childbirth.

Obstetric forceps were fi rst 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. Th e 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. Th e Chamberlens attended English 
royalty—probably because of their forceps. Th eir 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 infl u-
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 Th eory and Practice of Midwifery in 1752. 
He practiced and taught classes in midwifery to more than 900 male physician students in 
London.7

■ 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. Th e threat existed because the ownership and use of obstetric forceps were restricted to 

Varney_25378_PTR_02_21-32_10-22-15.indd   22Varney_25378_PTR_02_21-32_10-22-15.indd   22 10/21/2015   3:57:37 PM10/21/2015   3:57:37 PM



  2: SILENCING THE EARLY VOICES OF MIDWIVES ■ 23

physicians in the 1700s, all of whom were male.8 In her 1760 book, Treatise on the Art of Mid-
wifery, Elizabeth Nihell argued “that the essential obstetric instrument was the female hand.”9

Th ere were midwives in Europe who were writing and actively engaged in practice and 
teaching during this time. Th e 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 fi rst midwife to publish 
a textbook.10 Between 1610 and 1634, she wrote fi ve 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.11 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 eff ort 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 diff erent positions complete with cord and placenta 
to provide “hands on” delivery experience for learning.12 A well-known German midwife, 
Justine Siegemundin, published her book in 1690.13 Jane Sharp, midwife and author of Th e 
Midwives Book; or, Th e Whole Art of Midwifery Discovered fi rst published in 1671, was the fi rst 
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. Th e book gave practical advice as well as knowledge that was current at that time. It 
was a bestseller and became known as Th e Compleat Midwife’s Companion.14 Still diff erent 
from either a textbook o r a book of advice, Catharina Schrader documented in a notebook, 
the record of 3,060 cases she attended as a midwife in Friesland in Th e Netherlands from 
1693 to 1740. She selected 122 of the more complicated cases for her memoirs in which she 
describes her handling of diffi  cult labors and births.15

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 infl uenced 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.

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

It was a diff erent story, however, for men. Th ere 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.16

Historian Irvine Loudon makes it clear that “Th e 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.”17 Th e 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. Th eir studies included anatomy and 
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 midwifery and the use of forceps. Th e 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 off er his patients, which made him the better choice over 
the local midwife. Consequently, women would perceive that what he had to off er was safer 
and a protection against the dangers of childbearing.

Th e 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. Th is 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 confi dence and reliance upon him 
which is of the most essential mutual advantage in all their subsequent intercourse as physi-
cian and patient. [ . . . ] It is 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.”18

■ DEVELOPMENT OF MEDICAL SCHOOLS 
AND THE FLEXNER REPORT

Th e physicians who studied abroad returned home to write books and teach others what 
they had learned. Th ey initially envisioned midwifery as a shared practice between them-
selves as physicians and midwives wherein midwives would attend normal births and doctors 

Man-midwife. This 1793 etching 
is a study of contrasts between  
the male physician and his 
instruments and pharmaceuti-
cals, and the female midwife 
and her comfort measures.
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were to be called in to handle complications19 with the aid of instruments such as forceps. 
Indeed, infl uential physicians practicing and disseminating the new knowledge did not see 
themselves as competitors and established classes in midwifery for both physicians and mid-
wives.20 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.21 
Th e publication in 1800 of the last three lectures of his course of instruction on midwifery 
is considered to be the fi rst textbook on obstetrics published by an American physician.22 
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 to know, but not politic 
for you to practise.”23

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 fi rst course in midwifery in the United States.24 In order 
to provide clinical experience he established a lying-in hospital for poor women.25

Th e short courses did not last long and gave way to the development of medical 
schools—the fi rst of which was founded in 1765. Th e relationship with Great Britain dur-
ing the time leading up to the Revolutionary War (1775–1783) would have had the eff ect 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.26 By 1800, there were four 
medical schools founded in the United States—all of them restricted to males.27 Two of the 
medical schools were developed before the Revolutionary War and two after. Th e war was 
disruptive to this development with one school that “temporarily collapsed on the British 
occupation.”28

In 1848, Samuel Gregory29 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 certifi cate in midwifery. Th ree 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.30

Proprietary (privately owned) medical schools whose academic base was not affi  liated 
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 qualifi cations 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 fi fty stillborn. One hundred and fi fty-fi ve survive today [1910].”31 
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.

Th e 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. Th e number of graduates would be cut in half. Th e reductions would be accom-
plished through mergers and affi  liations 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.32 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.33

■ 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. Th e 
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 
fi rst woman to obtain a degree in medicine in the United States. She subsequently studied 
midwifery in France.34

Th e fi rst 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. Th is was not only the fi rst medical college for 
women in the United States but the fi rst 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.35

Rejected from her eff orts 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 Infi rmary 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. Th en 
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 infi rmary. 
Th e Medical College closed in 1899 because of increased acceptance of women into here-
tofore all-male medical schools and scarce fi nancial resources.36 Th ere 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.37

■ PROFESSIONALIZATION OF MEDICINE 
AND THE SPECIALTY OF OBSTETRICS

Medicine began to organize in the mid-1800s. Th e American Medical Association was found-
ed in 1847. Th e fi rst woman physician was admitted to membership in 1876.38 Th e American 
Journal of Obstetrics and Diseases of Children existed from 1869 to 1919. It was renamed the 
American Journal of Obstetrics and Gynecology in 1920.39 Th e American Gynecological Society 
(AGS) was founded in 1876 and was the fi rst 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 identifi ed 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. Th e 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.40 
Th is history illustrates the professionalization of the medical profession with its national 
organizations and journals, its growing strength and network of infl uential contacts, and the 
increased credibility given the specialization of obstetrics when linked to the surgical specialty 
of gynecologic and abdominal surgery.

Th e continuing fear of death during childbirth by every woman led wealthy women who 
could aff ord 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. Th is 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. Th ese 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.”41 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. Th e economically poor woman who could not 
aff ord 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 benefi t of the knowledge of the male physician.42 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.”43

■ 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.44 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 diffi  cult cases of childbirth.45 Ether was fi rst 
administered to a woman in labor in Scotland on January, 1847 by Dr. John Young Simpson 
who published his experience the same year.46 Within a year physician Walter Channing in-
troduced the use of ether during childbirth to Boston.47 Chloroform was fi rst used for obstet-
ric anesthesia in November 1847. Th e 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.48 Gradually, 
public opinion shifted so that pain relief during childbirth was not only acceptable but desir-
able. Th is 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 scientifi c 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,49 
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.50 Th ere was 
also concern about the safety of the use of either ether or chloroform,51 although reports in 
medical journals varied widely on this subject and were largely anecdotal in nature.52 Th is left 
physicians to rely on their own experience with either drug, which was heavily infl uenced 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. Th ey 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 “suff ering,” “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.”53 Th e 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. Th ey demanded, not requested, that their physi-
cians provide them with ether or chloroform. Th e threat, of course, was that if their demand 
was ignored, they would seek the services of another physician. By 1900, ether or chloroform 
was used in approximately 50% of all physician-attended births.54 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 infl uence of chloroform or ether.”55 Th e 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. Th is led to eff orts to fi nd alternatives.
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c h a p t e r  T H R E E

Silencing the Early Voices of Midwives 
(Late 1800s−Early 1900s)

Th e 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, Catching Babies (1995, p. 1)

Th e second time period when the voices of midwives were silenced occurred during the late 
1800s into the early 1900s. Th is chapter focuses on factors that began the process of silencing 
the voices of the immigrant midwives. Th ese 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.

■ THE “MIDWIFE PROBLEM”

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

But the fi nal and I think more signifi cant 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 unfi t to exercise 
good judgment concerning their own aff airs or the aff airs 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 eff ect blamed for the appalling condi-
tions under which mothers and babies died at that time, when in fact women 
were powerless to control social conditions, and coped as midwives as well as 
they could with circumstances which were largely the product of a  man-made 

Varney_25378_PTR_03_33-56_10-22-15.indd   33Varney_25378_PTR_03_33-56_10-22-15.indd   33 10/22/2015   3:15:30 PM10/22/2015   3:15:30 PM



34 ■  I: EARLY HISTORY OF MIDWIFERY IN THE UNITED STATES  

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.1

Th e “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 suffi  cient clinical “material” for medical student experience. 
Th e “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. Th us, 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. 
Th e responsibility is usually considered to be about equally divided between midwife and 
physician.” Dr. Lobenstine proceeds to enumerate the fi ndings 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, fi lth, 
criminality.” Th en 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.2 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.”3

In 1906, F. 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. Th e survey was conducted in the 
homes of the midwives during which she collected demographics, viewed midwifery diplo-
mas, examined the contents of midwifery bags, identifi ed components of practice, and noted 
the midwife’s personal cleanliness and the cleanliness of her home. She produced a damning 
and infl uential report that in eff ect 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 fi fths 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 defi ne “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, ineffi  cient midwife.”4

Josephine Baker, MD, wrote about another survey of midwives in New York City. 
Th is survey was done through the Division of Child Hygiene (DCH) of the Department 
of Health. Th e 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 fi ndings 
from her survey, the DCH survey reported quite diff erent 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.5 It is dif-
fi cult from these statistics to declare that the midwives of New York as a whole were unclean 
and ignorant.

Th e 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 1911.6 Th ey 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.”7 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 collection8 and it was not until 1937 that statistical information 
published by the Bureau of the Census included data as to the attendant at birth.9

Without the benefi t 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 suffi  cient well-
trained physicians to replace them and then eliminate them. Th e 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).10

Prominent physicians in Baltimore (J. Whitridge Williams11), Boston (Arthur Brewster 
Emmons, 2nd,12 James Lincoln Huntington), Pittsburgh (Charles Edward Ziegler13), and 
Chicago (Joseph B. De Lee14), spoke vociferously against midwives and advocated for their 
abolishment. Th e 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 eff orts 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. Th is 
endeavor was to include education of the public to demand the services of the obstetrician.15 
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: 
“Th e 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 
confi nement and encouraging them to enter a maternity hospital when possible.”16 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: “Th e obvious answer is by legislation. But we know by experience that in 
America legislation without public sentiment behind the law is absolutely futile.”17

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 F. 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 . . . .” Th e low status of the obstetrician was refl ected 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.”18

Th e 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 fi eld 
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.”19 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 . . . .”20

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. Th e 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.”21 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 unjustifi able risk of infection.”22 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 eff orts 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.23 Four years later he stated, “We have just begun to understand what an obstetrician 
is, and he is much more than a man-midwife.”24

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. Th ey saw that for their fi eld 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. Th ey 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. Th ey also recognized the need to vastly improve 
the education of medical students in obstetrics.

In view of Dr. Williams’s fi ndings, physicians were genuinely concerned about having 
suffi  cient 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. Th is 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 
1911.25 Dr. Emmons contrasts the fi nances 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 suffi  cient 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 fi nanced by what the cases would have paid 
their midwives.26 “It is, at present, impossible to secure cases suffi  cient 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 suffi  cient 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.”27 Th e 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.”28
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■ 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. 
Nicholson29) 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. Th ey advocated for the education, regulation, and su-
pervision of midwives.30 As stated by Dr. Edgar, “Th e gist of the matter is, that since, for the 
moment the midwife cannot be eliminated, she must be educated, licensed and supervised.”31 
He was supportive of the Bellevue School for Midwives in New York City.32 Th e idea was to 
use legislation, rules, and regulations fi rst 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.”33 Th irty-fi ve 
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.”34 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.  . . .”35 Two states, Massachusetts and Nevada, “had requirements same as for 
degree of MD” and Nebraska simply did not recognize midwives.36

New York City provides a case study of the eff ect 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. Th ese included annual registra-
tion, literacy, cleanliness, restrictions of practice, and specifi cations 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.37 Th e underlying concern by public health-minded nurses and obstetricians was 
for the mostly desperately poor immigrant populations living in overcrowded, noisy, fi retrap 
tenement conditions without running water or electricity and outhouses for toilets.38 Criti-
cally important was that all midwives had to register every birth. Th en 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. Th e only 
school recognized was the Bellevue School—so this quickly dropped the number of midwives 
as those trained in Europe or who held “useless” certifi cates 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.”39

Massachusetts provides a case study of the eff ect 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. Th e 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 eff ect stated that midwifery 
was the same as obstetrics.40 Th is suited Drs. Huntington and Emmons of Boston just fi ne. 
Th ey touted eff orts 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.41 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.  . . .”42

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.43 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. Th e complaint was that she refused to 
comply with the law.44

Th e 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 clarifi ed by the 1907 ruling.45

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. Th is 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. Th e 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. Th e cards from the census were then matched with the birth certifi cates and offi  cials 
were able to identify that midwives were still in practice. Th en in 1914, the midwives in 
Lawrence were prosecuted for practicing medicine.

Th e midwives had several surreptitious means of clandestine practice. One was to not 
sign the birth certifi cates. Th is had the eff ect 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 certifi cate in without a signature; 
sometimes they had a cooperative physician sign it after the fact; sometimes they had the 
father sign it. Th e 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. Th is 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 certifi cates 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 offi  cer 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.”46
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Missouri represents an example of continuing legislative eff orts by physicians over time 
to control midwifery. Midwives were fi rst mentioned in an 1895 law requiring that any sign of 
infection in a newborn’s eyes be reported to a physician. Th e fi rst law in Missouri that required 
licensure and regulation of midwifery practice under the State Board of Health was passed in 
1901. Th e 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 specifi cally 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.”47 
Th is 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 redefi ned mid-
wifery as the practice of medicine.48 Certifi ed Nurse-Midwives (CNMs) have practiced since 
1978 under a nurse practice act. Th e early practice of nurse-midwives, however, was limited to 
women who could not aff ord 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 
fi nancial criteria.49 Th is had a detrimental eff ect 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.50 After 
not admitting students in 1982 and 1983,51 the program closed in 1984.52 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).53

Current law, promulgated in 1993, (a) requires a collaborative relationship with a phy-
sician with mandatory review of cases, (b) enables prescriptive authority as specifi ed in the 
collaborative agreements with the collaborating physician, (c) provides for third-party reim-
bursement, but (d) disallows membership on a hospital medical staff .54 In 2007, Missouri 
passed a law addressing numerous health issues as well as legalizing midwifery for CNMs, 
Certifi ed Midwives, and Certifi ed Professional Midwives in accordance with the 1993 speci-
fi cations for practice. Th e 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 fi led suit to invalidate the section of 
the law that would allow legal midwifery practice in the state. Th e 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.”55

■ 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.”56
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Carolyn Conant Van Blarcom was one of the fi rst voices to advocate that nurses, particularly 
public health nurses, be trained in midwifery. Th e Committee on Resolutions for the Section on 
Nursing and Social Work of the American Association for Study and Prevention of Infant Mortal-
ity submitted fi ve resolutions during the second annual meeting of the Association in 1911. All 
were adopted except Resolution IV concerning Midwifery: “Resolved, Th at the nursing profession 
be asked to extend its fi eld 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.57

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 off er women “careful, clean, trained” people.58 
Carolyn Hedger, a physician from Chicago, opposed the resolution with the argument, 

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 fi rst 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.
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“that the  practice of midwifery necessarily involved diagnosis and that for a nurse to diag-
nose is unethical and unwarrantable.”59 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.”60 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.  . . .”61

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. [ . . . ] Th e midwife 
should not vie with the doctor, but should be rather a competent visiting nurse 
who will attempt 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 off ered 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 
eff ort is made to increase the effi  ciency 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.62

In 1914, Carolyn Conant Van Blarcom, RN wrote that “Th e midwife [ . . . ] should be 
a competent visiting nurse with midwife training, who would be permitted to conduct only 
normal deliveries. [ . . . ]”63 Th e person who is credited with fi rst 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 1914.64

■ THE BELLEVUE SCHOOL FOR MIDWIVES

While the debate roiled on, reality and practicality prevailed in New York City and it opened 
the “fi rst School for Midwives in the United States under municipal control.”65 Th is was 
the Bellevue School for Midwives, which opened in July 1911. Th e administrative structure 
of Bellevue and Allied Hospitals included the administration of the schools. Th e 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 fi ve boroughs of the city. Th erefore, the Bellevue School for Midwives was 
under “municipal control” and major funding came from the municipal government. Th ere 
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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 fi ve-borough plan. Th e founder of the Bellevue Hospital School 
of Nursing in 1873 was philanthropist and social reformer Louisa Lee Schuyler. Th e General 
Superintendent of Training Schools and General Director of the Schools of Nursing at Bel-
levue and Allied Hospitals was Clara D. Noyes, RN.66 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.”67 She 
appointed the Supervising Nurse in charge of the Bellevue School for Midwives.68

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 
infi rmary in a New York City almshouse. Th is is the underpinning for its claim as being 
the fi rst hospital in the United States. Websites contain a long list of “fi rsts” at Bellevue 
Hospital.69 Th e list begins with noting that in 1799 the fi rst maternity ward in the United 
States was established at Bellevue. Th is was where Valentine Seaman taught his classes on 
midwifery.70 While the list includes innumerable references to fi rsts both in medicine and in 
nursing and the founding of both the School of Medicine and the School of Nursing (the 
fi rst school of nursing in the United States patterned after the School of Nursing established 
by Florence Nightingale at St. Th omas Hospital in London, England),71 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. Th e 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 fi rst 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 (fi rst-generation Americans), married with families, and spoke at 
least two languages and understood the cultures of at least two countries.72

Carolyn Conant Van Blarcom, RN, planned the course curriculum.73 Th e course 
lasted 6 months for the fi rst 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.74 Th e cur-
riculum emphasized a thorough knowledge of the midwife’s limitations.75 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.76

Th ere 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 delivery77 or 
“parturients with minor complications, such as persistent breech in a multigravida without 
evidence of cephalo-pelvic disproportion”78; 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.”79 
Th ere 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 effi  cient clinical experience for medical students and to access what 
physicians had to off er 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 effi  cient 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 off er.

■ “TWILIGHT SLEEP”

Th e 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. Th e 
Freiburg method of painless childbirth kept the woman in a sleep–wake condition, which 
was termed Dammerzustand or Dammersdchlaf and translated into English as “twilight sleep.” 
Th e 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. Th e 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. Th us, as far as she was concerned, she had had a 
painless childbirth.

Th e 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). Th e hypodermic syringe had recently been developed, which enabled 
the drugs to be given by injection.80 Unlike ether or chloroform, these drugs were able to 
produce the desired eff ect without aff ecting muscle function. A woman would be given an 
injection of scopolamine and morphine when the woman fi rst 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.81

In 1914, physician Henry Smith Williams in his book on twilight sleep82 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. Th e lying-in department 
of the hospital had a yearly average of three births a day and was divided into four classes 
ranging from “fi rst-class” patients giving birth in private rooms to “open wards,” which was 
most likely for “fourth-class” patients. Th e 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 diff erence in success: “Th is 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 eff ective 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.”83

Taking care of women who were having twilight sleep was labor intensive and required 
elaborate staffi  ng 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. Th e restraints were padded, often with 
lambs’ wool; otherwise her skin would be rubbed raw from fi ghting 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.84 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. Th ey 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. Th e 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 fi rst used in Freiberg, Germany, in 1910, it did not come 
to the United States until 1914. Th is was not fast enough for women who had heard about 
painless childbirth and there were those who went to Freiburg to give birth. Th ese women 
were most likely in the fi rst-class private room accommodations and had successful experi-
ences. Th ey were enthusiastic promoters of the method. In June 1914, McClure’s Magazine 
published the fi rst of three articles extolling the virtues of twilight sleep. Th e authors of the 
fi rst article reported that 3,600 records of 5,000 cases at the Freiburg Frauenklinik had been 
analyzed and two conclusions reached: “First: Th at 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 scientifi c value in obstetrics. Second: Th at 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.”85 Th ey 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. Th e 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.86 Th e 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 fi rst injection.

Th e second article appeared in McClure’s Magazine 4 months later with a prefacing 
comment by the magazine that the fi rst article attracted more attention than any other 
article ever published in McClure’s. 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 indefi nitely post-
poned as “Dr. Kronig is a reservist in the German Army and Dr. Gauss is a member of 
the German Aeroplane Corps.”87 Th is 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. Th e authors state that they 
will answer this question and “show that women alone can bring Freiburg methods into 
American obstetrical practice.”88 Th ey 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.”89

Th e 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. Th e latter is described as “a long nightmare” in which a woman “feels bound 
hand and foot, held down and unable to fi ght for herself.” One mother describes her semi-
narcosis as follows: “Th ere may not have been so much pain. But the sense of helplessness that 
I had seemed worse than full consciousness and ability to fi ght for myself.”90 Th e authors of 
the article further point out that in twilight sleep all the woman knows about are the fi rst two 
injections and none of the disagreeable elements of inhalation anesthetics: the paraphernalia, 
the odor, the mask, and the feeling of suff ocation. Th ere is a description of the process of twi-
light sleep but it is no more accurate or detailed than in the fi rst article as no outsider is pres-
ent during the “sleep” itself.91 Th e fi nal paragraph of the article is as follows: “Th e 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 eff ective competition of free painless wards.”92

Th e eff ect of these two articles was enormous. Th e 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.93 Th e 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. . . . Th e facts are that this method has been thoroughly investigated, tried 
and found wanting, because of the danger connected with it.” Th ey 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.” Th en follows information about the dangers individually of morphine and of 
scopolamine. Th e response ends by the editors saying: “Th e 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.”94

Th is, 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 eff ect 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 chafi ng at restric-
tions placed on them and many were active in the Progressive Movement of the late 1800s 
to the early 1900s, were suff ragists, and were active in what is now known as the fi rst wave of 
the feminist movement. Th e National Twilight Sleep Association was founded in 1915 and 
included journalists, suff ragists, feminists, and women physicians determined to have con-
trol of their childbirth experience and to make twilight sleep available to all women.95 Th ey 
organized rallies in department stores in major cities and made sure they had media coverage. 
Th ey kept the issue in the forefront of newspapers and women’s magazines.96 Physicians were 
blamed for cruelly withholding pain relief from women during childbirth.
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Th e last article on twilight sleep in McClure’s magazine was published in April 1915.97 
Th e 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. Th ey quote a number of physicians who were now using it. Th e 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.98

Th e 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 fi rst) to con-
tain both morphine and scopolamine. In an eff ort 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.99 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.100 Th ird, physicians devised other tests for ascertaining the state of 
forgetfulness a woman has. Th e 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.”101 In eff ect, 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. Th is suited the physicians just fi ne 
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. Th is 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.102 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 fi rst became available, 36.9% of births took 
place in the hospital.103 What the women could not have known was that in fact they were 
losing control of their childbearing experience.

Th e hospital was not the domain of childbearing women. Th eir 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 fi eld). 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. 
Th is was recognized by obstetricians who noted that “anesthesia gave absolute control over 
your patient at all stages of the game. . . . You are ‘boss’.”104 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.

■ 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. Th e 
fi rst 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. Th ree 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-
fi liated 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).105 Th e fi rst issue of the American Journal of 
Nursing was in 1900. Th e fi rst legislation for registration of nurses was enacted in four states 
in 1903 and the NLNE released the fi rst Standard Curriculum for Schools of Nursing in 1917.

Th e National Organization for Public Health Nursing was founded in 1912. Th ere were 
1,092 associations with visiting nurses on their staff s.106 Lillian Wald was the fi rst 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).107

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. Th e 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. Th is became the Committee on Infant Welfare of which she was 
Chair.108 Th is 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: Th e 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: Th is 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: 
Th at midwifery be recognized as a branch of visiting nursing work; Th at 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 infl uence 
and lending their aid toward raising the status of the profession of midwifery; and 
Th at 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.109

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. “Th is 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.”110

■ 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 identifi able body of knowledge could be specifi ed, 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 fi rst 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 offi  cially recognizing them as a professional group?,”111 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.

Th e 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. Th e 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.112
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c h a p t e r  F O U R

Silencing the Early Voices of Midwives 
(Late 1910s−Mid-1940s)

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

—Charlotte G. Borst, Catching 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 fl ow 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 fi nally 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. Th e 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.  . . .”1 Th e 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. Th ese problems, coupled with confl icts 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 WWI.2 Th is major change in immigration policy 
after WWI aff ected both the number of immigrant midwives and the number of births 
they attended and therefore aff ected the statistics cited in the literature of the two peri-
ods of time.
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■ CLOSURE OF THE BELLEVUE SCHOOL FOR MIDWIVES

Th e Bellevue School for Midwives closed in 1936. Th ere were a number of factors that led 
to its end. Th e offi  cial 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 
superfl uous” and he instructed the medical superintendent of the school to end enrollment.3 
Although the services provided by the Bellevue School for Midwives were still in demand 
when the school and its clinical facilities were closed,4 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 1934.5 Even though these numbers indicate a decline in midwifery attended births, 
“Th e 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.”6

Th ere may have been other reasons for closing of the school: failure of funding, which 
would have resulted from determination that the school was superfl uous; changes in person-
nel in key positions in the city and at Bellevue who were not as committed as those who were 
infl uential in the founding of the school; the eff orts 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 fi rst-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 fi nd the problem of the midwife fully, freely and most intel-
ligently discussed, but, invariably, such discussion has to do with its eff ect on the 
respective professions, the physician contending it is his fi eld, 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.7

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.”8

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”9 and that for the fi rst time in published form he defi ned “the role of the municipality in 
the care of the middle income parturient.”10 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 Mortality. Th ese were the physicians who wanted the patients of 
immigrant midwives for their own use in medical education and economics. Th is would also 
put the midwives out of competition. Dr. Tyndall writes that an unidentifi ed source active 
“in the fi eld 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.11

■ RESTRICTIVE LEGISLATION

Restrictive legislation was the most eff ective tool in silencing the immigrant and granny 
midwives. Th e early eff orts and their eff ectiveness are detailed in Chapter 3. Th e 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:

[ . . . ] Th e history of all reforms will show the diffi  culty 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.12

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 effi  cient women. Th is method may be also carried in the 
course of years to the point of practical abolition. Th e 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.13

Indeed, educational restriction combined with laws mandating registration and regula-
tion is exactly what happened. Th e 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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Th e 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 1923.14 She reported that 
36 states require registration with the state board of health, the local registrar, or the local 
health offi  cers; 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-
tice”15 and that 18 health departments decided that “trained, licensed and supervised mid-
wives should be provided at least for rural communities.”16 She describes various methods of 
instruction and class content usually given by public health nurses and/or a physician health 
offi  cer and reports that 10 states have so many midwives as to warrant the employment of a 
supervisor of midwives.17 Th is supervisor was frequently a public health nurse. When there 
began to be schools for nurse-midwives, the supervisor was often a nurse-midwife.

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 eff orts 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 eff orts to 
educate, regulate, and reform.”18 Dolly Byrd describes the motivation and methods used 
by physicians and public health offi  cials 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. Th is provided a mechanism for eliminating very elderly midwives 
and those who failed to comply with regulations, standards of cleanliness, and attendance 
at classes.19 Th e Sheppard–Towner Act was instrumental in enabling South Carolina to 
develop their program of supervision, licensure, and education of granny midwives. Th e 
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 specifi cally recruited to work 
with the granny midwives in the fi eld 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. Th e Midwife Institutes and 
monthly classes were taught by physicians, public health nurses, and at least two nurse-
midwives: Laura Blackburn and Maude Callen,20 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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■ THE CONTINUING MOVE INTO HOSPITALS

Th e continuing move into hospitals was infl uenced 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. Th e hospital was the bailiwick of physicians where they, and thus 
their patients, had access to anesthesia and surgical instruments. Th e 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 Th e Joint Commission, was fi rst fi eld tested in 
1918 with on-site inspections and found that only 13% of hospitals that were inspected 
met ACS standards. Th is had improved to 93% by 1932.21 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. Th e 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 signifi cantly 
during the 1920s. Prepaid hospital service plans grew during the Great Depression. Th ese 
plans consolidated into Blue Cross under the auspices of the American Hospital Association. 
America’s fi rst “Blue Cross baby” was born on December 27, 1933.22

Th e reports of “Affi  liated Societies” during the sixth annual meeting of the American 
Association for Study and Prevention of Infant Mortality in 1915 refl ect 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 off ering free 
beds. Th e prejudice against hospital care is being broken down slowly through the 
infl uence of the various visiting nurses.23

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.24

Th e inspection of midwives in New York State, excepting New York City, Buff alo, 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 offi  ce.25

Th ese reports refl ect the move of childbirth into the hospitals that was already in prog-
ress (see Chapter 3). Th e 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, fi rst 
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. Th is also facilitated desperately 
needed obstetric experience for medical students (see Chapter 3).

Th ere 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.”26 As nurse-midwife and historian Sally Austen Tom 
points out, however, this lack in improved statistics predates antibiotics, refi nements 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.27

Th ere 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:

Th ey didn’t go to the doctor at the time. Th ey went to the hospital—for nothing! 
Th ey went to the hospital, and they paid nothing. Or a few dollars.28

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 aff ord the twenty to twenty-fi ve dollars charged by the 
midwife, women would attend the hospital dispensaries, where they paid only twenty-fi ve 
cents per visit. Th ey could then enter the hospital when they were in labor and pay nothing 
for their care if they were truly destitute.”29

Many women could not fi nd, or have the fi nances 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 off er 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 infl uenced. Th ese included that “germs at home 
were thought to be unsafe for birth” while the hospital was pictured as “a superclean, germ-
free place, safer than the home.”30

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. Th e percentage of midwife-
attended births declined from 50% to 15% between 1900 and 1930.31 In 1935, 36.9% of 
births were in the hospital. Th at fi gure more than doubled in less than a decade (78.8% in 
1945 at the end of WWII) and was 88% by 1950.32 In 1939, half of all women and 75% 
of urban women were giving birth in the hospital.33 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.34 Th e 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.

Th e 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. Th e 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. Th is 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. Th is 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 fi nancial assistance.35

■ SILENCING THE IMMIGRANT JAPANESE SANBA MIDWIVES

Th e contribution of the move into hospitals is evident in the silencing of the Sanba mid-
wives. Four factors put the immigrant or fi rst 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.36

Th e restrictions on Japanese immigration in 192437 resulted in a lower Japanese birth 
rate on the West Coast. Historian Susan Smith notes that “most Japanese immigrants arrived 
on the Pacifi c 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.”38 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.39 Particularly after incarceration in the internment 
camps, Nisie Japanese wanted to “be,” “look,” and “do” like mainstream Americans and this 
included childbearing practices. Th e Sanba midwives were considered to be out of date and 
too traditionally Japanese with their home-birth practices.

Th ere were diff erences in the treatment of midwives in Hawai’i as compared to the 
West Coast, in part because of population diff erences. 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.40 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 fi rst supervisor of midwives. Th eir fi rst 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 fi rst nurse-midwife.41 
According to Dr. Smith, “public health offi  cials in Hawai’i believed that physicians should 
replace midwives, but until they did, midwives should be adequately licensed, educated, and 
supervised.”42

Th e Sanba Japanese midwives in Hawai’i and on the West Coast had diff erent experi-
ences during WWII. 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. Th is made getting 
to laboring women diffi  cult, if not impossible. Even though Alice Young interceded for the 
midwives with government authorities and made valiant eff orts on their behalf, her eff orts 
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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. Th ose 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.43 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 diff erent experience 
than their counterparts in Hawai’i, the eff ect 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. 
Th is 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. Th ere were severe staffi  ng shortages of physicians 
and nurses throughout the camp hospitals. Despite staffi  ng 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.”44 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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71

c h a p t e r  F I V E

Nursing Roots

But why should midwives be ignorant? And why [ . . . ] should not this branch, 
midwifery, which they fi nd no one to contest against them—not at least in the 
estimation of the patients—be the fi rst ambition of cultivated women?

—Florence Nightingale, Introductory Notes on Lying-In Institutions (1871)

■ 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.1 Miss 
Nightingale defi ned a midwife as “a woman who has received such a training, scientifi c 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 defi ned 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.”2 Two points stand out in these 
defi nitions. 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 defi nitions, 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.3

Florence Nightingale’s name was invoked in an editorial in the Public Health Nurse 
Quarterly addressing publication of “Th e Nurse-Midwife” by physician Fred J. Taussig. In this 
editorial, Public Health Nurse Carolyn Conant Van Blarcom wrote: “Th e further we go with 
our work, the more we realize the truth of Miss Nightingale’s assertions—that  midwifery was 
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logically a branch of visiting nursing.”4 Miss Van Blarcom does not reference her remark but 
it is clear that she has modifi ed Miss Nightingale’s defi nitions to serve her own purpose. Th us, 
from the beginning of what evolved as the nurse-midwife in the United States, midwifery 
practice was limited and defi nitions 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 defi nition of a midwifery nurse 
but not that of a midwife.

■ 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. 
Th is was followed by organizations without a religious affi  liation. Th en came autonomous 
visiting nurse associations, which were combined eff orts of nurses and private citizens who 
provided the fi nances 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).5 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. Th omas Hospital in 
London, England.6

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. Th e progressive reform movement tried to address these issues.7 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 fi rst of nearly 300 milk stations that 
provided clean, pasteurized, healthy milk for free and signifi cantly reduced infant mortality.8 
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. Th is 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. Th is expanded role was 
developed and demonstrated with the Henry Street Settlement founded in 1893 by nurses 
Lillian Wald and Mary Brewster. Th ey approached their work from the viewpoint of working 
and living within the neighborhood and working with community leaders for the develop-
ment of programs.9 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 fi nding more the domain 
of public health nurses in public agencies.10
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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. Th is 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. Th e 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.11

Th e 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. Th e 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.12

Public health nursing was considered the crème de la crème of nursing at the turn of 
the twentieth century.13 Although the “fi rst university course for graduate nurses preparing 
for work in public health opened” in 1910 at Teachers College, Columbia University,14 it was 
in 1913 that Mary Adelaide Nutting, the fi rst 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.15 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 seeking 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 Sue 

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,16 which was set in the Henry Street Nursing Service and Cherry Ames, 
Visiting Nurse,17 which was set in the New York Visiting Nurse Service.

■ 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. Infl uencing 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 
fi nally took hold.”18 Th e 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.

■ CHILDREN’S BUREAU

Th e idea of a children’s bureau was fi rst suggested by Lillian Wald in 1903.19 In 1909, Presi-
dent Th eodore Roosevelt convened the fi rst White House Conference on Children. Th is 
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.20 It was fi nally passed in 1912 and signed 
into law by President William Howard Taft.

Th e fi rst action undertaken by the Children’s Bureau was to study infant mortality, 
a task never undertaken before. Th e infant mortality rate in 1913 was approximately 124 
per 1,000 live births. Th e results of the study “showed that the greatest proportion of infant 
deaths resulted from remedial conditions existing before birth.”21 Next, the Children’s Bureau 
studied maternal mortality based on the premise that “infancy could not be protected with-
out the protection of maternity. Th e means for this protection lay in the instruction of the 
mother, supervision before the birth of her child, and suitable care during confi nement.”22 
Th rough these studies, the Children’s Bureau identifi ed 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. Th e fi rst 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. Th ese pamphlets were designed to educate mothers in 
basic principles of hygiene, healthy living conditions, nutrition, and childrearing.23
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■ 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 fi rst 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.24 Th e Visiting Nurse Association of Chicago began instruction 
of pregnant women in 1906.25 Dr. Josephine Baker began organized prenatal care in New 
York City in 1907 using “teacher-nurses.”26 Th e District Nursing Association of Buff alo be-
gan in 1909 to instruct pregnant women.27 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.28 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.29 Numerous private agencies, as 
well as federal, state, and local governmental agencies, underwrote the work of the public 
health nurses in maternity care, specifi cally 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.30 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.

■ 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. Th is 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. Th e fi rst 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. 
Offi  ce space was shared with the Henry Street Visiting Nurse Service.31

Th ere was close collaboration between MCA and the Henry Street Visiting Nurse Ser-
vice. Th is 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. Th is 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.32 Anne Stevens, 
RN, Director of MCA, detailed the care provided by the MCA public health nurses, includ-
ing door-to-door case fi nding 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.).33 Th e pregnant women were grouped into four categories 
based on their arrangements for birth of their babies. Th e 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. Th e 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. 
Th e 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.”34

Th is 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. Th e 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. Th ese included teaching materials and exhibits for mothers’ classes.35 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 “Th e 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. Th ere is a 
tendency in these days . . . for certain nursing groups or for welfare organizations to enter the 
socio-medical fi eld with far too little medical advice.”36

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). Th e title of his address was “Th e 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.”37 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 defi ning 
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 fi rst to promote them becoming 
nurse-midwives.38 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. Th e 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.”39

■ PUBLIC HEALTH NURSES AS MIDWIVES

Th ere 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).40 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.41

A 1925 editorial in Th e Trained Nurse and Hospital Review addresses two issues of reluc-
tance to support public health nurses taking on midwifery. Th e 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). Th e fi rst 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 qualifi cations.’ ” Th e 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.”42 Both the physician argument of greater qualifi cations for the 
same functions and the eff ort 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 qualifi cations was the diff erence 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.

Th e 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. Th e hours are inconvenient and the nursing diffi  cult.” 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.” Diffi  cult 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 benefi t considerably 
by the experience.” Miss Muldowney and Miss Tansey identifi ed 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 fi ll a great need, and their 
unwillingness to give their services for as small a fee as does the midwife.”43

It is interesting to note that, in an article written by MCA general director and public 
health nurse Anne Stevens, titled “Th e 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.44 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 off er a course in practical obstetrics which would prepare graduate 
nurses to practice midwifery.”45 Eff orts 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. Th e 
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.46 Th e 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 aff ord them.”47

■ SHEPPARD–TOWNER ACT

Public health nurses were signifi cant in the implementation of the Sheppard–Towner Act. 
Th e Sheppard–Towner Maternity and Infancy Protection Act, the fi rst social welfare legisla-
tion in the United States, was passed by Congress in 1921 and administered by the Chil-
dren’s Bureau.48 Fierce opposition came from organized medicine. Th e 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.”49 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 suff rage as socialism and communism.50 Th e 
bill, initially  introduced in 1918 by Jeanette Rankin, the fi rst female member of Congress, 
was fi nally 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.51

Th e Act authorized an appropriation of $1,480,000 for fi scal 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.52

Th e 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. Th e states that did not participate were Illinois, Connecticut, and Massachusetts. 
Massachusetts brought suit on the basis that provisions in the Act were unconstitutional. Th e 
compromise for extending the appropriations for the bill from 1927 to 1929 was that repeal 
would be automatic on June 30, 1929. Th e opposing forces prevailed against all eff orts to 
preserve the legislation and members of Congress were no longer frightened of a woman’s 
voting bloc.53

Th e bulk of the work of the Sheppard–Towner Act was carried out by public health 
nurses. Th e 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. Th ere had been a decrease in both mater-
nal and infant death rates.54 Th e 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.55 Federal monies for maternal and 
child health did not resurface until passage of the Social Security Act in 1935.56

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.57 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 fi rst the immigrant 
midwife and later the granny midwife.
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c h a p t e r  S I X

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

Rugged, diffi  cult 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?

—Mary Breckinridge, CM, Wide Neighborhoods (1981, p. 306)

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.

■ FRONTIER NURSING SERVICE 

Mary Breckinridge founded the Kentucky Committee for Mothers and Babies in 1925.  
Th e name changed to the Frontier Nursing Service (FNS) in 1928 through a change in its 
articles of incorporation. Th us, FNS dates its history back to 1925.1 Raised in privileged cir-
cumstances gave Mary Breckinridge a wealth of experiences and contacts that infl uenced her 
eventual direction in life. Personal losses, including those of her own beloved children, led 
her to make a commitment to alleviate the suff ering of children and specifi cally to improve 
the lives of children in Appalachia. She prepared herself professionally by fi rst 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  
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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 Blarcom2 
(see Chapter 3) and friendship with Adelaide Nutting at Teachers College, Columbia 
University.3

Mary Breckinridge’s plan was to establish outpost nursing centers staff ed by nurse-
midwives with a medical director located at a small, local hospital in rural Appalachia. Th e 
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 infl uential people, family friends, and contacts, 
throughout the United States.4

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.

Varney_25378_PTR_06_83-102_10-22-15.indd   84Varney_25378_PTR_06_83-102_10-22-15.indd   84 10/22/2015   5:57:30 PM10/22/2015   5:57:30 PM



  6: THE NURSE-MIDWIFE STARTS PRACTICING ■ 85

Th e FNS studies done by the Metropolitan Life Insurance Company were the fi rst sta-
tistical evidence of the eff ectiveness 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.”5

Th e Carnegie Corporation set up a statistical system by which records were kept. Th ey 
were tabulated by statisticians from the Metropolitan Life Insurance Company. Th e results 
showed unequivocally that the FNS maternal and infant mortality rates were signifi cantly 
lower than those in the United States for the same period of time. Th is was even more 
remarkable in that the births were occurring in mostly primitive homes.6 Th e maternal mor-
tality rate from 1925 to 1951 was 9.1 per 10,000 live births. Th is 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.7 Th ere 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.

Frontier Nursing Service nurse-midwives on horseback.
Photo courtesy of the Frontier Nursing Service Archives.
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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.

■ LOBENSTINE MIDWIFERY CLINIC

Th e 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. Th e APSM was the creation of the Maternity Center Association (MCA) in 
New York City (see Chapter 8). Dr. Lobenstine had a very fi ne 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.9 After his 
death, the determination of the members of the APSM and the fi nancial 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 1931.10
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Dr. Ralph Waldo Lobenstine, c. 1930.
Photo from the personal collection of 
Helen Varney Burst.

Pregnant women awaiting prenatal 
care at the Maternity Center 
Association, c. 1930s.
Reproduced with permission of Childbirth 
Connection Programs, National Partnership 
for Women & Families.

Th e 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.
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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.11 Cutting an episiotomy and performing repairs were 
not part of the curriculum for nurse-midwives at that time.

Th e patients were fi rst 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. Th e fi nal obstetrical examina-
tion at 6 weeks postpartum was by the physician. “Th e 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.”12 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). Th e 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.13 All Lobenstine Midwifery Clinic maternal deaths were before 
1939 and the advent of antibiotics.14

Th e purpose of the Lobenstine Midwifery Clinic was to have a “well supervised mid-
wifery service [that] could be used to teach midwifery to qualifi ed public health nurses so 

Maternity Center Association mothers and children in class, c. 1930s.
Reproduced with permission of Childbirth Connection Programs, National Partnership for Women & 
Families.
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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.”15

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

Th e history of nurse-midwifery in the United States fi nds nurse-midwives practicing in all 
birth settings. Th e 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. Th e 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. Th e Tuske-
gee School of Nurse-Midwifery in Alabama had a home birth service. Th e 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. Th e 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 fi elds. 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 diff erent 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. 
Th irty-two percent were hospital based as staff  nurses, head nurse in a delivery room, obstet-
rical supervisor, or director of nurses. Th irteen percent were teaching obstetric nursing and 
5% were an undefi ned “other.”16

Th ere were at least 18 graduates of the Manhattan Midwifery School. Approximately 
half went into mission fi elds; fi ve 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.17

Th e MCA School of Nurse-Midwifery graduated 320 students between 1933 and 
1959 using the services provided by the Lobenstine Midwifery Clinic.18 In 1955, MCA 
published a book detailing 20 years of graduates from 1933 to 1953. In those 20 years, 
there were 205 graduates. Th eir job positions included employment as consultants in public 
health at federal, state, and local agencies. Th ese nurse-midwives were often in positions of 
advocating for the use of nurse-midwives in federal projects, for example, Margaret Th omas, 
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 fi elds in 24 foreign 
countries.19 Th e fi rst 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.20

Many of the graduates of the FNS school had chosen the Frontier School for prepa-
ration as midwives for missionary work. Th e goal of the Frontier School was fi rst to fulfi ll 
FNS staffi  ng 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.21

Th ere were 31 total graduates from the Tuskegee School of Nurse-Midwifery from 
1941 to 1946. Th e work of 10 of these 31 graduates is known. Th ese 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.22

Th ere 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). Th e 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.23
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Th e CMI School of Nurse-Midwifery graduated 70 nurse-midwives from 1945 to 
1962. Approximately half of these graduates practiced midwifery in mission fi elds 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.24

A number of the early nurse-midwifery graduates worked with “granny” midwives in the 
southern United States. One example includes two Lobenstine/MCA graduates25 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.” Th e 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. Th e program was enormously eff ective 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.26

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-
certifi ed midwives who met requirements, and reduced both maternal and infant mortality.27

Another example was in Alabama where in 1933 one of the fi rst graduates of the Loben-
stine/MCA School of Nurse-Midwifery, Margaret Murphy,28 became advisor in the Midwife 
Control Program of the Alabama State Department of Health. Th e Alabama State Depart-
ment of Health was addressing the “supervision and education of the ‘granny’ midwives and 
gradual elimination of those who were unteachable.” Th ese activities eventually led to the 
establishment in 1941 of the Tuskegee home delivery service and School of Nurse-Midwifery 
with Lobenstine/MCA graduates. Th e statistics of the school and its related service showed 
dramatic decreases in maternal and fetal death rates.29

At least two nurse-midwives are identifi ed 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,30 who was the midwife supervisor who oversaw a cadre 
of public health nurses whose purpose was to assist and educate granny midwives. Th e other 
nurse-midwife was a 1943 graduate of the Tuskegee School of Nurse-Midwifery, Maude 
 Callen,31 who taught in the Midwifery Institutes conducted at Penn School in the South 
Carolina Low country for the education and certifi cation of local granny midwives. Subse-
quently, Maude Callen continued lay midwifery education programs in Berkeley County and 
established maternity clinics housed at local churches.32 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 1989.33

A history of midwives in Georgia written by Ruth B. Melber, RN,34 and Elizabeth 
S. Sharp, CNM,35 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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Certifi ed 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.

Maude Callen going to a home birth with bag and lantern.
Life magazine photographer W. Eugene Smith.
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term for granny midwives in the Georgia literature) and in public health nursing involvement 
with the development of nurse-midwifery.36 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 staff ed 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.

Th e next two nurse-midwives into Georgia were in 1946 and 1947 and were also FNS gradu-
ates, Hannah Mitchell37 and Marian Cadwallader. Th ey 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 
supervisors was the making of the prize-winning documentary fi lm All My Babies in 1952.38 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 fi lm. She ended up with 125 teaching 
items to be incorporated either into the script or visually in the fi lm and got them all in.39 Hannah 
Mitchell also writes in her letter about being on location (all in Georgia) for the 2.5 months of fi lm-
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 
fi lm maker George C. Stoney with photographer Robert Galbraith.40 Professor Lynne Jackson41 
wrote the production history of the planning, fi lming, and initial distribution of the fi lm. She 
describes in painful detail the conditions of fi lming for a Black cast and a White largely Northern 
fi lm 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 fi lm, as saying: “that not only were 

Miss Mary Coley in a clinic with a teen in the fi lm 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 fi lm 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 fi lm 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 fi lm also involved the 
‘glorifi cation’ of a fi gure [the midwife] . . . whom the Southern medical establishment wasn’t at all 
anxious to glorify, although it was highly dependent upon her.”42 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 fi lm) “made a real bond between them.”43 
Th ere 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 items44 and 
Lynne Jackson writes that there were 118 points to be incorporated into the fi lm.45 Ultimately, the 
fi lm was shown in 50 countries in addition to the United States.

Th ere were three nurse-midwifery demonstration projects in Georgia: two started in 
1947 and one more in 1951. Th e fi rst 1947 project was a small home delivery service estab-
lished in Th omas County. Th e second 1947 project was a hospital delivery service in Walton 
County. Both projects utilized nurse-midwives.46 Th e 1951 nurse-midwifery demonstration 
project was in a maternity shelter where total maternity services were provided around the 
clock by three nurse-midwives.47 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.48 Th e Walton County health commissioner and physi-
cian, Ernest Th ompson, 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.”49

For many nurse-midwives, their early practice as nurse-midwives was a continua-
tion of their work as public health nurses. Th is continuation refl ects 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. Th e 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 fi elds. 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.

Th e 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. Th ese 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. Th e 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. Dissatisfi ed 
women began to realize what they had lost or sacrifi ced during their childbearing  experience. 
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Th is set up the confl ict 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.

■ 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.50 Miss Corbin emphasized what had 
been lost when mothers moved into the hospital for birth:51 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.”52 
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.53 Th e fi rst 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 fi rst 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). Th eir instruction included involve-
ment of the fathers. Th e Lobenstine/MCA nurse-midwifery education program, started in 
1932, became an incubator for spreading the concepts of FCMC and, later, natural  childbirth 

Varney_25378_PTR_06_83-102_10-22-15.indd   96Varney_25378_PTR_06_83-102_10-22-15.indd   96 10/22/2015   5:57:44 PM10/22/2015   5:57:44 PM



  6: THE NURSE-MIDWIFE STARTS PRACTICING ■ 97

as graduates (and graduates of graduates) moved into positions of infl uence 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 signifi cant 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. Th is group helped to develop, interpret, and popularize the 
modern concept and approach called family-centered maternity care.54

Th e 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-
bach55 and the making of a documentary fi lm 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.56

Th e 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 Childbirth57 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; specifi cally 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 natural 
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 Fear58 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 eff ect, 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 Th oms 
who was Professor and Chair of the OB-GYN Department at Yale University. Dr. Th oms 
was not a stranger to MCA. He would have been aware of Dr. Lobenstine at MCA as a fel-
low Yale graduate, although diff erent years. Dr. Th oms 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. Th oms 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. Th oms, who was internationally known for his work with roentgen pelvimetry and the 
Th oms outlet pelvimeter and none too eager to host Dr. Dick-Read, to meet him at the New 
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Haven train station with a car. On the way back to the hospital they discovered a mutual 
interest in fi shing. Th e outcome of this meeting was that Dr. Th oms became a champion 
of Dr. Dick-Read in the United States, and ultimately wrote a book titled Understanding 
Natural Childbirth in 1950.59

Th e 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 fi le describing a conference she had had with Hattie Hemschmeyer about 
arrangements with Hazel Corbin of MCA in New York City and Dr. Herbert Th oms, 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 qualifi ed nurse-midwives.” Ernestine Wiedenbach is specifi ed as the fi rst Fel-
low to arrive on January 2, 1948, as a staff  Certifi ed Nurse-Midwife (CNM) of MCA.60 Miss 
Wiedenbach returned to Connecticut in 1952 as a faculty member at YSN and published a 
paper with Dr. Th oms about support during labor as one aspect of the total program of prepa-
ration for childbirth and natural childbirth.61

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. Th ese 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.62 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.63 MCA incorporated Helen 
Heardman’s exercises into their educational booklets on exercises during pregnancy. In New 

Dr. Grantly Dick-Read, c. 1950s.
Reproduced with permission of Childbirth 
Connection Programs, National Partnership for 
Women & Families.
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Haven, Helen Heardman demonstrated how to work with “unprepared” mothers during 
labor and delivery to their benefi t.64

■ NOTES

1. Th ree books are especially important to the history of FNS. Th e fi rst was written by Mary 
Breckinridge and used as a recruitment and fund-raising tool. In it, Mrs. Breckinridge writes 
in  fascinating detail about the logistics of constructing the buildings of FNS, the people, the 
concerns, and the problems in bringing her plan to fruition. Mary Breckinridge, Wide Neighbor-
hoods: A Story of the Frontier Nursing Service (New York, NY: Harper, 1952). Th e second book is 
written by a historian at the University of Kentucky, Melanie Beals Goan, who wrote a compre-
hensive biography of Mary Breckinridge that places her actions within the context of the time 
when she made decisions. Professor Goan gives a balanced picture of a complex woman and the 
struggles she faced. Th e book, Mary Breckinridge: Th e Frontier Nursing Service and Rural Health 
in Appalachia (Chapel Hill, NC: Th e University of North Carolina Press) was published in 2010. 
Th e third book is the recent publication of the history of the FNS School, now Frontier Nursing 
University. Anne Z. Cockerham and Arlene W. Keeling, Rooted in the Mountains, Reaching to 
the World: Stories of Nursing and Midwifery at Kentucky’s Frontier School, 1939–1989 (Louisville, 
KY: Butler Books, 2012). Th is book is an outgrowth of an FNS Pioneer Project in which alumni 
between 1939 and 1989 were interviewed by students who then wrote an essay that summarized 
the interview. Th e authors provided structure and context from related FNS history to tell the 
stories and anecdotes within the larger story of the history of the school. Th ere is another book 
written by a 1943 graduate, that is a collection of her memories while at FNS: Doris E. Reid, 
Saddlebags Full of Memories (self-published, 2nd printing, 1995). A historiography was written by 
Edna Johnson. “Mary Breckinridge—A Voice from the Past,” Western Journal of Nursing Research 
23, no. 6 (2001): 644–652.

2. Ibid., Breckinridge, p. 124.
3. Ibid., Breckinridge, pp. 113–114.
4. Helen Varney Burst, in Varney’s Midwifery, 5th edition, ed. Tekoa L. King, Mary C. Brucker, Jan 

M. Kriebs, Jenifer O. Fahey, Carolyn L. Gegor, and Helen Varney (Burlington, MA: Jones & 
Bartlett Learning, 2013), Chapter 1, 11.

5. Breckinridge, Wide Neighborhoods, 116, 229.
6. Burst, in King et al., 11.
7. Metropolitan Life Insurance Company. “Summary of the tenth thousand confi nement records of 

the Frontier Nursing Service,” Frontier Nursing Service Quarterly Bulletin 33, no. 4 (Spring 1958). 
Reprinted in Bulletin of the American College of Nurse-Midwifery V, no. 1 (March 1960): 1–9, 1.

8. Eunice M. Ernst and Karen A. Gordon, “53 Years of Home Birth Experience at the Frontier 
Nursing Service Kentucky: 1925–1978,” in Compulsory Hospitalization or Freedom of Choice in 
Childbirth? Vol. 2., ed. David Stewart and Lee Stewart (Marble Hill, MO: Napsac Reproductions, 
1979), 505–516, 512–513.

9. Helen Varney Burst, From an ongoing presentation on the history of nurse-midwifery given mul-
tiple times and places since 1992. See, for example, Ralph Waldo Lobenstine, “Th e Infl uence of 
the Midwife Upon Infant and Maternal Morbidity and Mortality,” American Journal of Obstetrics 
and the Diseases of Women and Children 63 (1911): 876–880. Paper read before the New York 
Academy of Medicine, February 23, 1911.

10. Burst, from an ongoing presentation on the history of nurse-midwifery given multiple times and places 
since 1992. See also Maternity Center Association: 1918–1943 (New York, NY: MCA, 1943), 25–26.

11. Twenty Years of Nurse-Midwifery 1933–1953 (New York, NY: Maternity Center Association, 
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12. Ibid., p. 30.
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Nursing, Emory University.
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c h a p t e r  S E V E N

Early Education for Nurse-Midwives 
(1920s–1954)

Midwifery education does not just develop the nurse as clinician, skillful in 
observation and judgment of the laboring woman’s 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)1

In 1915, J. Clifton Edgar, a physician from New York, said that “it is planned to off er 
a course of midwifery this autumn in the Washington University Hospital in St. Louis, 
open only to graduate nurses and off ered for the purpose of increasing their equipment 
to do rural visiting nursing.”2 He made no mention of previous schools for midwives in 
St. Louis (see Chapter 1). Th e 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 fi fth 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.” Th e authors of this book 
could fi nd 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 specifi cally 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).3 She calls the school an “informal develop-
ment” and then makes the following comment:

Th en when the war was over, there was such an infl ux 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. Th ere 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. Th e 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.4 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 1960.5 Th e 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.6

■ MANHATTAN MIDWIFERY SCHOOL

Th e Manhattan Midwifery School was the fi rst 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.7 It was affi  liated with the Manhattan Maternity 
Hospital and Dispensary, which opened in 1905, and was “dedicated to the care of women 
in confi nement, and as an alternative to city hospitals or at-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.8

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. 
Th e course was designed during 1924, approved by the New York State Board of Health, and 
the fi rst graduates of the 4-month course were in 1925.9 By 1928, Mary Richardson, a nurse-
midwife,10 was the Director of the School of Nursing, including the course in midwifery, and 
the course had increased to 6 months in length.

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

Th e Midwifery Course for graduate nurses started in 1925 has been discontinued 
during the last year as it was becoming more and more diffi  cult to get enough 
District cases to take care of the needs of Medical Students. . . . It was the fi rst 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—Th e Lobenstine 
Midwifery Clinic to which we may refer our many applicants.11
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■ LOBENSTINE/MATERNITY CENTER ASSOCIATION 
MIDWIFERY SCHOOL

Th e Lobenstine/Maternity Center Association (MCA) Midwifery School was actually the result 
of a second eff ort made by the MCA to start a midwifery school for graduate nurses. Th e fi rst 
 eff ort 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. Th us, 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. Th e 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.12

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.” Th is 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 fi nal 
arrangements when it was “quashed” by the city commissioner of welfare (see Chapter 5).13

Th e 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. 
Th e certifi cate 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. Th ese 
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);14 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)15 (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. 
Th e 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.”16 Word had just 
been received that the “go” signal had been received.17 On February 19, 1931, the state granted a 
charter to the Association for the Promotion and Standardization of Midwifery.18 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.19

Th e Association for the Promotion and Standardization of Midwifery was undeterred. 
Mrs. E. Marshall Field led a fund-raising eff ort that resulted in some 60 former patients and 
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friends from Dr. Lobenstine’s private practice pledging suffi  cient 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.

Th e 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 fi eld service for the School.”20 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.”21 Th e 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 fi rst class of 
six, which graduated in 1933. Th e 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 fi rst 25 nurses attending 
the school from 1932 to 1936. Th ese student scholarships were from the Rockefeller Foundation 
through its China Medical Board and were due to the eff orts of Mary Beard, RN.22

Hattie Hemschemeyer, c. 1940s.
Reproduced with permission of Childbirth 
Connection Programs, National Partnership for 
Women & Families.

Nurse-midwife fl yer announcing 
“Lobenstine. The only school for nurse-
midwives in the United States,” 1932.
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 fi rst 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 until after 
the American Medical Association (AMA) placed two physicians on the committee in 1927. 
Th e 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. Th e School of the Association for the Promo-
tion and Standardization of Midwifery was affi  liated with MCA and the Lobenstine Midwifery 
Clinic was amalgamated with MCA, which assumed administrative and fi nancial responsibility 
for both the school and the clinic.23 Th e 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.24 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.25 
Th is resulted in a number of resignations from MCA’s Medical Board in protest over “midwife 
activities.”26 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.”27

Th ere 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 

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.
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(SUNY) in Brooklyn, New York. Students used Kings County Hospital for clinical expe-
rience. Th is 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. Th e 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. Th e Association 
for the Promotion and Standardization of Midwifery was then dissolved.28 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 affi  liated since 1958. 
MCA subsequently phased out its support.29 Th e 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 fi rst to off er 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 certifi cation examination prescribed by the American 
College of Nurse-Midwives. Successful passing of the national certifi cation examination con-
fers on them the title Certifi ed Midwife.

Dr. Louis Hellman and Certifi ed 
Nurse-Midwife Marion Strachan,
 c. 1955.
Photo from personal collection of Helen 
Varney Burst.

■ 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. Th e 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, FNS could now no longer send nurses to England for their midwifery educa-
tion. Moreover, there was an insuffi  cient supply of graduates from the Manhattan Midwifery 
School and the Lobenstine/MCA School of Midwifery to maintain staffi  ng of FNS. It be-
came evident that FNS had to have its own school to survive. Th us, the Frontier Graduate 
School of Midwifery started with a class of two nurses, who were working at Hyden Hospital 
in November 1939.30
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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. Th e entrance of the 
United States into war meant rationing and shortages. Two items particularly aff ected FNS: 
diapers and horseshoes. Mary Breckinridge noted that it was “hard to convince offi  cials that 
horseshoes were essential to childbirth,”31 but they were essential for nurse-midwives on 

Frontier Nursing Service nurse-midwife and family on horseback crossing a river, c. 1930s. 
Photo courtesy of the Frontier Nursing Service Archives.

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?”32 Mardi Cottage suffi  ced 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 fi rst 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. Th is 
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.33

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. Th e ultimate recruiting tool was the 1952 publication 
of Mary Breckinridge’s autobiographical book of her life and the story of FNS: Wide Neigh-
borhoods.34 FNS had much to off er 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 

Frontier Nursing Service nurse-
midwife making a home visit, 
c. 1930s.
Photo courtesy of the Frontier 
Nursing Service Archives.
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were  having twilight sleep. Nurses who cared for women having twilight sleep were horri-
fi ed by how women behaved and were treated when under the infl uence of scopolamine and 
morphine (see Chapter 3). Th ey 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. Th en 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 

Frontier Nursing Service nurse-midwife and horse fording a swollen creek. c. 1930s. 
Photo courtesy of the Frontier Nursing Service Archives.
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concept begun with a Pediatric Nurse Practitioner Program at the University of Colorado 
in 1965.35 For FNS, it was more of an educational formalizing of the public health nursing 
they had done since 1925. Th e 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 suffi  cient 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). Th is 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. Th ere were more than 1,100 gradu-
ates by 2012.36

In 2003, the FSMFN began to off er 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. Th is 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 fi rst 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 refl ect its variety of graduate nursing programs.

■ TUSKEGEE SCHOOL OF NURSE-MIDWIFERY

Th e impetus for the start of the Tuskegee School of Nurse-Midwifery was the abysmal state of 
aff airs 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.37

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 fi rst 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 fi eld sites of clinics and home birth in Macon County for students who were 
to start arriving in September 1941.38 “Each nurse-midwife is assigned to a defi nite 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.”39

Th is 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,40 and the Tuskegee Institute.41 Th e Julius Rosenwald Fund provided 
developmental funding and fellowships for nurses to attend the Lobenstine/MCA School of 
Midwifery in New York City. Th e 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. Th e 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.42

MCA sent Margaret Th omas, 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. Th e 
plan was for her to leave after 6 months, which she did. F. 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. Th e school was with-
out a director from June to September 1943 when Margaret Th omas 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 fi rst 
Alabama nurse-midwife graduates of the Lobenstine/MCA School of Midwifery, who had 
been teaching with Margaret Th omas from the beginning, continued to operate the Macon 
County nurse-midwifery maternity service with three other staff  nurse-midwives. Th e 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.43 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.44

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. Th e school existed for 6 years under almost insur-
mountable diffi  culties and obstacles. Eff orts 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.45

■ DILLARD UNIVERSITY FLINT-GOODRIDGE 
SCHOOL OF NURSE-MIDWIFERY

Th e 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 
fi nancial diffi  culties 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 
Orleans University medical school led to naming it Flint Medical College. It did not survive 
the Flexner Report (see Chapter 2) and closed in 1911. Th e 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.46 In 1930, New 
Orleans 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.47 Th e fi rst 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 fi rst superintendent of the Flint-Goodridge Hospital in 
1932. In 1942, Dr. Dent was named President of Dillard University.48

Th e 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. Th e unemployment crisis during the 
Depression had decreased hospitalization and there was insuffi  cient clinical experience for stu-
dents. Th e last students graduated in 1934. Th rough the eff orts of Dr. Dent and Rita Miller, 
RN, MA, Dillard University opened a baccalaureate degree program in nursing in 1942.49

Th e Flint-Goodridge School of Nurse-Midwifery was also opened in 1942 in affi  liation 
with Dillard University and Flint-Goodridge Hospital. Th e 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.50 Th is means that the Dillard University Flint-Goodridge School of Nurse-Midwifery 
was the fi rst nurse-midwifery program within a university.

Th ere 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.51 Kate 
Hyder directed the program, which was overseen by an obstetrician, Dr. Wesley Segre. Th e 
fi rst students started in the fall of 1942 and graduated on June 15, 1943. Th e school then 
closed due to the “war emergency.” Th e closure was intended to be “temporary.”52 One gradu-
ate worked in the Louisiana State Department of Health and the other worked in the Missis-
sippi Heath Department.53

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

Medical Mission Sisters and Catholic Maternity Institute (CMI) go hand in hand. Th e 
 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. Th e problem was exacerbated by World War II and physicians 
leaving to serve in the war eff ort. World War II also restricted the international work of the 
Medical Mission Sisters.54
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Th e 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. Th eophane 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.55 Th ey began practice in late 1943 in an already existing clinic and with local 
physicians. In August 1944, facilities for CMI were dedicated and it offi  cially opened. Sr. 
Th eophane Shoemaker was named the director.56 In August 1945, CMI was incorporated 
as a nonprofi t institution.57

Nurse-midwife Sr. Theophane 
Shoemaker in Catholic Maternity 
Institute clinic, c. 1940s.
Archival holdings of the Medical 
Mission Sisters.

Th e CMI School of Nurse-Midwifery opened in February 1945 with two students. 
Also in February 1945, the school formally affi  liated with the School of Nursing of Th e 
Catholic University of America (Catholic University). Offi  cially, the name of the school was 
Th e School of Nurse-Midwifery at the Catholic Maternity Institute in affi  liation with the 
Catholic University of America. Th e involvement of the Children’s Bureau, like with the 
Dillard University Flint-Goodridge School of Nurse-Midwifery, meant affi  liation with an 
educational institution. Catholic University was asked by the Children’s Bureau “to guide 
and provide affi  liation for the school, so that it would have a stable educational infl uence.”58 
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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Th e CMI School of Nurse-Midwifery served two diff erent sets of students: (a) students in 
a certifi cate program from which graduate nurses received a Certifi cate in Nurse-Midwifery and 
“offi  cial recognition of credits given by the School to its students” by Catholic University,59 and (b) 
the provision of clinical experience for students obtaining their master’s degree at Catholic Uni-
versity. Th is degree program started in 194760 with the fi rst students arriving at CMI in 1948.61 
Th e graduates would receive both a master of science degree from Catholic University and a Cer-
tifi cate in Nurse-Midwifery from CMI. Sr. Th eophane held the rank of Assistant Professor in the 
Catholic University School of Nursing. Th e original plan for certifi cate students was a 6-month 
curriculum. Th is could be followed by an optional 6-month internship.62 In 1954, the curriculum 
for certifi cate students was extended to 1 year.63 Catholic University students initially had three 
semesters at the Catholic University School of Nursing and then one semester at CMI for their 
nurse-midwifery. Th is was deemed as “extremely taxing for even the best students and their time 
at the Catholic Maternity Institute was increased to 6 months.  . . .”64 Th ere was generally one class 
of certifi cate students and one class of Catholic University graduate students per year.

All births were initially in the home. La Casita,65 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 effi  ciency 
by decreasing lengthy travel on treacherous roads.66 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.67 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.68

Entrance to Catholic Maternity 
Institute, Santa Fe, New Mexico, 
late 1940s.
Archival holdings of the Medical 
Mission Sisters.
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Historians Anne Cockerham and Arlene Keeling contend that it was the fi nancial 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 household 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 defi cit.69 Th ere was also a considerable 
diff erence between the amount charged and amount collected in fees.70 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.71

CMI’s last class was in 1968 and it closed in July 1969. Th ere were a total of 167 gradu-
ates,72 counting both certifi cate program and Catholic University students and both secular 
and religious students, all of whom were awarded the Certifi cate 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 fi nancial 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 defi cit budgets of 
CMI. Th e caseload of CMI was too small compared with international numbers. For the 

CMI nurse-midwife Sr. Catherine Shean offering prayer of thanksgiving following a home birth, 
c. 1940s.
Archival holdings of the Medical Mission Sisters.
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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 CMI.73
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c h a p t e r  E I G H T

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

—Geradine Simkins, CNM, CPM, Into Th ese Hands: 
Wisdom From Midwives (2011, p. xxv)

■ 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 fi rst half of the 20th century.1 Th ere 
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. Th is 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.2

Well-qualifi ed 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. Th ese women 
would not take away the fi nancial gains3 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.4 Nurse-midwives practicing during the 
fi rst 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.5 A few nurse-midwives continued to attend 
births in the home6 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).7 However, when Certifi ed Nurse-Midwives (CNMs) moved into hospital 
settings beginning in the late 1950s,8 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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Th e 1960s began an era of feminism9 and consumerism10 when women were strug-
gling to have control over their bodies,11 their birthing experiences,12 and their lives. As time 
passed, many middle- and upper-class childbearing women became increasingly dissatisfi ed 
with the way they were treated by physicians and hospitals during the childbearing process, 
especially during labor and birth.13 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.14 Th ere 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.

Th us, the rebirth of community midwives beginning in the 1960s was a direct result 
of the eff orts 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.15 “Th e 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.”16 Th ese 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.17 Th ese 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.18 Likewise, many childbearing couples wanted a qualifi ed 
birth attendant to help and support their choice for home birth while allowing them to 
retain control over the birth experience.19 Th at attendant was the community midwife 
in many instances.20

Th e 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.21 Th e 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 qualifi cations of the midwives 
attending births and the safety of birthing outside a hospital.22 In spite of the opposition 
from organized medicine,23 childbearing women and partners continued their search for 
out-of-hospital birth attendants who were often the community midwife. Th is was the 
beginning of the ongoing struggle by community midwives for recognition—legal or 
otherwise.24
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■ RESPONSES TO CONSUMER DEMANDS

MIDWIFE RESPONSES TO CONSUMER DEMANDS

Th e 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.25 Th eir preparation for attending births 
ranged from couples actively participating in their own childbearing experiences and then 
off ering to help other couples give birth at home,26 to self-study by reading current editions 
of obstetrical (Williams’s Obstetrics) and midwifery books (Myles’s Textbook for Midwives),27 
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 (Th ank 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 Th e Prac-
ticing Midwife (Th e 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.28 She described the 
diffi  cult 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.”29

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. Th is philosophy was shared by midwives working outside of hospital settings and 
continues to the present time.30 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.31

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. Th is lack of standards contributed to threats against 
the midwives from established professions, such as medicine,32 nursing, and even some 
nurse-midwives struggling to attain professional recognition for hospital practice.33 Th ese 
threats denied the historical roots of nurse-midwives attending births in the home.34 As Allan 

Varney_25378_PTR_08_123-136_10-22-15.indd   127Varney_25378_PTR_08_123-136_10-22-15.indd   127 10/21/2015   4:52:05 PM10/21/2015   4:52:05 PM



128 ■  III: RESURGENCE OF COMMUNITY MIDWIVES AND EARLY EDUCATION 

 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.35 Legal harassment of lay midwives and 
those women opting to have a home birth became the norm in several states.36 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.37

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 fi rst 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. Th ere was no negotiating this mandate. Ms. 
Varney Burst found the hypocrisy, the aff ront 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.38

In addition to such individual eff orts, there were organizations addressing the restraint 
of practice issues that arose from home births, such as the American Public Health Associa-
tion (APHA). Th e 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. Th is resolution was directed at those physicians who 
refused to care for pregnant women who were planning a home birth.39

Th e 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.40 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.41 On the other hand, 
many community midwives wanted some form of legal recognition and protection, and some 
spent years trying to fi ght state agencies that harassed them for ostensibly practicing medi-
cine without a license.42 Many of these same credentialing debates continued into the 21st 
century.43

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.44 Chapter 18 has a 
more detailed discussion of these consumer-oriented organizations. One of the fi rst to de-
velop was the ICEA in 1960 at the fi rst National Convention for Childbirth Education held 
in Milwaukee. At this meeting of childbirth educators, proceedings to incorporate as a non-
profi t group were begun, and the fi rst board of directors and offi  cers were elected. Th e next 
year, the ICEA Board of Directors held their fi rst 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 fi rst issue of ICEA 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.”45 Today, 
ICEA’s infl uence 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. 
Th ey began to think about organizing in order to promote breastfeeding. In 1958, the found-
ers clarifi ed what they wanted to do, offi  cially incorporated as the La Leche League of Frank-
lin Park, and published the fi rst edition of the Womanly Art of Breastfeeding. In 1964, LLL 
expanded to international groups and became La Leche League International (LLLI). Th e 
LLLI philosophy refl ects the importance of breastfeeding as the best food for babies, and 
groups support breastfeeding mothers all over the world.46

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 1960,47 the National Association of Parents & Pro-
fessionals for Safe Alternatives in Childbirth (NAPSAC) cofounded in 1975 by David and 
Lee Stewart,48 Home Oriented Maternity Experience (HOME) founded by Fran Ventre,49 
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.”50

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.51 Th ese publications, in part, helped toward 
public acceptance of midwifery care and out-of-hospital birthing practices.

■ 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.52 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.53 Th ese 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.54 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.55

Th ere 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.56 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.57 
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.”58 Th ere were other com-
munity midwives who attempted to communicate with each other, but no offi  cial format or 
method was available to facilitate this communication at the time.

During the 1970s and 1980s, there were several community midwives59 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,60 Ina May Gaskin at Th e Farm in Tennessee,61 
Rahima Baldwin at Th e Birth Center in Dearborn, Michigan, and Raven Lang62 and Kate 
Boland at the Santa Cruz Birth Center in California. Th e characteristics of apprenticeship 
varied according to the midwife teacher and resources she used. Chapter 9 provides more 
detail on apprentice midwifery education.

Th e 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.63

■ COMMUNICATION AND NETWORKING

Community midwives longed for support and communication networks to discuss their 
experiences in working outside of mainstream U.S. maternity care. Th us, there were frequent 
midwifery speakers and working groups at meetings of organizations such as NAPSAC,64 
ICEA, and LLLI, among others.65

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 eff orts 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.66 Another example 
is the Michigan Midwives Association, which had its fi rst meeting in 1978 and incorporated 
in 1982 with Geradine Simkins as the fi rst president.67

Th e fi rst 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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c h a p t e r  N I N E

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)1

Chapter 8 provided some details as to why there was a resurgence of community (new age)2 
midwives starting in the 1960s. Th is chapter focuses on how those midwives learned to 
provide midwifery services in their neighborhoods and the larger community. Th e uneven 
progression toward national recognition of non-nurse midwifery education pathways are de-
tailed in Chapter 15. Th e two education pathways discussed in this chapter include appren-
tice education and more formal academic models of schools of midwifery.

■ 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.3 Although midwifery, nursing, and 
medicine benefi ted from formal, academic programs in Europe, there were few such pro-
grams in the United States until the late 19th and early 20th centuries.4 Various terms have 
been used by historians to capture the essence of this type of health and illness care. Th ese 
include “domestic medicine” or “lay medicine” used by historian Paul Starr;5 “home nurs-
ing” as described by churches6 and other textbooks;7 and “community” or “granny midwives” 
as described in earlier chapters in this book. Th e 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 defi ned 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, qualifi ed 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. Defi ning 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 chapter8 is learning by doing under the tutelage of a senior 
person in one’s chosen fi eld, without set state or national standards for content or practice.9 
Th us, apprentice education involves a learner or a person wanting to learn a specifi c 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.10 Th e 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 lay11 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.12 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. Th is type of academic apprenticeship, often called internship 
or integration experiences, requires demonstration of competency in full-scope practice to a 
qualifi ed midwife preceptor.

Th e 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

Th e 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, Th e 
Social Transformation of American Medicine13 and others.14 Dr. Starr chronicles the care of the 
sick and injured from the mid-1700s to the 1980s, noting the strong infl uence 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 fi rst 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. Th ey were fed, clothed, and at the end of their 
term, typically three years, given a certifi cate of profi ciency 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 fi rm 
standards.15

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.16

Th e 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 medicine17 along with reli-
gious leaders, such as John Wesley18 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 body19 and questioned the power 
that physicians held over the people.20 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,”21 refl ected 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.22

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 fi rst 
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.”23 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. Th is popular health movement is similar, in part, to what happened during the 1960s to 
1970s surrounding changing childbirth practices in the United States.24

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 infi rm (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.25 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 fi rst Nightingale-type schools were established in 1873.” Th ese 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.”26 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.27 Th us, 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.28 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 early 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. Th ese 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 Davis29 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.30 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.31 She wrote, “Th e 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 fi ve children I have given birth to.”32 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) 33 during the 1970s to 1980s, in the Practicing Midwife,34 Th e Birth Gazette,35 
and in MANA News beginning in 1983.36 Elizabeth Gilmore, LM, wrote that apprenticeship 
education in midwifery was well established in New Mexico with licensure of direct-entry 
midwives beginning in 1980.37

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.38 Ex-
amples of such attacks include a 1977 policy statement from the executive board of the 
American College of Obstetricians and Gynecologists (ACOG) that defi ned members of 
the maternity care team directed by an obstetrician–gynecologist as the “Certifi ed Nurse-
Midwife” and not other types of midwives practicing in the United States at that time.39 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.”40 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. Th is 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.

■ ACADEMIC MODELS OF LAY/COMMUNITY MIDWIFE EDUCATION

Th e 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, 
fi nally agreeing formal education was important.41 Shari Daniels identifi ed 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.

Th e 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. Th ey encouraged students to develop 
themselves and be empowered in order to do the same for the women who came to them 
for care.42 Th e 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 early programs. 
Th e following are examples of formal education for lay or community midwives in the 
1970s to 1980s.

THE MATERNITY CENTER AT EL PASO TRAINING PROGRAM (1976)

Shari Daniels, an independent, self-taught midwife with a master’s degree in education, es-
tablished Th e Maternity Center of El Paso, Texas, as a nonprofi t 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 Th e Maternity Center of El Paso shortly 
after opening the center43 and it became a training site for those desiring to learn midwifery.44 
Th e fi rst 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.

Th e El Paso midwifery program included four courses during the fi rst 6 months: Tech-
niques of Prenatal Care, Th e 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 fi rst 6 months, 
and had to have a minimum of 50 births with primary responsibility before they could com-
plete the program. Th e students were observed by other midwives, with Ms. Daniels having 
the fi nal 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,45 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.46 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.47

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. Th e 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 certifi ed nurse-midwife.”48 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.49

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 1981.50

SEATTLE MIDWIFERY SCHOOL (1978)

Th e Seattle Midwifery School (SMS)51 was founded in May 1978 in the state of Washing-
ton by four apprentice-trained, self-educated practicing midwives52 who were determined to 
respond to the need for educated midwives in the state of Washington and who would be 
offi  cially recognized by the state through licensure.53 Th ere 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.

Th e four lay midwives were members of the Fremont Women’s Clinic and Health Col-
lective,54 a feminist women’s health center that spawned a “birth collective” of midwives and 
physicians who did home births. Th e midwives were Suzy Myers, Marge Mansfi eld, Susan 
Anenome,55 and Susan Rivard, and they were also four of the fi ve individuals in the fi rst class 
of students at SMS so that they could become eligible to receive a midwifery license under 
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the 1917 law still on the books in Washington State.56 Th e 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 benefi ts and risks of 
becoming formally educated and licensed.57 Th e 1917 law required applicants for licensure to 
complete 2 years of midwifery education. Th e 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.58

Th e four midwives received encouragement and support from key individuals in the 
state. Th ese 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 offi  ce 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.59 Th e guiding principles, core 
values, and philosophy of SMS “viewed midwifery as one way to address the health needs of 
women and families. Th e Feminist framework of the women’s health movement, including 
promoting self-care and lack of hierarchy, was also important for maintaining group eff ort 
within the school—no stars needed or wanted.”60

Th e school adopted the World Health Organization (WHO) defi nition of a midwife 
in the 1980s that included the defi nition and scope of practice for a midwife.61 Th e purpose 
of the SMS was “to provide the highest possible quality of midwifery training and on going 
education to midwives and other professionals.”62 Th e 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.63

Th e early program of study was 18 months of full-time study that qualifi ed for the 
prescribed 2 years in the 1917 law.64 In its early years, SMS was alternately referred to as 
a “bold experiment or a temporary phenomenon.”65 Th e fi rst 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, fi lled 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 Mansfi eld, lay midwife, then licensed midwife as of 1980, was the 
fi rst academic director and held the position for 10 years, followed by Teddy Charvet, LM 
(Th erese Stallings), who was the academic director of the midwifery program until 2001. 
Teddy Charvet was a graduate of the second class of midwives from SMS.66 Suzy Myers, 
MPH, helped to design the curriculum for both the initial 18-month program and subse-
quent 3-year program in 1981.67

Th e fi ve students in the fi rst class of the SMS began their practice as licensed home 
birth midwives once they graduated. Th is 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).68 Th us 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.69

Growth and development of the SMS during the 1980s included active fund- 
raising eff orts 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.70 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 2012.71 Teddy Charvet (Th erese Stallings) was a founding member and fi rst 
president of MANA (see Chapters 11, 16, and 21).

Th e 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 affi  liation with an insti-
tution of higher learning made this impossible in the early 1990s.72 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. Th e Bastyr University program off ers a Master 
of Science in midwifery for those who either already have a BS degree or have completed at 
least 2 years of undergraduate study (including program prerequisites).73

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

Th e 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.74 
Th e 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 nonprofi t 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. Th e 
administrative offi  ces are located in Salt Lake City, Utah. As of 2012, MCU was accredited by 
MEAC and off ered a range of completion titles, from certifi cation through master’s degree.75 
Once the NARM examination was off ered 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 fi nancial diffi  culties and 
faculty burnout, the Bureau of Maternal and Child Health worked with a non-metropolitan 
community college, Northland Pioneer College in Holbrook,76 to obtain vocational training 
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funds from the State to establish a demonstration program in midwifery training.”77 Th is was 
a 2-year certifi cate program that began in 1981 and had 23 students enrolled as of 1982.78 
Th e curriculum was approved by the State Community College Board.79 Th e 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.80 Th e fi rst di-
rector was Diane Holzer, followed by Deborah Kaley, both licensed direct-entry midwives.81 
Having a midwifery education program as part of a birthing center proved advantageous to 
both students and women seeking midwifery care. Th e 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.82

THE NORTHERN ARIZONA SCHOOL OF MIDWIFERY 
(1988)—FLAGSTAFF

Th e Northern Arizona School of Midwifery (NASM) in Flagstaff , Arizona, was a nonprofi t 
institution established for the formal education and recognition of the professional midwife. 
Th e school was licensed by the Arizona Board for Private Post-Secondary Education.83 It was 
incorporated in November 1988 and licensed in 1989 under the direction of Joan Remington, 
LM.84 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 affi  liation 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.85

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

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.86 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 offi  cials 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.87

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 1989.88 Th e stated intention of the college was to preserve and improve the 
apprenticeship route for midwifery education.89 Th e administration was housed in the New 
Mexico Midwifery Center. Th e 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.” Th e 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. Th e board of directors of the college included both direct-entry and 
nurse-midwives.90

Th e 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. Th e board of directors of the college 
agreed to the concept and changed the name.91 Th e National College of Midwifery is a non-
profi t postsecondary degree granting institution, licensed by the New Mexico Commission 
on Higher Education and accredited by MEAC (see Chapter 16).92 It off ers 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.93
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s e c t i o n  I V

Development of Midwifery 
Organizations—Life-Giving 

Forces for Midwives

To be professional is to be ethical. To be ethical is to be professional.
—Henry and Joyce Th ompson, CNM (1981)

■ INTRODUCTION AND OVERVIEW OF PROFESSIONALISM 
AND PROFESSIONALIZATION

Whether midwifery is a profession or a “calling” (avocation) is ingrained in the history of 
midwifery.1 Th e 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 defi nitions need to be considered.

DEFINITION AND CHARACTERISTICS OF A PROFESSION

One dictionary defi nition of “profession” defi nes this word, of Latin origin, as a “calling re-
quiring specialized knowledge and often long and intensive academic preparation.”2 Th e early 
“learned” professions included medicine, law, and theology, but more recent use of the term 
profession refl ects 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.3 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 fi eld 
of study and not the other attributes of a profession.4
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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.5 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.6

PROFESSIONALISM AND PROFESSIONALIZATION

Th e 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 defi ned as “the conduct, aims and qualities that characterize a profession or professional.”7 
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.8

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. Th is mandate would aff ect nurse-midwives who are licensed in 
a state as advanced practice nurses. Th e position of the American College of Nurse-Midwives 
(ACNM) at that time was to not support this proposal because, “Th ere is no evidence that 
CNMs [certifi ed 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 restrict CNMs.”9

Th ere are those who would say that the position of the ACNM Division of Accredi-
tation (DOA) stating that all midwifery programs must be affi  liated with an institution of 
higher education is an example of professionalization.10 Th is position eff ectively excluded 
existing direct-entry midwifery programs during the 1980s to 1990s from seeking ACNM 
accreditation and was one of the factors that led to the creation of the Midwifery Education 
Accreditation Council (MEAC) in 1991.11

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. Th ese degrees are self-serving, that is, focused on enhanced prestige or power within 
the health system.12 Th ere 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.13 
Th e 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 defi nitions 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.

Th is 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.14

Th e 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. Th is 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-
cifi c 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 defi ned by common standards, com-
petencies, and legal recognition. Th e 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.15 Th ose disagreements resulted 
in the development of separate credentialing organizations, specifi cally the North Ameri-
can Registry of Midwives (NARM; see Chapter 16) and MEAC (see Chapter 16), and the 
development of the National Association of Certifi ed Professional Midwives (NACPM; see 
Chapter 12).

■ NOTES

1. See Chapter 1, “Th e 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. Th ompson and J. E. Th ompson, “Toward a Professional Ethic,” Journal of Nurse-Midwifery 
32, no. 2 (March/April 1987): 105–110. Th e 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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5. J. B. Th ompson and H. O. Th ompson, Ethics in Nursing (New York, NY: Macmillan Publishing, 
1981), 251: “Th e term professional is sometimes used as the equivalent of ethical while unpro-
fessional equals unethical.” J. E. Th ompson and H. O. Th ompson, Bioethical Decision-Making 
for Nurses (Norwalk, CT: Appleton-Century-Crofts, 1985), 13. J. E. Th ompson, “Chapter 14: 
Professional Ethics,” in Professional Issues in Midwifery, ed. Lynnette A. Ament (Sudbury, MA: 
Jones and Bartlett, 2007), 277. J. E. B. Th ompson, “Chapter 10: Advocacy for the Voices of 
Women, Nurses and Midwives,” in Nursing and Health Care Ethics: A Legacy and a Vision, ed. 
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 Th ompson and Th ompson since 1981 
reinforcing that professionals must be ethical at all times.

6. 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.

7. “Professionalism.” Merriam-Webster Free Dictionary, accessed January 11, 2013.
8. M. Louise Fitzpatrick, Prologue to Professionalism (Bowie, MD: Robert J. Brady, 1983), 105, 

Chapter 3.
9. Th e 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, 
“Th e Importance of Non-Master’s Degree Options in Nurse-Midwifery Education,” Journal of 
Nurse-Midwifery 36, no. 2 (March/April 1991): 124–213.

10. Chapters 10, 16, and 21 present the history of ACNM’s position statements and policies over the 
years related to affi  liation with an institution of higher education.

11. Refer to Chapter 16, “Accreditation” for development of MEAC.
12. 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. “Th e Doctor of Nursing Practice: A National Workforce 
Perspective,” Nursing Outlook 59 (2011): 9–17 and Margaret Grey, “Th e Doctor of Nursing 
Practice: Defi ning the Next Steps,” Journal of Nursing Education 52, no. 8 (2013): 462–465. S. 
Ketefi an, “Editorial on the Doctor of Nursing Practice (DNP),” NEAA Newsletter, no. 104 (Sum-
mer/Fall, 2013): 1–2. A. F. Minnick, L. D. Norman, and B. Donaghey, “Defi ning and Describ-
ing Capacity Issues in U.S. Doctor of Nursing Practice Programs,” Nursing Outlook 61, no. 10 
(March/April 2013): 93–101.

13. ACNM, Th e Practice Doctorate in Midwifery (Silver Spring, MD: ACNM, October 5, 2011, 1–3).
14. Fitzpatrick, Prologue to Professionalism, 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 
the same way.

15. See Chapter 21 for detailed discussion and debates among MANA leaders/members on agreeing 
to one standard of professional midwifery.
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c h a p t e r  T E N

The American College 
of Nurse-Midwives

What happened? Th e American College of Nurse-Midwives happened and that 
made all the diff erence in the world.

—Helen Varney Burst, CNM, Presentation on the ACNM, 
National Library of Medicine (1991)

■ PREDECESSOR ORGANIZATIONS

Th e fi rst organization to house nurse-midwives was the National Organization for Public 
Health Nursing (NOPHN). Th e fi rst nurse-midwives in the United States were all public 
health nurses. Th e NOPHN was founded in 1912 following a 3-year process of assuring the 
approval of the two existing nursing organizations: Th e Associated Alumnae of the United 
States and Canada (founded in 1896 and renamed the American Nurses Association [ANA] 
in 1911) and Th e American Society of Superintendents of Training Schools (founded in 
1894, which became the National League of Nursing Education [NLNE] in 1912). Th e 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.”1 Th ese 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. Th ere were 1,092 associations with visiting nurses on their staff  in 1912.2

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 
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in  nurse-midwifery.”3 Th is 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. Th is meant that 
Black public health nurse-midwives were welcome to join. Th e 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,4 the Tuskegee School of Nurse-Midwifery 
had graduated 21 Black nurse-midwives,5 and the Flint-Goodridge School of Nurse-Midwifery 
had graduated two Black nurse-midwives.6 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. Th is 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.7

Although the NOPHN provided for the fi rst formal national organization for nurse-
midwives, there had been previous eff orts to establish a national organization. Th e fi rst was 
the formation of the Kentucky State Association of Midwives by Mary Breckinridge in 1929. 
Th is organization was initially comprised of Frontier Nursing Service employees8 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 offi  cial 
standards required by fi rst class European countries in 1929.”9 Th e 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.10 It is not 
clear, however, if Black nurse-midwives were ever accepted into membership in the AANM.11 
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 1965.12

Seal of the American Association of Nurse-Midwives, 1941.
Used with permission of the Frontier Nursing Service Archives.

Th e other early eff ort to establish a national nurse-midwifery organization was spearheaded 
by Hattie Hemschemeyer, Director of the MCA midwifery service and education  program in 
1940. Th is resulted in the formation of the National Association of Certifi ed  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. Offi  cers were elected and bylaws writ-
ten, but the organization never evolved beyond this point or met again.13

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?”14 
Th e fact that this meeting was held at MCA dovetails with Hazel Corbin’s NOPHN eff ort in 
1944 to bring together nurse-midwives15 and leaves the authors of this book to surmise that 
perhaps this was the same meeting. Th e result was the same: a section for nurse-midwives was 
established within the NOPHN.

Th e nurse-midwives were very active in the NOPHN Midwifery Section. Th ey devel-
oped a philosophy that emphasized childbearing as a normal life process and supported 
family-centered maternity care; defi ned 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.16 
Th e Chair of this committee was Elisabeth Phillips and members included Sara Fetter, Kate 
Hyder, and Ernestine Wiedenbach.17

■ 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 organizations18 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. Th e discussion led to an alternative two-organization plan in which 
one organization would include lay people. Th e 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 
diff erent purposes: (a) the ANA as the professional organization and offi  cial 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. Th e 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 Th e National Association of 
Colored Graduate Nurses (NACGN) had voted dissolution in 1949. Th eir 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. Th e NACGN legally dissolved in 1951.20 
In eff ect, the NACGN merged with the ANA and the NLNE, NOPHN and ACSN merged 
to become the NLN. Th e 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. Th is did not, however, deter implementation of the two-organization plan.21

Th e 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.22 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.23 Oversight of 
nurse-midwifery practice would be within the ANA Maternal–Child Health Council.24 Th ese 
placements meant that education and practice were being separated, so there was no place for 
a considered and unifi ed discussion of how one aff ects 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 diff erent nursing organizations that were primarily composed 
of nurses without midwifery education. Th e nurse-midwives found themselves scattered, dis-
persed, their eff ect diluted, and without a forum to discuss their issues and concerns.25

Nurse-midwives and historians, Aileen Hogan and Katherine Dawley, describe the diffi  -
cult, frustrating, and eventually fruitless eff orts of the nurse-midwives between 1952 and 1954 
as members of both the ANA and the NLN working with diff erent multi-function commit-
tees to fi t into the new organizational structure.26 Sr. Th eophane 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. Th ese were matters of professional power and control. Elizabeth 
K. Porter, President of the ANA, wrote in a letter to Sr. Th eophane Shoemaker dated April 2, 
1954, that there were those within the ANA that thought that nurse-midwives were practicing 
medicine and not nursing.27 At the same time, physicians perceived nurse-midwives as “obstet-
ric assistants” practicing under physician “supervision and control, in absentia.”28

Sr. Th eophane 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. Th e 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.29 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).30 Th ose in attendance unanimously agreed 
to establish the Committee on Organization and appointed seven committee members: Sr. 
Th eophane (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).31

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

Th e 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 defi nition 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.” Th ese accomplishments were communicated to the other  nurse-midwives 
in the second issue of the Organization Bulletin.32 Enclosed with this mailing was a question-
naire seeking information about nurse-midwives in the United States.

Th e 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 that, 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.33

Katherine Dawley noted in her review of these events that after reading the fi rst two 
issues of the Nurse-Midwife Bulletin [Organization Bulletin],34 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.35 Sr. 
Th eophane 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.36 A follow-up letter 
dated October 5, 1954, from Helen Browne to Hattie Hemschemeyer and Sr. Th eophane 
enclosed a memorandum of Mary Breckinridge’s thoughts about a national organization of 
nurse-midwives. Th is memorandum made it clear that the AANM was not going to change.37 
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.

Th ere 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.38 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. Th eophane, Mary Breckinridge suggested 
that both Sr. Th eophane 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.”39
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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 eff ect 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.40 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.41 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.42 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. Th eophane. Mary 
Breckinridge wanted a “go slow” cautious approach that avoided confl ict 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. Th e 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. Th ey 
also believed the education of nurse-midwives should include a focus on teaching and admin-
istration as well as practice in public health settings.43 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.44

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. Th ey 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).45

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.”46 Th e 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 suffi  cient time to the work of the Committee.”47
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Th e 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 defi nition of 
 nurse-midwife that was in the July issue of the Organization Bulletin. Suggested changes were 
made but the fi nal 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. Th is letter was approved. A third committee worked on “itemizing purposes” of a nurse-
midwifery organization. Th ese 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.”48

Th is was no small suggestion. Certifi ed Nurse-Midwives (CNMs) were in positions 
of national leadership in nursing but identifi ed only as nurses; not as nurse-midwives. Th is 
included the national nursing organizations, the Children’s Bureau, MCA, and so on. Th e 
 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. Th e 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.”49 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. Th e 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.50 Th e 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.” Th e 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 eff ort by a specialized 
group in the early stages of its existence.”51 Furthermore, Sr. Th eophane notes in a letter that 
“we still would not have autonomy in setting up standards of education and practice. And the 
defi nition of ourselves would depend upon the ANA’s decision.”52

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

1. Th ere 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. Th e possibility of organizing within the national nursing organizations has been 
ruled out—at least for the present.

3. Th e American Association of Nurse-Midwives in Kentucky is so organized [that] 
it does not off er 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.53

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” [underlining in original].54

“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. Th e Com-
mittee members therefore voted unanimously to proceed with plans to form an American 
College of Nurse-Midwifery. Th ey also voted unanimously to use the defi nition and purposes 
[underlining in original] set up and edited at the general meeting in Chicago as the defi nition 
and purpose of the American College of Nurse-Midwifery.”55

Subcommittees were formed to address the logistics of implementing this decision and 
plans made for the fi rst 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.56

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.57

■ ORGANIZATIONAL DEVELOPMENT

INCORPORATION

Th e fi rst 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 states58 
were in attendance. Th e 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, fi ve 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.59 Five nurse-midwives signed the incorporation papers. Four of the fi ve signed 
the papers at CMI on November 5, 1955: Sr. Th eophane 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, CMI.60 Th e fi fth nurse-midwife was Frances Sanchez, com-
munity nurse with the Board of National Missions of the Presbyterian Church in Truchas, 
New Mexico.61 Th e incorporation papers were fi led with the State Corporation Commission 
on November 7, 1955, which became the offi  cial date of incorporation.62

Th e fi rst Executive Board was elected by those attending as follows:

President: Hattie Hemschemeyer—New York, New York
President-elect: Sr. Th eophane Shoemaker—Santa Fe, New Mexico
Vice President: Sara Fetter—Baltimore, Maryland
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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 fi rst 10 years ending with the 
publication of numbers 419 to 491 in the Spring 1966 issue.63 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 fi rst meeting in Kansas City.64 One was chosen and was shown beside the title on 
the cover of the fi rst 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 fi gures in the emblem she designed at the request of Sr. Th eophane Shoemaker, which has 
been used as the seal of the ACNM ever since:65

Th e large shield is comprised of four symbols: a small shield of stars and stripes 
exemplify the United States of America; three intertwined circles exemplify 

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.
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the family with the lower circle containing cross hatching to illustrate the crib 
containing the child; a tripod with fl ames rising exemplifi es 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. Th e undulation portrays movement, persistence, steadiness, and stead-
fastness to the word written within. Th at word is VIVANT, an expletive in 
French which means Let Th em Live! It is there to fi ll 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.

Th e 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. Th e name of the College subsequently became the American College of 
Nurse-Midwives and the acronym continued to be ACNM. Th is was refl ected 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. Th e seal has remained unchanged 
since that time.

In addition to being used on ACNM publications, the seal has been used as the medal-
lion on the president’s chain of offi  ce. 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 offi  ce of the ACNM presidents. President Carmela Cavero fi rst wore the chain of 
offi  ce 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 

Seal of the American College of Nurse-Midwives.
Used with permission of the American College of Nurse-
Midwives.
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president in 1977, her mother made a long, silver-cloth bag with a tie inside to hold the 
chain of offi  ce 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. Th e last president to wear the silver chain of offi  ce 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 offi  ce before ACNM’s 50th anniversary. Th e 
Fellows of the ACNM donated monies to buy a new chain of offi  ce and medallion with the 
same design but made of gold. Th is was fi rst worn, and insured, by Katherine Camacho Carr, 
ACNM President, 2004 to 2007. 66

Th e 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. Th ese 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

Th e original mission statement of the ACNM was contained in the six objectives in Article 
II of the Articles of Incorporation. Th ese six objectives were to (a) improve services for 
mothers and newborn babies; (b) identify areas of nurse-midwifery practice; (c) address 
qualifi cations of nurse-midwives to perform their activities; (d) plan and develop educa-
tional programs to prepare qualifi ed nurse-midwives; (e) establish channels for communi-
cation; and (f ) sponsor research and develop literature in the fi eld of nurse-midwifery.67 
Th e most current Articles of Incorporation and Bylaws, Article II, as of this writing in 
2014, specifi es 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-
fi ed Midwives (CMs).”68

BYLAWS AND STRUCTURE

Th e bylaws established a volunteer organization of ACNM members holding all the offi  cer, 
committee chair, and committee member positions. Th e 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. Th e distance and expense for travel was an early 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. Th is 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. Th is continued well into the 1970s. Th e same was true for committees who had a need 
to meet during the year other than at the annual meeting. Th e Testing Committee is one 
example. Otherwise, the chair of a committee recruited members from mostly local CNMs 
to join a committee.69

As of this writing in 2014, there have been two revisions of the bylaws that fundamen-
tally changed how the College functions.70 A revision is an extensive rewrite of the entire set 
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of bylaws, which in eff ect 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. Th e fi rst revision was in 1974. 
Th ere had been previous amendments to individual bylaws or creation of a singular bylaw. 
One signifi cant addition before 1974 had been in 1971 that instituted national certifi cation 
(Article XII, Certifi cation and Discipline) and subsequent right to use of the initials C.N.M. 
Along with this came disciplinary measures for active members71 who practiced “in a manner 
contrary to the objectives of the College, and inimical to the welfare of women and infants.”72

Th e 1974 revision of the bylaws started with a survey to the membership. Th e impe-
tus was the rapid growth in membership and the distinct feeling that the original structure 
no longer suited a larger membership. Th e charter membership by the end of the fi rst year 
of ACNM’s existence was 124. Seventeen members attended the fi rst annual meeting. Th e 
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 fi gures 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.

Th e 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 eff ect 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. Th is 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. Th ere 
have also been certain critical or controversial issues that, in the wisdom of the president and 
the board, required a total membership vote. Th is was done, for example, with the 1977 revi-
sion of the defi nitions 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. Th e 
bylaws specify that changing the name of the College requires a total membership vote.

Th e second revision of the bylaws took place in 2008. Th e 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 specifi c restructuring of the College. 
Believing that only they had the benefi t 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. 
Th ey hired a lawyer to draft new bylaws that would refl ect this restructuring. Th e existing chair 
of the ACNM Bylaws Committee (Jan Kriebs) was invited to join the Board Bylaws Subcom-
mittee. Th e 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 
(f) created chartered organizations including chartered geographic organizations to replace Local 
Chapters. Th is was distributed to the membership in early 2007 for vote at the annual meeting.

Th e 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. Th ey 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. Th ey 
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 Committee73 
begged the Board to withdraw their bylaws revision as the process was not in accord with the 
current bylaws and Robert’s Rules of Order Newly Revised, the parliamentary authority for the 
ACNM bylaws, and avoid a crisis at the upcoming annual meeting. Th e response was that 
the Board consulted with their parliamentarian who said that what they were doing was okay. 
Th is 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). Th ey 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. Th e 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. Th e BIB parliamentarian consultant pointed the BIB group 
to page 474 of Robert’s Rules of Order Newly Revised74 and declared that the Board had violated 
ACNM’s parliamentary authority.

Th ere was considerable behind-the-scenes and on-the-fl oor maneuvering at the 2007 
annual meeting on the fi rst 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 diff erent 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 
(c) outlined a process for the eff ort 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 fi rst reviewers from the membership and a new parliamentarian reviewed 
the fi rst draft and work of the subcommittees to critique, edit, raise questions, and identify 
areas that needed membership education and areas that needed further work. Th e draft bylaws 
revision with explanatory and educational commentary was posted on the ACNM website 
for comment before being fi nalized and sent to the membership for vote. Th e 2008 bylaws 
revision was overwhelmingly passed by 91% of those voting with a proviso that the section on 
affi  liates in the article on structure be implemented over a time period of 2 years.75

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 Affi  liate, 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-offi  cio 
student member to the board of directors; (e) clarifi cation of succession to the presidency or 
a vacant offi  ce 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. Th e volunteer nature of the organization remained intact.

PRESIDENTS

Th ere have been 25 ACNM presidents from 1955 to 2015. Th ree were reelected at their time 
of service (Helen Varney Burst, 1977–1979–1981; Joyce Beebe Th ompson, 1989–1991–
1993; and Joyce Roberts, 1995–1998–2001). A fourth was reelected (2007–2008) more than 
40 years after her fi rst 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.

  Hattie Hemschemeyer
        1955–1957

Sr. Th eophane Shoemaker
1957–1959
(idem. Agnes Reinders)

Mary Crawford
1959–1961

Eunice K. M. Ernst
1961–1963
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Sr. Mary Stella Simpson
1963–1965

Vera Keane
1965–1967

Lillian Runnerstrom
1967–1969

Lucille Woodville
1969–1971

Carmela Cavero
1971–1973

Elizabeth Sharp
1973–1975

Dorothea M. Lang
1975–1977

Helen Varney Burst
1977–1979–1981

Sr. Angela Murdaugh
1981–1983

Judith Rooks
1983–1985

Susan A. Yates
1985–1987

Elizabeth M. Bear
1987–1989
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Joyce E. Beebe 
Th ompson
1989–1991–1993

Teresa Marsico
1993–1995

Joyce Roberts
1995–1998–2001

Mary Ann Shah
2001–2004

Katherine Camacho Carr
2004–2007

Eunice K. M. Ernst
2007–2008

Melissa Avery
2008–2010

Holly Powell Kennedy
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

Th e 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 fi rst national offi  ce, 
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-fl oor library of the brownstone building at 
48 East 92nd Street.76 Space was provided for fi les and documents. MCA nurse-midwifery 
staff  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 staff  nurse-midwife, Ruth Lubic, became both the fi rst paid Executive 
Secretary for the ACNM and the fi rst paid ACNM CNM staff  member: a very part-time 
position of offi  cially 8.5 hours per week.77 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, 1969.78 Th en 
in 1970, ACNM hired its fi rst 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 1974.79 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 fi rm, 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 fl ow; 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 fi rm.80

Dottie Russell was the ACNM Executive Secretary within the multiple manage-
ment fi rm until 1977 when she resigned eff ective the fi rst of June. Th e 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.81 Fay Leb-
owitz undertook the entire responsibility for setting up an independent headquarters offi  ce 
and staff .

Since 1977, the ACNM has moved fi ve more times and had six more executive secre-
tary/administrative director/executive director/chief operating offi  cer/chief executive offi  cers. 
Each move of headquarters, now known as the National Offi  ce, 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. Th is count does not include the off -site 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. Th e 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. Th e 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 fi rst 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-Midwifery82 and became the offi  cial 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 JNM and the subsequent Journal of Midwifery & Women’s Health 
(JMWH) from 1975 to 2000, wrote the detailed history of the Bulletin, JNM, and JMWH 
for the 50th anniversary issue of the College and its offi  cial publication.83 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.84

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. “Th e 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 JNM into Index Medicus. Acceptance into 
Index Medicus would bring greater credibility and visibility to the JNM 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 fi nally advertisers.

Mary Ann Shah was the editor at the time and it is to her credit that inclusion was 
accomplished. She fi rst applied for inclusion of the JNM 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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in 1984, Mary Ann Shah wrote a scathing editorial in the March/April issue of the JNM in 
which she likened Lewis Carroll’s Red Queen in Alice in Wonderland to “the powers-that-be 
at Index Medicus”:85

“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 personifi es the powers-that-be at 
Index Medicus . . . .

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

Th e 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 Index 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?86

TABLE 10.2 Editors/Editors-in-Chief (1955–2012)

Name Dates

Sr. M. Th eophane 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. “Th e 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.
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A seventh application was submitted in January 1986. Five months later (and 10 years 
since the fi rst 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 offi  cial acceptance of JNM into Index Medicus was received on July 23, 1986.87

Th e 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 fi nancial 
report, bylaw changes, reports from both standing and special committees, and new busi-
ness.88 Only very brief announcements and an occasional listing of job positions are found in 
Bulletins thereafter. Th e program for the fi fth, sixth, seventh, eighth, ninth, and tenth annual 
meetings can be found in the Bulletin. Starting with the March 1961 issue, the offi  cers, 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 offi  cial organ, so in 1964 a Newsletter was begun. Th ere 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 Newsletter is American College of Nurse-Midwifery 
and because all the information contained in them could only have been accumulated at 
the headquarters. Th is information included College news or convention news, ICM news 
from the triennial meetings, Local Chapter news, personal notes, and positions available. Th e 
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.89

Th e Newsletter was replaced by Quickening. Th e fi rst issue Vol. 1, No. 1 is dated Decem-
ber 1970:

Th e 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. Th e 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.90

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). Th is 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.91 In 
From the President’s 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.”

Th e Bulletin of the American College of Nurse-Midwifery (Midwives) and the sub-
sequent JNM went on to become not only a member benefi t, 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. Th e public site is for anyone interested 
in learning about midwifery, how to become a midwife, fi nding a midwife in a person’s local 
area, midwifery news and events, legislative issues, advocacy, and how to become involved. 
Th e 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

Th e A.C.N.M. Foundation was the brainchild of nurse-midwife Ruth Watson Lubic and 
her attorney husband, Bill Lubic. Ruth Lubic held the offi  ce 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.92 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-profi t 501(c)(3) organization. Th e A.C.N.M. Foundation was es-
tablished to:93

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 fi rst 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.94 

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 eff ort by marching down the aisle 
at an ACNM annual meeting waving a check and challenging other members to also write 
checks—which they did.95

Th e Foundation works closely with the ACNM and collaborates with the ACNM to 
complement and facilitate achievement of its goals. One of the fi rst projects the Founda-
tion funded was to support the work of the ACNM Testing Committee in the development 
of the ACNM national certifi cation examination. Other early projects in the fi rst 10 years 
included support for a detailed investigation by the ACNM Legislation Committee of the 
laws aff ecting 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 offi  cial delegates to the triennial meetings of the International 
Confederation of Midwives.96 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 Th erese Dondero Lecture; the Louis 
M. Hellman Midwifery Partnership Award; the Excellence in Teaching Awards; and, for stu-
dents, scholarships and the Varney Participant Awards.97

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. Th e Hattie Hemschemeyer Award, named after 
the fi rst ACNM president, is the ACNM’s highest tribute. Th e initial recipient of this award 
was Rose McNaught, who had been loaned by FNS to be the fi rst nurse-midwife teacher 
at the Lobenstine/MCA Midwifery School. Th e Hattie Hemschemeyer Award honors an 
exceptional CNM or CM who has provided either continuous outstanding contributions or 
distinguished service to midwifery and/or Maternal–Child Health (MCH), or contributions 
of historical signifi cance to the development and advancement of midwifery, ACNM, or 
MCH. Th e recipient of this award must be an ACNM member and been certifi ed 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 fi rst 
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 Woodville 1985
Dorothea Lang 1986
Joyce E. [Beebe] Th ompson 1987
Eunice K. M. Ernst 1988
Bonnie Pedersen 1989
Sr. 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 Buffi  ngton 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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Th e 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. Th e recipient of this award must be an 
ACNM member and been certifi ed for less than 10 years. Th e 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. Th e mission of FACNM is to serve the ACNM in a consultative and advisory 
capacity.

Th ere 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.

■ CORE DOCUMENTS

DEFINITIONS

Th e early nurse-midwives struggled with defi ning themselves. Th ey 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. Th is led to problems of self-identifi cation that continue 
to the present. A major objective of the fi rst national organization of nurse-midwives, the 
Nurse-Midwifery Section of the NOPHN, was defi nitional. When the NOPHN disbanded 
in 1952, there was no longer a national organization of nurse-midwives and work on defi ni-
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 defi nition 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 offi  cial defi nition.”98 Th e committee members agreed on a defi nition of 
nurse-midwifery during its meeting on June 7, 1954, which was reported in the July 1954 
Organization Bulletin:

Th e 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.99

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 eff ort into the 
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defi nition of nurse-midwifery submitted by the Organization Committee in the July 1954 
Bulletin. Th ey reported back with suggested changes, but the fi nal decision was to leave it as 
it was originally printed in the Bulletin.”100

Th e 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 established101 and identifi ed the nurse-midwife “as a specialist in obstetrical nurs-
ing.”102 A conference on nurse-midwifery was held in Baltimore, Maryland, in April 1958103 
to review the educational preparation of nurse-midwives. “. . . the group took as a working 
assumption that nurse-midwifery is a clinical nursing specialty,”104 and stated that “the stu-
dent must achieve competence in the clinical fi eld of midwifery.”105 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.”106 A 1959 document of the Defi nition of Nurse-Midwifery and Functions of the 
Nurse-Midwife is labeled as a “Tentative Draft.” Th is document defi nes 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.” Th e March 1959 Bulletin of 
the American College of Nurse-Midwifery was devoted to nurse-midwifery as a clinical nursing 
specialty.

Th e debate continued. Th en in May 1962, members at the annual meeting in Detroit 
accepted both a defi nition of a nurse-midwife and of nurse-midwifery practice as follows:

Th e 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.

Th e acceptance of these two defi nitions did not, however, end the continuing rancorous 
disagreement over the defi nition of nurse-midwives and how nurse-midwives self-identify.107 
Th e 1972 International Defi nition 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 qualifi cations to be registered and/or legally licensed to 
practice midwifery.

Th e 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. Th is 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. Th e 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.108

Key diff erences between the 1972 international defi nition of a midwife and the 
1962 ACNM defi nition of a nurse-midwife are that in the international defi nition 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.

Th e members of the ACNM made huge changes in their defi nitions in 1978. A Certi-
fi ed Nurse-Midwife (CNM) was now defi ned as:

an individual educated in the two disciplines of nursing and midwifery, who 
possesses evidence of certifi cation according to the requirements of the American 
College of Nurse-Midwives.109

Th is defi nition and the defi nition of nurse-midwifery practice were developed by the 
ACNM Board and refl ected an understanding of history. It provided a possible resolution of 
the debate over being a clinical nurse specialist in that the defi nition of a CNM clearly stated 
that nurse-midwives belong to two diff erent professions. Th e 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 defi ned and described without relying on secondary labels. Th e 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 defi nitions, which all ACNM members could support.110 Th e 
defi nition of a CNM may also have been infl uenced by the fact that the ACNM had insti-
tuted a national certifi cation examination in 1971 that was for entry into practice and was 
both separate and diff erent from nursing certifi cation, which at that time was certifi cation 
for excellence. Th is defi nition of a Certifi ed Nurse-Midwife was sent out to the membership 
for vote and was passed by 82% of the members voting.111 Th e 1978 defi nition of a Certifi ed 
Nurse-Midwife has remained unchanged since then.

Th e ACNM added a defi nition of the Certifi ed Midwife (CM) in 1997 as:

an individual educated in the discipline of midwifery, who possesses evidence of 
certifi cation according to the requirements of the American College of Nurse-
Midwives.112

Nurse-midwifery practice was defi ned 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 
Qualifi cations for Nurse-Midwifery Practice as defi ned by the American College of 
Nurse-Midwives.113

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. Th is language also was in accord with 
the 1971 Joint Statement on Maternity Care and 1975 Supplementary Statement114 as ACNM 
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documents can not contradict each other but go hand-in-hand (see Chapter 19). Th e 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. Th e nurse-midwife was indeed managing the care of this woman indepen-
dently. Th e defi nition of nurse-midwifery practice was also sent out to the membership for 
vote and was passed by 86% of the members voting.115

In addition to editorial changes, the defi nition of nurse-midwifery practice had a signif-
icant change made in 1992. Th e signifi cant change was that the word “normal” is no longer 
in the defi nition. Th e concept of midwives caring for only “normal” women had taken root 
in the 1800s (see Chapters 1−3). Prior to 1992, the defi nition 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).116 In 1997, the 1992 defi nition of nurse-midwifery practice was changed to the 
defi nition of midwifery practice and the CM was added to this defi nition.117 Otherwise, it 
remains unchanged.

PHILOSOPHY

Th e fi rst 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.118 
Th ree 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 1960.119 Th e fi rst 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 practice120

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 defi nitive 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.”121

Th e major change in the 1983 version of the ACNM philosophy was replacing the 
emphasis on childbearing family rights to individual rights. Th is philosophy also defi ned 
nurse-midwifery as a “discipline” and the expansion of practice to “preventive health care 
for all women.”122 Most likely these changes refl ected the revised defi nitions 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.”123
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Th e 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 fi rst time, belief in pregnancy and birth as “normal processes, advocacy for non-interven-
tion in normal processes, continuity of care,” and involvement of “signifi cant others” were 
mentioned. Th e 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.124 
Th e inclusion of this ACNM leadership role refl ected the increasing infl uence 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).

Th e 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. Th e 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.125 Th e Philosophy content reinforced prior beliefs that “every person” has basic 
rights, defi ned “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.”126 Th ere was a notable emphasis on the broader term of 
“women” rather than “mother” in this statement, most likely refl ecting 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.127 Th is version of the philosophy was copyrighted 
in 2010 as Our Philosophy of Care.

FUNCTIONS, STANDARDS, AND QUALIFICATIONS

Th e founding mothers of ACNM were determined to continue the work they had begun 
in the NOPHN on the development of standards and functions and qualifi cations for both 
practice and education. Th roughout the Organization Bulletins, starting with the fi rst one, 
the topics for discussion include setting standards for education, standardizing practice, de-
fi ning functions of a nurse-midwife and of a national organization of nurse-midwives, and 
eligibility qualifi cations 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.128 Th us was created 
the Committee on Philosophy, Objectives, and Functions, chaired by Jayne DeClue with 
members Mary Crawford and Elizabeth Hosford. Th is committee was one of the fi rst special 
committees of the College along with committees on publications, statistics, and programs.129

Subsequently, philosophy was made its own committee (as mentioned earlier) and 
the committee was reincarnated as the Functions, Standards, and Qualifi cations (FS&Q) 
Committee in 1962 with Marion Strachan as Chair.130 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,131 and written comments from 
members. Th e 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.”132 In early 1966, the ACNM fi nally had an 
offi  cial document of Statements of Functions, Standards, and Qualifi cations for the Practice 
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of Nurse-Midwifery.” Th ese were updated in 1975 and 1983. Th e 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 fi rst 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. Th is 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. Th e 
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. Th e 1983 FS&Q evolved into the 
1987 Standards for the Practice of Nurse-Midwifery. Qualifi cations became Standard I and the 
former statements of functions and standards were reworded and merged into an additional 
seven statements of standards. Th e eight standards each had specifi c statements on how each 
standard was to be met. Th e 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 Standards as use of them became evidence of meeting one of 
the stated standards (Standard III). Th e 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. Th is is no longer a separate 
document. Th e 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 specifi cs of the curriculum such as faculty qualifi cations 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 certifi cation examination (see Chapter 
16). Th is 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 refl ect that the 
question was raised, “What are expected beginning competencies of a nurse-midwife?,” and 
then the need to identify behavioral outcomes.133 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).134 Th is 
curriculum specifi ed 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). Th ose attending the 1976 workshop recommended the identifi cation of essential 
nurse-midwifery content and the core competencies for basic nurse-midwifery practice to 
be done by the ACNM Education Committee.135 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,136 the 
Board approved the fi rst Core Competencies in Nurse-Midwifery: Expected Outcomes of Nurse-
Midwifery Education in February 1978.

Th e 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.” Th ere were seven concepts listed in the 1978 core competencies 
document:137

1. Family-centered approach to client care
2. Constructive use of communication, group dynamics, guidance, and counseling
3. Communication and collaboration with other members of the health care team
4. Client education
5. Continuity of care
6. Use of appropriate community resources
7. Promotion of the positive aspects of health (e.g., pregnancy as a normal physi-

ologic process)

In 1985, the Education Committee, chaired by Barbara Decker, revised the Core Com-
petencies that included the addition of three more concepts. Th ese included “health promo-
tion and disease prevention, informed client choice and decision-making,” and “bioethical 
considerations related to reproductive health.”138 Th e 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 fi nal list. Th e additional concepts 
were “facilitation of healthy families and interpersonal relationships” and “knowledge and 
respect for cultural variations.”139

Th e 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. Th e 
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.140 Th e original seven concepts in 1978 that grew to 12 by 
1992 were again expanded to 15 hallmarks in 1997. Th e Hallmarks included the profession’s 
commitment to the following beliefs that contributed to the ACNM’s evolving defi nition of 
the midwifery model of care:141

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

3. Promotion of family-centered care
4. Empowerment of women as partners in health care
5. Facilitation of healthy family and interpersonal relationships
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6. Promotion of continuity of care
7. 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 profi ciency

10. Skillful communication, guidance, and counseling
11. Th erapeutic value of human presence
12. Value of and respect for diff ering paths toward knowledge and growth
13. Eff ective communication and collaboration with other members of the health care 

team
14. Promotion of a public health care perspective
15. Care to vulnerable populations

Th e 1997 document also changed the title to the Core Competencies for Basic Mid-
wifery Practice. Th is change in title refl ected the now existing Certifi ed Midwife as well as 
the Certifi ed Nurse-Midwife and acknowledgment that the core competencies really were 
core competencies in midwifery. Th e other major change was the addition of primary care 
as a component of midwifery care with specifi c inclusion of perimenopause and postmeno-
pause.142 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. Th e Hallmarks were slightly reworded 
and reorganized, with the addition of two new items: “incorporation of scientifi c 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. Th e major edit included the change to “evaluation and incorpora-
tion of complementary and alternative therapies in education and practice.”143

Th e 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 identifi ed in the 2010 ICM 
Essential Competencies for Basic Midwifery Practice (see Chapter 22). Th e 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.

Th e 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 fi rst Code of Ethics for Certifi ed 
Nurse-Midwives on May 18, 1990.144 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.145
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Th e elements of the fi rst written code were several years in development, facilitated by 
the philosopher–theologian and nurse-midwife team of Henry (Hank) and Joyce Th omp-
son146 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 1986.147 Th ere 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 Th ompson, 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 defi ned who they were, how they were expected 
to practice, and what it meant to be a professional.148

Th e fi rst 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.149 It also served as a background 
document for educating nurse-midwives on the history of codes of ethics in health profes-
sions. Th is 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. Th e authors had worked 
with other health professions’ codes (nursing, medicine)150 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 confi dentiality 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.151

A stimulating critique of the Th ompsons’ draft code was written by Terri Clark-Coller, 
CNM, and published in 1988.152 Terri Clark-Coller off ered a second draft proposal with the 
goal of raising specifi c 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.153 After critiquing 
each part of the Th ompson and Th ompson draft code, Terri Clark-Coller proposed what she 
would include in a code of ethics in narrative form.154 Hank and Joyce Th ompson responded 
with a letter to the editor, acknowledging Ms. Clark-Coller’s refl ections and raising additional 
questions for the ACNM membership to consider before adopting a formal code of ethics.155

Th e ACNM Board of Directors appointed an Ad Hoc Committee on a Code of Eth-
ics in 1988 with Joyce Th ompson as Chair156 to continue the work of redrafting the code 
through early 1989. Members of this committee included Marilyn Keiff er-Andrews, CNM; 
Elizabeth Sharp, CNM; Molly Wolfe, CNM; Terri Clark-Coller, CNM; Rosemary Mann, 
CNM, JD; and Henry O. Th ompson, M Div. Jeanne Brinkley was the Board’s representa-
tive to the committee.157 When Joyce Th ompson became ACNM President in June 1989, 
Marilyn Keiff er-Andrews assumed the chairperson role and Joyce Th ompson served as an 
adviser when requested. Th e 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.158 Th e 
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. Th e revised draft presented to the membership via Quickening159 
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had  eliminated the sections and listed 11 statements of ethical conduct/action required of a 
CNM. Th is fi nal draft was presented to the ACNM Board of Directors and they approved 
the fi rst Code of Ethics for CNMs on May 18, 1990.160 Th e Ad Hoc Committee on a Code 
of Ethics was disbanded in May 1991 by Board decision.161 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.162 Th is was reaffi  rmed 
during the October/November 1992 Board meeting when they asked that an updated list of 
ethics consultants be maintained at ACNM headquarters.163

Th e 1990 ACNM Code of Ethics for CNMs delineated the offi  cial 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. Th e Board 
appointed a new Ad Hoc Committee to Revise the Code of Ethics 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. Th e 
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.164

Th e 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. Th us, in 
June 2005, the ACNM Board of Directors adopted the revised Code of Ethics with Explana-
tory Statements165 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. Th e title was changed to just the Code of Ethics to 
refl ect the existence of both CNMs and CMs in the ACNM membership. Th e three sections 
in the 2005 code refl ected the ethical mandates for CNMs and CMs related to (a) profes-
sional relationships, (b) professional practice, and (c) as members of a profession. Th e fi rst 
mandate refl ected respect for basic human rights, the dignity of all persons, and self-respect 
as a person of worth and integrity. Th e 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.166 Th e 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 confl ict 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).”167 It was not until December 2007 that 
the SROP of the Ethics Committee were approved by the ACNM Board of Directors,168 and 
recruitment of members with interest and expertise or experience in ethics had begun in early 
2008. Th ree members (Elizabeth Sharp, Joyce Th ompson, and Katherine Dawley) from the 
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Ad Hoc Committee to Revise the Code of Ethics (2003−2005) were among the fi rst seven 
members appointed to the new ACNM Ethics Committee to maintain continuity in review 
of the code. Elizabeth Sharp was Chair. Th e others were Mary Kaye Collins, CNM, JD; 
Debra Hein, CNM; Kathleen Powderly, CNM; Nancy Jo Reedy, CNM; and student mem-
ber Robyn M. Brancato.169 In 2010, Mary Kaye Collins became Chair of the committee.

Th e 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.170

PEER REVIEW

Th e 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 defi ned by the 
American College of Nurse-Midwives.”171 Th e 1975 and 1983 versions of the Standards had 
similar wording. Th e 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.”172

Peer review was discussed periodically throughout the 1970s and 1980s within the 
ACNM Clinical Practice Committee (CPC). Th e February 1984 Board of Directors’ action 
item from the CPC Committee referred to the agreement to add a “how to” chapter to 
the fi rst printing of the Peer Review Guidebook.173 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.174 Th at 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.175 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.”176 Th e 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.177

Peer review (by name) of one’s midwifery practice was fi rst embodied in Standard VII 
of the ACNM Standards for the Practice of Nurse-Midwifery in 1987, in eff ect making peer 
review mandatory for all nurse-midwives.178 Peer review has been maintained in the Stan-
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.179 Th e work of the ad hoc committee focused on 
assisting practicing midwives to meet the peer review requirement. Th e committee met for 
the fi rst time on November 7, 1987, following the fi rst 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.180 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.181 Susan DeJoy 
became Chair of the Ad Hoc Committee on Peer Review in April of 1988 and Janice Sack 
joined as the Board representative.182

In 1990, Carol Howe183 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.184 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.185 Th e ad hoc committee once again was responsible for revising 
or updating the Quality Assessment/Peer Review document during 1991.186

Simultaneously in 1990, Ruth Ann Price, CNM and Region V Representative, volun-
teered to draft a position statement on peer review for the ACNM.187 Several drafts188 were 
presented to the ACNM Board over the next year until it was fi nally adopted by the Board on 
February 2, 1992.189 Th e position statement reaffi  rmed 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. Th e position statement also reaffi  rmed that 
peer review is recognized as an important risk management tool as well as a professional 
responsibility.

Th e position statement on peer review of 1992 was replaced in 1996 by a statement on 
Quality Management of Midwifery Care190 that defi ned three components for the promotion 
and evaluation of high-quality midwifery care. Th ese included quality assurance, peer review, 
and quality improvement and all three were defi ned. Peer review in the most recent version of 
the statement is defi ned 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.”191

To reinforce the continued importance of peer review, the ACNM Board of Directors’ 
goals for fi scal 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.”192 Th is goal was repeated in 
1993,193 1994,194 and 1996.195 Th e goal was expanded to have the Ad Hoc Committee on 
Peer Review monitor how many ACNM chapters had a peer-review mechanism.

Over 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.196 Th e 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.”197 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 offi  cially 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.198

Th e 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 offi  cial document of the College.199 Th e 
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. Th is 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.” Th e Clinical Practice Committee, chaired by Sandi Dietrich until 
January 1976 when her term was completed and Anne Malley Corrinet was appointed as 
chair,200 subjected the 1973 Home Birth Statement to this mechanism and drafted another 
version of this statement in 1975. Th is was sent to the membership via the March−April 1976 
issue of Quickening for vote along with the Mechanism, also for vote.201 In the meantime, a 
change in bylaws in 1974 gave the board decision-making power (see earlier in this chapter). 
Th e clinical practice Mechanism was to ensure member input into clinical practice statements.

Th e Mechanism for the ACNM Membership to Review or Initiate Clinical Practice State-
ments passed with 221 members accepting it and 13 rejecting it. Th e 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.202 Th e 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.203

Th e 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%.204 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”). Th ey 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. Th eir 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 cuff s to the sides of the table to prevent contamination of the “sterile fi eld.” 
With her hands strapped in the cuff s 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.205

Some women began to rebel against such hospital experiences and seek a return to 
home birth (see Chapter 8). Th us 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 refl ected 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 
reaffi  rmed it in 1976:

Labor and delivery, while a physiologic process, clearly presents potential hazards 
to both mother and fetus before and after birth. Th ese 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. Th e 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.206

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. Th ere 
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.207 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. Th e 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.”208

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!”209 What Dr. Pearse ignores in this article are other factors that infl uenced 
the comparative statistics of perinatal mortality between1940 and 1977. Th ese 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 fi rst draft of this document that served as the model for the eventual 
Joint Position Statement.210 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 Chicago211 for release of the document with comments by all the 
presidents of the organizations represented.

Th e night before the press conference, the organizational representatives met for cock-
tails and dinner212 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 fi ve-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,213 also informed the group 
that there would be a table with ACOG’s anti–home birth literature on it for press members. 
Th e 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 Joint 
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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 refl ect 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. 
Th e President of ACOG said he represented 20,000 obstetricians and gynecologists and they 
were opposed to home birth. Th e President of NAACOG said she represented 22,000 obstet-
ric, gynecologic, and neonatal nurses and they agreed with ACOG. Th e 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. Th e President of AAP 
said he represented 18,000 pediatricians and he was not sure that he knew what the fuss 
was about. Th e President of ACNM said she represented 1,500 CNMs, some of whom had 
home birth practices, that ACNM was not 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 off ending 
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.”

Th e 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.

Th e 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. Th e Clinical Practice Committee held “an intensive workshop at 
the convention”214 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 Qualifi cations 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. Th is 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.”215 Th is 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. Th e 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.216 Th e 1980 Statement on Practice 
Settings stood the test of time with no further modifi cation by the membership217 until the 
2005 ACNM Position Statement on Home Birth. Th is 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 qualifi ed 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.218

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 approval219 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 fi rst 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. Th is was updated in 1997 as the ACNM Handbook 
on Home Birth Practice with Marsha Jackson and Alice Bailes as Editors. Th e 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.220

More recently, internationally renown home birth expert, practitioner, educator, and 
advocate, nurse-midwife Saraswathi Vedam221 has been the convener and Chair of home birth 
summits in 2011 and 2013. Another home birth summit is planned for 2014. Th ese summits 
brought together leaders from a number of divergent organizations to fi nd common ground 
on the subject of safe, culturally competent, and respectful care for women who desire home 
birth.222 Th e 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.223 Th is 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.224
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c h a p t e r  E L E V E N

Midwives Alliance of North America

Th e 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)

■ PREDECESSOR ORGANIZATIONS

During the 1970s, there were several individual eff orts to have a forum for lay1 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.2 
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),3 
and a group called Home Oriented Maternity Experiences (HOME) started by Fran Ven-
tre4 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.5 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. Th e voices of Certifi ed Nurse-Midwives (CNMs) providing out-of-hospital 
births were also heard within the American College of Nurse-Midwives (ACNM).6 Th ese 
organizations provided a forum for discussion of the need for more midwives supportive 
of birth at home.

Th ere are a variety of interpretations of what the stimuli were for development of a new 
midwives’ organization in the early 1980s,7 but it was clear that discussion of the need for 
such an organization began in the early 1970s. Infl uencing 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.8
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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.9 Lay midwives Shari 
Daniels, Fran Ventre, and Nancy Mills decided to try to organize a separate conference just 
for home birth midwives.10 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.11

Th e 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 offi  cial midwifery organization in 1982.12 In 
the words of Ina May Gaskin, “Th ere 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.”13 Several 
midwives involved in the 1977 meeting and others who followed identifi ed that the major 
confl icts 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,14 
and the degree of professionalism15 desired, for example, educational standards and creden-
tialing mechanisms. Th emes of feminism, consumer demand, and the need to counter the 
increasingly medically and technologically driven hospital-based childbirth pervaded the 
midwives’ discussions.16

Th e 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.”17 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.18 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. Th e group, however, did agree that a national newsletter 
would be helpful to maintain communication, foster networking, and share resources and 
practice updates.

Th e Farm19 group agreed to take on the development of a newsletter, which became 
Th e Practicing Midwife.20 One of the Texas midwives, Shari Daniels, took issue with those 
who were editing articles for Th e Practicing Midwife, as she thought that they were censor-
ing some of the submissions for publication. She also noted that midwives at Th e Farm were 
not supportive of a new national organization for midwives at the time when she thought 
that such an association was needed.21 Th ese 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. Th e Practicing Midwife newsletter continued as a vehicle for communica-
tion among Th e Farm midwives, and later covered the fi rst year of development of the new 
MANA organization.22
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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. Th e organization was a 
response to “the fl ood of letters and phone calls received from across the country expressing 
the need for a central offi  ce and organization which would provide a way for midwives to 
come together and grow in their united strength.”23 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.24 Shari Daniels’s father, Bernard Danagher, volunteered to 
fund and run the central offi  ce 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. Th e 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.25 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:26

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

2. Th e need for safe birth alternatives including home birth midwives
3. Th e need for training opportunities for midwives
4. Th e need for better communication among all midwives to address varying viewpoints
5. Th e need for legal and social recognition of midwives as part of public health services
6. Th e need for a national clearinghouse on midwifery services

Th e new organization attempted to meet the needs listed previously. It produced a 
newsletter every 2 months until the end of 1978 with the fi rst issue in June of 1977. Th e 
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. Th e central offi  ce 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. Initially, there was no organizational structure, no bylaws or tax-exempt 
status and the only designated offi  cer was Shari Daniels as the leader of the group. Th e lack of 
tax-exempt status caused Mr. Danagher to threaten to stop his funds and close the Princeton 
offi  ce after a signifi cant fi nancial loss in the fi rst year ($3,000).27 He thought that the tax-
exempt status would help with funding issues, but the organization needed to have an offi  cial 
structure to apply for such status. Many lay midwives were not yet ready to have an offi  cial 
structure as this seemed to imply being offi  cially organized under Shari Daniels’s leadership.28

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

Th e N.M.A. lasted long enough to organize and sponsor a second conference in 1978. Th e 
N.M.A. took on the responsibility of organizing the Second International Conference of 
Practicing Midwives in Chicago, March 17 to 19, 1978.29 Th e 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. Th e moderator of 
this panel was Suzanne Arms, author.

Th ere were defi nite disagreements on topics raised during this meeting that caused 
Shari Daniels to write a distressing letter30 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 diff erences of opinion.31 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.”32

Th e 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.33 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.”34

Th e actual structure (bylaws, offi  cers, etc.) was viewed as a great challenge. As noted 
by midwife Valerie Kaufman, the goal was to develop a structure that would be eff ective in 
communication among midwives, cooperative buying, training, and public education while 
also “remaining non-authoritarian, decentralized, and voluntaristic.”35 Th is 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. Th e 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.36 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.”37

Th e 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 certifi cation standards, thereby exclud-
ing empirical, lay and direct-entry midwives.38 No record was found of any further attempts to 
organize a national midwives’ group specifi cally 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 benefi t of childbearing families.39 Th is meeting was, 
in part, a response to the ACNM members at the 1981 Convention Open Forum who iden-
tifi ed the need to have a dialogue with lay midwives. Sr. Angela Murdaugh volunteered40 to 
spearhead a meeting among CNMs, lay midwives and obstetricians,41 however, the obstetri-
cians did not participate in the October 1981 meeting.42 Sr. Angela Murdaugh was severely 
criticized by some ACNM members for taking this action while others were supportive.43

Sr. Angela Murdaugh requested suggested names of participants from the ACNM 
Board during its debriefi ng session44 on July 26, 1981. Th e fi nal list of participants included 
non-nurse midwives Teddy Charvet (who changed her name to Th erese Stallings in 1987) 
from Seattle, Washington; Ina May Gaskin from Summertown, Tennessee; Helen Jolly from 
Dallas, Texas; and Genna Withrow from Atlanta, Georgia. Th e 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.45

Th e CNM and lay midwives’ meeting was held at the ACNM offi  ce in Washington, 
DC, on October 30, 1981. Th e fi rst order of business was to agree on what to call those who 
were not CNMs. Th e 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.46 Many ACNM core docu-
ments were discussed and shared, with several providing the template for later core MANA 
documents.47

Th e 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.”48 Participants agreed that this new organization must be the result of a group eff ort 
with a corporate identity49 and not based on the personality or leadership of one person.50 
Th is new organization would be responsible for setting basic competencies and delineating 
the levels of midwifery practice, and it would also be self-regulating. Th e preliminary goals 
for the new organization were to:

1. Open and improve communication between CNMs and NNMs
2. Set standards for basic competency in midwifery
3. Develop guidelines for the education of midwives
4. Create an identifi able body representing professional midwives, and
5. Document the public need for midwifery services51

Th e tentative name of the organization agreed upon was the Guild of American Mid-
wives.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 
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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 eff orts.53

Th us, 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.

■ FOUNDING OF MIDWIVES ALLIANCE OF NORTH AMERICA 

Th e 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. Th e organizing group of seven midwives54 
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.55 Further 
discussion of the name of the new organization resulted in selecting the Midwives Alliance 
of North America (MANA) to refl ect membership from the United States, Canada, and 
hopefully, Mexico.56 MANA as an acronym also has signifi cance as a spiritual force.57 A list 
of organizational goals was constructed that provided the foundation for the goals adopted 
offi  cially during the May 1983 interim MANA governing board meeting. Th e group hoped 
to have the fi rst MANA national conference in October 1982, but the many eff orts 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.58

Th e 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 fi rst day 
of the ACNM annual meeting. Th e venue was the Auditorium of the College of Nursing, 
University of Kentucky. Press releases59 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. Th e title of this open meeting was, “Conference to unite all midwives.”60 Th e 
title refl ected 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.61

Th e open meeting drew more than 150 individuals in attendance.62 Th e interim MANA 
Board encouraged all midwives who attended to off er 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 Th e Practicing Midwife.63 Hence, there is some discrepancy in the early 
recorded history of MANA depending on the source used.64

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.65 Th e 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 diff erent states and Canada reported on the status of midwifery in 
their geographic location. Th e draft Articles of Incorporation were reviewed and approved by 
this small group.

Interim MANA board offi  cers chosen were Teddy Charvet, President; Ina May Gaskin, 
Vice President; Susan Liebel, Secretary; and Carol Leonard, Treasurer. Th ese interim offi  cers 
would serve until the fi rst 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. Th ey were Karen Ellis-
berg (Midwest); Elizabeth Gilmore (Southwest); Lea Rizack (Northeast); Patty Brumbaugh 
(Southeast); and Ava Vosu (Canada). Th e interim offi  cers 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.66 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 
off er sponsorship to any midwife wanting to join but without the resources to pay annual 
dues.67 Before the organization was incorporated, there were 205 midwives, half of whom 
were nurse-midwives, who were considered as members.68 Ten committees were established 
and an additional group was appointed to work on annual conventions. Planning for the 
October 7 to 9, 1983 fi rst MANA conference was begun.69

Th us, all was in readiness for the new midwifery organization. MANA was founded on 
December 3, 1982, and incorporated as a nonprofi t organization in the State of Washington 
in 1983.70 Th is 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.

■ 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.71 As noted by Teddy 
Charvet,72 the ACNM structure and organization served as the model for developing the 
new midwifery organization, though not accepted fully following much discussion to 

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.
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 determine what would fi t 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.73 Member-
ship in MANA at the time was 205, with half being CNMs and the other half, NNMs.74 
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.75

MANA GOALS

Th e fi rst draft statement of goals agreed by the interim MANA Board and members present 
in April 1982 included both short-range and long-range targets.76 Th e short-range goals 
focused on communication among all American midwives, holding a national conference, 
and inclusive membership. Th e long-range goals focused on key work to be done once the 
organization was established, such as setting educational guidelines and certifi cation 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.

Th e revised organizational goals adopted in 1983 were consistent with the seven 
goals originally included in the 1982 Articles of Incorporation.77 Th e 1983 goals were as 
follows:

1. To expand communication and support among North American midwives
2. To form an identifi able 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
4. To assure competency in midwifery practice
5. To promote midwifery as a quality health care option
6. To promote research in the fi eld of midwifery care
7. To promote communication and cooperation between midwives and other profes-

sional and nonprofessional groups concerned with improved perinatal outcome

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

Th e goals were reviewed several times during the 30-year history of MANA. Th e origi-
nal goals have been maintained, edited, and expanded or moved as goals of the separate cre-
dentialing organizations that were formed. Th e changing goals also refl ect 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). Th e current goals are to:78

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. Position midwives as acknowledged authorities, working to improve perinatal 
health in collaboration with other professionals

5. Collect and disseminate high quality research about midwifery care
6. Promote excellence in midwifery practice
7. Sponsor continuing education opportunities for midwives
8. Increase access to midwives in all settings
9. Endorse the Midwives Model of Care™ as the gold standard for childbirth

10. Affi  rm the rights of pregnant women to give birth where and with whom they choose

FIRST CONVENTION AND THE MANA PROCESS

Th e fi rst MANA convention was held in Milwaukee, October 7 to 9, 1983, and is described 
in some detail here to off er insight into how such meetings are planned and member busi-
ness conducted. Th e meeting was a success from a number of viewpoints.79 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.80

Election of offi  cers was one of the important agenda items for the 1983 MANA mem-
bership. Teddy Charvet from Washington was offi  cially elected as President; Ina May Gas-
kin from Tennessee was elected as the fi rst 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.81 In addition, 
Marilyn Greene-Dickey from Tennessee became the new Southeast regional representative 
and Pat Pedigo from New Mexico became the new Western representative. Th e other interim 
regional representatives were elected to complete the fi rst offi  cial MANA Governing Board.82 
Th e 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.83 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. Th e board also announced that no low-income memberships would be 
issued unless there were funds available to support them.84

Th e convention participants dealt with organizational issues and how to achieve unity 
given the diverse backgrounds and experiences of the midwives present. Confl ict resolution 
and ways to achieve consensus through compromises and solidarity rather than trying to 
sabotage the new organization were important themes throughout the meeting.85 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”86 with an invitation to get involved in the development 
of the core documents.87 Whether to have practice, education, and credentialing standards 
were among the most diffi  cult issues for participants. Th ere 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.88 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 fi rst 30 years of MANA history.89
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Th ree other topics of importance to individual MANA members were raised during 
this fi rst convention. Ina May Gaskin, fi rst 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.90 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.91

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 
fi nal 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.”92 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 Schlinger93 
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.”94

MISSION

Th e fi rst recorded statement that appeared to refl ect the mission of MANA was published in 
a Special Supplement of MANA News on the history of the organization in 1983.95 It read, 
“Th e 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.”96 Th e fi rst 
 recorded Mission statement identifi ed as such was in 1999 and read: “Th e mission of MANA 
is to provide a nurturing forum for support and cooperation among midwives.”97 No men-
tion of women and their families was included in the 1999 mission statement. Th e MANA 
website in 2014 had a Mission Statement, a Vision Statement, and a Statement of Goals98 (see 
earlier pages). Th e Mission Statement is as follows:

Th e 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. Th e 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 fi rst interim MANA Board meeting with interim of-
fi cers in 1982 was the adoption of a draft statement of philosophy.99 Th e 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.100

Th is 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.

Th e Philosophy was revised in 1989 and basically restated the original beliefs.

Th e Midwives Alliance of North America is a non-profi t organization incorpo-
rated in 1982. Th e 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.101

Th ere 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

Th e fi rst 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. Th e 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. 
Th ere was much discussion of the fi rst few articles related to membership, dues, offi  cers, and 
regions. It was agreed that the regions, not the board, should elect their regional representa-
tives. Th e bylaws were agreed on October 9, 1983, with the intent to continue discussion of 
the rest of the articles and any modifi cation at the next annual meeting in the fall of 1984.102

Th e 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 fi lling vacancies.103 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.104 All these amendments passed during the 1989 

Varney_25378_PTR_11_207-234_10-22-15.indd   217Varney_25378_PTR_11_207-234_10-22-15.indd   217 10/22/2015   1:47:15 PM10/22/2015   1:47:15 PM



218 ■  IV: DEVELOPMENT OF MIDWIFERY ORGANIZATIONS  

business meeting.105 Th e adoption of 3-year terms of offi  ce occurred during the fall of 1990 
annual business meeting.106

PRESIDENTS

Th ere 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
1982–1986

Carol Leonard
1986–1987

Tish Demmin
1987–1988

Sandra Botting
1988–1990

Diane Barnes
1990–1995

Ina May Gaskin
1995–2001

Diane Holzer
2001–2007

Geradine Simkins
2007–2012

Jill Breen
2012–2014

Marinah V. Farrell
2014−present
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COMMITTEE STRUCTURE

Th e original committee structure was established by the interim MANA Board in 1982. Th ese 
included: (a) communication, (b) education, (c) practice, (d) credentialing, (e) convention ‘83, 
(f ) legislative, (g) statistics and research, (h) insurance, (i) grassroots, (j) fi nance, and (k) fund-
raising.107 Th e names and constellation of the committees were changed over the years to refl ect 
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 offi  cers established Nomi-
nations/Elections Committee (1984); Bylaws/Policies Committee (1984); Ethics Committee 
(1984); Affi  rmative 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 offi  cers or regional representatives.108

Over time, other new committees were created within the bylaws structure that refl ected 
changing priorities of the organization. Th ey included the Publications Committee (1989)109 
that became the MANA Documents Committee and a Birth Center Committee (1994).110 
Th e 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

Th is 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. Th ey also 
carried out selected pilot studies, developed an electronic data collection system for midwife-
attended home births,111 and monitored signifi cant studies about midwives and midwifery 

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.
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practice.112 Th e Statistics and Research Committee became a Division of Research in 2004. 
Th e 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.113 Th e 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.114

Other Division of Research projects are designed to:115

1. Help midwives become more fl uent in conducting research, critically appraising 
the available data, and incorporating the best available research fi ndings into their 
practice. Th is 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

Th e early Communication Committee was focused on sharing information among midwives 
and in 1984 became the Public Relations Committee. Th e 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 off ered in the United States. 
Th e 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.116 A press offi  cer 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. Th e fi rst year of MANA development had been chronicled in Th e Practicing Midwife 
(PM), a newsletter edited by Ina May Gaskin at Th e Farm. Several MANA members were 
missing from the PM mailing list, causing some degree of lack of confi dence in the newly 
developing organization.117

Jo Anne Myers-Ciecko, MPH, volunteered as the fi rst editor of MANA News in 1983 
and was joined by Teddy Charvet throughout 1987. Th e newsletter was prepared in the cen-
tral offi  ce in 1988 with Tish Demmin as editor.118 Teddy Charvet and Jo Anne Myers-Ciecko 
took over again as coeditors when the fi nancial crisis of 1988 closed the central offi  ce.119 Tina 
(Redmond) Williams took on that job in 1989120 and continued as editor through 2012.

Th e 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 fi nal 
documents agreed on. It also features reader viewpoints or letters to the editor on various 
topics of the day. Th ese 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.121
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Th e 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. Th e 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.”122 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. Th e fi rst digital newsletter was produced in 
March 2014 by newsletter Editor Tina Williams and Executive Director Geradine Simkins.123

CENTRAL OFFICE

Th e early years of MANA development were based primarily on the volunteer eff orts of a 
few midwives who personally assumed any travel and other costs related to their work. Th is 
also meant that each offi  cer and regional representative kept their own papers and fi les, and 
did their work from their homes.124 Th e fi rst proposal for a central offi  ce and paid coordina-
tor was put forth by the MANA Board in 1986 and adopted by the membership, in spite of 
fi nancial limitations.125 Th e fi rst coordinator, hired in spring 1987, was Julie Buckles and the 
offi  ce was located in Cheyenne, Wyoming where she had a midwifery practice.126 However, 
due to a severe fi nancial crisis during 1987 to 1988, this central offi  ce was closed in October 
1988.127 Karen Moran, secretary, subsequently opened a P.O. box in Bristol, Virginia to re-
ceive all correspondence and the rest of the offi  ce tasks were assigned to offi  cers, committees, 
and Karen Moran’s small secretarial staff .128

A mailing address of a specifi c 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 fi rst 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 
fi rst Executive Director in June 2012 when her term of offi  ce 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, 2014.129 Th e current (January 2015) contact address for MANA 
is in Montvale, New Jersey.

■ ESSENTIAL (CORE) DOCUMENTS

STANDARDS AND QUALIFICATIONS FOR THE ART 
AND PRACTICE OF MIDWIFERY

Th e Practice and Standards Committee, chaired initially by Tish Demmin, drafted a state-
ment of qualifi cations, standards, and functions during 1983.130 Th e 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. Th e Committee also desired “to uphold the highest standards of safety.”131 Th ey noted 
in their open letter to MANA members that adoption of standards and safe practices were 
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being developed “with the highest hopes that a new organization called MANA . . . has been 
formed with the goal of promoting the professional midwife.”132 Th e term “professional” 
was not defi ned 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 qualifi cations.

Th ere 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.133 It is apparent from the diff ering 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 diff ering viewpoint. Time was spent 
explaining their rationale for adopting such standards and qualifi cations.

Th e committee’s 1983 draft of MANA Standards/Qualifi cations and Functions of Mid-
wives used the ICM/WHO/International Federation of Gynaecology and Obstetrics (FIGO) 
International Defi nition of the Midwife (1972) as a basis for introducing this document as they 
thought this defi nition allowed for fl exibility in interpretation and would include all types of 
midwives that were in the membership of MANA.134 President Teddy Charvet noted in her 
May 1984 Board report that, “It has been proposed that MANA members accept the Inter-
national Defi nition of Midwifery [sic],135 which is important in that members can say, ‘I am 
a member of MANA, which has the same defi nition of midwifery as the ICM headquarters 
in London.’ ”136 However, this notion was rejected by the ICM when MANA applied for 
membership as the ICM defi nition did not support informal pathways to midwifery educa-
tion (apprenticeship or self-study) and the application was rejected.137

Furthermore, the draft qualifi cations in 1983 included (a) “certifi cation by MANA,” 
which had not been developed as yet; (b) “completion of an education program certifi ed 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.138 It was apparent from read-
ing several issues of MANA News that these qualifi cations were not agreed on by all MANA 
members.

Th e 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, 
“Th e 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.”139 Th is 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. Th is 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. Th e fi nal section of the draft 
standards set out the guidelines for evaluation of new midwifery procedures very similar to 
the ACNM document of the time.140

Th ere 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.141 Before (through MANA 
News142) 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.143
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Th ere were several changes to the draft document before it was fi nally adopted by the 
MANA members in 1984.144 Th e 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. 
Th e new title was, “Functions, Standards, and Qualifi cations (FSQ) for the Art and Practice of 
Midwifery (1984).”145 A new statement was added under skills that read, “It is affi  rmed that 
judgment and intuition play a role in the assessment and response to specifi c situations (p. 
7).” Th ough there was no longer a separate section on qualifi cations, some of the standards 
statements refl ected qualifi cations of the midwife such as peer review (recommended) and 
continuing education (required a minimum of 16 continuing education units (CEUs) every 
2 years). Th ere was no reference to either certifi cation or licensure. Other qualifi cations 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.”146 Th e fi nal 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.147 Th e 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.

Th e Standards/Practice Committee identifi ed new tasks for 1985 to 1986 with Val-
erie Hobbs as the Chair. Th ese tasks included carrying out a survey of midwifery practices 
among members, and preparation of Peer Review and Protocol guidelines at the request of 
members.148

Th e initial standards were revised in June 1991.149 Th ey included 10 sections (a) skills, 
(b) appropriate equipment, (c) record keeping, (d) compliance, (e) medical consultation and 
referral, (f ) screening, (g) informed choice, (h) continuing education, (i) peer review, and 
(j) protocols. Th e 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.150

CORE COMPETENCIES FOR BASIC MIDWIFERY PRACTICE

Th e MANA Education Committee was charged with the responsibility to draft a statement 
of core competencies for midwifery practice. Th e earliest record of work on a statement of 
competencies was in the committee’s report in the MANA 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.”151 However, several years 
passed before a statement of core competencies was put to the MANA membership for ap-
proval.

Th e fi rst 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 1991.152 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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Th e 1991 core competencies were reviewed and updated several times. During spring and 
summer 1993, Elizabeth Davis, Anne Frye, and Th erese 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.153 Th e revised core competencies were adopted by the MANA Board 
on October 3, 1994.154 At the same time, Sharon Wells was developing a comprehensive skills 
list to be used in the national certifi cation process for midwives under development within North 
American Registry of Midwives (NARM) (see Chapter 16). Th e skills were not to be included 
in the statement of core competencies.155 Th e 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.156 An 
introduction was incorporated that explains what the competencies are and how they can be 
used. Th e introduction also now includes the Midwives’ Model of CareTM based on the premise 
that pregnancy and birth are normal life processes. Th e rest of the introduction focuses on a set 
of principles about practice that refl ect 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. Th e 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 benefi ts of breastfeeding. Th is 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 identifi cation of potential complications were included.157

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. Th e 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.” Th e committee began by gathering ethics statements from 
a variety of organizations and reading about ethics with a heavy emphasis on feminist eth-
ics.158 Th e fi rst draft of an ethics statement was sent to the Board in May 1986. Th eir response 
was to make the statements “more general.”159

Anne Frye assumed the Chair of the Ethics Committee in 1988 when the next iteration 
of the draft ethics statement was fi nalized. 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.”160 Her 
committee began to identify values specifi c to women and midwifery.

In 1990, the evolution of an ethics statement turned into a draft Statement of Values.161 
Th is draft identifi ed 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.162

Th ere were three more drafts between 1990 and 1992.163 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.164 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.165 Th e most recent Statement of Values 
and Ethics was adopted in August 2010.166 Th e major changes in this statement included a 
totally rewritten Statement of Ethics that highlights ethical principles of benefi cence, non-
malefi cence, confi dentiality, justice and autonomy and how each applies to the relationship 
between midwife and client.167 New content includes valuing apprenticeship training, the 
wisdom of midwifery, home birth and a totally new section on cultural sensitivity, compe-
tency and humility.168

MANA POSITION STATEMENTS

Th e MANA Board adopted the fi rst set of position statements on May 2, 1994. Each of these 
position statements refl ect 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.169

■ DESCRIPTIVE STATISTICS

It is diffi  cult 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 diffi  cult to know whether the rest were students or those who 
had not renewed their membership.170 Th ere 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. Th us, 
the member numbers often refl ected all those originally on the member rolls whether cur-
rent or not.171 Julie Buckles from the central offi  ce 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 1983.172 Signe Rogers re-
ported that she had received 608 renewals between fall 1990 and fall 1991173 and Abby Kinne 
reported that there were 476 voting members of MANA on October 16, 1993.174

Th e fi rst member survey was mailed in February 1985 to 360 individuals on the mem-
ber list with 174 responses for a response rate of 48%.175 Th is 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.

■ CODA

Th e early history of the development of MANA as an organization to “unite all midwives” is 
fi lled with excitement, intrigue, controversy, hope, and disappointments. However, MANA 

Varney_25378_PTR_11_207-234_10-22-15.indd   225Varney_25378_PTR_11_207-234_10-22-15.indd   225 10/22/2015   1:47:17 PM10/22/2015   1:47:17 PM



226 ■  IV: DEVELOPMENT OF MIDWIFERY ORGANIZATIONS  

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 Certifi ed 
Professional Midwives (NACPM; see Chapter 12). Th ese organizations have taken on the 
diffi  cult 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. 
Th e 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 defi nitely 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. 
Th e founders of the Midwives Alliance were as dedicated to process as to outcome—not only 
in birth but also in business. Th ey created an organization in which each woman’s voice and 
each midwife’s unique characteristics would be valued.”176

■ NOTES

1. Th roughout the history of MANA as an organization, the term “lay midwife” has been used. It 
was defi ned on the MANA website: “Th e term ‘lay midwife’ has been used to designate an un-
certifi ed or unlicensed midwife who was educated through informal routes such as self-study or 
apprenticeship rather than through a formal program. Th is term does not necessarily mean a low 
level of education, just that the midwife either chose not to become certifi ed or licensed, or there 
was no certifi cation available for her type of education (as was the fact before the Certifi ed Profes-
sional Midwife credential was available). Other similar terms to describe uncertifi ed 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 
Th reat of It Made the Birth Attenders Search Out Support.” D. Barnes, “Th e business of mid-
wifery,” Th e Birth Gazette 7, no. 3 (1991): 44. See also Chapter 16 section on Licensure.

3. Nancy Mills, “Th e 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). Th e three volumes of NAPSAC Compulsory Hospitalization: 
Freedom of Choice in Childbirth? that were published in 1979 are fi lled with lay midwifery au-
thors. Th e 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. Th e ACNM fi rst 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 eff orts had 
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been brewing among NNMs for many years, with individuals such as Shari Daniels’s (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; F. Ventre, 7, in Schlinger. 
Many writers agreed that the fi nal 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. Th e Practicing 
Midwife 1, no. 16 (1982): 3; Schlinger, 7, 13, 17).

8. 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., Into 
Th ese Hands: Wisdom From Midwives (Traverse City, MI: Spirituality & Health Books, 2011), 
302–303.

9. ACNM’s 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 certifi cation by examination administered by the ACNM (begun in 1971). 
Th e membership criteria referred to “nurse-midwives” in good standing and were not open to 
other types of midwives.

10. 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 fi les of HVB. Th is report verifi ed 
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 Aff airs Committee.

11. Shari Daniels, Th e 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.

12. T. Charvet, “History of MANA,” MANA News Supplement I, no. 1 (July 1983 revised and re-
printed in July 1985): 1. Teddy Charvet, the fi rst president of MANA, noted that “MANA was 
founded in 1982” but the Articles of Incorporation were not adopted until 1983.

13. I. M. Gaskin, 10 in Schlinger.
14. F. Ventre, in H. Schlinger, 1992, 20; T. Charvet, “History of MANA,” 1. Th is same concern of 

having an organization organized by a diverse group of individuals rather than just one personal-
ity was again refl ected in the unoffi  cial record of the October 1981 meeting with ACNM Presi-
dent Sr. Angela Murdaugh, titled General Midwifery Debate: Open Forum October 1981 from the 
fi les 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.

15. J. Kingsepp, MANA News 1, no. 2 (1993). L. Coombs, “Credentialing Committee ask, ‘What 
role for credentialing?’ ” MANA News 1, no. 4 (1984): 10.

16. J. Myers-Ciecko, “Direct-entry midwifery in USA,” in Th e Midwife Challenge, ed. S.  Kitzinger 
(London: Pandora, 1981), 74–75. See also Varney and Th ompson, Chapter 8 section on Con-
sumer  Demand for Out-of-Hospital Birth, in this book.

17. I. M. Gaskin, Th e Practicing Midwife (1977), 1. Th is issue reported on the 1st International Con-
ference of Practicing Midwives held in January 1977 in El Paso.

18. Lindo and Beck, 1. Th is 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.

19. Th e Farm was established in Summertown, Tennessee, in 1971, by Ina May and Steven Gaskin 
and their 200 spiritual followers who formed “Th e Caravan Th at 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, fi rst published in 1975. Information obtained 
from Th e Practicing Midwife 1977, 2.

20. Gaskin in Schlinger, 10.
21. S. Daniels, “National Midwives Association Formed,” N.M.A. Newsletter I, no. 1 (June 1977): 1.
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22. T. Charvet, “MANA Governing Board Holds Meeting in L.A.,” MANA News I, no. 1 (1983): 1.
23. S. Daniels, “National Midwives Association Formed,” N.M.A. Newsletter I, no. 1 (June 1977): 1.
24. S. Daniels, N.M.A. Newsletter I, no. 4 (1977): 16.
25. Gaskin, 10, in Schlinger.
26. S. Daniels, “National Midwives Association Formed,” 1–2.
27. B. Danagher, “Dear NMA Members,” N.M.A. Newsletter I, no. 6 (1978): 1.
28. Th e 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. Th is thought was refl ected in the 
unoffi  cial 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 fi les of Geradine Simkins.

29. Chicago birth attendants meet. N.M.A. Newsletter I, no. 2 (August 1977): 1.
30. S. Daniels, “Letter From Shari,” N.M.A. Newsletter I, no. 6 (April 1978): 2.
31. B. Friedberg, “An Alternate View,” N.M.A. Newsletter I, no. 7 (1978): 6.
32. Daniels Letter, 2.
33. S. Daniels, “Membership Wants Organization,” N.M.A. Newsletter I, no. 7 (June 1978): 1.
34. N.M.A. Newsletter I, no. 7 (June 1978), insert p. 15.
35. V. Kaufman, “How Should We Organize?” N.M.A. Newsletter I, no. 7 (1978): 2–3.
36. D. Lang, 13 in Schlinger. Fran Ventre’s personal communication with JBT on May 13, 2011.
37. T. Charvet, “History of MANA,” MANA News Special Supplement (July 1985), 1, refers to mid-

wives’ leadership roles. Th is point was also recorded in the unoffi  cial 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 diff erent. Th e need 
now is for a new Network.” In the personal fi les of HVB.

38. Ibid., p. 1. ACNM membership criteria in the ACNM Bylaws of the 1970s and 1980s referred 
only to Certifi ed Nurse-Midwives or student nurse-midwives.

39. Sr. Angela’s personal conversation with JBT in May 2011. MANA News Special Supplement, p. 1.
40. Fran Ventre, Th e 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 fi rst 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” Th e MANA/Lay Midwifery Movement. She noted on p. 1, “Th e president of 
the ACNM, at 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 fi les 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.”

41. Sr. Angela Murdaugh letter to ACNM members, November 18, 1981.
42. 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 unoffi  cial min-
utes, p. 11 that were sent from Geradine Simkins to JBT in fall 2013.

43. 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.”

44. Debriefi ng within the ACNM Board process was an informal get-together the evening prior to 
the offi  cial 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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45. Charlyn Santiago, Minutes: Dialog Day Between Non-Nurse Midwives and Nurse-Midwives (Wash-
ington, DC, October 1981). Copy in fi les of authors.

46. Ibid., pp. 1–2. I. M. Gaskin, “Meeting of Midwives in Washington, DC,” Th e Practicing Midwife, 
November 5, 1981.

47. JBT personal conversation with Sr. Angela Murdaugh, September 15, 2010. S. Liebel, and E. 
Davis, “Midwifery Education–Philosophy and Purpose Outlined,” MANA News I, 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 unoffi  cial 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 fl ower use: ACNM called this 
meeting, but individual CNM members to be members to give the organization more validity,” 
8. Th ese jotted notes were sent to JBT by Geradine Simkins in spring 2014.

48. Charvet, 16, in Schlinger. Th e 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.

49. Santiago, 2.
50. Ventre in Schlinger, 20. Also noted in unoffi  cial record of October 30, 1981, meeting at ACNM 

Headquarters, “Th ese [splinter] groups have one person spear-headed things. Th ey cannot do that 
and succeed in the long term,” 8. Notes in the personal fi les of authors.

51. Santiago, 2. Unoffi  cial record of October 30, 1981, meeting, 11, where goals are same as recorded 
in offi  cial minutes. Th ere is some discrepancy in wording and number of goals compared with the 
history of MANA published in MANA News I: 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 identifi able professional organization for all midwives in this country.”

52. Ibid., Ventre. Santiago, 2. Also found in unoffi  cial record of the ACNM open forum, 11, in 
personal fi les HVB.

53. JBT Conversation with Sr. Angela Murdaugh, October 2010. Santiago, 2. Copy of unoffi  cial 
record from HVB fi les 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.”

54. Th e 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,” Th e Practicing Midwife 
1, no. 16 (Summer 1982): 3. Also confi rmed in an unoffi  cial record of 1981 meeting at ACNM 
HQ, General Midwifery Debate: Open Forum, section III Organization of “midwives,” 9–12, and 
in offi  cial minutes of that meeting by Santiago, 2.

55. 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.

56. Ventre, 20, in Schlinger.
57. Henry O. Th ompson, “Birth Stones and Tradition in Hawaii,” MANA News II, no. 2 (September 

1984): 10. Schlinger, 20–23.
58. T. Charvet, “History of MANA,” 1–2.
59. C. Hurzeler, F. Ventre, H. Jolly, T. Charvet, S. Liebel, I. M. Gaskin, and G. Withrow, Press Release: 

Conference to Unite All Midwives (Lexington, KY, 1982) . Copy in fi les of authors.
60. “Interim MANA Board. Conference to Unite All Midwives, Lexington, KY,” Th e Practicing Mid-

wife I, no. 5 (1982): 2.
61. Charvet, “History of MANA,” 1. Stallings, 1, in Schlinger.
62. Ventre, 7, 13, 17, and Leonard, 23–24, in Schlinger.
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63. “MANA formed (1981),” Th e Practicing Midwife I, no. 16. Schlinger, 14–27.
64. Th e most common discrepancy in MANA historical documents is related to the dates of core 

documents, position statements, and signifi cant decisions, especially in their early development. 
Th roughout this chapter, the authors noted where there are discrepancies and use the date that 
appears most common in MANA documents and interviews with key informants.

65. N. Kraus, “Legislative Exchange,” JNM 28, no. 2 (1983): 37. S. Liebel, Th e Practicing Midwife 1, 
no. 16 (Summer 1982): 1–16. Charvet, “History of MANA,” 2, states that “twenty-three women 
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66. I. M. Gaskin, “MANA Update: A Summary of the Organizational Meeting Held in Boulder, 
Colorado,” Th e Practicing Midwife I, no. 18 (1983): 14–16.

67. MANA Update, 16.
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74. Kraus, 37.
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c h a p t e r  T W E L V E

National Association of Certifi ed 
Professional Midwives

Any worthwhile journey begins with the fi rst step. One must not be afraid to take 
the fi rst step even if with a few or alone.

—Linda Janet Holmes, Into the Light of Day (2012)

Th e newest professional association of midwives in the United States came about follow-
ing the development of the Certifi ed Professional Midwife (CPM) credential by the North 
American Registry of Midwives (NARM) in the mid-1990s. Th e 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 Certifi ed Midwife (CM) credential, 
a fact confi rmed by the joint American College of Nurse-Midwives (ACNM)/Midwives 
Alliance of North America (MANA) 1993 position statement, Midwifery Certifi cation in 
the United States.1 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.”2 Th ese debates 
carried through when CPMs began talking about having their own professional organiza-
tion separate from MANA. Th ose midwives who did not go through the formal NARM 
certifi cation process (by choice or lack of qualifi cations) 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 “Certifi ed 
Professional Midwife,” in spite of continuing member disagreement on the use of this 
term.3 Th is 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 Certifi cation Corporation 
(ACC) certifi cation examination. It was the intent of the ACNM to give the title CPM to 
these midwives (see Chapters 15 and 16). Th e fi rst CPM credential was off ered by NARM 
in November 1994.4
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■ EARLY HISTORY AND FOUNDING

In 2000, the CPMs and Certifi ed Nurse-Midwives (CNMs) in Massachusetts put forward legis-
lation that would create a board of midwifery that would recognize both types of certifi ed mid-
wives. When the Massachusetts legislature requested standards of practice specifi c to CPMs, the 
need to have a professional organization for CPMs became more evident,5 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,”6 and that CPMs needed a professional organization to represent them.

Th e National Association of Certifi ed Professional Midwives (NACPM) was incor-
porated in Massachusetts in 20007 as an independent, 501c6 professional organization for 
CPMs,8 setting standards and promoting the interests of CPMs in the legislative arena.9 
Once incorporated, four CPMs (Terri Nash, Delores Carbino, Marilyn Greene, and Mary 
Lawlor)10 formed an Interim Working Group in 2001 to discuss the future of NACPM and 
began to recruit CPMs 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.11 In the fall of 
2002, the fi rst elected board of directors was installed once the decision was made to remain 
independent of MANA. Th e 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).12

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.13 
NACPM also received a small seed grant to explore seeking 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.

■ 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, Certifi ed Professional Midwives.”14 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.”15 Th e fi rst activity recorded was the establish-
ment of common standards of practice for CPMs throughout the United States.16

BOARD OF DIRECTORS

Th e members of the board of directors initially included a president, treasurer, and clerk/
secretary. Th ese three offi  cers have the ability to add other offi  cers when they deem necessary, 
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such as vice presidents. Of particular note was the statement, “Any two or more offi  ces may 
be held by the same person.”17 Th e Board is also in charge of naming any committees needed 
and could be compensated with a “reasonable fi xed salary as determined by the Board of Di-
rectors.”18 Th e fi rst 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

Th e fi rst standing committee appointed by the board of directors was the Standards Commit-
tee to draft the fi rst statement of standards of practice for CPMs. Ina May Gaskin, CPM, was 
the fi rst 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 2007.19

PRACTICE COMMITTEE

In April 2009, the NACPM board made a decision to establish a practice committee as a 
service to CPMs. Th e purpose of this committee is to handle practice concerns of CPMs and 
to off er guidance on clinical practice in keeping with the NACPM Standards of Practice.20

■ CORE DOCUMENTS

MISSION

“NACPM’s mission is to signifi cantly increase women’s access to quality maternity care by 
supporting the work and practice of Certifi ed Professional Midwives, and to contribute to a 
new era in maternity care by engaging CPMs to be an eff ective force for change.”21

PHILOSOPHY AND PRINCIPLES OF PRACTICE

Th e 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. Th e 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.22

SCOPE OF PRACTICE

Th e scope of practice defi ned for NACPM members refl ects basic care for healthy women 
during the childbearing period with “particular expertise in out-of-hospital settings.”23
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THE STANDARDS OF PRACTICE FOR NACPM MEMBERS

In 2004, the NACPM Standards of Practice were adopted by the NACPM membership.24 
Th e standards of practice refl ect many of the same elements as the MANA standards, begin-
ning with defi ning 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.25 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™,26 the 
Mother Friendly Childbirth Initiative,27 and the Rights of the Childbearing Woman.28

ISSUE BRIEF: CERTIFIED PROFESSIONAL MIDWIVES 
IN THE UNITED STATES

Th e 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.29 Th is document was prompted, in part, by the release of the 
ACNM’s January 2008 Issue Brief on Midwifery Certifi cation, which was based on the revi-
sion of the 1999 document, Midwifery Certifi cation in the United States.30 In turn, the June 
2008 CPM issue brief infl uenced the language used in the revision of the ACNM January 
2008 issue brief as an ACNM position statement on midwifery certifi cation in March 2009. 
Th is refl ects the beginning of an important collaboration between NACPM and ACNM as 
professional midwifery organizations in the United States.

NACPM WEBSITE

Th e NACPM website, www.nacpm.org, defi nes 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.

■ 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.31

Th e 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 CPM32 and in January 2014, 2,454 midwives 
had been certifi ed as CPMs.33 Th e 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.34

■ NOTES

1. IWG, Midwifery Certifi cation in the United States (February 14, 1993). MANA published the ap-
proved document in MANA News XI, no. 2 (April 1993): 22, and ACNM published the approved 
document in Quickening 24, no. 4 (July/August 1993): 44. In this 1993 document, MANA rep-
resentatives and board acknowledged that they were using the credential Certifi ed Midwife (CM) 
following successful completion of the NARM Registry Exam and the ACNM board agreed to 
continue with their long-standing credential of “Certifi ed Nurse-Midwife (CNM).”

2. Refer to Chapters 16 and 21 for details on the continuing debates among MANA members about 
formal credentialing and use of the term “professional” in front of “midwife.”

3. MANA News XII, no. 4 (November 1994): 16. It was reported that on October 4, 1994, MANA 
had changed the title of a midwife completing the NARM certifi cation process to “certifi ed pro-
fessional midwife.”

4. www.narm.org/certifi cation/history-of-the-development-of-the-CPM
5. History of the National Association of Certifi ed Professional Midwives. Accessed October 15, 

2012, http://www.nacpm.org/nacpm-history.html
6. Personal conversation between JBT and several CPMs over dinner during the CPM Symposium, 

March 16 to 19, 2012, in Warrenton, Virginia. Th e CPMs talked about their view of MANA as 
an “alliance” and not a professional organization because of their inclusion of all types of mid-
wives. Th e second word in the name of MANA is “Alliance” that fi ts their inclusive nature.

7. Th e issue brief, Certifi ed Professional Midwives in the United States, published in June 2008, 
p. 3, states that the National Association of Certifi ed Professional Midwives was created in 2001. 
Th ere is no date on the bylaws on the website to confi rm or deny this date, while the history 
document on the website gives 2000 as the date of incorporation. Accessed October 15, 2012, 
www.narm.org/certifi cation/history-of-the-development-of-the-cpm/. Th e 2012 CPM Sympo-
sium Program, CPMs and Midwifery Educators: Contributing to a New Era in Maternity Care, 
p. 2, affi  rms the incorporation date of 2000.

8. Bylaws of the National Association of Certifi ed Professional Midwives, Inc., p. 1, accessed Octo-
ber 15, 2012, www.nacpm.org under NACPM Document & Archives.

9. Teri Nash, Dolores Carbino, Marilyn Greene, et al. “National Association of Certifi ed Profes-
sional Midwives Forms.” North American Registry of Midwives IV, no. 2 (July 2001): 1–11, 8–9. 
NACPM report to the membership annual meeting, October 16, 2010, in Nashville, Tennes-
see, gives an overview of NACPM policy achievements based on funding successes, including 
proposed Medicaid reimbursement for CPM birth centers, p. 1. Th is report was accessed on the 
NACPM website October 15, 2012.

10. History of Certifi ed Professional Midwifery and NACPM accessed October 15, 2012 from www
.nacpm.org/about-nacpm/history.

11. Ibid., History of Certifi ed Professional Midwifery and NACPM. Issue brief June 2008, under 
MANA section, p. 6, notes that “MANA maintains a CPM Section to address the unique needs 
and support the valuable contributions CPMs make to maternity care in the U.S.” Th is brief also 
noted that as of June 2008, one third of MANA members were CPMs.

12. NACPM, “Resources and Links,” accessed October 15, 2012, www.nacpm.org. NACPM, Report 
to the Membership, October 16, 2010, p. 2.
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13. NACPM Report to the Membership October 16, 2012, p. 1. Th ese funds were used to continue 
the employment of Billy Wynne and Health Policy Source, Inc., as NACPM representatives in 
Washington, DC and the creation of a policy analyst position within NACPM.

14. Bylaws of the National Association of Certifi ed Professional Midwives, Inc., p. 1, accessed Octo-
ber 15, 2012, www.nacpm.org

15. Issue Brief: Certifi ed Professional Midwives in the United States, June 2008, p. 5.
16. www.nacpm.org/ has a section on documents, including a pdf fi le of the CPM standards of prac-

tice along with the articles of incorporation and bylaws.
17. Ibid., Section IV: Offi  cers, 1. 
18. Ibid., Section IV: 7.
19. “NACPM Awards Lifetime Membership to Ina May Gaskin,” NACPM News, September 2007, 

p. 5.
20. NACPM Report to Membership, October 16, 2010, p. 3.
21. Symposium 2012. CPMs and Midwifery Educators: Contributing to a New Era in Maternity 

Care. March 16 to 19, 2012, in Warrenton, VA. NACPM was a cosponsor of this symposium, 
and in the program brochure was a statement of mission that was not found in earlier documents.

22. NACPM. Essential Documents II: Philosophy and Principles of Practice, accessed October 15, 
2012, www.nacpm.org

23. NACPM. Essential Documents III: Scope of Practice for the National Association of Certifi ed 
Professional Midwives, accessed October 15, 2012, www.nacpm.org

24. History of Certifi ed Professional Midwifery and NACPM, 1.
25. NACPM, Essential Documents IV: Th e Standards of Practice for NACPM Members, Standard 

Th ree, accessed October 15, 2012, www.nacpm.org
26. www.cfmidwifery.org/mmoc/defi ne.aspx
27. www.motherfriendly.org/MFCI
28. www.childbirthconnection.org/pdfs/rights_childbearing_women.pdf
29. NACPM, “Organizations Celebrate the CPM Issue Brief,” NACPM Newsletter, September 

2008, 3.
30. Ibid., p. 3. ACNM Position Statement, Midwifery Certifi cation in the United States (Silver Spring, 

MD: ACNM, January 2008). In March 2009, the issue brief was incorporated in the revision of 
the position statement.

31. NACPM, “Advanced Practice Workshop Proposal,” NACPM Newsletter, January 2006, 1. 
NACPM, “NACPM Off ers Training and Support for Health Care Reform Participants,” NACPM 
Newsletter, September 2007, 3.

32. NACPM, “Organizations Celebrate the CPM Issue Brief,” NACPM Newsletter, September 2008, 
p. 3.

33. NACPM website, accessed February 23, 2015.
34. NACPM, “Report to Membership,” October 16, 2010, p. 3. NACPM Newsletter, January 2006, 

3, reported that Virginia and Maine requested state chapters of NACPM.
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s e c t i o n  V

History of Nurse-Midwifery 
Practice and Education in the 

United States (1950s–1980s)
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243

c h a p t e r  T H I R T E E N

Nurse-Midwifery Practice 
(1950s–1980s)

Th us, 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 Th ese Hands: 
Wisdom From Midwives (2011, p. 237)

■ 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-
affi  liated 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. Th e other university-affi  liated 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 fi rst practiced in a university-affi  liated 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.”1 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 fi ll this need. Th e 
pioneer nurse-midwives sent from MCA to Johns Hopkins were Mary Crawford and Betty 
Hosford. When the nurse-midwives fi rst 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. Th e problem was resolved 
by taking down the “Obstetric Assistant” sign and replacing it with “Nurse-Midwife.”2 
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Th e 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 fi rst nurse and fi rst 
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 fi rst 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. Th is 
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 earlier, 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 Aff airs 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 Saturday Evening 
Post3 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.4

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). Th e fi rst 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. Th iede at the University of Mississippi Medical Center in Jackson, Missis-
sippi) and did not have their own hospital practice privileges.5

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.
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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 fi rst-, 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. Th ey demonstrated how to evaluate labor progress and well-
being without frequent vaginal examinations or the use of fetal monitors. Th e concepts of 
FCMC were given further visibility and practicality with the publication of Family-Centered 
Maternity Nursing in 1958 by nurse-midwife Ernestine Wiedenbach,6 and the making of a 
documentary fi lm 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.7

■ 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.8 After observing its use in Russia in 1951, 
French obstetrician Fernand Lamaze established the method in France, where his maternity 
ward became the “fi rst in the West to use this Soviet approach to childbirth preparation and 
birth.”9 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.10 In 1959, “painless childbirth” came to the United States via a book Th ank You, 
Dr. Lamaze, written by Marjorie Karmel, an American actress who was in France for her 
fi rst baby.11 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.12

Th e Russian psychoprophylaxis, Lamaze “painless childbirth,” and Dick-Read’s Natu-
ral Childbirth all had both signifi cant diff erences 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-
tifi c 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. Th ird, 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. Th ere 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. Th is was 
all required content in the nurse-midwifery education programs up into the 1980s. Th e 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).13 Th is 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 specifi ed teaching PCP classes. Th is 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. Th ese changes over time refl ect fi rst 
the certifi cation 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. Th e 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 refl ect the advent of Centering Pregnancy by nurse-midwife Sharon Schindler Rising 
during the 1990s.14

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 specifi cally 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. Th is 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.15 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 meant that some women were 
waiting 2 to 3 hours to be seen.16 If nurse-midwives could not change the policies regarding 
appointment times, they could make use of the time by answering questions and teaching 
the women not only childbirth education and preparation but also about nutrition and 
general health habits.

■ TECHNOLOGICAL ADVANCES AND THE CONTINUING 
QUEST FOR PAIN RELIEF

While the Natural Childbirth and childbirth consumer movements were taking place, obste-
tricians continued to develop technology for pain relief without iatrogenic sequelae and to 
address what they perceived as a potentially complicated process until proven normal. At the 
same time, continuing advances were made in medical knowledge. Developments included 
x-ray pelvimetry, the Apgar score, improved surgical techniques and anesthesia for cesarean 
section, fetal monitoring, pregnancy tests, vacuum extractor, various scoring sheets for antici-
pating complications, the Friedman graph, active labor management, techniques to manage 
shoulder dystocia, techniques for induction of labor, fetal scalp blood sampling, ultrasound, 
amniocentesis, stress and nonstress tests, prenatal screening for genetic or congenital disor-
ders, and the list goes on and on. Over time, many of these developments proved to be help-
ful although others had to be modifi ed. Some were at times iatrogenic when used as a routine 
rather than when medically or obstetrically indicated. Or as obstetrician William Benbow 
Th ompson said at a meeting of obstetricians, gynecologists, and abdominal surgeons in 1951: 
“any routine is bad that tends to be substituted for thinking.”17 Each advance and develop-
ment had to be interpreted and analyzed for when useful for the practice of the midwifery 
model of care and collaborative care.

Included in this was the continuing quest for pain relief. Th e methods used for pain 
relief by nurse-midwives and those used by physicians were very diff erent.18 Nurse-midwives 
used,19 for example, FCMC; support during labor including an array of comfort measures 
such as providing back counter-pressure, effl  eurage, oral care, attention to the environment, 
and so on; Natural Childbirth or psychoprophylaxis and Lamaze, each with its related breath-
ing exercises; and education in childbearing processes. Later in the 1980s and 1990s, nurse-
midwives additionally used, for example, birthing stools, a variety of positions including 
squatting, ambulation, Jacuzzi labor, water birth, birthing balls, oral nutrition, acupressure, 
and intradermal sterile water papules for relief of back pain. Pharmacologically, nurse-mid-
wives frequently used, for example, a low-dose mixture of Demerol and Phenergan or Vistaril 
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for early/active labor and morphine and Seconal for hypertonic uterine dysfunction or pro-
longed latent phase. In the early 1960s, nurse-midwives also learned how to give pudendal 
blocks, paracervical blocks, and, for repair of tears and episiotomies, local infi ltration. More 
recently, in the 2000s and 2010s, nurse-midwife Judith Rooks led the way in reintroducing 
the use of self-administered nitrous oxide in the United States;20 an analgesic used extensively 
in other developed countries.21 In 2009, the ACNM came out with a supportive informative 
position paper on the use of nitrous oxide during labor.22

Th e methods for pain relief used by physicians primarily focused on the continued 
evolution of pharmacologic and technologic developments. Twilight sleep, while still used in 
some places into the 1950s, was no longer popular and was on its way out. Opioid use was 
moderated. Ether, chloroform, and Trilene were now in disfavor as their related side eff ects 
and risk factors became known. Regional analgesia or anesthesia in the 1950s included a 
variety of nerve blocks: spinal, saddle, early versions of lumbar, sacral, or caudal epidural, 
pudendal, and paracervical. Th e use of the epidural block for obstetrics was fi rst promoted in 
the United States in the late 1930s but lacked standardization of technique, location, needle 
and infusion equipment, and appropriate anesthetic agents and dosage until the 1970s.23 
Epidurals gained popularity through the 1980s and 1990s. Although mostly used in large 
hospitals, their use more than doubled regardless of the size of the service between 1981 and 
1992 and tripled between 1981 and 2001.24 At the same time, there was an overall decrease 
of nearly 1000 hospitals providing obstetric care with fewer smaller hospitals providing this 
service (2,341 in 1981 to 1,081 in 2001) and more of the largest hospitals providing obstetric 
care (573 in 1981 to 889 in 2001).25 It has been postulated that the reason for fewer epidurals 
in small hospitals is the lack of available in-house anesthesiology coverage and an anticipated 
shortfall in anesthesia workforce.

Th e initial reaction of many nurse-midwives when epidurals began to become popu-
lar was one of horror. Once again, the promise of painless childbirth in the hands of 
physicians with technology was being off ered. Epidurals are not without risk factors and 
their use brings additional interventions such as urinary catheterization and fetal monitor-
ing. Until technology evolved to the point of walking epidurals, women were confi ned to 
bed. Th ere were potential side eff ects such as a maternal fever, which meant that the baby 
might receive painful workups for infection as the etiology of the maternal fever could 
not be assured. Confi dent that they would have pain relief, some women did not see the 
need for childbirth preparation classes but instead trusted, like women nearly a century 
earlier, in what they thought was the superior knowledge of the physician rather than in the 
capability of their own bodies. Nurse-midwives worried that childbirth had become even 
more medicalized and women were missing their most empowering experience. In eff ect, 
many women did not want what they thought nurse-midwives had to off er. Th e question 
confronting nurse-midwives was how they could support something they did not believe 
in and was the antithesis of nonintervention woman-centered care, yet was what many 
women wanted and was being actively promoted in many locales where nurse-midwives 
practiced.

Resolution came with soul-searching of the basic tenets of nurse-midwifery: a philoso-
phy that states a belief in a woman’s right to self-determination, a hallmark of nurse-midwifery 
that is FCMC, and the very defi nition of a midwife, which means “with women” wherever 
she is in whatever circumstances.26 Because a woman is having an epidural does not mean 
that she does not need a midwife who is (a) focused on her, her family as the woman defi nes 
it, and her birth experience; (b) the provision of education that will prepare her for knowl-
edgeable participatory decision making and enable genuine informed consent; (c) attention 
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to the birth environment (e.g., turning off  the TV, low lights, quiet voices); (d) attention to 
the woman’s bodily needs that continue regardless of the method of pain relief; but most of 
all, (e) a focus on the birth and birth environment that de-emphasizes the technology and all 
the machines and monitors so the woman can claim the experience as her own.27

■ NURSE-MIDWIVES MOVE INTO PRIVATE PRACTICE 
WITH BIRTHS BOTH IN AND OUT OF A HOSPITAL

Early nurse-midwives practiced with physicians in small rural hospitals and maternity homes 
with all-income-level women. Nurse-midwives at the Catholic Maternity Institute (CMI) 
provided care for private patients at home and in La Casita, their birth center, with physician 
support at a local Santa Fe hospital. Nurse-midwives moved into the large teaching and city 
hospitals in the mid to late 1950s taking care of women in clinics. In the 1960s and 1970s, 
nurse-midwives became increasingly ensconced in hospitals. It was inevitable that private 
patients would observe the care given by nurse-midwives in the labor and delivery suites of 
hospitals that served all income levels.

Private practice with births in a hospital with nurse-midwives came in response to the 
desire of women of all income levels to access nurse-midwifery care in this setting which is 
where the majority of births were then taking place. Th e move of nurse-midwives into hospi-
tals came about under the auspices of supportive physicians. Th is was reassuring to physicians 
because this was evidence that physicians were still in control. Even so, there was much oppo-
sition from physicians as they were concerned that once in private practice, nurse-midwives 
would become increasingly independent and encroach on their fi nancial well-being.

Th e fi rst step into private practice was taken by nurse-midwives who were hired into 
the private practice of an obstetrician/gynecologist or were recruited as part of a team eff ort 
to provide services to all income levels. In 1963, nurse-midwife Judith Gay came from the 
Frontier Nursing Service to work part time as faculty in the Johns Hopkins Nurse-Midwifery 
Program. At the same time, Dr. Newton Long, the medical consultant for the Johns Hopkins 
Nurse-Midwifery Program, hired her to work part-time in his private practice.28 In 1970, 
Dr. John E. Burnett, Jr. recruited nurse-midwife Harriet Keefer Simpson, as the fi rst nurse-
midwife of record in full-time private practice, to establish a Maternal Health Service for all 
income groups within the context of Community Hospital where births took place.29 Nurse-
midwife Mary Ellen Francis (Rousseau) joined a private practice of obstetricians and gyne-
cologists in New Haven, Connecticut, with births at Yale-New Haven Hospital in 1971.30 
Nurse-midwives Sr. Ann Schorfhiede and Sr. Maureen Brainard were hired into the practice 
of two obstetricians in Americus, Georgia, in 1973.31 Th e practice developed a team approach 
of obstetricians and nurse-midwives that served women from all income levels. In her article, 
Sr. Ann Schorfhiede talks about one of the possible pitfalls of an otherwise undeniably suc-
cessful practice and that was the burnout of the two nurse-midwives who provided almost 
constant coverage for the practice.32 Individual nurse-midwives in a hospital clinic practice at 
times saw a private patient under the sponsorship of a supportive obstetrician.33

Sharon Schindler Rising started her Childbearing/Childrearing Center and nurse-mid-
wifery education program at the University of Minnesota in 1973.34 A small private practice was 
included in the nurse-midwifery service and education program that nurse-midwife Carmela 
Cavero started at the Medical University of South Carolina in 1973. Other nurse-midwives in 
private practice with obstetricians or starting their own private practices or located in prepaid 
group health practices proliferated across the country. Examples include a nurse-midwife in 
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the Kaiser Health Plan of Oregon in February 1971;35 the development of in-hospital alterna-
tive birth centers with nurse-midwives in the San Francisco and Bay area;36 Karol Krakauer 
who introduced both nurse-midwifery and FCMC to Wyoming in 1973;37 Irene Nielsen in 
Eugene, Oregon, in 1973;38 Lois Olsen in Milwaukee, Wisconsin, in 1973;39 Bonnie (B.J.) 
Stickles with diverse populations at St. Paul–Ramsey Hospital in St. Paul, Minnesota in 1975; 
the Nurse-Midwifery Service at San Francisco General Hospital in 1975 that included a pri-
vate group practice of nurse-midwives and physicians;40 Arnetta Swan in Medford, Oregon, in 
1975;41 Carol Crecelius in Dunedin, Florida, in 1977;42 and Midwifery Services in San Rafael, 
California, formed by Marcia Hansen and Suellen Miller in 1977.43 Of particular note is the 
Childbearing Center started by nurse-midwife Ruth Lubic at MCA in 1975 in New York City 
that served all income levels. Also in 1975, nurse-midwives Marion McCartney and Janet 
Epstein started the fi rst incorporated nurse-midwifery service, Maternity Center Associates, a 
home-birth service, in Bethesda, Maryland.44 Marion McCartney was featured in a segment 
that showed a home birth in the 1981 ACNM-sponsored fi lm Daughters of Time.45 Also fea-
tured in this fi lm in another segment that showed a birth in a small community hospital was 
nurse-midwife Linda Vieira who started a private practice in Aspen, Colorado, in 1977.

Th e three nurse-midwifery private practices profi led in this chapter are illustrative of 
diff erent approaches and document some of the opposition encountered. Th ey are Barbara 
Brennan and the start of Midwifery Services, Inc. in New York City, the Yale Nurse-Mid-
wifery Private Practice in New Haven, Connecticut, and the eff orts of Susan Sizemore and 
Victoria Henderson to start a nurse-midwifery private practice in Nashville, Tennessee.

Certifi ed Nurse-Midwife (CNM) Barbara Brennan started the fi rst nurse-midwifery 
private practice in a large urban voluntary hospital—Roosevelt Hospital in New York City in 
1974.46 Barbara Brennan’s story follows her path from working with clinic patients to private 
patients within the hospital structure and fi nally into her own independent private practice 
outside the hospital with births in the hospital. Barbara Brennan had been hired in 1964 as 
a full-time clinician employee in the Department of Obstetrics and Gynecology of Roosevelt 
Hospital by the Chair, Dr. Ralph Gause, to work with their clinic population. During the 
next 10 years, the nurse-midwives grew to a group of fi ve47 who not only cared for women 
throughout the maternity cycle but also taught medical students and worked with both house 
and attending staff . By the early 1970s, there was a decrease in the birth rate as “the pill” 
became popular and families began to be planned. To ensure survival of both the practice of 
the nurse-midwives and the residency program, the then Chair of the Department of Obstet-
rics and Gynecology, Dr. Th omas Dillon, decided on a trial experiment of the nurse-mid-
wives seeing private patients throughout the maternity cycle consulting with the attending 
staff  obstetricians only as needed. Th e experiment, begun in 1974, was an enormous success 
with the patient caseload quickly reaching the quota of what the nurse-midwives thought 
they could manage in addition to continuing to work with the clinic population and teaching 
both medical and nurse-midwifery students. By 1980, Barbara Brennan started talking about 
moving the nurse-midwifery private practice outside the hospital as an independent private 
practice. For this, she would need to address three issues: (a) obtaining hospital practice privi-
leges, (b) third-party reimbursement, and (c) malpractice liability insurance. Th e discussion 
was precipitated by ongoing negotiations for the merger of Roosevelt Hospital and St. Luke’s 
Hospital. Th ere was talk of closing one or the other of the existing obstetrical services the 
result of which could jeopardize the nurse-midwifery practice. Moving into an independent 
practice would ensure that the practice would remain intact regardless of what happened with 
the merger. It took 3 years to work through the details. First was the issue of obtaining prac-
tice privileges at Roosevelt Hospital. As hospital employees, the nurse-midwives had worked 
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under the aegis of the chair of the Department of Obstetrics and Gynecology and had not 
gone through a formal credentialing process for hospital practice privileges. Th e problem was 
economics as the department would no longer be reimbursed for the services provided by 
the nurse-midwives and the new Chair, Dr. Robert Neuwirth, would not support practice 
privileges at Roosevelt Hospital for the nurse-midwives if they had their own independent 
practice. Th is changed within 24 hours when hospital administration learned that they were 
about to lose the nurse-midwives who, after a couple of years of nonproductive discussion, 
had applied for practice privileges at another hospital. Midwifery Services, Inc., opened in 
the fall of 1983 with full hospital practice privileges, including admitting privileges, at Roos-
evelt Hospital. Obstetricians who had worked with the Roosevelt nurse-midwives during the 
preceding 19 years eagerly signed on to be consulting physicians and recipient of referrals. 
Th e intervening 3 years (1980–1983) had been well used to put the other necessities of third-
party reimbursement and malpractice liability insurance in place.

Obtaining third-party reimbursement became a legislative and legal issue. Barbara 
Brennan, along with nurse-midwives Carol Bronte and Suzanne Smith who were talking 
about starting a private practice at St. Vincent’s Hospital, spearheaded legislation that would 
mandate third-party reimbursement of nurse-midwives by all insurance companies in New 
York state. Committed, activist, letter-writing patients and former patients besieged their 
legislators. After this bill was successfully passed, the midwives of Roosevelt Hospital fi led 
a class-action suit against Blue Shield that had denied coverage of nurse-midwifery care of 
patients while Blue Cross paid hospital costs. Th e suit was both to reimburse women who 
had paid out-of-pocket for nurse-midwifery care and for coverage in the future. Th is, too, 
was successful. Th e third issue of malpractice liability insurance was addressed by obtaining 
it through the ACNM. Both third-party reimbursement and malpractice liability insurance 
were in place, along with hospital practice privileges, before the nurse-midwives left the hos-
pital to open their independent private practice.

Th e Yale Nurse-Midwifery Private Practice saw its fi rst patient in November 1975, a 
Yale-New Haven Hospital emergency room nurse who wanted nurse-midwifery care but 
did not want to go through the Women’s Center, which at that time served only uninsured 
patients.48 She approached Charlotte Houde, who was the director of the nurse-midwifery 
program in YSN at that time, and with the cooperation of Donna Diers, Dean of YSN and 
Dr. Nathan Kase, Chair of the Department of Obstetrics and Gynecology, the private practice 
was opened.49Th ere was a fundamental diff erence in the structure of the practice that made it 
a model for the development of nurse-midwifery practices elsewhere. Nurse-midwives at that 
time were largely employees in hospitals, public health clinics, Indian Health Service clinics, 
and demonstration projects (such as Madera County in California50 or Holmes County in 
Mississippi51). Nurse-midwives had entered private practices in the early 1970s as employees 
of private practice physicians. Th e Yale Nurse-Midwifery Private Practice was structured for 
a role reversal in which the practice became the employer and the consulting physician the 
employee.

Nurse-midwife Vicky Wirth wrote an article for Th e Yale Nurse52 in 1978 about the Yale 
Nurse-Midwifery Private Practice in which she states: “As the practice grew at a surprising 
rate (to the midwives) or at an alarming rate (to the doctors), the obstetricians at Y-NHH 
[Yale-New Haven Hospital] started to question why women would choose midwifery care 
‘over’ physician care.” Dr. Kase began to receive calls from obstetricians who were upset that 
they were losing patients to the Yale Nurse-Midwifery Private Practice.

Th ere was also a problem with fi nding and retaining the physician consultant, which 
went from one to two to fi ve physicians. Five physician consultants meant that there was no 
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continuity in consultation and no single physician who knew the patients and vice versa. 
Furthermore, Dr. Kase mandated new guidelines that included “pervasive dominance of 
 physician authority in all clinical and educational activities on the labor fl oor.”53 Th is meant 
that the nurse-midwives could no longer provide women with control over their birth expe-
rience. Dr. Kase was also receiving letters of complaints from outraged current and former 
nurse-midwifery patients who organized in the fall of 1976 to form the Committee for the 
Support of Midwives. Two days after meeting with members of the Committee for the Sup-
port of Midwives, who presented a short list of demands concerning “supervising physicians,” 
Dr. Kase closed the Yale-Nurse-Midwifery Private Practice on December 17, 1976, citing in 
a letter to Charlotte Houde that: “I cannot foresee achieving the kind of coverage the patient 
group demand; nor can I expect a reduction in the obvious rancor that this group has to 
physicians in general.”54

Chaos reigned. During the early spring of 1977, the Committee for the Support of 
Midwives threatened the uncooperative administration of Y-NHH with a media-laden 
pregnant women’s sit-in. At the same time, Dean Donna Diers and Charlotte Houde were 
doing behind-the-scenes negotiation with the Yale University Health Services for obstetrician 
consultation. Th ese two actions resulted in the reinstatement of the Yale-Nurse-Midwifery 
Private Practice. Th e Committee for the Support of Midwives was incorporated as the Con-
sumers for Choices in Childbirth (CCC) in 1978 and in 1979 collaborated with the YSN 
nurse-midwifery faculty and Dean Donna Diers in the development of Th e Family Child-
birth Center, an out-of-hospital birth center that opened in 1984. Opposition by the obste-
tricians forced closure of this birth center in 1986, which was fi nancially designed for use by 
all obstetric practitioners.

Nurse-midwives Susan Sizemore and Victoria Henderson had worked in the  Maternal–
Infant Care (MIC) program in Nashville, Tennessee, and had practice privileges at the Nash-
ville General Hospital. In the late 1970s, they decided to form an independent practice 
in order to provide nurse-midwifery care to private patients, Nurse-Midwifery Associates 
(NMA), which formally opened on May 18, 1980.55 Th ey entered into a contractual agree-
ment with obstetrician Dr. Darrell Martin and his practice with two other obstetricians to 
provide supervisory consultation and services as, according to state law, it was illegal for 
members of separate professions to incorporate in a business venture together. Th ey applied 
to three hospitals in Nashville for hospital practice privileges for their NMA patients.56 In all 
of these hospitals, Dr. Martin already had or was able to obtain practice privileges.

Hospital practice privileges for the nurse-midwives to attend births of their NMA 
patients were denied in all three hospitals. In one hospital, the obstacle was the pediatricians 
who refused to see babies delivered by nurse-midwives and if forced to, some would leave the 
medical staff .57 Furthermore, they made it a requirement of practice privileges that NMA fi nd 
a pediatrician to see all their babies. Of course, the pediatrician would have to obtain hospital 
practice privileges because all the pediatricians with current practice privileges would not see 
these babies. It is left to conjecture whether such a pediatrician would have obtained hospital 
practice privileges. Th is became a moot point because a willing pediatrician could not be 
found. In another hospital, the nurse-midwives were informed that the institution’s commit-
ment was to high-risk care (although obstetricians in private practice admitted their low-risk 
patients to the available birthing rooms).58 Th e third hospital scheduled and cancelled meet-
ings with the nurse-midwives and did not answer correspondence. Th e nurse-midwives were 
fi nally informed that if they were granted practice privileges, the hospital would close its 
birthing room, insist on the physical presence of the physician during labor and delivery, and 
threatened to require that all patients would have to have IVs, fetal monitoring, and restricted 
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ambulation. Th e hospital further mandated that the nurse-midwives had to obtain insur-
ance that would indemnify the hospital for any liability associated with the nurse-midwives’ 
 practice.59 In the meantime, the nurse-midwives continued to have hospital practice privi-
leges to deliver their low-income patients in the MIC program.

Dr. Martin’s physician partners in practice withdrew from Dr. Martin’s practice under 
physician community pressure after the fi rst hospital denied practice privileges.60 In addi-
tion, Dr. Martin’s malpractice liability insurance was cancelled by the State Volunteer Mutual 
Insurance Company (SVMIC). SVMIC in 1980 was organized under the auspices of the 
Tennessee Medical Association, insured approximately 80% of all physicians in Tennessee 
and was owned and operated by its physician policyholders. One of the most vehemently 
opposed Nashville obstetricians to the concept of a nurse-midwifery private practice was 
appointed to the Middle Tennessee Board of SVMIC.61 Without malpractice liability insur-
ance, Dr. Martin could not continue either his own practice or be a supervisory consultant 
to NMA. NMA was not able to fi nd another willing obstetrician and was forced to close. 
Dr. Martin moved to another state.62

Th e problems the nurse-midwives faced to obtain hospital practice privileges for their 
private practice caused them to organize consumer support as well as support from the 
ACNM, the Tennessee Nurses Association, and local media; and to establish a legal defense 
fund. Th ey also contacted their congressman who at the time was Albert Gore. Rep. Gore 
was Chair of the Subcommittee on Oversight and Investigations of the House Commit-
tee on Interstate and Foreign Commerce and held a hearing in December 1980 on Nurse-
Midwifery: Consumers’ Freedom of Choice.63 Th e hearing focused on issues aff ecting the 
prerogative of nurse-midwives to practice. Four panels of witnesses presented testimony 
that identifi ed problems with (a) obtaining hospital practice privileges, third-party insur-
ance reimbursement, and licensure; (b) diffi  culty for women to access nurse-midwifery care; 
(c) false allegations regarding nurse-midwifery safety and patient outcomes; and (d) hostility 
and harassment imposed on collaborating physicians by their colleagues.64

In 1981, Susan Sizemore, Victoria Henderson, and Darrell Martin fi led an antitrust 
suit with the Federal Trade Commission (FTC) against the three hospitals, specifi c physicians 
involved, and SVMIC. In their minds, the denial of hospital practice privileges and the loss of 
Dr. Martin’s malpractice insurance were clearly done to keep the nurse-midwives from open-
ing a practice that would have been competitive to the practices of obstetricians in Nashville. 
Th e FTC agreed. Fund-raising events commenced. Th e one in Nashville provided a proto-
type.65 Th e problem was fi nding evidence, preferably written, of conspiracy. Th e suit was 
fi nally completed in the United States Court of Appeals, Sixth Circuit in November 1990. 
Although the decision split between the plaintiff s and the defendants,66 the 11-year litigation 
strengthened antitrust case law for nonphysician health care providers, improved the ability 
of nurse-midwives to obtain hospital privileges, and facilitated the protection of physicians 
who practice collaboratively with midwives from having their liability insurance cancelled.67

Th e Susan Sizemore, Victoria Henderson, and Darrell Martin case illustrates several of 
the most common and ruthless tactics used to create obstacles to the development of a nurse-
midwifery private practice. Th e tactics are disguised as genuine concerns for the safety of 
patients in a nurse-midwifery practice and the responsibility of the physician to prevent this 
needless harm to women. In the Sizemore et al. case, tactics involved pediatricians, as noted 
earlier, as well as obstetricians. Th e tactics are multifold to prevent an obstetrician from being 
willing to serve as consultant or in collaboration with a nurse-midwifery practice. Th is is 
done with overwhelming peer pressure and professional ostracism, for example, “blackballed” 
and excluded from the informal physician referral network, which is the economic life blood 
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of specialists, silent treatment at meetings, loss of previously enjoyed perks or even hospital 
practice privileges, and loss of malpractice insurance in physician owned and  administered 
 companies. Most of these tactics were used on Dr. Martin.68 In the 1970s and 1980s, the 
threat of vicarious liability was also raised to either scare off  collaborating physicians, or as an 
excuse to raise their liability malpractice insurance to impossible rates.69

Th e early nurse-midwives in private practice practiced under the auspices of their hir-
ing physician. Th ere was no such thing as going through a hospital privileges process in the 
early 1970s. Th is all changed in less than a decade. Nurse-midwife Gail Sinquefi eld identi-
fi ed obtaining hospital practice privileges as “one of the key issues to expanding midwifery 
practice in the 1980s” and described how the evolution of this process follows both the his-
tory of involvement of nurse-midwifery in private practice and the focus of the FTC on the 
health care fi eld in the late 1970s.70 Issues regarding hospital practice privileges, third-party 
reimbursement, malpractice liability insurance, and state licensure (both what is in the law 
and what is in the rules and regulations) became the battleground by which opposing phy-
sicians fought what they perceived as competition from nurse-midwives and a betrayal of 
everything nurse-midwives had assured and reassured them they would not do. Supportive 
physician private practices with nurse-midwives learned that they had an advantage in gar-
nering patients over those private practices without nurse-midwives.

Th e issues for nurse-midwives in entering private practice included the right of women 
of all income levels to access nurse-midwifery care; the rights of childbearing women to knowl-
edgeable participatory decision making in their childbirth experience; and that hospital poli-
cies and procedures support the midwifery model of care. One tactic that has been used by 
opposing obstetricians, as illustrated in Susan Sizemore and Victoria Henderson’s eff orts to 
obtain hospital practice privileges, is to change hospital obstetric unit policies to be antitheti-
cal to the model of midwifery care. On the other hand, supportive hospitals with supportive 
physicians have changed policies to be supportive of the midwifery model of care with facilita-
tion of natural normal processes and fl exible family involvement including sibling presence.

Nurse-midwives became knowledgeable about hospital practice privileges, third-party 
reimbursement, and liability insurance when they moved into private practice. Th e consis-
tent stance of the ACOG was that “the health care team is responsible for maternal health 
services and that team must function with the direction of a physician (underlining in 
original) . . . Th e ACOG remains unalterably opposed to independent practice (i.e., practice 
without physician direction) by nurse-midwives.”71 Whatever naiveté nurse-midwives had 
at that time was lost as they learned how very much they threaten some obstetricians and 
family practice physicians and the extent to which these physicians would go to prevent 
nurse-midwives from providing care to patients in the private sector. At the same time, other 
obstetricians and family practice physicians risked their own practice to support nurse-
midwives in this role.

■ NURSE-MIDWIVES CREATE THE MODERN 
OUT-OF-HOSPITAL BIRTH CENTER

Although nurse-midwives had practiced in maternity homes in the 1950s and CMI had an 
out-of-hospital birth center, LaCasita, from the mid-1940s to the mid-1960s, the modern 
birth center movement did not get started until the 1970s. Sr. Angela Murdaugh started the 
fi rst modern out-of-hospital birth center, Su Clinica Familiar, in 1972 when she expanded 
the services of a migrant health clinic to include births in their setting.72 Sr. Angela was 
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 featured in the 1981 ACNM-sponsored fi lm Daughters of Time showing an out-of-hospital 
birth center birth.

Th en in 1975, nurse-midwife and general director of MCA, Ruth Lubic, opened the 
precedent setting Childbearing Center at MCA in New York City, which was renovated to 
house it. It was designed as a model that would demonstrate fi nancial viability; set standards; 
be amenable to state and national credentialing; and provide safe, satisfying, and economic 
care (in that order) to a carefully screened population in a setting that was neither in the 

Maternity Center Association family room, Childbearing Center, c. 1975. Maternity Center 
Association Archives, Columbia University.
Reproduced with permission of Childbirth Connection Programs, National Partnership for Women & Families. 

Maternity Center Association multipurpose room for family discussion and playroom, c. 1975. 
Maternity Center Association Archives, Columbia University.
Reproduced with permission of Childbirth Connection Programs, National Partnership for Women & 
Families.
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 hospital or in the home.73 Th e thought was that it would attract those childbearing women 
and families who were opting out of the system of maternity care in hospitals for do-it-yourself 
birth at home (see Chapter 8). It would also be a setting in which nurse-midwives could prac-
tice the midwifery model of care without institutional restraints.

A return to the home-birth service MCA had in the 1930s to 1950s was considered but 
rejected because it would be cost-prohibitive in the 1970s and because of concerns for the 
safety of MCA personnel traveling in New York City at all hours. An in-hospital birth center 
was also considered and rejected for several reasons including that (a) the population MCA 
was trying to reach rejected and distrusted hospitals; (b) accurate determination of the actual 
cost of operation is virtually impossible within a larger system; (c) the pressure for student 
physician experience within teaching institutions could negate labor and birth management 
promises made to families; and (d) the need for a model that could be used in rural and 
diffi  cult-to-serve areas as well as urban acute-care settings.74

MCA held two birth center conferences in 1980.  In addition to the involvement of 
representatives from participating childbirth centers in the development and use of a uniform 
data collection system and the report of preliminary data, the conferences were also “to exam-
ine current methods of center operation and to discuss the possibility of a closer relationship 
among centers in the future.”75 Twelve birth centers that were participating in a collaborative 
study were represented at the fi rst conference in January 1980.  Th e second conference in 
early December 1980 had attendees with birth centers from 23 states. At that time, there 
were an estimated 75 birth centers in operation throughout the country with more in the 
planning stages.76 Also invited to be in attendance at both conferences was the President of 
ACNM, Helen Varney Burst. Th e primary issue from Helen Varney Burst’s viewpoint was to 
identify which was going to be the lead organization for childbirth centers: ACNM or MCA 
and how the two organizations might work together. She was concerned about communica-
tion and duplication of eff ort between the two organizations. MCA had clearly started a revo-
lution with their demonstration project and birth centers were rapidly developing. MCA was 
committed to setting standards and in being acceptable to childbearing women and families, 
heath care insurance companies, and maternity care providers. MCA and birth centers also 
had an articulate and well-connected spokesperson in Ruth Lubic.

Th e ACNM, on the other hand, had published Guidelines for Establishing an Alterna-
tive Birth Center [out-of-hospital] in 1979 and had recently been asked by the Bureau of 
Community Health Services, Offi  ce of Migrant Health, to provide expertise in establish-
ing childbirth centers in conjunction with their primary health care centers. Th e Offi  ce of 
Migrant Health had heavily used the ACNM Guidelines in writing their own guidelines with 
the intent of setting standards for federally funded childbirth centers.77 In addition, ACNM 
had recently passed its Statement on Practice Settings, which included that nurse-midwives 
were prepared to function “in a variety of settings including hospital, home and birth center.” 
ACNM also had an Ad Hoc Committee on Birth Alternatives, chaired by Janet Epstein. 

It was clear to Helen Varney Burst that MCA was far more focused, would be able to do a 
more concentrated job of promoting and developing the out-of-hospital birth center movement, 
and had critically needed people and potential fi nancial resources. She also knew MCA’s long 
history since 1918 of successfully promoting needed improvements in maternity care against chal-
lenges and opposition. At the same time, she was acutely aware that ACNM had many irons in the 
fi re other than childbirth centers, including hospital practice privileges, legislation for third-party 
reimbursement, establishing a lobbyist position, applications to national umbrella credentialing 
organizations in certifi cation and accreditation, and issues about recertifi cation, nurse-midwife/
physician relationships, participating in national nursing organizations, lay midwives, and so on. 

Varney_25378_PTR_13_241-272_10-22-15.indd   257Varney_25378_PTR_13_241-272_10-22-15.indd   257 10/22/2015   5:56:41 PM10/22/2015   5:56:41 PM



258 ■  V: NURSE-MIDWIFERY PRACTICE AND EDUCATION (1950s−1980s)  

Helen Varney Burst remembers standing up at the fi rst birth center conference and saying that 
MCA had ACNM’s blessing, support, and noncompetition as the lead organization in nurturing 
this critical development in maternity care and nurse-midwifery. She also specifi cally asked MCA 
to take on tasks related to birth centers requested by the Offi  ce of Migrant Health.78

Th e participants at the birth center conferences were excited with the opportunity to be 
together to share experiences and to problem solve. Th ey expressed the need to have a closer rela-
tionship with each other, and requested that MCA explore the possibility of establishing some 
form of cooperative network of interested birth centers across the United States. A meeting of 
the MCA Board of Directors later in December, 1980 approved the concept and started work 
on a plan for development. From this came the Cooperative Birth Center Network (CBCN). 
Th e CBCN was established in Perkiomenville, Pennsylvania, with Eunice K. M. (Kitty) Ernst 
as the director in 1981 with funding by the John A. Hartford Foundation.79 Two years later, 
CBCN was changed to a nonprofi t membership organization called the National Association 
of Childbirth Centers (NACC). According to nurse-midwife Kitty Ernst, “cooperative network 
did not carry the right connotation so we changed the name and declared ourselves the author-
ity for setting and recommending standards for licensure.”80 By 1985, National Standards for 
Freestanding Birth Centers were written and adopted by the NACC membership and the Com-
mission for Accreditation of Birth Centers was established as an autonomous agency. Hence-
forth, birth centers desiring accreditation have undergone rigorous internal and external review 
for compliance with established standards for excellence as established by this Commission.81 
In 2005, NACC changed its name to the American Association of Birth Centers (AABC). A 
major agenda for NACC and AABC, after standards were set and accreditation instigated, has 
been in the policy arena and legislative initiatives favorable to birth centers.

From the beginning of the modern birth center movement, there has been research con-
ducted to study outcomes and ascertain the safety, patient satisfaction, and economics of birth 
centers. Th e fi rst was a retrospective study of data collected from the 11 birth centers repre-
sented at the fi rst birth center conference in January 1980, published in Th e Lancet in 1982.82 
Th e next study, the National Birth Center Study, was a national prospective descriptive study of 
the care provided in 84 freestanding birth centers from mid-1985 to 1987. It used a standard-
ized data collection tool and was designed to respond to the recommendation of the Institute 
of Medicine for research of birth settings. It was also designed to address concerns expressed by 
both ACOG and the American Academy of Pediatrics. Results suggested safety comparable to 
hospital birth settings, fewer cesarean sections, lower costs, and a high degree of patient satisfac-
tion. Th is groundbreaking study was fi rst published in Th e New England Journal of Medicine in 
1989.83 Billed as Th e National Birth Center Study II by the AABC, another study was carried 
out on 79 midwifery-led birth centers from 2007 to 2010 to ascertain if birth center outcomes 
had changed during the intervening years during which there had been a nationwide increase 
in obstetric interventions and cesarean sections. Th is study used the standardized Uniform Data 
Set of the AABC for this prospective national study. Th e results again demonstrated the safety, 
decreased number of cesarean sections, lower intervention rates, cost-eff ectiveness, and patient 
satisfaction of birth centers; only this time they were all specifi cally midwife-led birth centers 
(64 of the 84 birth centers in the fi rst national study were midwife-led).

■ PRACTICAL PRACTICE HELP FROM THE ACNM

In December 1971, a group of 19 CNMs attended a workshop sponsored by the ACNM 
Clinical Practice Committee (Sharon Schindler Rising, Chair) and funded by the A.C.N.M. 
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Foundation to develop a document to serve as a guide for nurse-midwives in the process 
of developing a nurse-midwifery service. Th e CNMs represented a variety of nurse-mid-
wifery services, geographic locations, and educational preparation. Th e resulting document 
 Guidelines for Establishing a Nurse-Midwifery Service, fi rst published in 1972, was the fi rst 
practical document that went beyond statements of standards to guidelines of how to actu-
ally do the work. Six areas were identifi ed to be addressed when considering developing a 
nurse-midwifery service, starting with determining the need, and ending with keeping statis-
tics. Th is document continued for a number of years with revisions in 1986 and 1993 that 
expanded the considerations as locales of practice expanded.

With nurse-midwifery services continuing to proliferate and members urgently request-
ing help, the ACNM developed a learning package that emanated from the 1978 ACNM 
president’s speech84 that the ACNM Board of Directors charge the Professional Aff airs Com-
mittee, chaired by Bonnie Stickles, and the Education Committee, chaired by Sr. Nathalie 
Elder, “to collaborate on the formulation of guidelines and a learning package regarding the 
economics of setting up practice . . . as an employee, as a partner, as an employer; in a home 
birth and/or birth centers and/or hospital practice . . . including such considerations as fringe 
benefi ts, overhead costs, taxes, client charges, etc.” More detailed than the 1972 ACNM 
document Guidelines for Establishing a Nurse-Midwifery Practice, the learning package, A 
Framework for Establishing Nurse-Midwifery Practice in a Variety of Settings, was approved by 
the ACNM Board of Directors in November 1979.85 Th e learning package proved invalu-
able as it gave comprehensive instruction in what needed to be considered in such areas as 
organizational structure, legal issues, contracts, liability insurance, working conditions, job 
descriptions, work expectations, helpful ACNM documents, and so on. It also incorporated 
an article published in the spring of 1979 written by nurse-midwife Sandi Dietrich with the 
title “Ten Steps in Establishing a Nurse-Midwifery Service/Private Practice for the Nurse-
Midwife Who’s Looking for a Job in the System.”86

At the same time, the Clinical Practice Committee had been charged by the ACNM 
Board of Directors, emanating from the ACNM’s president’s speech in 1977, to develop 
“guidelines for use in the planning and conduct of childbirth in each [alternative] childbirth 
setting.”87 Th e work began while Anne Malley Corrinet was the Chair of the Clinical Practice 
Committee. She resigned when elected to the ACNM Board of Directors as Region I Repre-
sentative and the work was fi nalized with Nancy Burton as the Chair of the Clinical Practice 
Committee. Th e board approved the following Guidelines in August 1979:88 Guidelines for 
Establishing an Alternative Birth Center [out-of-hospital], Guidelines for Establishing a Hospi-
tal Birth Room; and Guidelines for Establishing a Home Birth Service. Included in each set of 
Guidelines were lists of needed supplies, equipment, staffi  ng, policies, protocols, budgetary 
considerations, interrelationships with institutions, practitioners, and consumers, and so on.

Th e ACNM Ad Hoc Committee on JCAH/DOD (Joint Commission on Accredita-
tion of Hospitals/Department of Defense) was established in October 1985. Helen Varney 
Burst was appointed Chair by the then ACNM President Sue Yates during a joint meeting of 
the nurse-midwifery service and education directors in response to concerns expressed dur-
ing that meeting.89 Th ese actions were affi  rmed by the ACNM Board of Directors during the 
February 1986 board meeting.90 Th e impetus for the Ad Hoc Committee was the complaints 
coming from CNMs all over the country who were having trouble obtaining hospital practice 
privileges. Complaints were also coming from CNMs who had privileges but were having 
problems with the JCAH regulation that required immediate physician confi rmation of the 
admitting history and physical examination. Th e Ad Hoc Committee identifi ed that their 
work was to (a) ascertain how much of a problem factually existed with obtaining hospital 
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practice privileges and if there were problems related to JCAH Medical Staff  Standards; (b) 
review, update, elaborate, and rewrite a 1980 document from the Professional Aff airs Com-
mittee, chaired by Bonnie Stickles, titled Steps in Gaining Hospital Privileges; (c) develop 
sample hospital bylaws and procedures for hospitals to use in order to grant practice privi-
leges to CNMs; (d) provide education to the membership; (e) provide assistance to members 
requesting information regarding hospital practice privileges or JCAH standards and review; 
and (f ) address the problems with DOD Directive 6025.

A total of 664 questionnaires were mailed to ACNM members in 1985 with a return 
rate of 57% and 371 usable responses. Twenty-six percent of the respondents did not have 
hospital practice privileges. An additional 23% who had hospital practice privileges encoun-
tered problems in obtaining their privileges, much of which, according to survey responses, 
was clearly harassment. Th e 271 respondents (74%) who had hospital practice privileges 
identifi ed 96 diff erent titles by which they were appointed to the hospital. A few of these titles 
were simply insulting to the professional status of nurse-midwives, for example, physicians’ 
personal employee, CNM physician extender, and dependent practitioner. Th irty-six percent 
of the 96 titles included the words “allied,” “affi  liated,” or “adjunct.” Ninety-three or 26% of 
the respondents said that they had been denied hospital practice privileges at some point in 
time. Reasons given included:

“Not being an employee of a physician practice” (29%)
“No need for a nurse-midwife in the community” (28%)
“No mechanism available for the hospital to grant CNM practice privileges” (12%)
“Too expensive for the hospital to pay an alleged increase in malpractice insurance costs 

if a CNM was appointed to the medical staff ” (11%)

Th ese comments refl ect the fi ndings by J. Eugene Haas, PhD, in his 1985 national 
survey of factors contributing to and hindering the successful practice of nurse-midwifery. 
He found that one of the most cited problems hindering the success of nurse-midwifery was 
the “misunderstanding of and negative attitudes toward nurse-midwifery among other health 
professionals, especially physicians practicing obstetrics.” He goes on to state that “Access to 
professional privileges in a hospital may be granted or withheld by physicians. State statutes 
and regulations are strongly infl uenced by physicians. Th us, the misunderstanding of and 
negative attitudes toward nurse-midwifery among physicians and other health professionals 
threaten to hinder the development of nurse-midwifery at every turn.”91

In the ACNM Ad Hoc Committee’s questionnaire, no respondent checked that they 
had been denied hospital practice privileges because of “malpractice liability history” or “any 
previous disciplinary action.” Only 6% (12) of the respondents said that they had received 
a JCAH citation—of whom four questioned the functions and privileges of the nurse-mid-
wife and six were about chart completeness including the need to obtain a physician coun-
tersignature for the admitting history and physical. A little more than half of the military 
nurse-midwives responding to the questionnaire said that they had problems with the DOD 
Directive 6025. Th ey identifi ed the problems primarily as a lack of ability to admit patients 
into the hospital and a feeling of suff ocation from an overabundance of physician supervi-
sion.92 Th e conclusion was that “in general . . . most CNMs are not experiencing tremendous 
diffi  culty with the JCAH regulations and so there is no need to confront JCAH. CNMs in 
the military have encountered more frequent problems with the DOD regulations.”93

In addition to presentations by the Ad Hoc Committee at annual meetings about 
hospital practice privileges, active members of the military on the Ad Hoc Committee 
(Johanna Borsellega, Gay Hall, Jane Miller, and Kathleen Nett) addressed the issues with 
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DOD  Directive 6025; and the chair of the Ad Hoc Committee responded to requests for 
help, advice, and information on hospital practice privileges (about one request every 1 to 2 
weeks). Th e Ad Hoc Committee also developed and distributed two documents: Guidelines 
for Medical Staff  Bylaws Governing Nurse-Midwives, initially drafted by Carol Howe; and Steps 
and Process in Obtaining Hospital  Practice Privileges, drafted by Rosemary Mann (an attorney 
as well as a nurse-midwife), which elaborated, updated, and expanded the 1980 document. 
Having met their goals, the Ad Hoc Committee on JCAH/DOD was disbanded in 1989. 
Committee members Rosemary Mann, Carol Howe, Bonnie Stickles, and Helen Varney 
Burst agreed to provide phone call consultation as needed thereafter.

Th e Nurse-Midwifery Service Directors Network was founded in the early 1980s as 
separate from but interrelated with the ACNM as there was enormous overlap in members 
and leadership. Th e Service Directors Network wrote the fi rst edition of An Administrative 
Manual for Nurse-Midwifery Services (Catherine Collins-Fulea, chief editor) in 1994, which 
further expanded and detailed the business and administrative components of managing 
a nurse-midwifery service. Th e Service Directors Network is now the Midwifery Business 
Network and is a partner organization of the ACNM. Th e ACNM has also put together 
a marketing packet for CNMs and CMs, handbooks on managed care and managed care 
contracting, workshops on billing and coding, webinars, and a live learning center.

■ EVALUATION AND EFFECTIVENESS STUDIES

Critical to the development of nurse-midwifery was to document the outcomes of nurse-mid-
wifery practice. Th is was fi rst begun in the 1920s by Mary Breckinridge and the Frontier Nurs-
ing Service in collaboration with the Metropolitan Life Insurance Company (see Chapter 6). 
Questions of safety for mother and baby in the hands of a nurse-midwife were constantly and 
at times vociferously raised by physicians. Th e only way to combat this negative bias and in-
nuendo was with facts and data. MCA also kept demographic and outcome statistics from the 
beginning of the Lobenstine Midwifery Clinic and home-birth service in 1931 (statistics from 
1932 when patient care actually began). Students were imbued with the need to keep demo-
graphic and outcome statistics of their practice separate from the care provided by physicians.

At times, comparison with physicians was deliberately created in the study design. 
Th e fi rst such comparison study and the fi rst prospective randomized study to do this was 
by nurse-midwife Lillian Runnerstrom. It was conducted over the course of 4 years and 
published in 1969.94 Supported by a grant from the Rockefeller Foundation, the purpose of 
this study was “to study the eff ectiveness or non-eff ectiveness of nurse-midwives in a super-
vised hospital environment.”95 Obstetrical resident care was considered the control group and 
nurse-midwifery care was considered the experimental group. Resident care was clearly the 
standard by which nurse-midwife outcomes would be evaluated. Th e results were summa-
rized and carefully worded: “Within the limits of this study, it appears that nurse-midwives 
are able to recognize deviations from normal in the obstetric patient; will ask for medical 
consultation promptly; and can render safe, eff ective service to about one-third of a high-risk 
obstetric population.”96

Another prospective evaluation comparison study was conducted at the University of 
Mississippi Medical Center in 1972 of 438 women randomly assigned to either the nurse-mid-
wifery service or the house staff  service after an initial screen to exclude those who were obvi-
ously not within the parameters of normal.97 Findings on outcomes of the two groups showed 
no signifi cant diff erences except in two parameters. One exception was “ overcompliance” 
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(terminology used by the study authors) with patients keeping prenatal appointments with 
the nurse-midwifery service (94%) while the house staff  patients kept their prenatal appoint-
ments 80% of the time.98 Th e second exception was a higher rate of spontaneous deliveries 
with the nurse-midwives (82.6%) compared with the house staff  rate of 62.1% for spontane-
ous deliveries and a signifi cantly higher number of low forceps deliveries.99 Again, results were 
carefully worded: “It appears that in the hospital setting, prenatal, intrapartal, and postpartal 
care provided by certifi ed nurse-midwives with physician consultant back-up produces health 
outcomes equivalent to those of the traditional physician service.”100

Lillian Runnerstrom, ACNM President, 1967 to 1969, subsequently served as the 
Chair of the Research and Statistics Committee and started a project in 1971 to design a uni-
form database for use by all nurse-midwifery services to keep statistics.101 Although obvious 
benefi ts would accrue from a uniform data collection tool, called the Obstetric Care Summary 
Form, the diffi  culty was that every nurse-midwifery service had their own data collection 
tool and mechanisms for managing their data. Th is was in the days before computers and it 
was not easy to codify, tabulate, or analyze the data collected; so any change in design was a 
major undertaking. Agreement on a single tool was not forthcoming at that time. What had 
been agreed upon was the need to keep statistics and the core of basic data identifi ed. Section 
VI of the Guidelines for Establishing a Nurse-Midwifery Service (see earlier discussion) was on 
statistics and included a list of descriptive demographic, service related, and patient statistics 
to be kept. Th e section on statistics was included in all subsequent revisions or updates of 
these Guidelines.

Meanwhile, the Bureau of the Census, which had included data as to the attendant at 
birth, dropped the identifi cation of midwife-attended births sometime between 1938 and 
1974, and the attendant was listed only as “physician in hospital” or “attendant not in hos-
pital and not hospital.”102 In 1975, the National Center for Health Statistics fi rst began col-
lecting data on midwifery-attended births and in 1989 revised their data collection form to 
specify nurse-midwife–attended births from births attended by other midwives.103 Starting 
in 2003, Certifi ed Midwives (CMs) were added. Th e ACNM, represented by nurse-midwife 
Minta Uzodinma on Th e Birth Subgroup of the Panel to Evaluate the U.S. Standard Certifi -
cates and Report, requested that the CM be combined with CNMs in birth certifi cate data 
because the credentialing is the same for both groups of midwives.104

Nurse-midwifery practices and services began to publish their statistics.105 Collectively 
they became known as the Evaluation and Eff ectiveness Studies. Th e scholarship ranged 
from descriptive to experimental. Th ese could be categorized as to the eff ectiveness of nurse-
midwifery care with, for example, adolescents, reduction of low birth weight, reduction of 
fetal/perinatal/infant mortality, birthcenter studies, cost-eff ectiveness, private practice, and 
hospital practices. Perusal of these studies enabled identifi cation of what studies still needed 
to be done.106 Gradually, information about the existence of the Evaluation and Eff ectiveness 
studies began to be disseminated to the larger professional audience. In 1983, Registered 
Nurse (RN) Donna Diers107 and nurse-midwife Helen Varney Burst wrote an article about 
the need for data and illustrating how evaluation and eff ectiveness studies could be used in 
policy development and legislative eff orts.108 Nurse-midwife Joyce Th ompson documented 
studies on nurse-midwifery care from 1925 to 1984 in the 1986 Annual Review of Nurs-
ing Research.109 During the early 1990s, under the direction of nurse-midwife Linda Walsh, 
the ACNM Division of Research published annotated bibliographies of nurse-midwifery 
research: 1980 to 1990;110 1990 to 1992;111 and an index from ACNM publications from 
1957 to 1986.112 As the Bulletin and the Journal were not in Index Medicus until 1986 (see 
Chapter 10), these annotated bibliographies facilitated the eff orts of nurse-midwives and 
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nurse-midwifery students to fi nd information about research fi ndings on the practice of 
nurse-midwifery.113

■ DESCRIPTIVE STUDIES

Th e Midwifery Section of the National Organization for Public Health Nursing in the 1940s 
compiled the fi rst national roster of nurse-midwives. Th e fi rst descriptive study of nurse-
midwives was conducted by the Committee on Organization in 1954. Mary Crawford de-
signed the questionnaire and gave the report.114 Th e questionnaire was a combination of 
soliciting opinions about an organization of nurse-midwives and a suggested defi nition of 
nurse-midwifery; and of obtaining basic demographic information about the nurse-midwife, 
job positions, if actually doing deliveries, and, if so, how many since graduation. Interest-
ingly, the job position responsibilities included teaching, supervision, administration, and 
consultation but not direct midwifery care.115 Th e report on the questionnaire responses 
given in the Organization Bulletin focuses only on those given in relation to the formation of 
a new organization and the draft defi nition of a nurse-midwife. Th is was sent as information 
in advance of the December 12, 1954, meeting of nurse-midwives.116

Nurse-midwife Margaret Th omas, a MCA graduate,117 conducted a major study on the 
practice of nurse-midwifery in the United States during the early 1960s while serving as a 
consultant in nursing studies for the U.S. Children’s Bureau Division of Health Services.118 
Th e impetus for the study was recommendations from two diff erent national meetings.119 
One was from the 1962 annual conference of the U.S. Surgeon General, Public Health Ser-
vice and Chief, Children’s Bureau with state and territorial health offi  cers. Th is recommenda-
tion stated “Th at the Children’s Bureau with the advice of appropriate committees examine 
the practice of nurse-midwifery and recommend standards and practice as indicated.”120 Th e 
other was President Kennedy’s Panel on Mental Retardation, which stated on page 42 that 
“Th e Panel urges studies to determine what aspects of medical care can be provided by non-
medical personnel. Th e Children’s Bureau is urged to expand its interest and support in this 
direction.” Th e President’s panel clearly linked the lack of prenatal care with poor perinatal 
outcomes and mental retardation on page 4 of the report and again on page 8 stated that 
“the incidence of mental retardation is heavily correlated with a lack of proper maternal and 
perinatal health care.”121

Margaret Th omas worked closely with designated members of the ACNM Research 
Committee, designated members from ACOG, and designated staff  members in maternal and 
child health representing the Association of State and Territorial Health Offi  cers in an advisory 
capacity. Th e study group consisted of nurse-midwives who were actually practicing nurse-mid-
wifery (30), physicians who worked with practicing nurse-midwives (32), and RNs in admin-
istrative positions (12) in the setting where the practicing nurse-midwives worked. Although 
there were 213 responses to the 239 nurse-midwives surveyed by the ACNM as to their posi-
tions in 1962, only 28 were actually practicing nurse-midwifery in the United States at that 
time. Th e additional two nurse-midwives in the study were in the same setting as other nurse-
midwives in the study but were not members of the ACNM. Th ere were nine sites where nurse-
midwives were practicing. Each site was visited, a description of the practice of nurse-midwifery 
in the site obtained, and personal interviews held by the same investigator with every person in 
the study group. Th e interview guide was developed in consultation with advisory committee 
members.122 In addition to questions about actual practice, questions regarding the legality of 
nurse-midwifery practice were included. Th e nine sites were in seven legislative  jurisdictions 
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(California, Georgia, Kentucky, Maryland, New Mexico, New York, and South Carolina).123 A 
sub-study of attitudes of physicians toward nurse-midwifery was also conducted.124

Findings refl ect the practice of nurse-midwifery at that time and were considered by 
all in the study to be the desirable nature of practice. “In a desirable setting the physician 
would screen, assess, and evaluate all patients as suitable for assignment to nurse-midwives 
for care”; “recheck these patients at a specifi ed interval, usually toward term”; and “supervise 
the midwifery (as contrasted to nursing) functions of [the] nurse-midwife.” Th ere was some 
disagreement on the recheck as there was a “feeling that nurse-midwives were capable of 
determining when physician reexamination was indicated.” Th ere were two additional areas 
of practice over which there was disagreement. One was regarding supervision and care of the 
newborn, which was happening in rural settings but not in large urban hospitals. Th e other 
was antepartal and postpartal home visits. Th e majority feeling was that this was the respon-
sibility of generalized public health nurses wherever their services are available.125

Th e ACNM Committee on Statistics fi rst appeared as a special committee in 1958 to 
1959 with Ruth Doran as the Chair.126 Th e fi rst task of the committee was to design forms 
“for collection of information on members” that were sent out by the ACNM President Mary 
Crawford. Ruth Doran mentions in her fi rst report that “when this information is transferred 
to McBee Cards, statistical data on nurse-midwives . . . their background and activities . . . will 
be available for the fi rst time in an accurate form. Plans will be developed to bring the records 
up to date each two to fi ve years.”127 Lucille Woodville became the Chair in 1960128 and was 
responsible for the 1963 and 1968 conduct, analysis, and publication of Descriptive Data. 
Th e name of the committee was changed to the Research Committee in 1963129 and then 
to the Research and Statistics Committee in 1966.130 Lillian Runnerstrom was the Chair for 
the 1971 Descriptive Data, Judith Rooks for the 1976 to 1977 Descriptive Data, Constance 
Adams for the 1982 Descriptive Data, and the project director for the 1987 Descriptive Data. 
Th ereafter, the every-5-year surveys were replaced with annual data gathering obtained when 
renewal of membership forms were mailed to the membership. Mini-surveys started with 
the 1982 to 1983 membership due notices with the thought of updating data between the 
more comprehensive 5-year surveys, but actually replaced the 5-year surveys in 1988. Th ese 
mini-surveys were reported in Quickening in the 1980s. With the strong endorsement of the 
ACNM President Betty Bear, the Research and Statistics Committee became the Division of 
Research in 1988 with Lisa Paine as the fi rst Chair.

Results of the 5-year surveys and subsequent yearly mini-surveys were further dissemi-
nated in the literature by articles written by members of the Research and Statistics Commit-
tee/Division. For example, nurse-midwives Judith Rooks and Susan Fischman reported on the 
1976 to 1977 survey and compared fi ndings with the 1963 and 1968 surveys.131 Nurse-mid-
wife Constance Adams compared the 1982 survey data with fi ndings from previous surveys.132 
Nurse-midwives Ela-Joy Lehrman and Lisa Paine reported on the 1988 mini-survey, which, in 
addition to basic demographic information, focused on nurse-midwifery income.133

A 1990 survey of CNMs by the Offi  ce of the Inspector General in the Department of 
Health and Human Services134 revealed strikingly diff erent demographic fi ndings from the 
study conducted by Margaret Th omas in 1965. First was the increase both in the number of 
nurse-midwives and in the number actually practicing clinical nurse-midwifery. Th e 1962 
ACNM membership survey supplied a list of 239 nurse-midwives and ended with a sample 
size of 30 or 12.5% nurse-midwives who were actually in the clinical practice of nurse-
midwifery. Th e 1990 survey obtained an ACNM membership list of 2,985 nurse-midwives. 
A random sample of 542 nurse-midwives residing in the United States were sent a survey 
questionnaire: 462 responded. Of the 462 nurse-midwives who responded, 362 or 78% were 
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“actively engaged in their profession.” Second was the number in full-time private practice. 
Th ere were none in 1965. In 1990, 31% of the respondent nurse-midwives were in private 
practice either with physicians or in their own private practice.135 Th e report concluded that 
“CNMs are well qualifi ed and practice in a wide variety of settings.”136

Another component of the survey was for the respondents to select what each consid-
ered the most important barrier from a list of 14 possible barriers to their practicing their 
profession. Th e barrier identifi ed as most signifi cant was “medical community attitudes and 
perceptions.” Th is fi nding is in keeping with the fi ndings from the 1985 study by Dr. J. 
Eugene Haas (see earlier discussion) and in the 1986 Offi  ce of Technology Assessment study 
that found that obstetricians and gynecologists and general or family practice physicians were 
threatened by the thought of competition from nurse-midwives and resisted their accep-
tance.137
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c h a p t e r  F O U R T E E N

Nurse-Midwifery Education 
(1955−1980s)

When I began teaching over twenty years ago, I quickly came to see that teaching 
was a good deal more than simply asking my students questions, telling them the 
answer, and asking the questions again. True, they had to acquire certain content, 
but over the years I felt with increasing urgency that if education were to make any 
real diff erence in their lives, my students had to learn how to think for themselves 
as well.

—Laurent Daloz, Guiding the Journey of Adult Learners (1999)

■ TYPES OF PROGRAMS

For many years, there were two diff erent kinds of basic nurse-midwifery education pro-
grams in the United States: certifi cate and master’s. Th e early nurse-midwifery education 
programs were all certifi cate programs. Th e 1950s saw the start of nurse-midwifery edu-
cation within a university (see Chapter 13): Columbia University, 1955; Johns Hopkins 
University, 1956; and Yale University, 1956. Prior to national certifi cation by the Ameri-
can College of Nurse-Midwives (ACNM) in 1971, all programs and schools awarded cer-
tifi cates in midwifery and their graduates were called Certifi ed Nurse-Midwives (CNMs). 
Certifi cate programs enabled Registered Nurses (RNs) from all types of education pro-
grams from diploma to doctorate to obtain their midwifery education. Th is meant that 
those nurses who already had degrees did not have to repeat or obtain another degree 
involving course work other than that required for clinical midwifery. Half of the early 
nurse-midwifery programs (see Chapter 7) were proprietary (privately owned) schools, 
for example, Lobenstine/Maternity Center Association (MCA), Frontier Nursing Service 
(FNS), and Catholic Maternity Institute (CMI). As programs developed in the 1960s, 
1970s, and 1980s, certifi cate programs might be proprietary or located within a university 
setting. All of the master’s degree programs were located in university settings. With the 
advent of accreditation in 1966 (see Chapter 16), all programs, in order to meet criteria, 
had to be affi  liated with an institution of higher learning.
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■ GROWTH SPURTS

Th e development of nurse-midwifery education programs came in growth spurts. Th e fi rst 
was in the 1970s when the total number of programs more than doubled. Fifteen new pro-
grams started in the 1970s stimulated by a number of factors.1

1. A peak in birth numbers resulting from the fi rst generation of baby boom babies 
born after World War I reaching adulthood and having babies. Th is created the 
need for an increased workforce to meet the demand for care.

2. Recognition of nurse-midwives by organized obstetrics as members of the obstet-
ric health care team (see Chapter 19).

3. Th e use of nurse-midwives by the federal government to bring health care to un-
derserved populations in federally funded projects.

4. Th e expansion of the scope of nurse-midwifery practice into interconceptional 
care (family planning, gynecologic screening, human sexuality); a comprehensive 
physical examination; and care of the newborn. Th is expansion enabled nurse-
midwives to provide continuity of care throughout the childbearing years.

5. Th e move of nurse-midwives into private practice (see Chapter 13).
6. Th e rise of both the childbirth consumer movement and the second wave of femi-

nism women’s movement.
7. Articles in popular magazines and newspapers about the “new midwife” and 

women satisfi ed with their childbearing experience with a midwife.
8. Th e evaluation and eff ectiveness studies (see Chapter 13).

By the end of the 20th century, the number of basic nurse-midwifery education programs 
had again doubled with 26 programs opening in the 1990s.

Th e ACNM facilitated the development of nurse-midwifery education programs by estab-
lishing functions, standards, and qualifi cations (FS&Q) for the practice of nurse-midwifery (see 
Chapter 10); and the credentialing mechanisms of accreditation and certifi cation (see Chapter 
16). FS&Q, fi rst passed by the membership in 1966, included the function to promote the 
preparation of nurse-midwifery students. Th e fi rst program to undergo the accreditation process 
was in 1966. National certifi cation was established in 1971. A number of nurse-midwifery edu-
cation workshops were also held at critical points during the development of nurse-midwifery 
education, which addressed the issues of the time; many of which were subsequently resolved.

■ EDUCATION WORKSHOPS

Th e ACNM has held a total of seven workshops on nurse-midwifery education. Th e fi rst was 
held in 1958 and the most recent was held in 1992. Participants always included the direc-
tors of the existing nurse-midwifery schools or programs at the time of the workshop. In the 
early years, when there were few schools or programs and most nurse-midwifery services were 
attached to a nurse-midwifery education program, faculty members who were practicing 
nurse-midwifery were included as participants.

1958

Th e fi rst nurse-midwifery education workshop was held in Baltimore, Maryland, from April 
14 to 18 in 1958.2 It was funded by the U.S. Children’s Bureau through the Maryland State 
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Department of Health. Th ere were 52 participants of whom 23 were nurse-midwives (22 
CNMs and one State-Certifi ed Nurse and State-Certifi ed Midwife from Scotland3), nine were 
MDs, 15 were RNs, one dean of a college of education, one social anthropologist, one nutri-
tionist, one social worker, and one U.S. public health service chief not in another category.4

Th e issues discussed and verbiage used (see the following discussion) refl ected the polit-
ical interprofessional stances that existed in 1958 (underlined by the authors of this book) 
and what graduates of nurse-midwifery programs were doing during that time (in italics by 
the authors of this book). For example, the report of the work conference notes that “schools 
of nurse-midwifery in the United States see themselves as preparing nurse-midwives to:

1. Participate, with medical guidance, as members of a professional group, in the 
provision of maternity services in the hospital, clinic, or home

2. Train and supervise midwives and untrained birth attendants.
3. Teach nurses, families, and others the principles of good maternity care.
4. Administer, supervise, and consult in relation to maternity care in hospitals and in 

public health programs.
5. Participate in the systematic gathering and analysis of data for the purpose of 

evaluating services which aff ect the health of mothers and babies, and in imple-
menting the fi ndings.”5

Another example is found in the words of Nicholson J. Eastman, Obstetrician-in-
Chief, Johns Hopkins Hospital, who wrote the Preface for the Report. It was Dr. Eastman 
who fi rst brought nurse-midwives into a large teaching hospital setting. While he extolls the 
virtues, values, and skills of nurse-midwives, he also makes clear the role and function of a 
nurse-midwife as follows:

Th ey [nurse-midwives] can assume much of the load of normal obstetrics and 
do it well, . . . but, always let it be understood, as assistants or agents of obstetri-
cians. Any return to the independently practicing midwife of old is, of course, 
unthinkable.6

In 1958, there were both certifi cate programs (6–12 months) and graduate degree pro-
grams (1–2 years). Both programs prepared graduates for the practice of nurse-midwifery, while 
graduate degree programs additionally prepared graduates for functional specialties in teaching, 
administration, consultation, and research. Although participants agreed that “In the school of 
nurse-midwifery the student must achieve competence in the clinical fi eld of midwifery,”7 they 
“took as a working assumption that nurse-midwifery is a clinical nursing specialty.”8

Participants also agreed that “Education for nurse-midwives can best be provided 
in a university setting . . . Th e administrator of the nurse-midwifery program should be a 
 nurse-midwife . . . and the formulation of policies which pertain specifi cally to the major 
[nurse-midwifery] should be the prerogative of professional nurse-midwives.”9 Th ese points 
of agreement later became elements of criteria for accreditation. In 1958, there was only an 
informal “approval” process for recognition of nurse-midwifery education programs. Work 
conference participants stated “that a need exists for an objective and generally accepted sys-
tem of evaluating educational programs in nurse-midwifery, possibly formal accreditation.”10

1967

Th e second workshop on nurse-midwifery education was held from June 1 to 7, 1967, in 
Milwaukee, Wisconsin.11 It was initiated by the ACNM Executive Board and funded by 
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the MCA. In contrast to the 1958 workshop in which nurse-midwives were outnumbered 
by professionals who were not nurse-midwives, a vast majority of the participants of the 
1967 workshop were nurse-midwives. Th ere were 32 participants, 30 of whom were nurse-
midwives and two were nurse academics. Th ere were also two consultants: one a physician 
from the Wisconsin State Board of Health and the other an associate dean of the Education 
Department at the University of Wisconsin in Milwaukee.12

Th e major focus of the 1967 workshop was diff erent from that of the 1958 workshop 
although the verbiage remained much the same. What had changed was that by 1967, stan-
dards for nurse-midwifery education, a focus of the 1958 workshop, were now in the form 
of criteria for formal approval (see Chapter 16) of nurse-midwifery education programs by 
ACNM. Criteria and policies and procedures for the approval process were developed in the 
early 1960s and the fi rst program underwent the evaluation process in 1966.13 However, 
the need for core competencies continued to be debated in the 1967 workshop.

Th e diff erent focus of the 1967 workshop was that in the years since the 1958 work 
conference, “the demand for nurse-midwives far out-stripped the capacity of existing edu-
cational facilities to produce them. Growing interest in the development of new programs 
was not confi ned to nurse-midwives or institutions familiar with their education and 
clinical services. Th is aroused concern.”14 Specifi cally, the American College of Obstetri-
cians and Gynecologists (ACOG) raised questions about ACOG’s possible involvement 
in nurse-midwifery education and whether the title “nurse-midwife” was acceptable (see 
Chapter 16).15

Th e National League for Nursing raised questions about the defi nition of nurse-mid-
wifery and how nurse-midwifery education diff ered from maternity nursing education.16 
Th is led to the ACNM membership passing the 1962 defi nitions of a nurse-midwife and of 
nurse-midwifery. Th ese defi nitions, emphasizing nurse-midwifery as an extension of nursing 
practice, refl ected the ongoing premise by nurse-midwives that nurse-midwifery is a clinical 
nursing specialty.17 Th e 1967 work conference was also predicated on this same premise.18 At 
the same time, many nurses felt that nurse-midwives had “sold out” to physicians, were trying 
to be “little doctors,” were practicing outside the boundaries of nursing, and were “traitors” 
to nursing.19 Th e participants emphasized “the need to have professional nursing understand 
and accept the concept of nurse-midwives extending practice into the management of care 
by nurses”20 and that “nurse-midwives must fi nd more eff ective means of interpreting their 
place within nursing to other nurses.”21

Other key issues discussed included academic level of nurse-midwifery education; need 
for more clinical experience for students and possible need for nurse-midwifery internships 
or fellowships; what competencies a beginning practitioner of nurse-midwifery should have, 
the need for national certifi cation (see Chapter 16) based on minimal national requirements, 
and the need for state licensure; delineation between a nurse-clinician, a clinical nurse spe-
cialist, and a nurse-midwife. Participants agreed “that by 1977 all schools preparing nurse-
midwives, and all new educational programs developed from that date on, be organized 
within accredited institutions of higher education.”22 Although there was strong support that 
nurse-midwifery programs be within graduate schools of nursing, there was also support for 
“experimentation within schools of public health and allied health services.”23

1973

Th e third workshop, held from March 8 to 10, 1973, in Atlanta, Georgia, was actually a joint 
workshop of nurse-midwifery services and educational programs. Th e issues under  discussion 
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were considered problems for both service and education and their solution depended on 
their collaborative eff orts.24 With the advent in 1968 of nurse-midwives employed in the 
Maternal–Infant Care project in New York City (nurse-midwife Dorothea Lang, service di-
rector), nurse-midwifery services had multiplied in the late 1960s and early 1970s and there 
was an insuffi  cient supply of nurse-midwives to meet the demand being made for more 
nurse-midwifery services.

Th ere were 53 participants in attendance at the 1973 workshop.25 Th is included a 
representative from each nurse-midwifery basic, refresher, or internship education program; 
a representative from each nurse-midwifery service used as a clinical facility by a nurse-mid-
wifery education program; a student from each basic nurse-midwifery education program 
and a graduate from two recently closed education programs (Catholic Maternity Institute in 
1968 and New York Medical College in 197226); representatives from the ACNM Approval 
Committee, the Testing Committee, and the Education and Clinical Practice Coordinat-
ing Committee; and representatives from MCA and from the Maternal and Child Health 
Services (MCHS) of the Department of Health, Education, and Welfare.27 All except one 
participant were either CNMs or student nurse-midwives.28

Funding for the Atlanta workshop came from a MCHS grant and from MCA. As the title 
of the workshop implies, the demand for nurse-midwives had become overwhelming. National 
credentialing mechanisms of approval of nurse-midwifery education programs (since 1966) 
and certifi cation of graduates of these programs who successfully passed the national certifi ca-
tion examination (since 1971) were both fi rmly in place. Also in 1971, the fi rst Joint Statement 
on Maternity Care (see Chapter 19), which offi  cially recognized nurse-midwifery practice, was 
signed by ACOG, NAACOG, and ACNM. Th e Joint Statement provided for obstetrician–
gynecologist directed maternity care teams within which nurse-midwives could provide care for 
uncomplicated maternity patients. Th e recognition contained in the Joint Statement had the 
eff ect of expanding the locale of nurse-midwifery practice, primarily into hospitals, and increas-
ing the number of nurse-midwifery education programs to support this expansion. Both nurse-
midwifery services and education programs were proliferating.29 Th ere was a desperate need to 
increase the numbers of nurse-midwives. In order to do this, there was also critical need for addi-
tional prepared faculty and clinical facilities. At the same time, there was the continuing concern 
about delineating between nurses in extended roles in maternity nursing and nurse-midwives.

Elizabeth S. Sharp, incoming President of the ACNM, gave the keynote speech titled 
“Wither We Goest?”30 Participants subsequently divided themselves into four task forces 
whose recommendations went fi rst to the entire group and then to the ACNM Executive 
Board. Discussion included the need for guidelines for developing new nurse-midwifery 
education programs to better ensure that they succeed; and the professional responsibilities 
of practicing nurse-midwives to participate in clinical teaching, of faculty nurse-midwives 
to provide continuing education, and of all nurse-midwives to practice, educate, and be 
involved in the ACNM. Discussion also included how to most effi  ciently educate foreign-
prepared nurse-midwives to meet requirements for ACNM national certifi cation; how to 
most effi  ciently educate nurses in extended roles to become nurse-midwives; regionalization 
of service and education programs; and curriculum issues including the on-going debate 
about identifying core competencies in nurse-midwifery practice.31

Numerous actions were taken by the ACNM Executive Board. Th ese included the 
following:

1. Th e establishment of an Education Committee as a special committee, comparable 
to the other allied committees of the Education and Clinical Practice  Coordinating 
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Committee. Th is new Education Committee was charged with the task of estab-
lishing a task force to study nurse-midwifery curriculum. Th is came out of the 
workshop participants rejecting a proposed core curriculum by the Curriculum 
Task Force within the workshop and instead proposing an ACNM Task Force.32

2. Accepted, with modifi cation, the Guidelines for Establishing New Basic Educational 
Programs in Nurse-Midwifery and charged the Approval Committee with establish-
ing an eff ective mechanism for their additional explication and implementation.33 
Th e ACNM Board of Directors determined at their July 29 to 30, 1974, meet-
ing that the Guidelines were guidelines only and not part of the approval process. 
However, they recognized that this would change in the future with new programs 
having to document in writing that they had met these criteria before the fi rst 
class entered the program.34

3. Th e Executive Board supported the statements on the professional responsibilities 
of practicing nurse-midwives to participate in clinical teaching, of faculty nurse-
midwives to provide continuing education, and of all nurse-midwifery graduates 
to practice, educate, and be involved in the ACNM.35

4. Regionalization of service and education programs, per se, not to be considered 
in favor of developing strong nurse-midwifery services and education programs 
wherever this is possible.36 However, the Executive Board strongly supported the 
concept that service and education programs within reasonable geographic prox-
imity communicate and plan together for their most eff ective utilization.37

One example of regional cooperation happened in the northeast when Joyce Th omp-
son, director of the Columbia University master’s program in maternity nursing and nurse-
midwifery, called Teresa Marsico, director of the College of Medicine and Dentistry of New 
Jersey (CMDNJ) nurse-midwifery program, to talk about sharing clinical sites in the New 
York–New Jersey region.38 After an extended conversation, they agreed to work together 
regionally on all aspects of nurse-midwifery education, forming the Northeast Regional 
Consortium on Education in Nurse-Midwifery (NERCEN) in 1975.39 Founding nurse-mid-
wifery educational programs were in Columbia University, CMDNJ, and State University of 
New York at Downstate Medical Center. Th e Booth Maternity Center Refresher program in 
Philadelphia was added in 1977, Yale University in 1978, the University of Pennsylvania in 
1979, and Georgetown University in 1980. As new programs were started in the 1990s, they 
also joined NERCEN.40 In addition to sharing teaching and learning resources and clinical 
site rotations, NERCEN sponsored special presentations on the history of midwifery that 
were initially held at MCA. NERCEN members also created a regional exit comprehen-
sive examination for midwifery students about to graduate from the participating programs. 
NERCEN became a model for the development of other regional organizations, such as the 
11 nurse-midwifery education programs in region V of the ACNM known as the Southwest 
Association of Nurse-Midwifery Education Programs (SWAE). In addition to test construc-
tion and networking, SWAE published a manual on how to direct a nurse-midwifery pro-
gram.41 Th e nurse-midwifery education programs in California, Oregon, and Washington 
also met together to form COW.

1976

A signifi cant development occurred between the 1973 workshop and the 1976 workshop 
and that was the formation of the Nurse-Midwifery Education Program Directors Group. 
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Its  rudimentary beginning was during the second part of a two-part workshop on mastery 
learning curriculum utilizing modules held by Helen Varney Burst and Linda Wheeler at the 
University of Mississippi Medical Center in Jackson in May 1974.42 All directors of nurse-
midwifery programs existing at that time were invited to attend and all did. Th e fi rst part of 
the workshop presented what the University of Mississippi Nurse-Midwifery Program had 
done in developing and implementing this curriculum including the philosophy, process, 
faculty and student issues, and outcomes. Th e second part of the workshop was held several 
months later and was a type of group consultation for those who were interested in further 
pursuing this type of curriculum in their own programs. Most did. What also happened 
during the second part of the workshop in 1974 was in-depth sharing and discussion by 
the program directors of the problems and concerns each had in their program.43 Th e grant 
report tells the story of a workshop that functioned as a support group: “An outgrowth of 
the workshop was the superb sharing which took place between the participants from the 
diff erent programs. Th e air was fi lled with problems, concerns, ideas, mutual support and 
excitement and joy from the emotional release and mental stimulation this provided.”44 Th e 
program directors wanted more such meetings.

Th roughout 1975, program directors expressed interest in a national meeting to mem-
bers of the ACNM Education Committee and fi nally to ACNM President Dorothea Lang. 
Th e program directors met from February 22 to 24, 1976 in Lexington, Kentu cky, under the 
auspices of the ACNM Education Committee.45 Th is meeting was the fourth ACNM work-
shop on nurse-midwifery education. Th e program directors identifi ed more than 20 topics 
they wanted to discuss. Th e 26 participants, all CNMs, were divided into four discussion 
groups to formulate recommendations that were taken to the total group for further discus-
sion and action. It was later determined that these recommendations were to be considered 
as suggestions only.46 In addition to the program directors, there was representation at the 
meeting from the ACNM: the President (Dorothea Lang), Division of Approval (Maureen 
Kelley), Education Committee (Linda Joel, Phyllis Long, and Linda Wheeler), and Con-
tinuing Education Committee (Joy Brands). Ruth Shiers and Sr. Jeanne Meurer, director of 
the University of Mississippi Medical Center Educational Program and director the Nurse-
Midwifery Education Program at St. Louis University, respectively, served as co-chairwomen 
of the meeting.

Recommendations (suggestions) included a number of items regarding faculty qual-
ifi cations, procurement, development, and functions, which were sent to the Division of 
Approval.47 Th e recently updated Pathways to Nurse-Midwifery Education from the ACNM 
Education Committee were considered. Also discussed were continuing issues regarding 
working with nurse practitioners, mechanisms for facilitating movement of nurse practitio-
ners through nurse-midwifery education programs, and disseminating information about 
educational pathways to nurse-midwifery certifi cation for both nurses and nonnurses with 
degrees.

Core competencies were again discussed. Advantages and disadvantages of having core 
curriculum content were identifi ed. Th e group then reversed previous positions and rec-
ommended that “essential nurse-midwifery content should be identifi ed securing as large a 
base of input as possible”48 and that “core competency statements identifying basic nurse-
midwifery practice should be written.”49 Th e Division of Examiners was to be contacted to 
learn if such statements had already been written as part of identifying what was to be tested 
when developing the national certifi cation examination in the late 1960s and 1970.50 Also 
infl uencing a change in thought was the development of the mastery learning modular cur-
riculum at the University of Mississippi Medical Center Nurse-Midwifery Program in 1972 
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and shared in 1973 and 1974 with other programs. Th is curriculum specifi ed theoretical and 
clinical learning objectives, sub-objectives, and tasks to be mastered in order to graduate and 
be a beginning practitioner of nurse-midwifery.51

Th e program directors and the ACNM Education Committee met again on March 
30, 1976, during the ACNM convention and again in November 1976. Neither of these 
was considered a workshop. Th e March meeting was for the purpose of having a dialogue 
with the National League for Nursing to discuss accreditation concerns.52 Th e fi rst day of the 
November meeting was limited to the program directors who again discussed the Patterns of 
Nurse-Midwifery Education and the diff erent kinds of nurse-midwifery education programs, 
that is, certifi cate, post-baccalaureate, graduate (masters), and doctoral. Many questions were 
raised; few were answered.53 Th e next day the program directors met with the Education 
Committee. Th e discussion focused on organizing the directors of the 17 nurse-midwifery 
education programs existing at that time. After discussing purposes of such an organization, 
the program directors decided to become a freestanding entity by a vote of 13 in favor, three 
in favor of being a subcommittee of the Education Committee, and one who thought they 
should be a short-term committee. Majority vote also determined that the program directors 
would meet in the fall of each year.54

Th e November 9, 1976, minutes also listed items submitted for discussion. Of these 
items, only organizing the program directors actually happened. It is of note, however, that 
for the fi rst time the subject of lay midwifery was listed for discussion.

1977

Th e fi fth nurse-midwifery education workshop was held on February 7 and 8, 1977, in 
Washington, DC. Th e University of Mississippi Nurse-Midwifery Education Program was 
awarded a grant from the University Training Section of the Bureau of Community Health 
Services of the Department of Health, Education and Welfare for a national nurse-midwifery 
educator’s workshop. Th e meeting started with Ann Koontz, immediate past chair of the 
ACNM Division of Approval, presenting the history of nurse-midwifery education and ef-
forts made since 1945 to develop criteria for evaluation of education programs.55 In 1976, 
the Division of Approval had drafted a revision of the 1965 initially approved criteria for the 
evaluation of education programs in nurse-midwifery. Th e 24 participants who attended the 
1977 workshop were divided into six working groups to discuss seven areas of issues. Th ese 
areas basically were the areas of criteria for program approval: organization and administra-
tion; resources, facilities, and services; students; faculty and faculty organization; curricu-
lum; evaluation; and philosophy. In each, specifi c criteria were discussed and suggestions for 
change made.56

1980

Th e 1980 ACNM workshop on nurse-midwifery education was piggybacked onto a meet-
ing of the program directors. Th e purpose of this workshop was to “address the subject of 
standards in midwifery education”57 and to specifi cally “consider two important questions 
impinging on nurse-midwifery today:

1. Is a nursing background necessary for nurse-midwifery education?
2. What is nurse-midwifery’s responsibility in relation to lay and empirical midwives?”58
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Th e ACNM had been exploring the possibility of involvement in direct-entry mid-
wifery education since 1978 (see Chapter 15). Th is workshop was to be the contribution of 
the program directors in preparation for an open forum on “the philosophical and practical 
implications of any change in title and education” to be held at the 1981 ACNM annual 
meeting.59

Th e workshop began with a keynote address by the ACNM President, Helen Varney Burst, 
on education-related issues confronting the ACNM.60 Th is was followed by formal presentations 
on world midwifery in transition; U.S. nurse-midwifery practice in transition: out-of-hospital 
births, tertiary centers; and education in transition.61 Participants then broke into six small work 
groups. All groups addressed “what product do we want in midwifery in this country?” and “edu-
cational preparation needed for midwifery.” In addition, diff erent groups addressed such issues as 
“implications of a non-nurse Certifi ed Midwife,” and “economic/political realities.”62

Th ere was no unanimity or consensus from the workshop. Th ere were sharp divisions 
of thought over the necessity of requiring nursing (RN) as a prerequisite to midwifery. Th ere 
was agreement on a single standard of midwifery practice in multiple sites or locales. Th ere 
was some support for experimentation or pilot projects in alternative patterns of education to 
midwifery. Concerns were expressed regarding legalities, credentialing issues, possible alien-
ation of both nurses and physicians, possibly confusing consumers, the need to increase the 
number of nurse-midwives, and program funding.63

1992

It was 12 years before the next ACNM workshop on nurse-midwifery education was held. 
Th is workshop was very diff erent from the previous six workshops. Once burning and trou-
bling issues had been resolved and much had been developed and implemented since the last 
workshop in 1980. Examples include:

1. Th e Division of Approval was now the Division of Accreditation and nationally recog-
nized as an accrediting agency by the U.S. Department of Education (see Chapter 16).

2. Th e Testing Committee/Division of Examiners/Division of Competency Assess-
ment was now separately incorporated from the ACNM as the ACNM Certifi ca-
tion Council, Inc., and nationally recognized as a certifying agency by the Na-
tional Commission of Health Certifying Agencies (see Chapter 16).

3. Th e Education Committee fi rst published Core Competencies in Nurse-Midwifery 
in 1978. It had been updated or revised twice by 1992.64

4. Th e Guidelines for Experimental Educational Programs fi rst drafted by the Educa-
tion Committee in 1981 to 1982 were revised in 1990 to focus only on direct-
entry midwifery education. Th e ACNM Board of Directors had charged the 
Division of Accreditation to explore testing of non-nurse professional midwifery 
educational routes in 1989, and in 1992 the Division of Accreditation was in the 
midst of identifying those competencies that were assumed to be brought by an 
RN to a nurse-midwifery education program (see Chapter 15).

5. Nurse-midwives were licensed to practice in all 50 states, the District of Colum-
bia, and two territorial jurisdictions (Puerto Rico, and the U.S. Virgin Islands).65

6. Th ere were numerous evaluation and eff ectiveness studies of nurse-midwifery care 
that showed favorable outcomes for mothers and babies (see Chapter 13).66,67

7. Nearly 80% (77.9%) of nurse-midwives were employed in either nurse-midwifery 
practice or education or both.68
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8. Th ere was a United States nurse-midwifery textbook fi rst published in 1980, and 
in its second edition in 1992 (see the following discussion).69

9. Th e birth center movement was in full swing and the Cooperative Birth Center 
Network/National Association of Childbearing Centers had established the Com-
mission for the Accreditation of Birth centers in 1985. Th e National Birth Center 
Study, conducted between 1985 and 1987, was published in the New England 
Journal of Medicine in 1989 (see Chapter 13).70,71

10. Distance learning, fi rst used in 1972 in nurse-midwifery education, took a quan-
tum leap forward in 1989 with the development of the Community-Based Nurse-
Midwifery Education Program of the Frontier School of Midwifery and Family 
Nursing and their use of computer technology which made nurse-midwifery edu-
cation available to both rural and urban students anywhere in the United States 
(see later discussion in this chapter).72,73

Th e issues in nurse-midwifery education in 1992 were now the barriers to increasing 
the number of nurse-midwifery graduates. Th ese barriers were interrelated with the barriers 
hindering the practice of nurse-midwifery. In 1986, the A.C.N.M. Foundation funded a 
national study titled Nurse-Midwifery in America.74 Th e report was divided into two parts. 
Th e fi rst part consisted of the recommendations of a panel of “32 national leaders from a 
wide range of disciplines and institutions interested in the quality and accessibility of mater-
nity care in this country” in response to the study results. Th is was followed by a series of 
short essays pertaining to nurse-midwifery education and practice. Th e second part described 
the study and presented the fi ndings from “the national survey of factors contributing to and 
hindering the successful practice of nurse-midwifery.”75

In 1991, the ACNM established Task Force 2001, chaired by nurse-midwife Judith 
Mercer, to identify barriers to increasing the number of nurse-midwifery graduates. Task 
Force 2001 was so named in recognition of the goal to have 10,000 nurse-midwives 10 years 
hence by 2001. Th e ACNM Board of Directors subsequently created the National Commis-
sion on Nurse-Midwifery Education, chaired by nurse-midwife Eunice K. M. Ernst, in 1992 
to address the survey of Task Force 2001 and those barriers to expansion that the profession 
alone could not overcome.76 Th e Commission on Nurse-Midwifery Education is considered 
the seventh ACNM workshop on nurse-midwifery education.

Th e 24 commissioners represented policy makers and health care professional leaders in 
academic and service positions in nurse-midwifery, nursing, obstetrics, pediatrics, and public 
health; private foundations; health care organizations; insurance; and business. Th ere were 
an additional 10 technical advisers.77 Funding was provided by Th e Robert Wood Johnson 
Foundation, the Frontier Nursing Service Foundation, the A.C.N.M. Foundation, and the 
ACNM.78 Information was gathered during 1992 to inform the November meeting of the 
commissioners. Th is included the work of the ACNM Task Force 2001, open forums at 
the ACNM annual meeting, an investigation of funding mechanisms for nurse-midwifery 
education, the Annual ACNM Membership Survey, and relevant published articles on legis-
lation, hospital practice privileges, and prescriptive privileges.79

Th e Commissioners reviewed the collected information and organized it into seven 
major fi ndings.80 Th ese are discussed in the report and are as follows:

1. Nurse-midwives improve outcomes.
2. Nurse-midwives save money.
3. Nurse-midwives are leaders and innovators.
4. Th ere is a critical shortage of nurse-midwives.
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5. Nurse-midwifery education is well-positioned for growth.
6. Current levels of funding for nurse-midwifery education are inadequate to meet 

present and future needs.
7. Restrictions on nurse-midwifery practice limit the development of clinical teach-

ing sites for students.

From this review and identifi cation of major fi ndings, the commissioners then made 
the following fi ve recommendations:81

1. Include nurse-midwives as an integral part of health care reform.
2. Increase support for nurse-midwifery education.
3. Promote universal acceptance of nurse-midwifery practice.
4. Monitor the need, demand for and supply of nurse-midwives over time.
5. Gradually adjust nurse-midwife-to-physician ratio within maternity care.

Th e commissioners also specifi ed a number of tasks that nurse-midwives and the 
ACNM should undertake related to the above-mentioned fi ve recommendations.82 Th ese 
have served to give direction to related ACNM activities and actions in subsequent years.

■ DEVELOPMENTS IN EDUCATION

MASTERY LEARNING USING MODULES

Th e curricula of the original nurse-midwifery education programs were in the traditional 
style of lectures and clinical practice with the lectures following a lock-step design for all 
students moving together at the same time through the curriculum. Th ey were carefully 
thought through but did not allow for acknowledging what knowledge and profi ciency indi-
viduals brought with them from previous learning experiences or for individual variations in 
learning styles and rates of learning. Th is changed in 1972 when CNM Linda Wheeler, RN 
Kathyrn Christensen, and CNM Helen Varney Burst, faculty at the University of Missis-
sippi Medical Center Nurse-Midwifery Education Program, developed the nurse-midwifery 
modular curriculum utilizing principles of mastery learning. Th e unifying concept was the 
nurse-midwifery management process originally articulated by Helen Varney Burst. Th e 
three faculty wrote about their experience with this curriculum in the Journal of Nurse-
Midwifery,83 held a two-part workshop for directors from all the Nurse-Midwifery Educa-
tion Programs,84 and shared all their modules and other curricular materials with whomever 
requested them. Th is development revolutionized nurse-midwifery education and every 
program subsequently used some or all of the concepts while adapting it to fi t their own set 
of circumstances.

DIRECTORS OF MIDWIFERY EDUCATION

Th e workshops held in Mississippi in 1973 and 1974 were the genesis of what became the 
regular fall meetings of the Nurse-Midwifery Education Program Directors that started in 
1976 (see 1976 Education Workshop earlier). Th ese meetings were held jointly with the Ser-
vice Directors Network (currently the Midwifery Business Network) after it was organized in 
1982. At least half a day was devoted to a joint meeting to discuss mutual concerns. By the 

Varney_25378_PTR_14_273-294_10-22-15.indd   283Varney_25378_PTR_14_273-294_10-22-15.indd   283 10/21/2015   6:11:42 PM10/21/2015   6:11:42 PM



284 ■  V: NURSE-MIDWIFERY PRACTICE AND EDUCATION (1950s−1980s)  

1990s, the program directors were meeting twice a year with the second meeting during the 
annual meeting of the ACNM. Th e program directors meetings were loosely organized and 
served primarily as a support and mentorship group. In 2000, the program directors struc-
turally reorganized and formally became the Directors of Midwifery Education (DOME). 
DOME incorporated and became a CNM/CM partner organization of the ACNM in 2011.85

DOME members are directors of nurse-midwifery or midwifery education programs 
that are accredited or preaccredited by the Accreditation Commission for Midwifery Educa-
tion (see Chapter 16). Th e purposes of DOME keep the focus of its origin as a support and 
mentorship group. In addition, current issues are discussed and debated. Relevant surveys 
of the DOME membership are conducted for discussion at a meeting (e.g., curriculum 
content, opinions on policy and issues aff ecting midwifery education such as the Doctor in 
Nursing Practice, teaching methodologies, need for post-graduation midwifery Residencies, 
clinical sites, etc.).86

A TEXTBOOK FOR MIDWIFERY

In 1980, Helen Varney published the fi rst edition of her book titled, at that time, Nurse- 
Midwifery. Th is is recognized as the fi rst textbook for nurse-midwives in the Americas. Now 
in its fi fth edition, it is used widely throughout North and South America and elsewhere in 
the world. It became Varney’s Midwifery with the third edition published in 1997. In 2006, 
the Pan American Health Organization (PAHO), in conjunction with the Pan American 
Health and Education Foundation (PAHEF), its PALTEX textbook program, and with fi -
nancial support provided by the United States Agency for International Development (US-
AID), launched the Spanish translation of the fourth edition that was published in 2004. 
Th is made the book available in Spanish for the fi rst time and accessible to 550 learning 
centers in 20 Latin American countries.87 It was the commitment of nurse-midwife Margaret 
(Peg) Marshall to a Spanish-language textbook for midwifery, the culmination of 10 years of 
eff ort on her part, and her standing in both USAID and PAHO that brought this Spanish 
translation to fruition.88

First textbook in nurse-midwifery by CNM Helen Varney, 
1980.
Photo by Stephanie Welsh. From personal collection of Helen 
Varney Burst. 
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Th e writing of Varney’s Midwifery involved many CNMs. Th e original 1980 text was 
wholly written by Helen Varney Burst with the exception of the chapters on the neonate, 
which were written by nurse-midwife Joy Brands. Th e author’s preface noted that she had 
written the book “because it needed to be written.” She dedicated it to students, peers, and 
colleagues; women, babies, and families; and the profession of midwifery.

Subsequent editions of the book involved a host of people that enabled it to once 
again be published. Special recognition as consistent readers, proofreaders, and advis-
ers through four editions go to Margaret-Ann Corbett, CNM, and Donna Diers, RN. 
Nurse-midwives Th erese Dondero and Nancy Jo Reedy joined Helen Varney in updating 
all chapters that dealt with complications in the second and third editions, respectively. 
Nurse-midwife Kate McHugh took over the neonatal chapters with the second edition 
and has continued that contribution through all the editions since then. In addition to her 
practice in Connecticut, nurse-midwife friends provided Helen Varney Burst with learning 
and practice opportunities in New Hampshire (Judy Edwards); Texas (Susan Wente, Judy 
Kier, and Susan Melnikow); and New York City (Th erese Dondero and Charlotte [Pixie] 
Elsberry).

Th e third edition was notable in that it got written at all—and was only because of the 
wisdom and advice of Margaret-Ann Corbett, CNM, and the volunteer services of a group 
of Air Force Nurse-Midwives led by Captain Nancy Lachapelle whom Helen Varney called 
“Th e Guardian Angels of the 3rd Edition.”89 Many, many nurse-midwives responded to a call 
for help and contributed to this edition, writing chapters, proofreading, obtaining pictures 
and fi gures, sharing materials—so much so that Helen Varney Burst ended her acknowl-
edgements by saying “Truly this has been a book from the profession to the profession.” 
Th e fourth edition started a transition in authorship, fi rst adding coauthors Jan Kriebs and 
Carolyn Gegor and then the fi fth edition has six editors as Tekoa King, Mary Brucker, and 
Jenifer Fahey were added. Tekoa King and Mary Brucker will continue as lead authors/editors 
for subsequent editions. Th ere were innumerable contributing chapter authors and again the 
book refl ected not only the practice and profession of midwifery but also nurse-midwifery 
professionals. Th e prefaces and acknowledgments were included through the fourth edition 
for historical reasons. Th ey specify myriad people by name who have enabled this book over 
three plus decades and are recommended to be read.

Varney’s Midwifery, Spanish Edition, 2004.
Photo courtesy of Joyce Beebe Thompson.
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DISTANCE LEARNING

Nurse-midwifery was an early participant in the development of distance learning in the 
health professions. Th e history of distance learning as a concept dates back to the start of 
correspondence study in the late 1800s.90 Learning in which the students and the teacher 
are either separated by time, or location, or both, is referred to as distance learning. Distance 
learning is additionally defi ned as “synchronous,” which means that all the students and 
faculty simultaneously participate in “real time,” for example, teleconferencing, telecourses, 
Internet chats. “Asynchronous” distance learning occurs when all the students and faculty are 
not gathered together at the same time. It is self-paced learning that accommodates multiple 
learning levels and schedules. Examples include audiocassette, videotape, web-based, and 
correspondence courses. Sometime a mix of asynchronous and synchronous distance learning 
is utilized in an educational program.

Early eff orts in distance learning in nurse-midwifery informed later eff orts as practical 
questions were raised, problems identifi ed, and solutions tested. Distance learning in nurse-
midwifery began by necessity because of state laws that were either prohibitive or not clear 
about the legal status of nurse-midwifery practice in that state, or because of inability to 
negotiate clinical placements in the affi  liated hospital. Examples include Yale University that 
sent its nurse-midwifery students out-of-state91 for their intrapartal experience from the start 
of the program in 1956 until the mid-1970s because of a lack of clarity in the Connecticut 
state law and because of medical student and OB-GYN Residents’ needs getting priority at 
Yale-New Haven Hospital.92 Another example is Loma Linda University in California. Th e 
nurse-midwifery program was started in 1972 but because California did not license nurse-
midwives until 1975, Loma Linda had to send its students out-of-state for clinical experience.

Distance learning was perceived as a possible solution to the problem of access to nurse-
midwifery education. Th e problem was twofold: (a) the inability of potential students to 
move to where the existing nurse-midwifery education programs were, and (b) the inability 
of existing programs to accept large numbers of students. CNM Ruth Shiers, director of 
the University of Mississippi Nurse-Midwifery Education Program in 1976, sought fund-
ing from the National Foundation for the March of Dimes for a Program without Walls for 
selected students for a portion of their education.93 Th ey were funded and conducted a fea-
sibility study but were unable to continue with this idea. Th ey gave the work they had done 
along with supportive encouragement to the Medical University of South Carolina (MUSC) 
Nurse-Midwifery Education Program to build on what they had accomplished.94 Helen Var-
ney Burst, then director of the MUSC Nurse-Midwifery Education Program, convened a 
meeting during the summer of 1978 of interested parties who had contacted MUSC to 
request that MUSC educate student nurse-midwives where they lived in their home locales. 
Th ese locales (Alabama, Pennsylvania, Tennessee) were distant from any nurse-midwifery 
education program existing at that time. One such interested party was Eunice K. M. (Kitty) 
Ernst. Subsequently, MUSC submitted a grant request for a pilot project to the National 
Foundation March of Dimes, which was approved but not funded.95

Th ree other nurse-midwifery education programs were the next to try a version of 
distance learning. First was a 1979 to 1980 pilot project of the Georgetown University 
Nurse-Midwifery Educational Program in Washington, DC, with Marilyn Schmidt, CNM, 
as the program director. Four Georgetown students had their entire education experience in 
Su Clinica Familiar in Raymondville and Harlingen, Texas, where Sr. Angela Murdaugh was 
the service director. Originally conceptualized by nurse-midwives Linda Lonsdale (George-
town) and Sr. Angela Murdaugh (Su Clinica), the project was to benefi t Georgetown by 
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increasing their number of students and Su Clinica by having local RNs in Texas apply for 
these four student positions and commit to working a year at Su Clinica after graduation. 
A Georgetown faculty member, Linda Lonsdale, visited Su Clinica on a regularly scheduled 
basis for student seminars and to work with Su Clinica staff  regarding clinical teaching. Th e 
problems the project ran into with ACNM accreditation were enormously informative, 
helpful to the design of future eff orts, and detailed in an article published in the Journal of 
Nurse-Midwifery.96 Although the specifi ed conditions regarding the project for continuing 
accreditation of the Georgetown Program were doable, the project was in existence for only 
1 year as Georgetown directed its energies from being a certifi cate program to becoming 
a master’s program. A master’s program would not meet the needs of the largely diploma 
graduate nurses in the area of Su Clinica.97 Th e project showed many benefi ts and positive 
outcomes. Th e four graduates passed the ACNM national certifi cation examination and 
worked as planned at Su Clinica.

Also in 1979 to 1980, the McTammany Nurse-Midwifery Center in Reading, Penn-
sylvania, approached the CMDNJ Nurse-Midwifery Education Program in Newark, New 
Jersey, where Teresa Marsico was the director of the CMDNJ Division of Nurse-Midwifery. 
Th e request was to develop an off -campus pilot project of nurse-midwifery education. 
CMDNJ Nurse-Midwifery Education Program director, Judith Funches, collaborated with 
nurse- midwife Myra Farr at the McTammany Nurse-Midwifery Center who served as the off  
campus site coordinator.98 Th e McTammany Nurse-Midwifery Center was a private practice 
of three nurse-midwives and two physicians99 whose birth settings included a continuum 
concept of births at home, hospital, and out-of-hospital birth centers. A signifi cant diff er-
ence in this pilot project was the proximity of the off -campus students to the home uni-
versity, which was a 2.5-hour drive. Off -campus students were thus able to spend the fi rst 
2 months of the educational program at CMDNJ with their on-campus classmates while 
taking nonclinical and preparatory curriculum modules. Subsequently, off -campus students 
spent at least 1 day each month at CMDNJ. Seminars were conducted at both locales. 
McTammany nurse-midwives were given CMDNJ faculty appointments, library materials 
were available at the off -campus site, and there was fl uidity in CMDNJ and McTammany 
nurse-midwifery faculty visiting each other’s sites. Th is pilot project was deemed a success 
with plans for continuation.100

Th e third nurse-midwifery education program to use a form of distance learning was 
the Women’s Health Care Training Project, which was developed in 1980 at the Stanford 
University Medical Center in Palo Alto, California.101 Originally established to prepare nurse 
practitioners and physician assistants to practice primary care in medically underserved areas 
of California, nurse-midwife Rosemary Mann became the program director when the proj-
ect was additionally designed to include nurse-midwifery education. Th e midwifery cur-
riculum, behavioral objectives, and clinical evaluations were exactly the same for both the 
nurse- practitioner and physician-assistant students. ACNM accreditation was obtained for the 
nurse-practitioner students in the program because they met the prerequisite of being RNs. 
Th e students were in practice in state-funded clinics serving indigent women in medically 
underserved areas. Th erefore, the program had to be designed to accommodate the needs of 
students who were employed in busy practices. Th is was done by having the students leave 
their practice communities for 2 days every 1 to 2 weeks for intensive didactic sessions at 
Stanford in order to minimize their time away from their clinics. All clinical experience was 
to be obtained in their local community using an extensive system of preceptor education 
and evaluation to ensure quality clinical teaching that would meet expected standards. Nurse-
midwives who lived in the area of the student’s employment would visit the student to  provide 
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clinical instruction and evaluation. A tracking system was developed as each student was in 
an individualized program of study and moved through written and clinical requirements 
at their own pace.102 Th e project was deemed a success and continued for a number of years 
(1982–1987) and then through its transition into Education Program Associates (EPA) in 
San Jose, California (1987–1998). Th e Stanford University Medical Center Women’s Health 
Care Training Project/EPA was the fi rst time that non-nurse midwives were meeting the same 
educational standards as nurse-midwives. However, the mechanisms of accreditation and cer-
tifi cation were not yet in place within the ACNM for direct-entry midwives (see Chapter 15).

In the mid-to-late 1980s, Eunice K. M. (Kitty) Ernst, a nurse-midwifery educa-
tor, practitioner, and visionary, pulled together (a) learnings from previous distance learn-
ing eff orts; (b) concerns about nurse-midwifery education both to increase the number of 
nurse-midwives and to prepare graduates to establish and staff  birth centers; (c) principles 
of nurse-midwifery mastery learning modules; and (d) the opportunity provided by a crisis 
(see the following  discussion) to create and implement the Community-Based Nurse-mid-
wifery Education Program (CNEP). Begun as a pilot program, planning for CNEP took 
place with representatives of four partnership organizations: Kitty Ernst, CNM, representing 
the National Association of Childbearing Centers (NACC) in Perkiomenville, Pennsylvania; 
Ruth Lubic, CNM, representing MCA in New York City and cofounder of NACC; Ruth 
Beeman, CNM, dean of the Frontier School of Midwifery and Family Nursing (FSMFN) 
in Hyden, Kentucky, which would give graduates a Certifi cate in Nurse-Midwifery; and 
Joyce Fitzpatrick, RN, Dean of the Frances Payne Bolton School of Nursing at Case Western 
Reserve University in Cleveland, Ohio, which would accept CNEP courses for clinical cred-
its and off er additional graduate level nursing courses and credit for completion of a master 
of science in nursing degree from Case Western. Funding was obtained by MCA from the 
PEW Charitable Trusts to design and implement the program. Booth Maternity Center in 
Philadelphia, Pennsylvania, would be used for clinical experience if a student was unable to 
otherwise fi nd a clinical site in her or his home locale. Kitty Ernst was on the Board of Booth 
Maternity Center and had been instrumental in establishing both a nurse-midwifery service 
and a nurse-midwifery refresher program at this site. Her inspiring story of saving the student 
records, offi  ce equipment and furnishings housed at Booth on a rainy night, and transporting 
them to her home in Perkiomenville, Pennsylvania, in the fall of 1988 just hours before the 
hospital was closed, is detailed in an article in the Journal of Midwifery & Women’s Health.103 
Plans changed when Booth was no longer available.

Th e fi rst class in the pilot program of CNEP located in Perkiomenville was admitted in 
April 1989 and graduated in 1991. In 1990, the heretofore unheard number of students (32 
in 1989 and 45 in 1990) raised concern by the ACNM Division of Accreditation “regarding a 
lack of evidence of the quality of the education off ered” that resulted in a threat of withdrawal 
of already attained preaccreditation. Th e students in CNEP class 2, whose eligibility to take 
the ACNM Certifi cation Examination would be negated if preaccreditation status was lost, 
responded by writing a song for a skit that “ . . . we shall come . . . to be 10,000 nurse-midwives 
by 2001.” Th e threat was removed when lawyers pointed out that the accreditation process 
did not stipulate a limit on the number of students and that the CNEP preaccreditation 
application had clearly stated that the program intended to expand the number of nurse-
midwives.104 In 1991, CNEP moved to Hyden, Kentucky, and became the sole midwifery 
off ering in the FSMFN. Nurse-midwife Judith Triestman was hired in 1990 to become the 
new President of FSMFN and Director of Education. Dr. Triestman creatively took advan-
tage of the more sophisticated Internet technology that was then available for innovative use 
to originate a system of communication between students and faculty over the Internet and 
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to instigate coursework that was Internet based. She was also recipient of the ire of a  number 
of nurse-midwifery education program directors who feared that the requirement that CNEP 
students arrange for their clinical experience in their local area would mean the loss of clinical 
preceptor sites that had been traditionally available for their program. Th is ire was concen-
trated during a meeting of Nurse-Midwifery Education program directors. Th ere were 94 
students admitted in 1991105 and class size has remained large ever since. Th e concerns of 
earlier distance learning eff orts were recognized and addressed by the design of the program 
with: (a) regional clinical coordinators and regional directors in addition to course coordina-
tors and course faculty; (b) preceptor training and preparation; (c) state or regional case days; 
(d) a 4-day midwifery-bound orientation and class bonding at FNS; (e) an 8-day intensive 
clinical bound session at FNS of skills preparation for 40 students at a session; (f ) systems 
for web-based course work, library access of books and articles, on-line communication and 
tracking of students and student progress; and (g) extensive student services.

Th ere were two direct distance learning spin-off s from CNEP. Th e fi rst was a master’s 
degree program started in 1995 by Dr. Judith Triestman when she left FNS and became the 
nurse-midwifery program director at the State University of New York at Stony Brook. Th e 
second was a certifi cate program, the Institute of Midwifery, Women and Health (IMWAH) 
affi  liated with the Philadelphia College of Textiles and Science. IMWAH was founded in 
1996 by former CNEP faculty with nurse-midwife Kate McHugh as the program director 
and nurse-midwives Jerri Hobdy and Kathy Camacho Carr as associate program directors. 
Th e fi rst class started in 1997. In 2003, IMWAH became an inherent part of what had 
become Philadelphia University as the Midwifery Institute of Philadelphia University, and is 
now a program that leads to a master’s degree in midwifery. Th e Institute’s master’s degree in 
midwifery started as an option in 1998 and was the fi rst in the United States. IMWAH added 
the concept of midwifery tutors to distance learning to provide continuity in mentoring a 
student through the entire program and give a personalized approach to the learning process.

CNM Kitty Ernst (center) with Frontier Nursing Service students in Perkiomenville, Pennsylvania, 
c. 1990.
Photo reproduced with permission of Eunice K. M. Ernst. 
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A synchronous model of distance learning was established in 1994 at the University 
of Pennsylvania Nurse-Midwifery Education Program in Philadelphia, where Joyce Beebe 
Th ompson was the program director. Sr. Teresita Hinnegan was the project director of the 
Nurse-Midwifery Rural Training Distance Learning Program that used interactive video-tele-
conferencing so that students in rural Pennsylvania and students sitting in the Philadelphia 
classroom were taught at the same time.106 Th e project was initially funded with a $100,000 
grant from the Pennsylvania Department of Health, who also made available a link to the 
PA Health Net system and its telecommunications backbone (IMUX) to conduct the Pro-
gram.107 Th e University of Pennsylvania (Penn) was responsible for purchasing the telecon-
ferencing system, the circuit transmission equipment, and tail circuits to connect the Penn 
site to an IMUX mode.108 Sr. Teresita Hinnegan remembers that she borrowed $35,000 from 
Norma Lang, Dean of the School of Nursing, to purchase the teleconferencing system (Rem-
brandt II/VP Codec with three cameras), and then repaid her once the grant was awarded. 
Sites were established in Hershey and Pittsburgh for the fi rst three rural students. Th ey gradu-
ated in December 1995,109 and the program continued through the early 2000s. Th is was 
the fi rst distance learning nurse-midwifery program to have all its graduate course classes in a 
synchronous format, with clinical teaching and supervision at remote sites provided by local 
nurse-midwives with clinical faculty appointments.

In 2014, 60% of the ACNM accredited nurse-midwifery or midwifery education pro-
grams were either fully (13%) or partially (47%) distance learning.
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c h a p t e r  F I F T E E N

Direct-Entry Midwifery Education

Knowledge is power.
—Francis Bacon, Meditationes Sacrae (1597)

■ AMERICAN COLLEGE OF NURSE-MIDWIVES (1978–1996)

Th e American College of Nurse-Midwives (ACNM) offi  cially started exploring the possibil-
ity of involvement in direct-entry midwifery education in 1978. In 1978, there was an open 
forum initiated by the clinical practice and education committees “to discuss what should be 
ACNM’s involvement with lay midwifery education, certifi cation, and licensure; whether the 
ACNM should have an offi  cial liaison relationship with lay midwifery groups; and the risk/
benefi t ratios, pros, and cons of each issue.”1 Th e open forum stimulated “lively discussion 
and strong emotions.”2 However, no resulting motions were made in the business meeting.3

In 1980, a motion was passed by the membership during the annual meeting, “Th at the 
Board or their delegated representatives study the philosophical and practical implications of 
any change in title and education.” In response, the Board planned for an open forum the fol-
lowing year with the understanding that the intervening year be spent with each committee 
addressing this issue and submitting a brief report to the Board on “how any change in title or 
education would impact upon the work of that committee.” Th ese reports would be mailed 
to the membership with convention materials prior to the annual meeting. Also reporting 
would be the regional representatives following input addressing the issue at local chapter 
meetings. And fi nally, the educational director’s group (the precursor of the current Directors 
of Midwifery Education; see Chapter 14) was planning a workshop in the fall to “address the 
subject of standards in midwifery education” and would add their deliberations and recom-
mendations.4 ACNM President Helen Varney Burst also reported to the membership “the 
receipt in June of a number of petitions to the ACNM to develop standards for alternative 
routes of individualized midwifery education which would enable the midwife candidate to 
sit for the ACNM examination.”5

ACNM EDUCATION COMMITTEE

Following the open forum during the 1981 annual meeting, the membership passed a mo-
tion “to study and establish guidelines for experimental educational programs.”6 Th e Board 
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subsequently charged the Education Committee with this task.7 Th e Education Committee, 
chaired by Margaret-Ann Corbett, simultaneously addressed the development of guidelines 
for experimental educational programs and, at the request of the Division of Accreditation 
(DOA), reviewed the ACNM Statement on Nurse-Midwifery Education.

Th e Education Committee fi rst grappled with interpreting the charge from the Board 
during their January 11, 1982, meeting. “Some interpreted this to mean experimental edu-
cational programs in nurse-midwifery education. Others felt it meant developing guidelines 
for experimental educational programs in midwifery education.”8 Feeding into this discus-
sion was the recent meeting held at ACNM headquarters on October 30, 1981, of four lay 
midwives, three nurse-midwives, and two ACNM Board members (see Chapter 11).9 Of 
concern to the Education Committee members were the specifi cs about this meeting as the 
press release from Th e Practicing Midwife reported that the resulting group planned, among 
other actions, “to develop guidelines for education in midwifery” and “to create an identifi -
able body representing professional midwives, whether they be nurse-midwives or midwives 
who came to their profession outside the path of nursing.”10

Specifi cally, the “committee’s concern was that if a separate organization for profes-
sional midwifery does develop, then the ACNM may be reduced to a nursing subsidiary 
group and if, indeed, the ACNM is not to represent all professional midwives, why should 
this committee devote its time, eff ort and thought to developing guidelines for experimen-
tal educational programs for non-nurse midwives? However, if the ACNM evolves as the 
organization representing all professional midwives, then there is a purpose in pursuing this 
charge.”11

At the time this discussion took place in January 1982, there was no offi  cial organiza-
tion of lay midwives. Th e committee members, however, were aware of the meeting that had 
taken place in October 1981 called by ACNM President Sr. Angela Murdaugh as per their 
reference to “if a separate organization for professional midwives were to develop” and Sr. 
Angela’s letter to the membership (see Chapter 11). Th ere were at least four non-nurse mid-
wifery education programs in 1981 (founding dates in parenthesis): Th e Maternity Center 
at El Paso Training Program(1976); Arizona School of Midwifery (1977–1981)/Northern 
Arizona College of Midwifery (1981); Seattle Midwifery School (1978); and Utah College of 
Midwifery (1980) (see Chapter 9).

Th e minutes of the April 28, 1982, meeting again refl ect committee concern:

It was emphasized that some of the membership who had responded with  input 
to the Education Committee wanted all educational possibilities considered. 
Recommended possibilities were to include guidelines for professional mid-
wifery programs not requiring a nursing background. It was the thought of 
these members that since ACNM is the accrediting body for current profes-
sional midwifery educational programs, and since it accredits only the mid-
wifery aspects of the nurse-midwifery programs, we need to protect the quality 
and professional future of midwifery practice in this country with guidelines. 
Hence, guidelines need to be developed for non-nurse midwifery programs as 
well.12

Th e Education Committee completed its task and submitted a draft of Guidelines 
for Experimental Education Programs13 to the Board for its August 1982 meeting. Th e draft 
Guidelines were for four experimental programs: (a) off -campus, (b) part-time, (c) programs 
not in a university setting, and (d) non-nurse midwifery. Suggested criteria were given for 
each of these programs pertinent to site, faculty, student admission, student evaluation and 
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competency, and annual review and evaluation of the program. Prior to submitting the draft 
experimental guidelines to the Board, “input was twice solicited from all the ACNM accred-
ited education programs, the Division of Accreditation, selected members known to have 
an interest in education, and, through Quickening, the membership in general for review 
and comment.”14 Input was received from educational programs and “from individuals who 
either spoke for themselves or for a group such as a local chapter.” Ms. Corbett noted that 
about 50% of those responding “felt it was inappropriate that guidelines for professional 
midwifery programs were included.”15 Th e Board action was to ask the Education Com-
mittee to “develop an open forum for the May 1983 convention on Creative Educational 
Pathways.”16 Margaret-Ann Corbett, who participated in a conference call with the Board to 
answer questions, reported that the Board “additionally recommended that the Education 
Committee do nothing further with the Guidelines.”17

Th e Open Forum at the 1983 annual meeting “was devoted to a discussion of the draft 
Guidelines for Experimental Educational Programs prepared by the Education Committee.” 
Pros and cons were given for each type of experimental program.18 During the subsequent 
business meeting the membership “voted against a proposal, presented by the Education 
Committee, to study implications of ACNM accreditation of non-nurse midwifery educa-
tional programs.”19

Th e subsequent action of the Board was to “recommend that the Division of Accred-
itation take into consideration the results of the Open Forum and Guidelines for Experi-
mental Education Programs in developing their new criteria for the approval of education 
programs.”20 Th is process would not occur for another 3 years. Behind the scenes had been 
a stand-off  between the new chair of the Education Committee, Barbara Decker, who had 
worked on and was supportive of the Guidelines, and Colleen Conway, the new chair of the 
Division of Accreditation (DOA), who was not supportive of the Guidelines and, further, felt 
that whatever happened with direct entry belonged in the DOA. Th is was seen as a delaying 
tactic by some ACNM members.21

In a letter to the new ACNM President Judith Rooks, Margaret-Ann Corbett, after 
detailing the intense work the Education Committee underwent to meet membership and 
Board charges, expressed her distress that the Board “in eff ect shelved these guidelines for 
three years while waiting for the Division of Accreditation to again cycle around to reconsid-
eration of its evaluation criteria . . . [and then] to purport that this action is justifi ed because 
the guidelines overlap with the evaluation criteria of the Division of Accreditation is mislead-
ing . . . .”22 She goes on to write:

Th e truth that must be recognized by the Board is the fact that there is a powerful 
voice in the College that needs to be heard. It is not going to go away because the 
guidelines, in eff ect, are shelved for three years. Th e guidelines by themselves are 
simply a tangible manifestation of recognition of need for growth in our educa-
tional programs.

Ms. Corbett ends her letter with a question:

How will we (ACNM) measure the damage to our consumers if we refuse to 
open up diff erent pathways to our professional education?”23

Margaret-Ann Corbett’s concerns were apparently ignored as the Guidelines were dor-
mant until the fall 1988 joint meeting of the Nurse-Midwifery Education Program Direc-
tors and the Nurse-Midwifery Service Directors. At that meeting Dorothea Lang made a 
presentation regarding the shortage of obstetric providers in New York, cited the Bell Report24 
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about mandated reduced workload for obstetric Residents, and listed the 12 recommenda-
tions from the Bell Report relative to midwives. Th ese recommendations included that all 
nurse-midwifery programs expand their enrollment, develop programs for 1 year of training 
for post-allied-health-entry midwives, for example, physical therapist, physician  assistant; 
develop 3-year programs for direct-entry midwives; and that there be one certifi cation 
exam—from ACNM if they will sell it.25

Th e group was reminded of the existence of the Experimental Guidelines. One of the 
actions taken by the education and service directors was for Teresa Marsico, who was now 
chair of the Education Committee, to disseminate the 1982 document to the 24 education 
programs and 75 service directors present for their critical review of the criteria for non-nurse 
midwifery programs.26 Th is was done in October 1988.27 Th e Education Committee com-
pleted its task for the education and service directors with a 1990 revision of the Guidelines 
that focused only on direct-entry midwifery education and criteria that would be in addition 
to the DOA criteria.28

ACNM DIVISION OF ACCREDITATION

Th e fi rst Carnegie Meeting, held from July 16 to 18, 1989 (see Chapter 21), had the eff ect 
of providing impetus to already ongoing ACNM activities. Joyce Roberts, Chair of the DOA 
(1987–1991), remembers Dr. Ernest Boyer, educator and President of the Carnegie Foun-
dation, for the Advancement of Teaching asking “what it would take for the ACNM to ac-
credit a program designed for individuals who are not fi rst educated as nurses.”29 Dr. Roberts 
reported that the answer to Dr. Boyer’s question was that the ACNM Core Competencies for 
Basic Nurse-Midwifery Practice assume but do not explicitly include nursing competencies.30 
Th erefore, the ACNM would need to identify the relevant knowledge, skills, and competen-
cies that are presumed nurses bring to nurse-midwifery education and require them as part 
of the program.31 After this meeting, the ACNM Board of Directors adopted a position 
statement in August 1989 that “Th e ACNM will actively explore, through the Division of 
Accreditation, the testing of non-nurse professional midwifery educational routes.”32

Th e fi rst action of the DOA in 1990 in response to this Board charge was to start the 
process of identifying “those nurse competencies that Registered Nurses bring with them 
to a nurse-midwifery education program.” To this end, “Joyce Roberts began work on a 
Delphi Study to identify these competencies.”33 She reported on progress at DOA Govern-
ing Board meetings but when obstacles of time and funding began to delay the process, 
Helen Varney Burst, who was now the Chair of the DOA (1991–1999), decided that the 
two rounds of the Delphi survey that had been completed plus maternity nursing sources 
and the knowledge of the educators that made up the majority of the Governing Board 
were suffi  cient for the task to be completed. Th is was done by the Governing Board in early 
1994 with the production of an ACNM DOA document titled Skills, Knowledge, Compe-
tencies and Health Sciences Prerequisite to Midwifery Practice.34 Th e document included a list 
of specifi ed prerequisite college-level courses to be completed prior to being a student in 
an ACNM DOA accredited midwifery education program. It was announced during the 
open forum at the ACNM 1994 annual meeting that this document was completed and 
ready for use.

Th e 1994 open forum was devoted to the subject of the credentialing and unifi cation of 
midwives and was the outgrowth of a motion made by Richard Jennings, seconded by Cathy 
Collins-Fulea, and passed by the membership present and voting during the 1993 ACNM 
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annual meeting.35 Th e motion was “to recommend to the Board that the College appoint a 
Commission on Midwifery Practice to:

1. develop standards and credentialing mechanisms for professional midwifery in the 
United States,

2. make recommendations for implementation of one Standard of Professional Mid-
wifery, and

3. explore the impact of other professionals on midwifery practice.”36

Th e response of the Board of Directors was to develop a Preliminary Study Group “to 
research all components of the proposed Commission and that a Task Force be established 
that will be representative of diverse geographic and philosophic perspectives.”37 Members of 
the Preliminary Study Group included Doris Haire and CNMs Richard Jennings, Patricia 
Burkhardt, Charlotte (Pixie) Elsberry, Dorothea Lang, Elaine Mielcarski, and Helen Varney 
Burst.38 An open forum for discussion of the Preliminary Study Group’s fi ndings was planned 
to occur during the 1994 annual meeting prior to the business meeting.

Th e Preliminary Study Group identifi ed 14 issues for discussion and research. Th ese 
were listed in an open forum information sheet that was sent to the membership prior to the 
1994 annual meeting.39 Th ere were four speakers at the open forum (in order): Helen Var-
ney Burst, who represented the Preliminary Study Group and who was also the chairperson 
of the ACNM DOA; Sarah Cohn, President of the ACNM Certifi cation Council (ACC); 
Mary Bidgood-Wilson, chairperson of the ACNM Political and Economic Aff airs Commit-
tee (PEAC); and Erica Kathryn, ACNM Secretary and moderator of the speakers. Teresa 
Marsico, the ACNM President at that time, summarized their presentations in a letter to the 
membership dated June 7, 1994.40

During the business meeting subsequent to the Open Forum, Richard Jennings 
moved “to recommend to the Board of Directors that at its post-convention meeting, the 
BOD:

1. Direct the Division of Accreditation (DOA) to immediately establish and imple-
ment mechanisms for review and accreditation of non-nurse professional mid-
wifery programs; and

2. Create in cooperation with the ACNM Certifi cation Council (ACC), the cre-
dential ‘Certifi ed Professional Midwife’ (CPM) to be given to those non-nurse 
professional midwives who graduate from educational programs accredited by 
the ACNM DOA and who successfully pass an appropriate national certifi cation 
examination of the ACC.”

Richard Jennings’s motion went on to recommend that the Board send the Open 
Forum questions out to the membership in an opinion poll for vote and to enclose the Open 
Forum information sheet with the ballot. Th is motion passed the membership present and 
voting at the business meeting with a clear majority (estimates vary from 65% to 80% but 
no actual count was taken).41

Th e response of the Board was to conduct in early June 1994 a membership opinion 
survey with a cover letter from President Teresa Marsico and to enclose the Open Forum 
information sheet. Members were asked to respond with a “yes” or “no” to each of the fol-
lowing questions:

1. Do you think the ACNM Division of Accreditation should accredit non-nurse 
professional midwifery education programs using, at a minimum, the same criteria 
used in accrediting nurse-midwifery education programs?
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2. Do you think the ACNM Board of Directors should create the credential CPM 
(Certifi ed Professional Midwife or some other credential/title) for purposes of 
state licensure to be given to those non-nurse professional midwives who gradu-
ate from education programs accredited by the ACNM Division of Accreditation 
DOA who successfully pass the national certifi cation examination of the ACNM 
Certifi cation Council ACC?42

President Teresa Marsico reported the results of the opinion survey and subsequent 
Board actions to the membership in a letter dated August 19, 1994.43 Further details were 
given in the September–October issue of Quickening.44 Th e survey was sent to 3,478 voting 
members with 1,457 members voting for a response rate of 44.1%. Of these, 72.9% voted 
“yes” to question 1, and 70.8% voted “yes” to question 2. More than 60% voted “yes” to both 
questions in each of the six regions. Th ere were also 57 single-spaced pages of transcribed 
comments. Th e Board actions were to:

1. Support the use of ACNM credentialing mechanisms to set the standard for pro-
fessional midwifery in the United States

2. Recommend that the ACNM Division of Accreditation establish and implement 
mechanisms for the review and accreditation of non-nurse professional midwifery 
educational programs

3. Recommend that the ACC, Inc., explore the creation of a certifi cation examination 
for graduates of the accredited non-nurse professional midwifery programs

4. Deferred action on the title Certifi ed Professional Midwife to allow further explo-
ration of issues and options . . . .45

Less than 2 months later, the North American Registry of Midwives (NARM) 
announced that at the suggestion of the Midwives Alliance of North America (MANA) and 
the recommendation of NARM’s Certifi cation Task Force and the Midwifery Education 
Accreditation Council (MEAC), the title of midwives who obtain NARM certifi cation “will 
change from Certifi ed Midwife (CM) to Certifi ed Professional Midwife (CPM).”46 In addi-
tion to MANA News, this action was also announced in an October 7, 1994, press release. 
Th is decision ran counter to what had been agreed on by both the MANA and ACNM 
Boards in 1993. At that time, both Boards had endorsed a document from the Interorgani-
zational Workgroup (IWG; see Chapter 21) titled Midwifery Certifi cation in the U.S. Th is 
document specifi ed that the title Certifi ed Midwife (CM) would be given to those mid-
wives who successfully met the criteria for and passed the NARM Registry Examination, 
which evolved into the NARM Certifi cation Examination in 1994 (see Chapter 16). With 
NARM now claiming the CPM title that the ACNM had used throughout their process 
of deciding to accredit and certify non-nurse midwives, the ACNM Board of Directors at 
its February 1995 Board meeting agreed that “pursuant to agreement with ACC, a person, 
having successfully completed the above procedure (graduation from an ACNM accredited 
program . . . and examination by ACC) will be designated as a Certifi ed Midwife (CM).”47

Th e Governing Board of the ACNM DOA wrote the criteria for preaccreditation and 
accreditation of basic midwifery education programs and accompanying guidelines for elabo-
ration and documentation of the criteria in late October 1994. Initially, there were two paral-
lel sets of documents; one for nurse-midwifery and one for direct-entry midwifery. Th e same 
criteria were used for both sets of documents and decisions were made that were incorporated 
into both sets of documents:48

1. Th e term “midwife” in the documents refers to either a midwife or a nurse-mid-
wife who is certifi ed by the ACNM or ACC.
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2. All faculty, including the program director, must be ACNM or ACC certifi ed. 
Th ere is no window or grace period for meeting this requirement.

3. Th e midwifery education program is to be incorporated into a program of profes-
sional studies that culminates in no less than a baccalaureate degree.

4. Th e document on nursing competencies, Skills, Knowledge,Competencies, and 
Health Sciences Prerequisite to Midwifery Practice, was incorporated into the criteria 
on “Curriculum” and “Resources, Facilities, and Services.”

5. Hospital experience is required in order to meet program objectives and prerequi-
site skills and competencies that are best met within the hospital and to facilitate 
continuity of care.

Th e Governing Board thought there was total overlap in the two parallel sets of documents so 
with the next revision the two sets of documents were merged into one.

Th e fi rst program to be ACNM pre-accredited for a direct-entry program was the Mid-
wifery Program of Education Program Associates (EPA) in San Jose, California, in 1996 then 
under the leadership of Catherine Carr, Director of Midwifery Education. Unfortunately, 
the entirety of EPA closed before the direct-entry midwifery program could be implemented. 
Very shortly thereafter, the State University of New York Health Sciences Center in Brooklyn 
Midwifery Education Program (SUNY HSCB) in collaboration with the Midwifery Division 
of North Central Bronx Hospital (NCBH) was pre-accredited and the fi rst class of direct-
entry student midwives in an ACNM pre-accredited midwifery education program started 
in August 1996. Mary Ann Shah was the Special Projects Coordinator for the SUNY HSCB 
Midwifery Education Program, Lily Hsia was the Chair of the program, and Charlotte (Pixie) 
Elsberry was the Director of the Midwifery Division of NCBH.49 Nurse-midwives Nancy 
Campau from SUNY HSCB and Susan Papera from NCBH were jointly responsible for the 
coordination of the direct-entry midwifery students’ academic and clinical learning.50 Th e 
fi rst graduates were in the fall of 1997 and the program was fully accredited in 1999.51 Dur-
ing the 1997 ACNM annual meeting, the membership voted to include Certifi ed Midwives 
(CMs) into full membership.52

■ MIDWIVES ALLIANCE OF NORTH AMERICA  (1983–1991)

MANA EDUCATION COMMITTEE

Th e MANA Education Committee began with the founding of MANA in 1982 and was 
the prime mover behind setting standards for midwifery education regardless of learning 
pathway.53 Susan Liebel, CNM, was the fi rst Chair of this committee,54 followed by Tree 
Johnson, LM; Tina Moon, LM; and then Th erese Stallings, LM,55 in 1987. Th e committee 
published a philosophy and purpose of midwifery education in 1983, based on the premise, 
“that education for midwifery practice can occur in a variety of settings” and that midwifery 
knowledge and skills can be acquired in many ways.56 Th e fi rst statement under Philosophy 
read, “Learning is an elusive, dynamic and fragile process impeded rather than facilitated by 
the rigidity of the educational framework.”57 Th e rest of the belief statements emphasized 
adult learning principles, promoting women’s choices in childbearing services, and the need 
to promote high-quality health care for all. Th e philosophical beliefs were followed by, “Th e 
purpose of midwifery education is to provide learning experiences in which the student can 
gain the knowledge and skills to practice [midwifery].”58
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Th e Education Committee began their work by developing a survey of MANA mem-
bers to gather information on all types of midwifery education programs in Canada and 
the United States that the MANA members completed and then reported in order to create 
a resource handbook.59 Th ey also expected to develop guidelines and suggested curricula 
for a range of midwifery programs, from self-study and apprentice models to institution-
based programs.60 As the Education Committee began to develop the member survey on how 
individuals had learned midwifery, they published a suggested list of essential elements that 
needed to be included in such educational experiences.61 Th is list of elements of a midwifery 
education program came in large measure from the accreditation processes of the ACNM 
DOA, and were used in the development of the accreditation process that was drafted begin-
ning in 1991 by an affi  liated MANA group separately incorporated as the Midwifery Edu-
cation Accreditation Council (MEAC, see Chapter 16). Teddy Charvet, LM, noted in her 
presidential address during the fi rst MANA Convention in 1983, “Diff erences in midwifery 
education seem to be the source of most of the internal confl icts within our profession. 
Education is a diffi  cult and emotional issue, the source of much ill will and suspicion among 
us.”62 Teddy Charvet went on to highlight the primacy of safety for mothers and babies, 
regardless of the education pathway.

Th e Education Committee presented a goals statement to the MANA membership dur-
ing the 1983 conference that included the need to establish core competencies, “validate and 
preserve alternative forms of education, choice of education routes,” and provide continuing 
education.63 Th e member survey on pathways to learning midwifery was completed in 1985,64 
but the results of the survey were not published until 1987.65 At this time, the average age of 
the 174 midwives responding was 35 years, having completed an average of 4 years of college. 
Mixed methods for obtaining both theoretical and practical learning in midwifery was the 
norm. Th e scope of midwifery practice included childbearing care and contraception.66 At 
that time, nearly half of the MANA membership was CNMs, but this survey did not report 
on what type of midwife responded. Th e CNMs most likely contributed the contraceptive 
care aspect of midwifery practice as most lay midwives did not provide such care at that time.

Th e Education Committee continued its work throughout the late 1980s, producing a 
directory of existing non-nurse midwifery education programs that was fi rst published in the 
September 1987 MANA News.67 Th e committee also worked on producing an Information 
Packet for aspiring midwives, and on defi ning the core competencies for basic midwifery prac-
tice in collaboration with the Standards and Practice Committee.68 In October 1989, Th erese 
Stallings, chair of the committee, sent a letter to midwifery educators who had met informally 
in Eugene, Oregon, in August 1989, asking that they join together during the November 1989 
MANA conference for discussion of common concerns. Th ese concerns related to how to 
produce more midwives, how to unify and strengthen the profession of midwifery, and how to 
maintain “multiple pathways to achieving competency, establishing minimum competency in 
light of the diverse state standards and regulations for midwifery, and maintaining a commit-
ment to the legitimate apprenticeship model.”69 Some of these concerns were expressed during 
discussions throughout the fi rst Carnegie Foundation meeting on midwifery held in July 1989 
(see Chapter 21).70 Th ere was also discussion of what to call the various types of midwifery 
education programs (self-study, apprentice, direct entry) and those who completed midwifery 
learning (lay, empirical, independent, certifi ed, licensed, registered, direct entry).71

Th e MANA Education Committee’s list of possible areas to work on in the fall of 1989 
included an item described as “more ambitious.” It was to “establish guidelines for education 
standards to be used by various states and organizations working on legislation, certifi cation, 
etc.”72 Th erese Stallings, Chair of the Education Committee and the newly forming coalition 

Varney_25378_PTR_15_295-310_10-22-15.indd   304Varney_25378_PTR_15_295-310_10-22-15.indd   304 10/21/2015   6:13:49 PM10/21/2015   6:13:49 PM



  15: DIRECT-ENTRY MIDWIFERY EDUCATION ■ 305

of direct-entry73 midwifery educators decided to move forward on this ambitious credential-
ing goal. In her second letter to midwifery educators in 1990 announcing a meeting to be 
held at the Northern Arizona School of Midwifery, June 22 to 24, 1990, Th erese Stallings 
wrote that the agenda for this meeting, “will center around developing guidelines/standards 
for direct-entry midwifery education, using the core competency document that has been 
developed.”74 She was present during the fi rst Carnegie meeting in July 1989 and knew of Dr. 
Boyer’s interest in expanding educational pathways to midwifery education based on agreed 
standards. She and other MANA members thought this was an opportunity for MANA to 
take the lead in defi ning direct-entry midwifery education, the needed core competencies, 
and a formal accreditation process.75

Both MANA and ACNM thought they had the experience to take the lead on setting 
the standards for the education of direct-entry midwives. MANA educators had been pre-
paring direct-entry midwives since 1976. ACNM educators realized that they were teaching 
midwifery to nurses to become nurse-midwives since 1925. Th e ACNM core competencies 
were understood to be competencies in midwifery. From various documents reviewed, it 
is apparent that both organizations proceeded without acknowledging what the other was 
doing in direct-entry midwifery education based on the belief that their organization was the 
appropriate one to set the standards for direct-entry midwifery education. (See Chapter 21 
for additional details.)

NATIONAL COALITION OF MIDWIFERY EDUCATORS

Two important outcomes of the June 1990 meeting of MANA midwifery educators was 
the naming of the group as the National Coalition of Midwifery Educators (NCME)76 and 
agreement on the need for national accreditation of direct-entry midwifery education, ex-
plained in the “Statement of Support for National Accreditation of Midwifery Education, June 
1990.”77 During her introduction to the June 1990 meeting, Joan Remington, LM, noted, 
“Th e Carnegie Foundation, the American College of Nurse-Midwives, and the U.S. Depart-
ment of Education are interested in seeing that direct-entry midwifery education standards 
are set and [a] route for accreditation is established.”78 Th ere were 21 individuals participating 
in the NCME group representing nine diff erent midwifery education programs. Sixteen of 
the participants were state licensed midwives (LMs).79 Th ey began work on defi ning national 
standards for accreditation of direct-entry midwifery education, beginning with a review of 
the draft core competencies produced by the Education Committee.80 Th ey also began defi n-
ing the routes of entry to midwifery education that would result in graduates’ meeting criteria 
for national credentialing.81 Th e discussion included the advantages and disadvantages of 
four education pathways: (a) university based or university affi  liated, (b) community college, 
(c) private secondary school, and (d) apprenticeship (self-study with or without supervision 
by a practicing midwife).82 Th e apprenticeship model of midwifery education was vital to 
MANA members and leaders, and the educator group began defi ning the crucial elements 
in this program of self-study.83 Th e educator group’s vision was that all routes to direct-entry 
midwifery education could result in a “certifi ed” midwife on meeting the requirements of a 
state licensing or certifying body or by passing a national certifi cation exam.84 At this time 
and for several years before and after, many MANA midwives refused to use the adjective 
“professional” as they viewed this term as separating or implying that those who chose not 
to meet the education or certifi cation standards would be considered “nonprofessional” and 
thus further stigmatize lay midwives.
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MANA’s move to formally accredit non-nurse midwifery education pathways led to 
the incorporation of the MEAC in 1991, separate from MANA, the membership association 
(see Chapter 16).

NCME continued as a support group to MANA and MEAC until the mid-1990s, 
meeting semiannually and open to anyone with an interest in shaping the future of midwifery 
education. NCME also took on the task of creating a list of available midwifery educa-
tion opportunities in the United States, fi rst published in fall 1991, and then planned to be 
updated yearly.85 With the creation of the Outreach to Educators Project (OTEP) in 2005 
(see the following discussion), NCME ceased to exist.86

ASSOCIATION OF MIDWIFERY EDUCATORS

An outgrowth of the early group of MANA midwifery educators, NCME, and MEAC was 
a perceived need by midwifery educators for a network to support each other, provide re-
sources, and work together for strong direct-entry midwifery education programs. Some of 
the needs of educators that MEAC did not think appropriate for MEAC to address included 
consultation to new programs in development, administrative and curriculum design, and 
guiding new schools toward accreditation.87

In May 2005, the MEAC board received a $30,000 2-year grant from the Daniels Foun-
dation to hire a coordinator (Heidi Fillmore88) to establish a network of midwifery educators 
and programs. Outreach to Midwifery Educators (OTEP) began with the coordinator polling 
current accredited and nonaccredited direct-entry midwifery education programs to assess 
interest in such a network and to request ideas on projects or activities that they could do 
together. During the 2005 MANA conference in Colorado, additional suggestions were given. 
Th ese included such things as publishing a newsletter, joint recruitment activities, producing a 
handbook for educators, and having regular educator meetings at MANA conferences.

Th e OTEP newsletter, Giving Birth to Midwives, began its publication in 2005 and con-
tinued as part of the new Association of Midwifery Educators (AME) that was formed as a 
nonprofi t 501(c)(6) organization in October 2006 to carry on the OTEP work beyond the grant 
period. was formed as a nonprofi t 501(c)(6) organization to carry on the OTEP work beyond the 
grant period.89 AME is a group of member schools, educators and administrators whose mission 
is “to strengthen schools and support teachers and school administrators through connection, 
collaboration and coordination,”90 focusing on direct-entry midwifery education. Since 2008, 
AME has held educator workshops at MANA conferences; off ers discussion groups tailored to 
preceptors, academic faculty and program administrators; gives advice and consultation to indi-
viduals who wish to start a midwifery education program; and created a website and distributed 
online Giving Birth to Midwives, a periodic bulletin for midwifery educators and schools.91
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c h a p t e r  S I X T E E N

Credentialing of Midwives

We have seen how marginalized groups managed to bring their agendas to the 
forefront of public attention and win important legal and social victories.

—Barbara Buresh and Suzanne Gordon, 
From Silence to Voice (2006, p. 1)

■ ACCREDITATION

ACCREDITATION COMMISSION FOR MIDWIFERY 
EDUCATION AND PREDECESSORS

Committee to Study and Evaluate Standards for Schools of Midwifery

Nurse-midwives fi rst started talking about setting education standards while part of the Mid-
wifery Section developed in 1944 within the National Organization of Public Health Nurs-
ing. A Committee to Study and Evaluate Standards for Schools of Midwifery was established. 
It was chaired by Elisabeth Phillips and membership included nurse-midwives Sara Fetter, 
Kate Hyder, and Ernestine Wiedenbach. Among the committee recommendations was that 
courses be incorporated into postgraduate university programs.1

Committee on Curriculum and Accreditation

Th e American College of Nurse-Midwifery was founded in 1955. During the second an-
nual meeting in 1957, the outgoing President, Hattie Hemschemeyer, proposed the creation 
of a Committee on Curriculum and Accreditation. Th is was approved and the following 
year Cecilia Sehl was appointed as the Chairperson (see Table 16.1). Moreover in 1958, the 
fi rst workshop on nurse-midwifery education was held. One emphasis of this workshop was 
the need to develop an accreditation mechanism and many of the recommendations from 
this workshop later became criteria in the American College of Nurse-Midwives (ACNM) 
approval, later accreditation, process. Th is included a statement that “Education for nurse-
midwives can best be provided in a university setting.”2

Th e Committee on Curriculum and Accreditation obtained materials from the Ameri-
can Association of Nurse-Anesthetists, which already had an accreditation mechanism in 
place. Th e committee also met with the National League for Nursing (NLN) “to explore 

Varney_25378_PTR_16_311-358_10-22-15.indd   311Varney_25378_PTR_16_311-358_10-22-15.indd   311 10/21/2015   6:18:35 PM10/21/2015   6:18:35 PM



312 ■  VI: DIRECT-ENTRY EDUCATION AND THE CREDENTIALING OF MIDWIVES   

common problems in the accreditation of nursing programs off ering nurse-midwifery.”3 Th is 
led to the formation of an interorganizational committee in 1961 that included the ACNM, 
NLN, and the American College of Obstetricians and Gynecologists (ACOG). It met twice. 
Th e question was raised as to what organization would accredit nurse-midwifery programs 
as there were programs that were outside of established schools of nursing. ACOG spoke of 
their possible involvement in this development in nurse-midwifery education or whether 
they should themselves recruit graduates from diploma programs in nursing for a 2-year 
training course to become certifi ed as obstetrical assistants, a term they preferred to “nurse-
midwife.” Th e nurse-midwives were adamant in retaining the title of “nurse-midwife.” It is 
thought that two or three nurses took the obstetrical assistant course but later applied to 
nurse-midwifery education programs.4 Dr. Louis Hellman later spoke in 1978 about his per-
ception and involvement regarding accreditation of nurse-midwifery education programs:5

In the early 1960’s [sic], shortly after Dr. Eastman became president of the Amer-
ican College of Obstetricians and Gynecologists, a committee of the College 
was formed to discuss and to recommend the relationship of nurse-midwifery 
to the practice of obstetrics and gynecology. Th is was the time of considerable 

TABLE 16.1 ACNM Approval/Accreditation Chairs, 1958 to Present

Chairperson Dates

Committee on Curriculum and Accreditation

Cecilia Sehl 1958–1959

Ruth Coates Beeman 1959–1965

Laurette Beck 1965–1966

Miriam Cole 1966–1967

Eunice K. M. Ernst 1967–1974

Division of Approval

Ann Mehring Koontz 1974–1976

Maureen Kelley 1976–1982

Division of Accreditation

Colleen Conway-Welch 1982–1987

Joyce Roberts 1987–1991

Helen Varney Burst 1991–1999

Betty Watts Carrington 1999–2004

Diane Boyer 2004–2008

Accreditation Commission for Midwifery Education

Mary C. Brucker 2008–2011

Susan Stone 2011–2014

Katherine Camacho Carr 2014–present
ACNM, American College of Nurse-Midwives.
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argument about nurse-midwifery. Th e committee was composed of Dr. Eastman, 
Dr. Taylor, myself, the late Dr. Buxton, Dr. Frank Lock, and maybe one or two 
others. . . . We feared a fragmentation of the practice of medicine and the division 
of authority. We feared the fragmentation of nursing, so that there would be 
nurse-assistants, nurse-associates, and what not, with varying degrees of training 
and responsibility. . . . Dr. Buxton, Dr. Taylor, I, and Dr. Eastman, at that time, 
ran the only university-affi  liated schools of nurse-midwifery that existed in the 
United States, and it was our recommendation [ . . . ] that the College assume ac-
creditation of the schools of nurse-midwifery in the United States. Perhaps such 
action would be viewed as chauvinistic today, but I think the recommendation, 
although it was turned down, would have made a signifi cant diff erence in the 
organization of our specialty. I am sorry, but I believe that the refusal of that 
recommendation was a mistake.

Th e primary issue with the NLN was defi nitional and rotated around whether nurse-
midwifery was a specialty of nursing and how it diff ered from advanced maternity nursing. 
Th e outcome of these discussions in January of 1962 was that the ACNM and NLN would 
continue to work together on the accreditation of those master’s degree programs that resided 
in schools of nursing but that the approval of certifi cate programs no matter where located or 
academic recognition given was the sole responsibility of the ACNM.6

Th e Committee on Curriculum and Accreditation, with Ruth Coates (Beeman) as 
Chair, developed defi nitions of a nurse-midwife and of nurse-midwifery practice at a work 
session in late January of 1962 that were passed by the ACNM membership during the 1962 
annual meeting (see Chapter 10). Th ese defi nitions refl ected the prevalent opinion at the 
time that nurse-midwifery was a clinical nursing specialty. Th e committee also began work 
on developing criteria for the evaluation of nurse-midwifery education programs. Categories 
of criteria were identifi ed as follows:7

Philosophy and purposes
Organization and administration
Faculty and faculty organization
Students
Resources, facilities, and services
Curriculum and evaluation of the education

Th ese same categories are still used with only some reorganization.8

Th e insistence of the early nurse-midwives to house nurse-midwifery education within 
institutions of higher learning and subsequent nurse-midwives to honor this foundation and 
progressively elevate the level of degree awarded has been refl ected in the accreditation pro-
cess since the fi rst draft of criteria in 1962. A criterion under the category of Organization 
and Administration has been, and is, that the nurse-midwifery education program resides 
within or is affi  liated with a university/college (or institution of higher learning) that is cur-
rently accredited by an accrediting agency recognized by the U.S. Department of Education 
(USDOE). Th is has, at times, posed diffi  culties. Th e fi rst diffi  culty was with the early nurse-
midwifery education programs that were proprietary (see Chapter 7) and had to fi nd an 
affi  liation with an institution of higher learning. Th e second diffi  culty was in the late 1970s 
when non-nurse midwifery programs requested access to ACNM accreditation. Th e inability 
of the requesting programs to meet this criterion was a major reason for denial and resulted 
in the subsequent founding of the Midwifery Education Accreditation Council (MEAC; see 
later discussion in this chapter).
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Committee on Approval of Educational Programs

By 1965, the Criteria and the Policies and Procedures were fi nalized with Laurette Beck as 
Chair. Th e Committee on Curriculum and Accreditation became the Committee on Ap-
proval of Educational Programs and all the nurse-midwifery education programs began to 
undergo offi  cial review. Th is fi rst round of review began with Miriam Cole as Chair and then 
Eunice K. M. (Kitty) Ernst became Chair and facilitated review of the majority of the pro-
grams. Ruth Coates, as program director of the New York Medical College Graduate School 
of Nursing Nurse-Midwifery Program, wrote the fi rst self-evaluation report and the program 
was the fi rst to go through the evaluation process in 1966. Th e other nurse-midwifery pro-
grams followed which set the stage for the requirement that in order to take the National 
Certifi cation Examination, established in 1971, an individual had to be a graduate of an 
ACNM-approved program.9

Division of Approval

Th e Committee for the Approval of Educational Programs in Nurse-Midwifery became the 
Division of Approval in 1974 when divisions were fi rst established during the bylaws revision 
of 1974 (see Chapter 10). Ann M. Koontz served as the fi rst Chair of the Division of Ap-
proval and led the development of Standing Rules of Procedure that provided for creation of 
a Governing Board, Board of Review, and Site Visitors’ Group. Th is meant separation of both 
policy and accreditation decisions from the ACNM Board of Directors, which had previously 
served in this capacity.10

In the 1970s, anesthesiologists made a concerted eff ort to take over control of nurse 
anesthesia education and the existing accreditation process of these programs that was being 
conducted by the American Association of Nurse Anesthetists (AANA). Th e situation was 
rife with acrimony, power and control issues, and a fi ght by nurse anesthetists for professional 
autonomy. Th e AANA turned to the American Nurses Association for help and the two orga-
nizations forged an alliance to successfully defend AANA’s credentialing mechanism.11 Aware 
of what had happened with the AANA and concerned about the potential for a parallel eff ort 
on the part of ACOG, Helen Varney Burst made it a goal of her presidency to protect the 
credentialing mechanisms of accreditation and certifi cation that the ACNM had established. 
Maureen Kelley was the Chair of the Division of Approval at that time. It was determined 
that for accreditation, recognition of the ACNM Division of Approval by the USDOE as the 
accrediting agency for nurse-midwifery education programs would provide this protection. 
An interdisciplinary advisory committee was necessary and this was in place by 1981. Th e 
Division of Approval was fi rst recognized by the USDOE in 1982 and has applied for and 
been granted programmatic recognition ever since.12

Division of Accreditation

In 1984, the Division of Approval became the Division of Accreditation (DOA) with Colleen 
Conway-Welch as Chair. In 1989, in response to 10 years of discussion addressing non-nurse 
midwifery education (see Chapter 15) and the recently held Carnegie meetings (see Chap-
ter 21), the ACNM Board of Directors stated that “Th e ACNM will actively explore, through 
the DOA, the testing of non-nurse professional midwifery educational routes.”13 Th is process 
was begun in 1990 with Joyce Roberts as Chair when the DOA determined that the fi rst step 
to addressing this task was to identify those competencies that nurses bring with them from 
their nursing education that are essential to the practice of midwifery (see Chapter 15). Th e 
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DOA, with Helen Varney Burst as Chair at that time, brought this eff ort to fruition in 1994 
with a document titled Skills, Knowledge, Competencies, and Health Sciences Prerequisite to 
Midwifery Practice.

Moreover in 1994, the DOA, at the direction of the ACNM Board, developed the 
criteria and process for the preaccreditation and accreditation of non-nurse basic midwifery 
educational programs. Th is was implemented with the fi rst program to undergo the pre-
accreditation process in 1996 (see Chapter 15). Th e fi rst class graduated in 1997 and the 
accreditation process for the program was undergone in 1999. In 2001, the USDOE granted 
the ACNM an expansion of scope of recognition to include preaccreditation and accredita-
tion of direct-entry midwifery education in addition to the preaccreditation and accredita-
tion of nurse-midwifery educational programs.14

In 2003, with Betty Carrington as Chair of the DOA and with the support of the 
ACNM membership, the USDOE granted further expansion of the DOA’s scope of accredita-
tion by recognizing the DOA as an institutional as well as a programmatic accrediting agency. 
Th is was the culmination of a process begun by the DOA in 2001 at the request of two nurse-
midwifery education programs in order to obtain Title IV funds for their students (Higher 
Education Act). One institution subsequently was so accredited by the DOA. However, this 
institution later notifi ed the Accreditation Commission for Midwifery Education (ACME—
formerly the DOA) that because they now had accreditation from a regional body, they would 
not seek continuation of DOA institutional accreditation. Th e other program became part of 
a university and no longer needed separate institutional accreditation. In 2011, with no insti-
tutions requesting ACME accreditation, continued recognition as an institutional accrediting 
agency was not sought from the USDOE.15 Recognition as a programmatic accrediting agency 
for both nurse-midwifery and direct-entry midwifery education programs continues.

With the development of distance learning in nurse-midwifery education (see Chap-
ter 14), the DOA required that any program that used distance learning in part or in total 
had to achieve the same accreditation standards and meet the same criteria as programs totally 
located in an academic setting. As technology and distance learning methodology became 
more universal, the ACNM DOA endorsed a Statement on Distance Education Policies from 
the Alliance for Nursing Accreditation in 2002.16

Accreditation Commission for Midwifery Education

Th e DOA became the Accreditation Commission for Midwifery Education as part of the 
2008 revision of the ACNM bylaws (see Chapter 10) with Mary Brucker as Chair. It is an 
autonomous body within the ACNM with separate budgetary, policy, procedures, review 
and accreditation decision making. Refer to Table 16.1 for chairpersons and years of service.

MIDWIFERY EDUCATION ACCREDITATION COUNCIL

Credentialing Committee

When Midwives Alliance of North America (MANA) was offi  cially incorporated in 1982, 
several committees were formed and  began work in keeping with the original goals of incor-
poration (see Chapter 11).17 Th e education, credentialing, legislative and practice committees 
began gathering data related to their individual charges, and MANA News began publishing 
articles and viewpoints on the pros and cons of credentialing of any type as early as Septem-
ber 1983.18 In January 1984, Lyn Coombs, LM, Chair of the Credentialing Committee, 
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wrote about the range of feelings among MANA midwives regarding credentialing.19 Th is 
article was followed by Valerie Hobbs’s response opposed to any form of credentialing as she 
thought it would risk being co-opted by the medical establishment.20 Lyn Coombs added in 
her May 1984 report that “no one wants a double bind situation with MANA making their 
life as a midwife more diffi  cult.”21 Th e process of formal credentialing made some lay mid-
wives very uncomfortable as they preferred their position outside mainstream societal expec-
tations, whether for religious, cultural, or personal reasons.22 As the committee was working 
on developing such a proposal that would take all midwives into account, they heard from 
the Orthodox Mennonite midwives who did not believe in having more than an eighth-grade 
education or in testing to evaluate knowledge and competency. Ms. Blizzard-White wrote, 
“I feel there is a rift developing that could lead us into a heavy power struggle. Th ere appears 
to be two diff erent types of midwifery practice—midwives who wish to practice within the 
current health care system and those who do not.”23

Tish Demmin, Chair of the Practice Committee in 1983, wrote, “As a body of mid-
wives we can and will develop the criteria of the professional midwife. Th e process of certi-
fi cation can constitute ‘being regularly admitted to a midwifery educational program fully 
recognized in the country in which it is located’ [ICM criteria].Th is is our empowerment to 
develop our Certifi cation Program and our educational programs.”24 In fact, the fi rst draft of 
Standards/Qualifi cations and Functions of Midwives in 1983 was viewed by the committee 
as the framework needed to develop certifi cation and accreditation of midwifery education 
programs.25 Another person in support of formal credentialing of midwives was Linda Irene-
Greene, MANA’s legal consultant. She weighed in on the value of having one regulatory 
mechanism for midwives that recognized multiple ways to meet the requirements.26 MANA 
President Teddy Charvet continued her introspection and refl ection on member concerns 
related to credentialing, asking in 1985 what relationship MANA credentialing processes 
should have with states that already had such processes and whether any form of credential-
ing should be mandatory or voluntary.27

Th ese credentialing discussions continued within MANA for several years. Standards 
and qualifi cations for midwifery practice, standards for midwifery education, including an 
accreditation process for direct-entry education, development of core competencies, legal 
recognition in each state, and a process for verifying the competencies of midwives through 
certifi cation eventually evolved. Much of the development of credentialing mechanisms was 
spurred on by MANA leaders who were highly educated individuals28 and MANA members 
who were members of or associated with other professional organizations, such as the Inter-
national Confederation of Midwives and/or the ACNM.29

MEAC Incorporated

Th ere were three key MANA activities or events that led to the development of an offi  cial or 
formal group that would take on the responsibility of accreditation of direct-entry midwifery 
education programs. Th e fi rst was the formalization of a midwifery educators group in Flagstaff , 
Arizona, in June 1990—the National Coalition of Midwifery Educators (NCME; see Chap-
ter 15).30 Th e other two were identifi ed by Th erese Stallings and Diane Barnes: “(1) the interest 
ACNM has taken in accrediting direct-entry programs, and (2) the Carnegie Foundation spon-
sored meetings and Interorganizational Workgroup on direct-entry midwifery education.”31

Th e NCME was considered a “caucus” within the MANA Education Committee in the 
fall of 1990 “until such time as it seemed unfeasible”32 (see Chapter 15). Th is changed when 
the educators’ Coalition decided in June 1990 to take on the task of midwifery education 
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accreditation that MANA membership at large was not ready to support.33 During the April 
1991 meeting of the NCME, the criteria for accreditation of direct-entry midwifery educa-
tion programs were drafted.34 NCME members were also aware that during the Carnegie-
hosted meetings in 1989 and 1990, ACNM and MANA could not agree on working together 
on one process for direct-entry (non-nurse) midwifery accreditation primarily because of 
MANA’s insistence on the need to be inclusive of all types of midwives and all types of mid-
wifery education (see Chapter 21).

Th us, the NCME35 established the Midwifery Education Accreditation Council 
(MEAC) in 1991, a not-for-profi t corporation sited in Taos, New Mexico.36 Th e decision to 
be separate from MANA was based on liability issues as well as the fact that many MANA 
members were not supportive of formal accreditation of midwifery programs.37 In addi-
tion, established direct-entry programs who had tried for ACNM accreditation asserted that 
ACNM’s criterion requiring a university affi  liation was a “deal-breaker” for them.38

Work on accreditation criteria for direct-entry midwifery education took many years. 
Th e MANA Education Committee continued its work since 1990 on refi ning the core com-
petencies based on member input during 1991 and 1992.39 Th e NCME envisioned in 1992 
that these core competencies could be elaborated to include learning objectives for each sec-
tion, just in case eff orts to create national accreditation failed within MANA.40 Solicitation of 
member input on the core competencies continued from 1993 to 1994.41 A draft was pub-
lished in MANA News in January 1994,42 with adoption in October 1994.43 MANA’s core 
competencies became a standard for use in both accreditation and certifi cation.44

Self-study and apprentice-trained midwives were very upset with the adoption of core 
competencies as they perceived that their pathway to midwifery practice would no longer 
be valid. MANA members’ education and communication about the work on accreditation 
standards were needed and Th erese Stallings emphasized to MANA members that MEAC 
intended to validate apprentice education as well as schools of midwifery.45 Th e issue of 
apprentice education began to appear in MANA News with a fl urry of articles and Letters 
to the Editor.46 Elizabeth Davis, LM, agreed to co-Chair the MANA Education Committee 
with Th erese Stallings in 1992 and devote her attention to increasing communication with 
those MANA members concerned about maintaining the apprenticeship route to midwifery 
education and practice. A working draft on the apprentice route to midwifery education was 
published in MANA News in October 1992, encouraging further discussion of this educa-
tional pathway. Th is draft defi ned apprenticeship learning as a “student midwife under the 
direct supervision of a practicing senior midwife” and gave the advantages and disadvantages 
of this type of learning.47 Th e option of self-study without working with another midwife as 
many early lay midwives had done was not given (see Chapter 9).

Licensed Midwives Elizabeth Gilmore and Melissa Bauer of New Mexico were the fi rst 
directors of MEAC.48 Th e fi rst draft of accreditation criteria developed in April 1991 was sent 
to a variety of midwifery educators to garner input and expertise from a national perspective, 
understanding that fi nal criteria could take years to develop. Th erese Stallings reported that it 
was hoped that the fi rst pilot accreditation would be in the fall of 1992.49 However, it was not 
until 1994 that MEAC was ready to receive applications from direct-entry midwifery educa-
tion programs. During this time, conversations and draft applications for recognition as an 
accrediting organization by the USDOE were in process as well as ongoing dialogue about 
accreditation pathways for direct-entry midwives in the Interorganizational Workgroup on 
Midwifery Education (IWG) meetings (see Chapter 21).

Elizabeth Davis, President of MEAC in 1994, wrote a letter to the IWG members that 
included the comment that ACNM’s interest in accrediting direct-entry midwifery education 
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“seemed to be a duplication of eff orts.”50 Th e separate but parallel accreditation processes of 
MANA and ACNM continue to the present time.

MEAC Criteria for Direct-Entry Midwifery Education Programs

Th e draft criteria for accreditation of direct-entry midwifery education programs came from 
a variety of sources. One ongoing source of information came from experienced direct-
entry educators through a consensus building process. Another source was dialogue with 
the  USDOE related to their criteria for becoming nationally recognized as an accrediting 
agency.51 Th e third source was review of accreditation criteria from other health professional 
groups, including the ACNM.

One of the greatest challenges for the MEAC members was to develop a set of accredi-
tation criteria that would include a range of pathways for learning midwifery. As noted by the 
MEAC President, Elizabeth Davis, in 1994, “MEAC is currently developing an accreditation 
process aimed at educational programs that meet criteria for academic and clinical oppor-
tunities, student evaluation and program accountability. A program may be as small as an 
individual midwife off ering apprenticeship or a more formal school/classroom situation.”52 
Th e criteria included the North American Registry of Midwives (NARM) 1995 requirements 
for certifi cation: 1,350 certifi ed clinical hours and at least 1 year of clinical experience plus 
450 hours of didactic instruction.

Th e MEAC accreditation standards were initially organized according to the following 
headings with specifi c criteria stated under each:

Standard 1: Success with respect to student achievement
Standard 2: Curricula (with and without degree granted)
Standard 3: Faculty
Standard 4: Facilities, equipment, supplies and other resources
Standard 5: Fiscal and administrative capacity
Standard 6: Student support services
Standard 7: Recruiting and admissions practices (student aff airs)
Standard 8: Measures of program length
Standard 9: Complaints and grievance
Standard 10: Compliance with the institution’s responsibilities under Title IV of the 

Higher Education Act

Th ese headings remained the same through 2010,53 but several criteria have been 
altered, reworded, or removed based on the original pilot study experience and comments on 
the 2000 application to the USDOE for recognition as an accrediting agency. In an eff ort to 
recognize a wide range of educational pathways, standards 2, 3, 4, and 8 had separate sections 
that refl ect “additional requirements for degree-granting institutions.”54 Th ese requirements 
generally addressed additional non-midwifery courses required for completion of a given 
degree (bachelors or masters).

MEAC’s early accreditation process included submission of an application plus 
a $50 fee to the MEAC President, Elizabeth Davis, in Windsor, California. Once the 
application was received, the MEAC administrative secretary sent out the guidelines for 
the Self-Evaluation Report (SER). Once the SER was received, a site visit was scheduled. 
Th e MEAC Review Council reviewed the site visitors’ report and made a decision for 
approval or no approval. Th e entire accreditation process normally took 18 months to 
complete.55
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USDOE Recognition

When the decision to formally accredit direct-entry, non-nurse midwifery programs was 
made in 1991, MEAC contacted the USDOE for information on their criteria and how to 
make application for recognition as a national accrediting agency.56 MEAC directors were 
aware that the ACNM DOA had USDOE recognition as a programmatic accrediting agency 
for nurse-midwifery programs since 198257 and that the ACNM DOA was listed under “nurs-
ing.” Th ey noted that there were no accrediting agencies classifi ed under “midwifery” at the 
time that MEAC was looking into such recognition.58

Elizabeth Davis, Education Committee co-Chair, reported in 1993 that MEAC was 
“moving into the home stretch fi nalizing its application with the U.S. Department of Educa-
tion to accredit direct-entry programs.”59 Several changes to the original draft of accreditation 
criteria were made in keeping with USDOE criteria.60 As noted by Th erese Stallings, Chair 
of the Education Committee, the USDOE informed MEAC in 1991 that they would need 
to accredit programs for 2 years before the DOE would review and recognize MEAC as a 
“bona fi de accrediting body whose member programs/schools are able to apply for status 
within Title IV institutions, enabling their students to apply for student loans and grants.”61 
Th is USDOE policy was dropped in 199462 while MEAC was moving forward in piloting its 
accreditation criteria and process.63

Th e original decision to request only programmatic and not institutional recognition 
was reversed in 1995, so that both were requested by MEAC in the fi rst application to the 
USDOE based on DOE criteria for independent schools.64 MEAC’s fi rst application for 
USDOE recognition was reviewed by the USDOE Advisory Committee during its meeting 
of December 11 to 13, 2000.65 USDOE staff  analysis of the MEAC petition recommended 
recognition for a period of 2 years, with an interim report due December 31, 2001, due to 
the lack of compliance with the DOE criteria on Student Support Services. Staff  review noted 
that MEAC did not have a satisfactory standard “that eff ectively addresses the quality of the 
support services that must be provided by its institutions and programs to their students.”66 
Th e fi nal decision by the USDOE in 2001 was approval for 2 years as both an institutional 
and programmatic accrediting agency. In 2003, MEAC was granted continued USDOE pro-
grammatic and institutional recognition as an accrediting agency for direct-entry midwifery, 
including distance education, for the period of 2003 to 2006.67 Th e more recent USDOE 
recognition of MEAC that was granted in February 2011 had a report due in March 2012.68 
USDOE institutional and programmatic recognition of MEAC as an accrediting agency for 
direct-entry midwifery programs continues as of this writing in 2015.69

Early MEAC-Accredited Programs

In spring 1994, MEAC solicited four diverse educational programs to test out the accredita-
tion process and criteria.70 Th e fi rst MEAC accredited program was Maternidad La Luz (El 
Paso) in April 1995 for a period of 3 years.71 Deb Kaley was the Program Director of record 
at the time of accreditation. Two more programs were MEAC accredited in 1996. Th ey were 
the Seattle Midwifery School (WA) under Executive Director Jo Anne Myers-Ciecko and 
Academic Director Th erese Stallings and the Utah School of Midwifery (Springville, UT) 
under Program Director Dianne Bjarnson.

Th e MEAC accreditation criteria have been updated several times since the fi rst criteria 
were developed, primarily in response to suggestions and changes in USDOE criteria and 
accreditation experiences. Th e MEAC Accreditation Handbook for Institutions and Programs 
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(2010) can be downloaded as a pdf fi le from http://meacschools.org/member-school-
directory. In 2013, there were nine MEAC-accredited schools, seven of which received initial 
accreditation in the 1990s.

■ CERTIFICATION

AMERICAN MIDWIFERY CERTIFICATION BOARD AND PREDECESSORS

ACNM Testing Committee

Th e history of the American Midwifery Certifi cation Board (AMCB) begins in 1964. Th e 
early history is documented in detail72 and interrelated with other developments in the 
ACNM at that time: specifi cally, the newly developed education program approval process 
fi rst used in 1966, Statements of Functions, Standards, and Qualifi cations for the Practice of 
Nurse-Midwifery fi rst approved by the ACNM membership in 1966, and the formation of 
the A.C.N.M. Foundation in 1967.

Th e need for a certifi cation process was determined by the ACNM membership during 
the 1964 annual meeting. Volunteers were requested. Members of the fi rst Testing Commit-
tee were (alphabetically): Carolyn Banghart, Joy Ruth Cohen, Sr. Th eophane Shoemaker 
(idem: Agnes Reinders), Ernestine Wiedenbach, and Helen Varney Williams (idem: Burst). 
Joy Ruth Cohen was named Chair and served in this capacity until 1967.73 Th e task was to 
establish a system of testing within the ACNM.

Th e early years of the Testing Committee were spent getting organized, seeking clarity 
about the task, and identifying related issues. Issues and questions included: (a) determining 
the reason for the test and how the results would be used (certifi cation, licensure, ACNM 
membership); (b) if the Testing Committee should devise, administer, and score the test; (c) 
if expectations are diff erent for nurse-midwives from diff erent types of educational programs 
(certifi cate; master’s degree) and should testing diff er for each; (d) would there need to be a 
diff erent test for foreign prepared nurse-midwives; (e) what about evaluation of U.S. prepared 
nurse-midwives who did not practice clinically after graduation and needed renewal of their 
nurse-midwifery knowledge, judgment, and skills in order to practice now; (f ) what should 
the format of the test be, and (g) what areas of nurse-midwifery content should be tested?

In 1967, the committee expanded to include, in addition to the original fi ve members, 
the following: Patricia Boone, Joyce Cameron, and Ann Hempy who was named Chair for 
1967 to 1968. Carolyn Banghart was Chair from 1968 to 1969 and Jean Tease was added as 
a member of the Testing Committee. An action by the ACNM Board of Directors in May 
1967 that the ACNM develop and implement an appropriate mechanism for the certifi ca-
tion of nurse-midwives in the United States was initiated by the president-elect and incom-
ing ACNM President, Lillian Runnerstrom. At that time, she was the director of the Johns 
Hopkins Nurse-Midwifery Education Program. Th is program had evolved from a certifi cate 
program started in 1956 into a master’s degree program in 1966. A certifi cate had been given 
fi rst by Maternity Center Association and then by Johns Hopkins Hospital. However, Johns 
Hopkins University did not issue certifi cates.74 Lillian Runnerstrom foresaw the need for 
Johns Hopkins graduates to be certifi ed and moved the certifi cation process along within the 
ACNM.75

Th e task of the 1967 Testing Committee was to establish a basis for certifi cation 
by the ACNM and continue to identify how it would be used. Questions and issues 
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included: (a) identifi cation of the product of a nurse-midwifery education program, 
expected behavioral outcomes and beginning competencies for the beginning level of 
nurse-midwifery practice; (b) clinical evaluation to test competencies and the use of case 
records and presentations; (c) whether certifi cation would be immediately after gradu-
ation or after a specifi ed period of clinical practice; (d) whether certifi cation would be 
required for license to practice; (e) what is the meaning of certifi cation and for how long is 
it valid; (f ) what are the objectives of testing; (g) the mechanics of the testing procedures 
to be used and the need for testing evaluation tools to determine reliability and validity; 
(h) the need to collect statistics and their computation, and (i) the need to periodically 
evaluate and revise the examination and testing procedures.

Th e 1968 Testing Committee continued the evolution of the process of developing 
an examination and testing procedure for certifi cation by the ACNM. Th ey specifi ed the 
task of devising a theoretical foundation for development of a nurse-midwifery certifi cation 
examination and a general framework within which it could be structured. New issues added 
to the ongoing concerns about test format and the mechanics or details of the testing process 
included the meaning of certifi cation at that time and in the future and who should give the 
Certifi cate in Nurse-Midwifery (previously given by nurse-midwifery schools and programs 
to their graduates).

In 1969, Joyce Cameron became the Chair of the Testing Committee. Agnes (Shoe-
maker) Reinders, Pat Boone, and Ann Hempy left the committee and Joan Imhoff  joined the 
committee in 1970. Th e Testing Committee committed to having a written test ready for a 
trial run during 1970. Discussion led to the following key agreements:

1. Th e written examination would be the same for a U.S.- and a foreign-prepared 
nurse-midwife.

2. A candidate had to be a graduate of an ACNM-approved program (the ACNM 
approval process had been implemented in 1966 and included refresher and in-
ternship programs in addition to basic nurse-midwifery education programs).

3. Clinical competence would be demonstrated prior to taking the examination.
4. A candidate had to have a Registered Nurse (RN) license.

Th e Testing Committee identifi ed the areas in which candidates would be tested and 
the defi nitions, knowledge, and judgments to be included as test items. Th e committee wrote 
lists of expected knowledge and judgments of a graduate of a nurse-midwifery education 
program in the areas of antepartum, intrapartum, postpartum, newborn, and professional 
issues.76

Th ere was no such listing at that time as the general feeling of those participating in 
the ACNM education workshops (see Chapter 14) was that the functions specifi ed in the 
1966 ACNM Statements of Functions, Standards and Qualifi cations for the Practice of Nurse-
Midwifery were suffi  cient for the development of the nurse-midwifery curriculum of each 
program. Th is position was articulated by Mary Crawford, co-founder of the Nurse-Mid-
wifery Program in the School of Nursing at Columbia University and a past president of 
the ACNM (1959–1961), in a presentation given during the 1967 Work Conference on 
Nurse-Midwifery Education: “it would be unwise for the College to attempt to recommend 
a list of subjects or courses to be included in every nurse-midwifery program.”77 Th is led to 
a consensus by the participants that “it would not be in the best interest of nurse-midwifery 
to set up hard and fi xed rules concerning curriculum content; but schools should take the 
initiative in examining, evaluating and redesigning present curricula.”78 Th e discussion and 
rejection of developing a list of core competencies continued until 1976 (see Chapter 10).

Varney_25378_PTR_16_311-358_10-22-15.indd   321Varney_25378_PTR_16_311-358_10-22-15.indd   321 10/21/2015   6:18:36 PM10/21/2015   6:18:36 PM



322 ■  VI: DIRECT-ENTRY EDUCATION AND THE CREDENTIALING OF MIDWIVES   

In the meantime, the Testing Committee had to essentially identify the core competencies of 
nurse-midwifery in order to know what to test.

With funding from the newly established A.C.N.M. Foundation, the Testing Com-
mittee moved into high gear with development of an actual test. Marie Holley, RN, PhD, 
was hired as a consultant with expertise in test construction, psychometrics, inter-reader 
reliability, content validity, factor analysis, and standard scale scoring.79 An essay format was 
agreed on and an intense year of three workshops was held during 1970. Th e fi rst exam writ-
ing workshop was held from March 16 to 18, 1970, under the direction of Marie Holley. 
In attendance were Testing Committee members Joyce Cameron, Chair, Carolyn Banghart, 
Jean Tease, and Helen Varney Williams (idem. Burst). Basic competencies were outlined and 
test items written. Th is examination was pilot tested on a group of nurse-midwifery interns80 
in late June, refi nements were made, and the examination administered to all graduates of 
nurse-midwifery programs completing in August, September, and October 1970. Th e sec-
ond workshop was held from July 6 to 8, 1970, during which the examinations given to the 
nurse-midwifery interns were read, inter-reader reliability was established, criteria for taking 
the examination and procedural issues were addressed, revisions were made on test items 
and the key, and work on a potential clinical examination was done. In attendance were 
Marie Holley, consultant, and Testing Committee members Joyce Cameron, Chair, Carolyn 
Banghart, Jean Tease, and Helen Varney Williams (idem. Burst). Not present were Joy Ruth 
Cohen and Ernestine Wiedenbach who worked on editing.

Th e third workshop was held from November 2 to 4, during which the results of the 
examination given to nurse-midwives who graduated in August, September, and October 
were reviewed, the test revised and polished, two parallel forms of the examination devel-
oped, policies and methods for implementation of the examination discussed, and continu-
ing work done on a potential clinical examination. In attendance were Marie Holley, consul-
tant, and Testing Committee members Joyce Cameron, chair, Carolyn Banghart, Joy Cohen, 
Joan Imhoff , and Helen Varney Williams (idem. Burst).

Preparations were made during an April 27 to 28 workshop prior to the annual meet-
ing in 1971 in anticipation of a new ACNM bylaw regarding certifi cation being passed by 
the membership. Recommended procedures for implementation and maintenance of the 
testing process were fi nalized. Also recommended to the ACNM Board were fees and proce-
dures and criteria for both prospective and retroactive certifi cation and for failures. On May 
1, 1971, the ACNM membership passed an additional objective in Article II of the Articles 
of Incorporation,81 changes in bylaw Article III Membership that addressed certifi cation as a 
requirement for membership, and a new bylaw Article XII Certifi cation & Discipline. Th ese 
bylaw changes established the ACNM national certifi cation process for nurse-midwives. 
Joyce Cameron, Chair of the Testing Committee, wrote an article addressing the meaning of 
national certifi cation and giving the eligibility requirements for both prospective and retro-
active certifi cation.82

Retroactive certifi cation (without testing) was a temporary measure to accommodate all 
nurse-midwives who were graduates of approved (or recognized) nurse-midwifery education 
programs prior to May 1, 1971, in recognition of their past qualifi cation for certifi cation. 
Th is was available until December 31, 1972. Th ereafter, applications for retroactive certifi ca-
tion would no longer be accepted except by special Board action for individuals whose appli-
cations were delayed because of extenuating circumstances beyond their control. Th e Board 
appointed ACNM President, Carmela Cavero, and Helen Varney Williams (idem. Burst) as 
an Ad Hoc Committee for Retroactive Certifi cation with Carmela Cavero as Chair. Letters 
were sent to graduates of all the nurse-midwifery education programs and to lists of members 
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of the ACNM and the American Association of Nurse-Midwives (AANM). Announcements 
were placed in the Bulletin of the American College of Nurse-Midwives and Quickening telling 
of the need to apply for retroactive certifi cation. Every eff ort was made to reach all nurse-
midwives. Special concern was to reach those who were out of the country in the mission 
fi elds, or for whatever reason, who might be unaware of this development due to delays in 
mail systems. Electronic (email) communication did not exist at that time. Th e charter mem-
bers of the ACNM (the 147 who joined in 1955–195683) were sent certifi cates without the 
need to apply. Th e Board ended retroactive certifi cation in 1975 in the belief that anyone 
who had not processed through retroactive certifi cation by then would be out of date in prac-
tice and needed a refresher program that would provide such a person with access to taking 
the examination. Th e unexpected and painful response to receipt of ACNM certifi cates sent 
to the charter members came from some of the most revered mentors of the profession who 
were hurt and angry at the audacity of the ACNM to infer that the certifi cates they already 
held from their educational programs were not good enough and that the ACNM was telling 
them that now they were Certifi ed Nurse-Midwives (CNMs).84

Ernestine Wiedenbach left the Testing Committee in 1971. Joining the Testing Com-
mittee was Sally Yeomans in 1971, Marilyn Schmidt in 1972, and Jean Downie in 1973. 
During the remainder of 1971, the Testing Committee implemented the examination and 
procedures, administered and scored the test, and established inter-reader reliability and con-
tent validity on parallel forms of the examination. Th e Testing Committee also began work on 
the clinical examination. Th e question of how to test for clinical competency was an issue from 
the beginning. For 3 years, 1971 to 1974, the Testing Committee experimented with giving a 
clinical examination. A test guide and scoring system were developed and Testing Committee 
members visited programs and conducted a clinical examination on soon-to-be graduates. Th e 
clinical examination was terribly time consuming, expensive, anxiety producing and stressful 
for student and program, and examiner exhausting. Th e clinical examination ended in April 
1974 with an action by the ACNM Executive Board to eliminate the clinical portion of the 
National Certifi cation Examination and that the certifi cation examination consist of only 
the written test. Th is action was based on a recommendation from the Testing Committee, 
with Joan Imhoff  as Chair at that time, and the analysis of the Testing Committee consultant 
regarding the clinical examination. Marie Holley, consultant, reported that analyses led her 
to the conclusion that the unique contribution of the clinical examination was in the area of 
manual and interpersonal relations interaction skills.85 Dr. Holley concluded that “the major 
contribution of our experiment with the clinical examination has been that the clinical exami-
nation confi rmed the written examination’s ability to test the cognitive process involved in 
clinical practice.”86 Th e clinical examination was not considered necessary to establish the level 
of a candidate’s safe and eff ective practices.87 Th e Board referred the determination of the clini-
cal competence pertaining to applied manual skills of graduating students to the Education 
and Practice Committee for its recommendations.88 Ultimately, an eligibility requirement was 
developed for a form to be signed by the program director attesting to the clinical competency 
of the applicant in order for the applicant to sit the written examination. Th e current (2014) 
eligibility requirement is for attestation by the director of the nurse-midwifery program that 
the candidate is performing at the level of a safe, beginning practitioner.89

Division of Examiners

Th e ACNM National Certifi cation Examination immediately ran into logistical problems. 
Th e 1974 change in ACNM bylaws (see Chapter 10) created division status for examiners 
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(the new name for the Testing Committee), along with approval and publications. Joan Im-
hoff , Chair of the Testing Committee since 1973, became the fi rst Chair of the Division of 
Examiners. However, the structure of the division was no diff erent. Th e limited number of 
committee members (eight to nine) were doing all they could to just keep the examination 
and certifi cation process viable with major concentration on the development, validation, 
administration, reading, evaluation and analysis of the examination, and general related ad-
ministrative procedures.

Th e ACNM Board of Directors during their July meeting approved the hiring of a 
consultant for the Division of Examiners “to assist in developing proposals necessary in pro-
viding a more effi  cient testing operation while maintaining high standards”90 and announced 
in November that Helen Varney Burst had accepted their request that she serve as this consul-
tant.91 Her comprehensive report included: (a) extremely detailed documentation, heretofore 
not done, of the myriad activities of the Testing Committee/Division92 and related policies, 
procedures, and process; (b) a cost analysis; (c) identifi cation of problems; (d) interorganiza-
tional involvement; (e) a proposal for the structure of the Division; and (f ) a large number of 
recommendations.93 Th e report and recommendations went fi rst to the Division of Examin-
ers who approved all of them, and then to the ACNM Board of Directors.

Th e most concerning problem was the lag between the time a candidate took the exam-
ination and receipt of the results. Th is was sometimes as long as 6 months at that time, which 
negatively aff ected obtaining licensure in a state as well as job acceptance. Th ere were reasons 
for the delay. To establish inter-reader reliability and content validity for each new form of 
the examination required fi ve readers to read at least 50 examinations. No single sitting of 
the examination yielded 50 examinations to be read. At that time, a proctor would go to a 
program and administer the test to however many graduates, which might range from 1 to 
14 and averaged around 4 to 6. It also was a very expensive endeavor to send a proctor and 
an examination for just one candidate. By 1977, the Division of Examiners had adopted a 
policy requiring a minimum of fi ve candidates per site for examination. Even so, it might 
take 2 to 4 months to accumulate enough examinations to be read depending on the time 
of year. Th en the reader had to fi nd the time outside of her employment to read and score 
the examinations. Reading an examination took from three-quarters to one and a half hours.

A summary of Testing Committee activities in 1973 noted that “5 of 9 committee 
members read the written examination. Number of examinations read per reader ranged from 
72 to 108. Time expended in reading examinations ranged from 108 hours to 162 hours or 
an average of 117.2 hours per reader.”94 Th is meant an average of 14½ 8-hour days per reader. 
In practice, this added another 2 to 3 months. Th en there was the time spent in innumer-
able other steps of the process (e.g., the mailing of exams to and from proctors; to and from 
readers; scores to and from the consultant who established inter-reader reliability and content 
validity and converted raw scores into standard scale scores [all by registered mail]; mailing 
of letters to candidates, etc. [all in the days before computers and the Internet]). Plus, if the 
standard scale score on any examination was 400 or less (the cutoff  was 375) the examination 
was reread by two more established readers. Th ese same committee members in 1973 also 
conducted the clinical examination involving travel, an average of 5.72 days per member in 
the administration of the examination, attending work meetings to prepare new forms of the 
examination, and so on.95 Th is led to the critical problem of an “unbearable workload for 
Division members and the Division Chairperson”96—all of whom were volunteers.97

Th e structure of the current AMCB is very similar to that proposed by Helen Varney 
Burst and accepted by the Division of Examiners and the ACNM Board of Directors in early 
1975. Th e idea was to create committees for various functions of the Division: credentials/
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administration/reporting (CAR), examinations, public relations, research, fi nance, and recer-
tifi cation. Th e committee chairs and the chair of the Division along with liaison represen-
tatives from other professional organizations (e.g., ACOG, American Nurses Association 
[ANA]-MCH, NAACOG) would comprise a Governing Board that would be legislative in 
nature and function in the area of policy making, evaluation of all aspects of Division func-
tioning and handling of interorganizational relationships. Th e consultant’s proposal also was 
to hire a full-time salaried executive director and that this person be hired prior to changing 
the organizational structure of the Division. Th e consultant detailed the possible functions 
and activities of the committees and a job description for the executive director.

Helen Varney Burst became the Chair of the Division of Examiners in 1975 and new 
Division members included Joyce Beebe (idem. Th ompson), Pat Euper, Ann Marie Harak, 
Evelyn Hart, and June Sagala. Carolyn Banghart and Joy Ruth Cohen left the Division of 
Examiners in 1975. Sally Yeomans was hired as the Executive Director for a 6-month trial in 
April 1975. Helen Varney Burst resigned as Chair from the Division of Examiners eff ective 
after completion of Sally Yeomans’s 6 months as Executive Director at the end of September 
1975, and at the close of the fi rst meeting of the Governing Board in November 1975 in 
order to have time to write her textbook. Her letter of resignation included the recommenda-
tion to the ACNM Board of Directors that after the fi rst Governing Board meeting, Sally 
Yeomans would take over as the Chair of the Division of Examiners. Th is proposed plan 
was arrived at after much discussion between Helen Varney Burst and Sally Yeomans. Th ey 
recognized that as valuable as the executive director position was proving to be that it was 
not possible to continue at that time. Sally Yeomans knew all the ins-and-outs of the Divi-
sion and thought that for the short term she could manage being chair and her employment. 
She requested that Helen Varney Burst complete the task of implementing the formation of 
the Governing Board and conduct its fi rst meeting before taking over as chair. Helen Varney 
Burst agreed and the ACNM Board of Directors concurred.98

Th e Governing Board of the Division of Examiners and the ACNM Board of Directors 
held two joint board meetings: one in October 1978 and the other in October 1979. Th ree 
critical issues were on the agenda. Two issues pertained to meeting criteria for membership 
in the National Commission for Health Certifying Agencies (NCHCA). As with ACNM 
accreditation, the goal was to protect the credentialing mechanism of certifi cation for entry 
into practice as a function of the ACNM. Nurse-midwife and program director, Laurette 
Beck, had sent Helen Varney Burst, who was then the ACNM President, a notice about 
the development of this umbrella organization for health-related certifying agencies. Sub-
sequently, the ACNM had been represented at the organizing constitutional meeting of the 
NCHCA in December 1977. NCHCA was perceived as the mechanism for protection of 
the ACNM certifi cation process. A 1973 gathering of nurse specialty organizations and the 
ANA that the ACNM attended made clear that the ANA would not be an umbrella orga-
nization with which to collaborate on certifi cation (see Chapter 20). Th is was because each 
organization had a diff erent purpose for certifi cation and these purposes were not compat-
ible. ANA certifi cation was for excellence in practice and ACNM certifi cation was for entry 
into practice.

Continued membership in the NCHCA as a certifying agency required that the ACNM 
now complete an application, be reviewed, and evaluated for meeting criteria for approval. 
Th ese criteria would necessitate major changes in the ACNM structure and function to sepa-
rate policy-making decisions and fi nances of the Division of Examiners from the ACNM 
Board of Directors and from the ACNM general budget. If the ACNM were to seek approval 
as a certifying agency, the major issue became one of either doing this within the structure 
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of the ACNM or as a separate, autonomous organization. Another NCHCA-related issue 
pertained to the eligibility requirements for taking the examination. A third issue pertained 
to the possibility of selling the entire examination including procedures and process to a state 
licensing agency.99 Th e outcome was to design a means for the Division of Examiners to be 
administratively independent within the ACNM. In the meantime, an Ad Hoc Committee 
to Determine the Feasibility of Separating the Division of Examiners from the ACNM was 
created with Sue Dahlman as Chair.100

Th e 1979 joint board meeting continued the primary focus on the application to 
NCHCA and the issues raised by this. Th e recommendations of the Ad Hoc Committee 
were that physical separation of the Division of Examiners was not fi nancially feasible or 
legally necessary. Th e boards then used their work with the Division of Examiners to further 
delineate the responsibility and authority of all of the Divisions (examiners, approval, and 
publications at that time) in relation to the ACNM Board of Directors in order for the divi-
sions to have administrative autonomy (policy and budget) within the ACNM.101

ACNM President Helen Varney Burst wrote a letter of intent to the NCHCA on Janu-
ary 5, 1980. Given the terminal illness of the test consultant, the Division of Examiners asked 
Judith Fullerton and Joyce Roberts to go to the test consultant’s home in Utah to explore and 
document the examination process. Th e data obtained were necessary for the application to 
the NCHCA and would also facilitate the smooth transition to another test consultant. In 
addition, Judith Fullerton and Joyce Roberts considered alternatives to the procedure being 
used that might facilitate and expedite the process. Th ey subsequently wrote a report that 
was essential to the intended goals.102 Judith Fullerton, CNM, PhD in health education and 
health administration with a minor in psychometrics, was hired to complete the application 
for membership in the NCHCA and submitted it in November 1980.103 Regular Category A 
membership in the NCHCA was awarded to the ACNM in April 1981 and was the second of 
only two organizations in the history of NCHCA to be accepted on the fi rst application. In 
his letter to the ACNM with the information of the award of Regular Category A member-
ship, the NCHCA Executive Director stated that “obviously, this constitutes a tremendous 
achievement on the part of ACNM, magnifi ed when one considers that the organization has 
had to develop a certifi cation program with limited resources. You have reason to be very 
proud.”104 Judith Fullerton notes in her article about the ACNM and NCHCA that “With 
limited monetary resources, but a wealth of dedicated, talented individual and collaborative 
member eff orts, a certifi cation process, policy, and procedures has been developed over eleven 
years, which has met the ‘standard of excellence’ set by its peers.”105

Sally Yeomans resigned both as Chair and member of the Division of Examiners as of 
June 30, 1981. Also retiring from the Division of Examiners in 1981 were Joyce Cameron-
Foster and Jean Downie. With these resignations both the original members of the Testing 
Committee and the original members that designed and implemented the ACNM National 
Certifi cation Examination had all retired from the Division of Examiners (until 1984 when 
Joyce Cameron Foster came back on the Division of Examiners as the Chair of the Research 
Committee).

A new era was begun with the appointment of Joyce E. (Beebe) Th ompson as the new 
Chair of the Division of Examiners, Judith Fullerton hired as the new test consultant, and 
a large number of new members and positions fi lled within the new structure. All fi nancial 
accounts of the Division of Examiners were separated from the ACNM (a NCHCA require-
ment) and a multiple choice objective format of the certifi cation examination was created for 
testing during 1982 to 1983.106 In December 1995, multiple-choice testing was fi rst off ered 
exclusively as the format for the National Certifi cation Examination. Th is was after more than 
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10 years of careful evaluation, data analysis, and research comparing the multiple-choice 
format with the essay format and (a) assuring that indeed clinical reasoning based on critical 
thinking and the management thought processes were being tested; (b) establishing reliabil-
ity and validity; and (c) setting standards.107 Th e multiple choice format had the benefi ts of 
dramatically decreasing the lag time between the time of a candidate taking the examination 
and receiving the results; and of reducing the workload for Division members from reading 
examinations that had been pervasive with the written examination.

Judith Fullerton also initiated the Task Analysis for the National Certifi cation Examina-
tion which was started in 1985. Th is is periodically done to ensure the currency and relevance 
of the list of tasks that describe the knowledge, skills, and abilities expected of the practitioner 
on entry into the profession and is used to formulate the blueprint for the examination.108

Care must be taken not to confuse the Task Analysis of the National Certifi cation 
Examination with the ACNM core competencies developed by the Education Committee 
of the ACNM that comprise a criterion in the accreditation process of nurse-midwifery and 
midwifery education programs. Th ey are separate documents used for diff erent purposes and 
while these functions are complementary they are independent.109 Judith Fullerton stepped 
down as test consultant in 1989 and Deborah Greener became the new test consultant.110

ACNM Certifi cation Council/American Midwifery Certifi cation Board

In 1987, the Division of Examiners became the Division of Competency Assessment. Sarah 
Dillan Cohn became the new Chair of the Division of Competency Assessment as Joyce 
Th ompson’s term as chair was completed and she retired from the Division of Examiners.111 
Work now began in earnest to separate the Division from the ACNM. Sarah Cohn, an at-
torney as well as a nurse-midwife, provided pro bono legal guidance. Th e Division moved 
and physically separated from the ACNM National Offi  ce in 1987.112 Th e goal, discussed 
since the joint board meetings in 1978 and 1979, came to fruition in September 1991 when 
the separate corporate entity of the ACNM Certifi cation Council (ACC) came into existence 
and offi  cially assumed responsibility for certifi cation on behalf of the ACNM.113 Sarah Cohn 
became the fi rst President of the ACC.

Carol Howe became the President of the ACC in 1994. A time-limited certifi cate was 
instituted in 1996 and in 1999 the Certifi cate Maintenance Program (CMP) was imple-
mented.114 In 2000, Nancy Lowe became President and in 2005, the ACC changed its name 
to the American Midwifery Certifi cation Board (AMCB). It was hoped that renaming the 
ACC would help alleviate the confusion in people’s minds about the relationship of ACC to 
ACNM and that it would be more clear that these are two separate corporations. Th e year 
2005 also marked a major change in the administration of the National Certifi cation Exami-
nation with the implementation of computer-based testing. Th is enables a candidate to take 
the test wherever is geographically best for that person, 5 days a week, 52 weeks a year and 
know the results of the examination before leaving the test site.115 With the developments in 
multiple-choice computer-based testing, the problems that plagued the Testing Committee 
and the Division of Examiners were now in the past. Refer to Table 16.2 for the list of CNMs 
with years of service related to ACNM testing and certifi cation leadership.

Th e AMCB, however, did unhappily recreate one scene from the past when they 
declared that a nurse-midwife who is no longer in active clinical practice and does not 
do what is necessary to keep their time-limited certifi cate current through the Certifi cate 
Maintenance Program (CMP) can no longer use the title or initials of Certifi ed Nurse-
Midwife or CNM; or they have the option of registering with the AMCB as retired and can 
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use CNM (ret.). Once again, as with retroactive certifi cation in the early 1970s, another 
generation of mentors, including those who had originally developed the ACNM National 
Certifi cation Examination, was hurt and angry. For these CNMs, the feeling is that their 
professional identity as a Certifi ed Nurse-Midwife is being taken away from them. Th ese 
are CNMs who had their original certifi cate from the nurse-midwifery program or school 
from which they graduated and their feeling is that the AMCB cannot take it away from 
them. It also includes CNMs who were certifi ed by the ACNM and had received a let-
ter from the president of the ACNM saying that they had received a life-time certifi cate. 
Twenty to forty years later, they were now being told that their ACNM certifi cate is not 
valid because the ACNM certifi cates had been transferred fi rst to the ACC in 1991 and 
then to the AMCB when the certifi cation process was separated from the membership 
organization. Th e authors of this book were not able to locate any primary source that 

TABLE 16.2 ACNM Testing Committee/Division Chairs and 
Presidents of ACC and AMCB, 1964 to Present

Chairperson/President Years 

ACNM Testing Committee

Joy Ruth Cohen 1964—1967

Ann Hempy 1967—1968

Carolyn Banghart 1968—1969

Joyce Cameron (idem. Foster) 1969—1973

Joan Imhoff 1973—1974

ACNM Division of Examiners

Joan Imhoff 1974—1975

Helen Varney Burst 1975

Sally Yeomans 1975—1981

Joyce Beebe Th ompson 1981—1987

ACNM Division of Competency Assessment 

Sarah Dillan Cohn 1987—1991

ACNM Certifi cation Council (ACC)

Sarah Dillan Cohn 1991—1994

Carol Howe 1994—2000

Nancy Lowe 2001—2005

American Midwifery Certifi cation Board (AMCB)

Nancy Lowe 2005—2006

Barbara Graves 2007—2012

Cara Krulewitch 2013—present
ACC, ACNM Certifi cation Council; ACNM, American College of Nurse-Midwives; 
AMCB, American Midwifery Certifi cation Board.
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documents this transfer. Furthermore, the AMCB stated that it holds the trademark for the 
titles of Certifi ed Nurse-Midwife (CNM) and Certifi ed Midwife (CM).116 

While understanding and supporting the need and responsibility of the AMCB to not 
fall behind national standards and to establish time-limited certifi cates and obligatory certifi -
cate maintenance activities,117 the objection has been to losing the title CNM if one did not 
do this. It was the belief of many CNMs with certifi cates originally from their educational 
program or from the ACNM prior to separation of the certifi cation process to the ACC, that 
the AMCB could either establish another title or another means of identifying those CNMs 
who hold active certifi cation and are current in practice. AMCB rejected all suggested ways 
of doing this. Many aff ected CNMs fi nd the language of being designated as retired if not in 
active clinical practice off ensive and misleading as they continue to contribute in other ways 
to the profession, professional organization, and the health of women/babies/families both 
nationally and internationally. Furthermore, they perceive the need for the CNM, without 
the (ret.), essential to the work they do.118 Th ey believe that they are CNMs (forever).

NORTH AMERICAN REGISTRY OF MIDWIVES

Two of the original goals of the new MANA organization in 1983 were to “promote guide-
lines for the education of midwives” and “assure competency in midwifery practice.”119 Lyn 
Coombs reported that initial responses to the Credentialing Committee’s call for feedback on 
MANA’s role in credentialing were few, focusing on having a national process to legitimize 
midwives in each state.120 A short “yes” or “no” questionnaire was printed in the same 1984 
issue of MANA News. Discussions continued for several years about the potential problems 
of having any type of credentialing process at all.121

A subset of activities related to credentialing was to establish a midwives’ registry or 
some form of national recognition for individual midwives. Th e Credentialing Committee 
set about establishing their work plan in 1983 to 1984 with the initial impetus coming from 
defi ning the criteria needed to select MANA members who could belong to the International 
Section, and thus validate MANA’s membership in the International Confederation of Mid-
wives (ICM).122 Th e committee began by drafting guidelines that addressed the number of 
clinical experiences (births) a midwife should have, the requirements for a written test and 
some type of skill checklist, as well as the type of administrative structure that would be 
needed to handle a credentialing function.123

At MANA’s 1985 annual meeting, members raised many questions about MANA get-
ting into the credentialing business based on the draft proposal presented. Th e main issues 
related to whether any form of credentialing was needed, whether certifi cation or registration 
by exam should be the pathway for MANA members, and how national certifi cation would 
interface with those states that were off ering certifi cation and/or licensure at the state level.124 
A fl urry of letters published in MANA News125 represented the same range of viewpoints on 
credentialing expressed at the MANA convention, with most preferring a voluntary process 
that would best serve consumers and midwives.

Although it appeared that the members present at the 1985 MANA Open Forum on 
Credentialing reached consensus that some kind of voluntary certifi cation credential was 
desirable, the Credentialing Committee decided to try again to obtain further input from 
all members. In early 1986, a membership poll with 10 questions was published in MANA 
News. Th e questions addressed such topics as whether certifi cation was a MANA function or 
whether MANA should set guidelines and standards and let individual states develop their 
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own local certifi cation, as many were doing at the time.126 Other questions addressed whether 
MANA should establish minimum or average standards of safe practice, require extra steps 
beyond state certifi cation, or carry out a discipline function. Of particular note was question 
10: “Should a credentialing procedure be developed for midwives who are not literate enough 
to take a written exam?”127 It would appear that this question was refl ective of the diverse 
background of MANA midwives.128 Th is diversity included Orthodox Mennonite midwives 
with a cultural background that limited education to grade school and who did not believe 
in any form of testing or licensure.129

MANA Interim Registry Board

One of the suggestions put forward during the 1985 open forum was for MANA to 
consider developing a registry examination rather than a certifi cation process. In 1986, 
the Credentialing Committee presented a registry proposal to the MANA membership 
at the annual meeting in West Virginia.130 Th is formal registry proposal131 was debated 
during the 1986 convention business meeting, with the major outcome being agreement 
by the MANA Board to appoint an Interim Registry Board (IRB) to explore all the issues 
raised.132

Th e fi rst IRB was to be appointed during a MANA Board conference call on  December 
29, 1986.133 However, the actual call for nominees to the IRB was in the January 1987 
MANA News,134 with the appointment in 1987 of Sandra Abdullah-Zaimah, Lisa Hulette, 
Katherine Kaufman, Susan Liebel, CNM, Rosemary Mann, CNM, and Tina Moon, LM. 
Elizabeth Davis was the MANA Board liaison.135 Th e IRB functioned from 1987 to 1992; 
however, both Tina Moon and Rosemary Mann resigned at the end of the fi rst year for work-
related reasons.

Some of the IRB’s early decisions related to volunteer credentialing included:

• Th e written examination would cover only midwifery knowledge.
• Th ere would be no attempt to validate clinical competence as Board members 

agreed that demonstration of clinical competence was the responsibility of the local 
jurisdiction and not a national body.

• Th e IRB could not begin to create a valid written exam without the core competen-
cies that the Education Committee was developing because they would form the 
basis of the written examination.136

• Money was needed to develop a valid examination and no money was allocated to 
the IRB in 1987.

In 1988, the IRB members were still waiting for the MANA core competencies 
that were not fi nalized until April 20, 1990.137 In 1991, MANA President Diane Barnes 
announced in MANA News that a budget and timeline for the IRB would be presented to 
the MANA Board at their spring 1991 meeting with a goal to have the fi rst test ready by 
October 1991.138

Th e IRB was very aware that they needed help in designing a national midwifery exam-
ination that would be both valid and reliable, but they had no budget to hire a psychometric 
(testing) expert until MANA allocated $500 in 1989.139 Th e IRB began searching for a per-
son who could off er testing consultation.140 Ruth Walsh, Chair of the IRB, connected with 
a former client, Mary Ellen Sullivan, during the summer of 1990. Mary Ellen Sullivan had 
a master’s degree in testing research methodology and was hired by the IRB as its test con-
sultant.141 In keeping with earlier decisions (see earlier discussion), the IRB was to initially 
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develop an examination that would test for knowledge only and be used for registration of 
midwives, and not for certifi cation.142 MANA planned to maintain a registry of midwives 
open to any midwife who was willing to submit a statement of education and experience, and 
then pass the registry exam.143 Th e registration process was to be totally voluntary and done 
in such a way as to not stigmatize those midwives who chose not to register.

Several guiding principles were articulated by the IRB related to the development of the 
registry exam. Th ese included:

• Recognition that varied styles of practice and training can and do lead to safe, com-
petent midwifery practice.

• Development of a body of knowledge essential for entry-level midwives should be 
defi ned by experienced midwives from a variety of backgrounds and philosophies.

• Understanding that a written examination can measure such knowledge that can 
be expressed in writing but this fact does not discredit the importance of physical, 
psychosocial, emotional, or spiritual midwifery skills.

• Th at the emphasis of an entry-level midwifery exam should be on the normal—the 
midwife’s area of specialization.144

Creation of the MANA Registry Examination

Th e early exam development process during 1991 to 1992 was guided by the test consul-
tant. Th e IRB determined that there was no pool of test questions related to the entry-level 
practice of midwifery as defi ned in the core competencies. Th ey were aware, however, that 
several state organizations, some midwifery schools, and a few government agencies had al-
ready developed midwifery exams for either learning or regulating lay midwives. Anne Frye, 
alternate Chair of the IRB in 1990, solicited tests items via MANA News asking to hear from 
states or midwifery schools who “might be willing to give or sell their tests to MANA to use 
as a resource for writing our test.”145 Th ree direct-entry midwifery schools, two government 
bodies and four state midwifery associations were asked directly to share their test items 
with assurance that confi dentiality of the test items and sources would be maintained.146 
More than 2,000 questions were received and reviewed with 550 selected for a second level 
of review. Th e drafting group favored a multiple choice format that included some true or 
false items and a few essay and case history items,147 with only two of the contributed exams 
meeting this format. True or false items were dropped during the fi eld-testing process. Th e 
entire process for selection of the questions for the fi rst registry exam is chronicled in the test 
consultant report of 1997.148

Th e fi rst MANA Registry Examination, organized into two parts, was fi eld tested by 
experienced, state-certifi ed midwives in fi ve states.149 Part one included 235 multiple choice 
items, two diagrams for labeling, and a matching section on nutrition. Part two included six 
essays covering prenatal, intrapartum, postpartum, and newborn care, along with two case 
histories of serious intrapartum complications.150 Feedback from volunteer test-takers led to 
further revision of test items and setting the cut-off  passing score. A cut-off  score of 75% was 
set for what was determined to be a criterion-referenced examination.151

Th e IRB asked for midwives to take the revised exam at a cost of $150. Th e test fees 
were paid before the fi rst exam was completed and provided money to support the ongoing 
work of the IRB. Twelve midwives sat the preliminary examination in October 1991152 and 
off ered feedback that resulted in a revised IRB Registry Examination given to seven candi-
dates in December 1991.153
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North American Registry of Midwives Incorporated

After 5 years of planning for a voluntary national registry examination, drafting and redraft-
ing questions in keeping with the evolving list of MANA core competencies being developed 
by the Education Committee154 and fi eld testing the examination, the IRB incorporated 
as a non-profi t organization separate from MANA called the North American Registry of 
Midwives (NARM) on July 8, 1992.155 Th e decision for separate incorporation was based on 
eliminating any liability for MANA,156 the member organization.

Th e fi rst IRB/NARM Registry Examination was fi nalized and administered in 1992. 
An alternate form was created for those who had failed the fi rst exam and to maintain con-
fi dentiality when given in the same geographic area. Th e alternate form used several items 
from the IRB test bank and a few items from the fi rst test.157 Th e proctored NARM Registry 
Examination was given twice a year on the same date in diff erent localities and the day before 
each MANA annual meeting, with security procedures in place.158 Candidates who success-
fully passed the NARM Registry Examination had their names placed on the registry list kept 
by NARM.

Initial scoring of multiple choice exams was by hand due to the relative low num-
bers processed each time. Machine scoring was planned when larger numbers of candidates 
began taking the exam. Essay questions were scored independently by two people. Candi-
dates received their results as pass or fail only, and all originals of the exams taken were kept 
in secure fi les for 3 years. Th e original exam was translated into Spanish, and plans made for 
future translation of both forms into Spanish and French.159

By June 1993, 113 midwives had taken the IRB/NARM Registry Examination with 
mean scores ranging from 81.9% to 88.2%.160 Analysis of validity and reliability through 
the end of 1993 demonstrated the need for improving scoring (inter-rater) reliability for 
the essay portion of the examinations, content validity for each form of the examination, 
and item diffi  culty.161 Th e NARM board in early 1994 planned to assign a diff erent value 
to each section of the exam, to perform a detailed item analysis, and to expand the test 
bank items.162

Conversion From Registry to Certifi cation Examination

Th e development of a certifi cation process within MANA was stimulated, in part, by 
discussions held during the IWG meetings on direct-entry midwifery education during 
1991 to 1993 (see Chapter 21). MANA IWG members and the MANA and NARM 
boards believed that they should be the ones to develop a certifi cation process for di-
rect-entry midwives during the same time that the ACNM DOA was developing cri-
teria for accreditation of direct-entry midwifery education that would allow graduates 
of such ACNM-accredited programs to sit the ACNM/ACC National Certifi cation 
Examination.163

NARM Certifi cation of Direct-Entry Midwives

In 1992, the Interorganizational Workgroup on Midwifery Education (IWG) presented a 
proposed statement on midwifery certifi cation to the boards of MANA and ACNM. Th e 
joint statement on “Midwifery Certifi cation in the United States” was approved by the 
ACNM Board on February 19, 1993, and by the MANA Board on April 17, 1993. Th is 
statement has been referred to since 1993 as justifi cation for MANA certifying direct-entry 
midwives and ACNM certifying nurse-midwives.164 Additional justifi cation from MANA’s 
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perspective included the 1990 ACNM Position statement on “Nursing as a Base for Mid-
wifery Education,”165 the March 1990 Position statement on “Professional Midwifery”166 and 
the 1991 ACNM President’s Pen167 statement that reinforced the idea that ACNM was not 
intending, at that time, to promote the development of non-nurse direct-entry professional 
midwifery programs by nurse-midwifery educators that could meet the criteria for sitting for 
certifi cation by the ACNM, but was exploring the option of accrediting established direct-
entry programs that met other DOA criteria.168 Th ese ACNM documents were developed 
during the same time period as the Carnegie meetings on professional education (see Chap-
ter 21) and have contributed to ongoing disagreements about which organization, MANA or 
ACNM, should be in the business of certifying direct-entry midwives.169

At the August 1993 meeting of the NARM Board there was much discussion on the 
role of a certifying body in evaluating education programs and preceptors to determine 
competencies. It was agreed that NARM’s certifi cation process could not take on creden-
tialing individual midwifery programs, but it could develop a national skills assessment 
examination to verify such skills before allowing a candidate to sit the certifi cation exami-
nation.170

Th e NARM Board thought that the written NARM examination already in use com-
bined with a skills assessment might be an appropriate certifi cation process for apprentice-
trained midwives as well as other types of direct-entry midwives.171 A Certifi cation Task Force 
(CTF) was established in August 1993 to advise NARM on issues and procedures for creation 
of a certifi cation process. Th e purpose of the CTF was to “gather input from midwifery edu-
cators and practitioners from diverse backgrounds, geographic areas and cultures to guide the 
development of the certifi cation process.”172 Th e CTF was to have their recommendations to 
the NARM Board by the end of 1994.173

One of the issues in developing a valid and reliable certifi cation process was the need 
to have a process for evaluating clinical competency of any midwife. As noted by Sharon 
Wells, the initial development of a midwifery skills list began in response to a midwifery 
skills list from the Carnegie meetings presented at the fi rst IWG meeting in 1991.174 After 
gathering multiple examples of midwifery skills, a revised list was presented to the IWG 
group and MANA in February 1993. Th e skills list categories included (a) general skills, 
(b) care and use of equipment, (c) basic health skills, (d) physical examination of woman, 
(e) interactive, support, and counseling skills, (f ) prenatal skills, (g) skills for labor and 
birth, and (h) skills for immediate postpartum period including newborn assessment along 
with optional skills.

In 1993, the CTF received a grant from the MANA Board to support “Midwifery Cer-
tifi cation: A Project of NARM.” Th is grant was used to seek other funds outside MANA and 
to support Task Force meetings.175 Th e Task Force spent the year working out the details of a 
certifi cation process in keeping with the MANA mission, philosophy, and core documents. 
On October 7, 1994, a Press Release announced the pilot testing of the certifi cation process 
that would result in the Certifi ed Professional Midwife (CPM) credential.176 In taking this 
action, NARM reversed a previous decision in 1993177 to use the credential “Certifi ed Mid-
wife or CM” and instead chose “Certifi ed Professional Midwife or CPM” as the recognition 
for successfully completing the NARM certifi cation process. Th e authors of this book could 
fi nd no record of why this change in designation was made. From the viewpoint of some 
ACNM members it appeared that when NARM realized that there were nurse-midwifery 
educators who intended to start their own direct-entry midwifery programs and then certify 
the graduates through the ACNM Certifi cation Council (ACC), using the title “Certifi ed 
Professional Midwife,” that NARM decided to usurp the title. Whether MANA/NARM 

Varney_25378_PTR_16_311-358_10-22-15.indd   333Varney_25378_PTR_16_311-358_10-22-15.indd   333 10/21/2015   6:18:37 PM10/21/2015   6:18:37 PM



334 ■  VI: DIRECT-ENTRY EDUCATION AND THE CREDENTIALING OF MIDWIVES   

leaders thought this action would stop the ACNM from going forward with the credentialing 
of direct-entry midwifery (accreditation and certifi cation), or that NARM Certifi ed Profes-
sional Midwives would automatically be viewed as the “professional” midwife prepared in 
a direct-entry route instead of ACNM direct-entry midwives, is known only to those who 
made the decision.

Th e certifi cation process included but was not limited to the following:

• A written examination administered by NARM testing knowledge based on the 
MANA core competencies.

• Qualifi ed evaluators who would validate midwifery skills.
• Supervised experience requirements must also be documented.
• Demonstrates accountability through recertifi cation requirements such as annual 

renewal of CPR skills and continuing education.
• Other accountability measures such as submission of statistics and a peer review 

process may be required.
• Equivalency for certifying currently practicing experienced midwives was to be of-

fered until December 1996.178

Th e fi rst NARM Certifi ed Professional Midwife (CPM) credential was awarded in 1995.179

Once the 1994 pilot of the certifi cation process was completed, NARM hired special-
ized test consultants in 1995 to strengthen the examination process in order to provide a 
strong foundation for the CPM credential.180 Th e products from these consultants included a 
job analysis, written examination, and a skills assessment evaluation. Citizens for Midwifery 
(CfM; see Chapter 18) then hired two independent consultants from Ohio State University 
to evaluate the CPM process and provide testimony to the Ohio Midwifery Task Force. Th ese 
consultants declared that the certifi cation process was “legally defensible and a ‘state of the 
art’ evaluation process for competency-based education.”181

One outcome of the fi nal CTF meeting in the fall of 1998 was a decision that there 
should be two elements of evaluation to the certifi cation process: validation of education and 
a certifi cation examination. Th ree education pathways toward certifi cation were identifi ed: 
(a) graduation from a MEAC or ACNM ACME (formerly ACNM DOA) accredited pro-
gram; (b) legal recognition from a state or province that had been evaluated by NARM for 
educational equivalency; or (c) a Portfolio Evaluation Process (PEP). Each candidate had to 
have their education validated fi rst before being allowed to sit the NARM written examina-
tion. Th e validated education component required a specifi ed number of clinical experiences 
with preceptor verifi cation of profi ciency.182

As of January 31, 1999, the performance-based PEP was separated from the cer-
tifi cation process, but both remained within NARM.183 Th is meant that any midwife 
(apprentice-trained, internationally educated, granny) who has not graduated from a 
MEAC-accredited direct-entry program or is not an ACC Certifi ed Nurse-Midwife or Cer-
tifi ed Midwife must go through the NARM education and training evaluation process that 
includes the NARM skills assessment prior to taking the NARM written examination.184 
A separate fee is charged for the education evaluation. All other midwives are eligible to sit 
the NARM exam directly.

As of September 1997, there were 21 states and two Canadian provinces that used the 
NARM written examination as their licensing or certifi cation examination.185 In early 2000, 
there were 500 CPMs and 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.186
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■ LICENSURE

CERTIFIED NURSE-MIDWIVES AND CERTIFIED MIDWIVES

In 1963, nurse-midwife Esther Lipton gave a presentation at the 1963 triennial Congress 
of the International Confederation of Midwives titled “Legislation—Its Place in Midwifery 
Training and Practice.”187 Th e scope of her presentation was international. When published 
in the Winter 1964 issue of the Bulletin of the American College of Nurse-Midwifery, the article 
was preceded by an editorial that spoke of the need “to work toward legislative recognition of 
the nurse-midwife in each state of our country.”188

A panel on legislation was presented at the 1966 ACNM annual meeting.189 At that 
time, the ANA defi nition of professional nurse practice excluded “acts of diagnosis or pre-
scription of corrective measures.” Th e panel considered if the regulation of licensure and 
practice of nurse-midwives should be by each state developing its own law, or by amending 
current nurse practice acts, or by amending existing midwife laws. Th e discussion centered 
on trying to delineate what was diff erent about nurse-midwifery from nursing which in turn 
would necessitate any further licensure than the nursing license that all nurse-midwives had, 
with the recognition that diagnosis and prescribing were done within a framework of stand-
ing orders and written policies. Th e “delivery” of women in nonemergency situations was 
identifi ed as being unique but questionable as to enforcing law as to who could or could not 
deliver babies (see Chapter 20). More than 30 years later this same tortured discussion was 
taking place only now in relation to advanced practice nurses.190

Legislation Committee

By 1970, “the need for information about laws which either permitted or prohibited nurse-
midwifery practice in various states was urgent. [ . . . ] No single good source of information 
existed for the country as a whole.”191 It was reported at the 1970 annual meeting that Wil-
liam Lubic192 had started work to study the legal status of nurse-midwifery thanks to a $3,000 
anonymous gift from a friend and supporter of ACNM.193 Th e recently formed ACNM 
Legislation Committee, with Alice Forman appointed as Chair, reported having a commit-
tee meeting during the 1970 annual meeting and a plan to meet with Mr. Lubic later that 
month.194 Th e “Legislation Committee subsequently conducted a country-wide survey in 
1970–1971 . . . for the purpose of obtaining copies of current laws and data concerning nurse-
midwives and lay midwives practicing in each state and jurisdiction.”195 Much was learned 
from this fi rst survey including the need for a “more effi  cient system of collecting, reporting, 
and fi nancially supporting such survey information on a continuing basis.”196 One of the out-
comes of this learning was to establish a network of mostly nurse-midwife “key sources,” one 
for each state and the four territories for a total of 54 who could provide information (data 
and documents) about nurse-midwifery legislation in their jurisdiction. Th ese “key sources” 
were critical to the conduct of a second survey in 1973 and subsequent development of the 
ACNM Legislation Information System within the Legislation Committee, fi rst chaired by 
Elizabeth Cooper. Th e 1973 survey became the 1973 to 1975 survey with authors Alice 
Forman and Elizabeth Cooper reporting results in the Summer 1976 issue of the Journal of 
Nurse-Midwifery.197

Another early action of the Legislation Committee was to develop Guidelines for Estab-
lishing Nurse-Midwifery Practice. Th e fi rst step identifi ed was to obtain and scrutinize all 
documents that pertain to nurse-midwifery practice in a state. Th e Legislation Committee of 

Varney_25378_PTR_16_311-358_10-22-15.indd   335Varney_25378_PTR_16_311-358_10-22-15.indd   335 10/21/2015   6:18:37 PM10/21/2015   6:18:37 PM



336 ■  VI: DIRECT-ENTRY EDUCATION AND THE CREDENTIALING OF MIDWIVES   

1971 “does not suggest any changes in the laws unless they are completely restrictive to the 
practice of nurse-midwifery.”198

Th is position of the 1971 Legislation Committee was changed in July 1974 when the 
Legislation Committee, with Donna LeBlanc named Chair in January 1974, held a work-
shop on the legal status of nurse-midwifery. From this workshop came a document titled A 
Position Statement on Nurse-Midwifery Legislation, which was approved by the ACNM Board 
of Directors in July 1974. Th is document was based on recommendations from the workshop 
and clearly states that “Separate statutory recognition is recommended as the basis for nurse-
midwifery practice. To the extent possible, this legislation should be uniform throughout the 
United States and its jurisdictions.” Th e document, however, also acknowledges reality and 
states that “until such legislation is enacted, nurse-midwives may practice under a variety 
of legal arrangements.”199 By 1978, the Legislation Committee had written a sample law 
with both statutory, and rules and regulations language. Th ese were applicable to whatever 
authority under which licensure would take place. Th e Sample Law was replaced in 1984 by 
Guidelines for State Statutes and Regulations.

Political and Economic Affairs Committee/Government Affairs Committee

With the hiring of a lobbyist in 1980 (see Chapter 17), the Legislation Committee increas-
ingly focused solely on state legislative issues and developments. Th e Legislation Committee 
reorganized in August 1982 by merging with the Professional Aff airs Committee. Th e two 
committees had been overlapping in some of their work such as third-party reimbursement 
and it seemed best to combine their eff orts. Th e co-Chairs of the newly formed Political and 
Economic Aff airs Committee (PEAC) in 1982 were Nancy Cuddihy and Charlotte (Pixie) 
Elsberry who was the Chair of the Professional Aff airs Committee at the time of the merger. 
Th e Washington Task Force was dissolved as an offi  cial body. Sally Tom, ACNM Govern-
ment Liaison (see Chapter 17), provided consultation to requests for help from states “as a 
transitional step toward a full-time, paid state consultant.”200 Th is did not happen until many 
years later in June 1996 when the ACNM Board of Directors approved a new professional 
staff  position to address state policy issues.201

In addition to writing the 1984 Guidelines for State Statutes and Regulations, the Politi-
cal and Economic Aff airs Committee conducted a survey of all the states and territories in 
1983. A Task Force of this committee interpreted statutes, regulations, and common prac-
tice in the various jurisdictions. Th eir report was published in the March/April 1984 issue 
of the Journal of Nurse-Midwifery authored by nurse-midwives Sarah Cohn, who is also an 
attorney, Nancy Cuddihy, Nancy Kraus, and Sally Tom. Th e plan was to publish updates in 
jurisdictions as they occurred. Th is circumvented the need for such a massive project in the 
future by having up-to-date data readily available for tabulation and analysis.202 Over the 
years this has evolved at the time of writing this book into a State Resource Center staff ed 
by the ACNM Advocacy and Government Aff airs Department at the National Offi  ce and 
includes all information pertinent to AMCB certifi ed midwives (CNMs and CMs) in each 
state and territory.

With ACNM staff  assuming major responsibility for ongoing legislative issues in the 
states after 1996, the focus of the Political and Economic Aff airs Committee, now chaired 
by Kathryn Harrod, became increasingly federal and was renamed the Government Aff airs 
Committee during the September 2004 ACNM Board of Directors’ meeting.203

More recent state legislative eff orts have focused on prescriptive privileges, practice 
independent of physician supervision, licensure under what state agency (i.e., midwifery, 
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nursing, medicine, public health), and licensure for Certifi ed Midwives. Despite voices peri-
odically reminding the membership to seek separate statutory recognition,204 nurse-midwives 
today are licensed under a variety of legal arrangements including separate midwifery licen-
sure either under a Board of Midwifery, Board of Nurse-Midwifery, or under a Department 
of Public Health; licensure as an Advanced Practice Registered Nurse under a Board of Nurs-
ing or Board of Advanced Practice Nursing (this is the most prevalent form of licensure for 
nurse-midwives); licensure under a Board of Medicine; or a mix of statutory authority.

LAY AND DIRECT-ENTRY MIDWIVES

Licensure Debates

Th e legal recognition of midwifery practice in the United States takes the form of state 
licensure or regulation. Th e history of lay or direct-entry midwifery is replete with discus-
sions of the value of being legally recognized to practice midwifery in one’s community205 
versus the advantages and disadvantages to individual midwives remaining outside such 
legal recognition, beholden in their minds only to the childbearing families they serve.206 
Issues of offi  cial recognition of midwifery practice were debated among lay midwives for 
many years, including the pros and cons of legal or regulatory permits to practice in a given 
state or territory.207

State Recognition of Lay Midwifery Practice Prior to 1982

Lay midwives practicing in a variety of states prior to 1982208 represented the spectrum of 
credentialing mechanisms available at the time.209 Some were either state certifi ed or state 
licensed, and other lay midwives held no legal recognition of their midwifery practice. Th us, 
the legal status of lay or community midwives varied from state to state during the 1960s to 
1980s, with some midwives recognized under earlier laws (e.g., 1917 midwifery law in Wash-
ington state,210 the 1911 law in Pennsylvania211 or a 1940s law in Florida212 that was repealed 
in 1984213) and other states that had laws that were interpreted to view midwifery as the 
practice of medicine (e.g., Michigan,214 California215), clearly limiting any type of midwife 
from practicing legally in those states. In some states, notably in the south and southwest, the 
1970s’ version of the lay midwife was legally recognized to practice under old “granny” laws 
(see Chapters 3 and 4). In other states, well-organized groups of midwives were successful in 
getting new legislation that off ered legal recognition for practice in the community (out of 
hospital).216

Raymond Gene De Vries, sociologist and bioethicist, analyzed three types of midwife 
laws in the early 1960s using case examples.217 One case was Arizona, which revised a permis-
sive midwife law of 1957 under threat of legal action against practicing midwives by admin-
istrative procedure rather than a law. Th e initial requirements for licensure included such 
things as the ability to read and write English, hygiene, recognition of problems in labor, and 
keeping to regulations on reporting births.218 Th e 1978 regulations required completion of 
a course of study, observation of a minimum of 10 births and attendance at 15 births under 
the supervision of a licensed practitioner (nurse, nurse-midwife, or physician) and passing 
a qualifying examination. Th e Arizona Department of Health Services responsible for the 
licensing of midwives in the 1970s was under the direction of nurse-midwife, Ruth Coates 
Beeman.219 Texas had a permissive law for Mexican parteras and other midwives. By Court 
decree, midwifery was separated from the practice of medicine, thereby protecting the lay 
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midwives from criminal prosecution for practicing medicine without a license,220 such as 
happened in other states like California.221

Th ere were scattered attempts to determine the legal status of practicing lay midwives 
attending home births during the 1960s and 1970s, primarily by consumer groups who 
were looking for alternatives to hospital-based childbirth.222 For example, Mothering pub-
lished several updates on lay midwifery and the various state laws that were known. Mother-
ing’s focus was to help consumers identify qualifi ed birth attendants in their states, along 
with a plea to consumers to make their wishes known for choice of birth attendant and site 
of birth known to their state legislators. However, in the late 1970s, both midwives and 
consumers realized that this information on midwives was quite limited. Th is led to eff orts 
to capture as much legal or regulatory information about lay midwifery practice in 1980 
via a mailed questionnaire to consumers in every state, state health agencies, and midwifery 
schools of the time.

Th e results of Mothering’s mailed questionnaire were published in 1981.223 At this 
time, the information gathered on each state and the District of Columbia revealed: 
(a) fi ve states224 that legally recognized lay midwifery practice in the community (New 
Hampshire, New Mexico, South Carolina, Texas, Washington); (b) four states where only 
“granny” midwives were legal if licensed before a certain time; (c) seven states and the 
District of Columbia that identifi ed lay midwifery practice as clearly illegal (Indiana, 
Louisiana, Maryland, New York, North Carolina, Ohio, Pennsylvania, West Virginia);
(d) eight states that prohibited lay midwifery practice through judicial interpretation;
(e) 11 states that had no legal recognition either for or against lay midwifery practice; and 
(f ) 11 states where lay midwifery practice was legal but no further licenses were being 
issued. Th ese latter states refl ected, in part, eff orts to eliminate the granny midwives on 
their retirement or death.225

As noted by Lawrence M. Friedman, lawyer and historian,226 in his analysis of health 
professions’ licensing laws, these could be either friendly or hostile to the practitioners of a 
given profession. Friendly processes of licensing were controlled by individuals drawn from 
the occupation or profession, and hostile licensure was controlled by others. However, there 
were times when the lay midwives, joined by parents seeking/having home births, caused 
previous anti-midwifery legislators to change their minds. One example was in Florida in 
1978 when Senator Jim Glisson “changed his viewpoint because of the support shown for 
midwifery.”227 Lay midwives alone held little status in most states and therefore did not par-
ticipate actively or control their own legislation—their voices were silent.228 Th e history of 
lay midwifery licensure is fi lled with these extremes of licensing laws.229 Another part of the 
diffi  culty of receiving legal recognition for midwifery practice in a given state or territory 
was the wide variation in learning midwifery among the community midwives in the 1960s 
and 1970s resulting in variations in practice due to lack of agreed-on education and practice 
standards.

Many of the arguments for or against legal recognition of lay midwifery practice often 
referred to the changing societal demands for midwifery services outside hospitals (home 
births), the scope of practice of the midwife, how the midwife was educated, and how the 
laws attempted to “protect” the public from unsafe practitioners.230 However, it was the lack 
of support by regulatory agencies,231 heavily infl uenced by organized medicine wishing to 
control the practice of all non-physician health care providers and fearing loss of income if 
midwives could legally charge for their services,232 that contributed to laws and regulations 
that required physician supervision and/or collaboration. Such laws or regulations limited 
the practice of midwifery and thus did not support the independent or autonomous practice 
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of the midwife that was in place at the beginning of the 20th century (see Chapter 1).233 In 
addition, many licensing boards were boards of medicine, nursing or public health, and not 
midwifery boards, leading to further limitations on the practice of midwifery decided by 
those who were not midwives and who did not understand the practice of midwifery, includ-
ing the safety of home births for healthy women.234

State Recognition of Direct-Entry Midwifery Practice After 1982

Th e incorporation of MANA in 1982 led to renewed interest among lay midwives in setting 
national standards for education, practice, and voluntary credentialing of all types of mid-
wives.235 When the announcement of the new organization was published in Th e Practicing 
Midwife, Nancy Friedrich from California expressed the concerns of many lay midwives in 
1982 by calling on MANA to recognize the need to “certify” midwives. Th is was one of the 
early long-term MANA goals for those midwives who desired it. Nancy Friedrich’s reasoning 
for national certifi cation was based on her own “political vulnerability [that] has frightened 
me at times, causing me to feel a need for self-protection, low profi le and a certain degree of 
withdrawal that is not personally satisfying.”236 In 1981, there were more than 600 midwives 
practicing in California without the benefi t of licensure in a state where consumer demand 
for midwives and home birth was well established.237

MANA established a Legislative Committee in 1982,238 with Pacia Sallomi as Chair. 
Th e primary work of the Legislation Committee when initially established was to support 
states in their eff orts to attain legal recognition and track the legal status of practicing non-
nurse midwives state by state. Pacia Sallomi had been collecting data published in Mothering 
since 1981. She continued to lead eff orts to research midwifery legislation data to update the 
1981 Midwifery and the Law booklet published by Mothering during 1984. Pacia Sallomi 
wrote that “minimally midwifery needs to be set out in its own right, not as a part of the 
medical practice acts.”239 She went on to talk about the increasing harassment of lay midwives 
in several states240 as well as attempts in many states to change their laws regulating the prac-
tice of midwifery.

Th e Legislative Committee also discussed issues related to reimbursement.241One of 
MANA’s ardent supporters was Linda Irene-Greene, an attorney who was named the MANA 
legal consultant in 1983. Ms. Irene-Greene had founded the Midwifery Litigation Network 
that was assisting attorneys and lay or community midwives in trial preparation.242 Ms. Irene-
Greene also wrote several columns in MANA News related to legislative issues, including 
helping midwives understand the legal issues aff ecting them.243 In 1984, she suggested that 
midwives should support one regulatory scheme for all and noted that reimbursement for 
midwifery services would not be possible without legal recognition in a given state.244 As 
noted in earlier chapters, most community midwives were not charging for their services in 
the early to mid-1900s, but times were changing and some midwives wanted to be able to not 
only charge for their services but to do so legally.

Th e MANA Legislative Committee became very active in gathering midwifery state 
laws, monitoring legal persecution of lay midwives, and suggesting ways to participate in 
establishing favorable midwifery regulation or licensing laws in each state. For example, the 
Legislative Committee in 1983 began to gather ideas in order to draft model legislation for 
midwives under the leadership of Carole Shane, President of the Colorado Midwives Asso-
ciation who took over as the Chair of the MANA Legislative Committee in 1984.245 When 
Vionetta Schmidt was the Chair of the Legislative Committee in 1986, her committee con-
tinued gathering data about the legal status of midwifery in several states and also requested 
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a law student to help research existing midwifery laws in each state and Canadian province 
(MANA included Canada and Mexico in membership).246

Other groups were also interested in detailing lay or direct-entry midwifery regula-
tion or licensure during the decade of the 1980s as the number of lay midwives and home 
births increased. A national survey in 1987 similar to the one completed during 1980 to 
1981 and published in Mothering was published in the American Journal of Public Health 
in 1988, noting changes, state by state, during the intervening 7 years in state laws related 
to lay midwifery practice.247 Th e survey results indicated that there were then 10 states 
that prohibited lay midwives from practicing compared to 7 in 1980, and 10 states that 
explicitly permitted lay midwives to practice legally compared to 5 [6]248 states in 1980. 
Th e authors of the survey noted that there were 21 states where the legal status of lay 
midwives was unclear, and suggested that these states would be the best target for creating 
midwifery legislation that was supportive and not restrictive on the practice of midwifery 
in the community.249

Th is discussion of state laws relating to the practice of lay midwifery illustrates that the 
legal recognition strategies have been extremely diverse. As noted by Jo Anne Myers-Ciecko 
in 1991, both midwives and legislators were confused by the variety of terms used to describe 
non-nurse midwives and midwifery education pathways. “Lacking nationally established 
defi nitions and in the face of a general absence of understanding [of community midwifery 
practice and education] by other professionals, it is not surprising that this confusion per-
sists.”250 Th e development of education standards through MEAC and national certifi cation 
by NARM in the mid-1990s helped to alleviate some of the confusion about the legal prac-
tice of midwifery by non-CNMs while also defi ning a new type of credentialed midwife, the 
Certifi ed Professional Midwife (CPM).

Additional surveys of the legal status of direct-entry midwives were carried out by dif-
ferent groups, including the Midwifery Communication and Accountability Project (MCAP) 
that produced a fact sheet in 1994 based on estimates of midwives practicing in each state 
from the 1990 Midwifery and the Law booklet. Th is fact sheet noted that there were then 14 
states where direct-entry midwives were practicing legally, four states where direct-entry mid-
wifery practice was legal but no licenses issued as of April 1994, 11 states where direct-entry 
midwifery practice was legal but unregulated, and 11 states where direct-entry midwifery 
practice was prohibited, though there were approximately 164 to 177 practicing midwives 
in those states.251

Th e MANA website lists the state-by-state legal status of direct-entry midwives without 
specifying just what midwives are included in this category, and of CNMs.252 Elsewhere on 
the website the statement is made that CPMs are legally authorized to practice in 28 states. 
Further information on the website and the legal status of the CPM is given under the Big 
Push for Midwives Campaign (see the following discussion) updated May 17, 2013.253

CERTIFIED PROFESSIONAL MIDWIVES

By the late 1990s, direct-entry midwives were well established primarily through the eff orts 
of MANA, NARM, and MEAC—organizations that achieved national certifi cation and ac-
creditation for those direct-entry midwives willing to accept these credentialing eff orts.254 
Th e CPM was born in 1994 (see earlier discussion).With the standardization of defi nitions 
and credentialing mechanisms, it became easier to track legislative eff orts for this group of 
direct-entry midwives as self-educated or empirical midwives were not included. In addition, 
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the ACNM had also established an education pathway for direct-entry midwives meeting 
ACNM standards, the Certifi ed Midwife (CM), and thus also had an interest in tracking the 
state laws governing direct-entry midwives regardless of the education pathway.

In 1999, the ACNM published a fact sheet and booklet describing state laws govern-
ing direct-entry midwifery. At this time, there were 16 states where direct-entry midwifery 
practice was legal and regulated and another 12 states where direct-entry midwifery was legal 
and unregulated. Th e number of states where direct-entry midwifery practice was legally pro-
hibited dropped to nine though another seven states eff ectively prohibited this practice due 
to diff erences in the statutes and regulations.255

The Big Push for Midwives Campaign (2008)

Th e Big Push for Midwives Campaign was launched on January 24, 2008, by the National 
Birth Policy Coalition (NBPC), which was formed in 2007.256 Th e Big Push for Midwives 
Campaign now maintains and publishes the CPM legal status by state. Th e mission of the 
Big Push for Midwives is to:

provide strategic planning and message development for state consumer and 
midwife groups that are actively working on legislation to license Certifi ed Pro-
fessional Midwives, envisioning a day when CPMs are licensed in all 50 states, 
the District of Columbia, Puerto Rico, the Virgin Islands, and Guam.257

Membership includes birth activists, consumers and midwives who are also part of 
the National Birth Policy Coalition who share a common goal of increasing access to the 
Midwives Model of Care™, the “autonomous practice of Certifi ed Professional Midwives and 
Certifi ed Nurse-Midwives,” and “ensure the availability of safe, evidence-based care during 
pregnancy, labor, birth and postpartum.”258

In September 2013, the Big Push for Midwives Campaign published its fi rst compre-
hensive summary of the legal status of midwives including the 26 states that regulate CPMs 
along with the year the law or rule was enacted, the two states (Maine and Missouri) that 
legalize CPMs by statute, and the 22 states where there is an active push to legalize (license) 
CPMs.

NARM and MANA also maintain a list of states in which CPMs are allowed to prac-
tice legally, including the most current status of legal recognition, the licensing agencies, and 
consumer and professional organizations supportive of midwifery practice.259 In April 2012, 
NARM published a position statement on State Licensure of Certifi ed Professional Midwives.260 
Th is statement reinforced NARM’s support of CPM licensure as “a valuable tool in providing 
access to competent and accountable professional midwives.”

One of the outcomes of surveying midwifery practice acts state by state illustrates both 
the positive and negative aspects of collaboration between CNMs and other midwives. One 
example was New York State where CNMs initiated eff orts to change the regulatory status 
of midwives in the state, and were subsequently joined by “traditional midwives who had 
been practicing in New York prior to the legislation [and] knew that they would be directly 
aff ected by this legislation.”261 Th e CNMs, supported by the direct-entry midwives, spent 
10 years drafting and negotiating for legislative adoption of an ideal midwifery practice act 
that created a midwifery board and recognized the practice of midwifery in the state that 
included both midwives who came through nursing and those who came from other edu-
cational routes (direct-entry midwives).262 When the Professional Midwifery Practice Act 
was fi nally adopted in 1992, direct-entry midwives were furious that the New York State 
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Assembly sought advice from ACOG and the American Medical Association (AMA) and that 
the Act did not include the apprenticeship model of midwifery education.

A Midwifery Board was created with one position open to “an educator of midwifery” 
and “seven members of the board shall be persons [midwives] licensed or exempt under this 
section.”263 Eight of the 13 members of the board were midwives and all the midwives on the 
fi rst board were CNMs. CNMs were immediately eligible to be licensed under the new Act at 
the time along with midwives who were licensed in other states and countries with “equiva-
lent education,” though who would evaluate equivalency was not included in the Act. Th ere 
was, however, a provision included for the New York State Department of Education to study 
direct-entry education and make a recommendation by 1993.264 Another requirement was to 
“pass an examination satisfactory to the Department [New York State Department of Educa-
tion] and in accordance with the Commissioner’s regulations.”265 Th e New York Midwifery 
Board was fi nally constituted in December 1993 with only CNMs represented.266 In January 
1994, the Midwifery Board’s regulations required a minimum of a bachelor’s level program 
from a degree-granting institution for licensure.267 Without a license, midwives were pros-
ecuted for practicing midwifery without a license.268 Other states refl ect the confl ict between 
CNMs and direct-entry midwives over education pathways that have led to laws that are less 
than desirable for either type of midwife.269

Midwifery regulation/licensure continues to be a struggle in several states as eff orts 
to promote the autonomous practice of the professional midwife continue. Politics, phy-
sician-led health services, consumer confusion and/or ignorance of the practice of modern 
midwifery, and inter-professional midwifery diff erences of opinion on the best type of legal 
recognition needed to accomplish the goal of autonomous midwifery practice that is safe 
and satisfying to consumers continue to complicate eff orts to move forward in the 21st 
century.270
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c h a p t e r  S E V E N T E E N

Federal Legislation Affecting 
Midwifery Practice

My past experience in government and in public health has made me a great 
believer in the “window of opportunity” theory about reforms . . . Fewer Americans 
are receiving the full benefi ts of our health care systems, and at an increasing cost.

—Philip R. Lee, MD, Prelude to Action II: 
Reforming Maternity Care (1955, p. 5)

■ THE AMERICAN COLLEGE OF NURSE-MIDWIVES’ 
INVOLVEMENT IN LEGISLATION

WASHINGTON TASK FORCE

Th e American College of Nurse-Midwives (ACNM) became inundated with proposed feder-
al legislation in July 1977. Congressional offi  ces requested immediate response. Th e ACNM 
learned that it was not prepared nor organized to cope effi  ciently and eff ectively with re-
quests or the issues the proposed legislation raised.1 Multiple requests for review of proposed 
legislation, testimony, attendance at mark-up sessions and hearings, information, and com-
munication besieged ACNM headquarters. In desperate need of help, the ACNM Board of 
Directors established the Washington Task Force, initially chaired by Johanna Borsellega, in 
1977. Th e ACNM needed members who could provide testimony, attend hearings on health 
and meetings of government agencies, and essentially become a pool of lobbyists. Members 
of the Washington Task Force of necessity were nurse-midwives who lived in the DC area 
and were heavily used, especially if the ACNM was unaware of legislation until the fi nal draft 
or presentation of a bill. When Johanna Borsellega left the DC area in 1978, Linda Lonsdale 
became the new Chair of the Washington Task Force.2 Darcy Brewin became Chair in 1980.

LEGISLATION COMMITTEE

In an eff ort to keep up with both state and federal legislation, the Legislation Committee 
restructured with a separate section for the Legislation Information System that dealt with 
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the states and key sources with Elizabeth Cooper as coordinator; a Task Force on National 
Legislation with Sandra Regenie as coordinator who was also now Chair of the Legislation 
Committee; and a Task Force on Model Law with Charlotte (Pixie) Elsberry as coordinator. 
Elizabeth Cooper became Chair of the Legislation Committee in October 1978. Th e struc-
ture of the committee further evolved into two subcommittees in 1979: State Legislation 
and Federal Legislation with the chair of the Washington Task Force being the chair of the 
Subcommittee on Federal Legislation within the Legislation Committee.

MASTER PLAN AND ACNM LEGISLATIVE RESPONSE MECHANISMS

Th e ACNM Board of Directors endorsed a Master Plan and ACNM Legislative Response 
Mechanisms during its July–August 1977 meeting. Th e impetus was being unprepared for 
the deluge of national legislative requests. Th e need was to be able to sort out what was urgent 
and what was not urgent, and how to respond accordingly. Th e Master Plan addressed the 
education of members and legislators, mechanisms for analysis of proposed legislation, and 
the use of the organization’s headquarters. Th e response mechanisms specifi ed the actions 
to be taken if the need for response was urgent (2 weeks or less time available), not urgent 
(1 month or more available), unclear, or immediate membership action necessary (24 hours 
available). Th e immediate membership action necessary mechanism was called Th e Action 
Network. It was to be initiated by the ACNM President and/or Chair of the Legislation Com-
mittee, who would subsequently notify the members of the committee and the Washington 
Task Force. Headquarters staff  would notify the members of the ACNM Board of Directors 
and the regional representatives would call their chapter chairpersons who would then call 
members within the chapter. Information to be transmitted was detailed and the member-
ship kept updated and informed through Quickening.

ACNM LOBBYIST

Th e ACNM Board of Directors discussed a motion from the membership during the 1977 
annual meeting that recommended that the Legislative Committee explore the feasibility of 
hiring a full-time or part-time lobbyist3 and a petition from the State University of New York 
Downstate Certifi ed Nurse-Midwives (CNMs) and Student Nurse-Midwives (SNMs) asking 
the Board to “consider hiring a professional lobbyist, even if it means raising our organiza-
tional dues.”4 Th e Legislation Committee advocated to the Board that the College needed 
to hire a part-time lobbyist in July 1977.5 Th e response of the Board in August 1977 was to 
charge the Legislation Committee with exploring this possibility. Th e Board also asked the 
Administrative Director, Fay Lebowitz, to tell them how much time she was spending on 
legislative work. Fay Lebowitz informed the Board in October 1977 that during a 3-month 
period (July, August, and September) she spent a total of approximately 10 days on legislative 
matters. She “pointed out that these activities would cut into Headquarters’ time for attend-
ing to other College business.”6 Subsequently, the Board also received a request from ACNM 
Local Chapter 19 “to seriously consider a full time staff  person . . . or to hire a lobbyist.”7

Th e annual meeting in May 1978 brought forth another membership motion, this 
time initiated by Region I, which addressed the need for a lobbyist and an increase in mem-
bership dues. It passed by a margin of one vote.8 During the July–August 1978 meeting of the 
Board of Directors, an Ad Hoc Committee to study the feasibility of a paid lobbyist or other 
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individual to accomplish the same purpose was appointed.9 Th e Ad Hoc Committee made 
its report to the November 1979 Board meeting and was dissolved. Th eir report was sent 
to the Legislation Committee, and, specifi cally, also to the Washington Task Force for their 
recommendations regarding possible overlap and relationships. Th e Legislation Committee 
was also charged with investigating the Lobbyist Disclosure Act to see if any person ACNM 
hired needed to be registered for lobbying activities.10 Th e Legislation Committee reported 
to the Board during its February 4 to 7, 1980, meeting. Th e decision of the Board was to 
hire a CNM ACNM member half-time as a paid lobbyist. Plans for advertising, interview-
ing, development of a more specifi c job description, fi nancial and administrative details were 
made.11 During the August 1980 Board of Directors meeting, the Board hired nurse-midwife 
Sally Tom as the ACNM’s fi rst paid lobbyist eff ective September 1, 1980.12 She had been a 
member of the Washington Task Force the preceding 2 years and was knowledgeable about 
federal legislation. At the next Board meeting, Sally Tom recommended that her title be 
changed as “lobbyist is not a good title for business cards and professional correspondence.” 
Th e Board changed the name of “lobbyist” to “government liaison.”13 Sally Tom resigned in 
1984 and it took two people to continue her work.14

EARLY FEDERAL LEGISLATION

Senator Daniel Inouye (D-Hawai’i) introduced bills in the Senate in June 1977 that fi rst 
specifi cally recognized nurse-midwifery by name. His bills were to include nurse-midwifery 
services and provide for independent reimbursement in the section on CHAMPUS (Civil-
ian Health and Medical Program of the Uniformed Services) in the Defense Appropriation 
bill and to amend Titles XVIII (Medicare) and XIX (Medicaid) of the Social Security Act.15 
He concluded his remarks in introducing the Medicare and Medicaid coverage by saying: 
“I would like to add that I was delivered by a midwife and I can assure you that I have no 
complaints. I am still functioning pretty well.”16 His bill for CHAMPUS also included 
psychiatric nurses.17

Representative Barbara Mikulski (D-Maryland), who considered herself (and indeed 
was) a legislative advocate for nurse-midwives,18 introduced the companion language for 

Senator Daniel Inouye, 2008.
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the section on CHAMPUS in the Defense Appropriation bill into the House but the 
inclusion of specifi c independent reimbursement was not part of the bill that passed the 
House. In the subsequent reconciliation conference committee, independent reimburse-
ment was agreed upon. However, the Department of Defense in their opposition to inde-
pendent reimbursement was nonresponsive to writing rules and regulations and insisted 
that their interpretation of the law required physician referral and supervision. Sen. 
Inouye thus introduced further legislation in 1978 that included all nurse practitioners 
as well as psychiatric mental health nurse specialists and Certifi ed Nurse-Midwives and 
made it crystal clear that reimbursement was to be independent of physician referral and 
supervision. Again, this went to a reconciliation conference during which “the conferees 
agreed that the reimbursement authority be extended to cover Certifi ed Nurse-Midwives 
[independent of physician supervision], but deleted certifi ed psychiatric-mental health 
nurse specialists and other nurse practitioners.”19 Th e ACNM received word from Sen. 
Inouye that the Department of Defense had prepared regulations that would provide for 
independent reimbursement of Certifi ed Nurse-Midwives and that this method of reim-
bursement would be fully implemented by May 15, 1979 and be retroactive to October 
1, 1978.20

Senator Inouye again introduced an amendment to Titles XVIII and XIX of the Social 
Security Act in March 1979 to include services rendered by a Certifi ed Nurse-Midwife. He 
also introduced a bill, which would provide for access to a CNM without prior referral to the 
federal employee health benefi ts program. In his supporting fl oor remarks, Sen. Inouye used 
data from the then existing evaluation and eff ectiveness studies of nurse-midwifery care (see 
Chapter 13).21 In April 1979, Representative Mikulski again introduced both of the house 
companion bills. On December 18, 1980, Representative Mikulski announced in her state-
ment to the House Subcommittee on Oversight and Investigation chaired by Congressman 
Gore (see Chapter 13), that “my legislation to provide direct Medicaid reimbursement to 
Certifi ed Nurse-Midwives has been enacted by the Congress as part of the budget reconcili-
ation measure which passed last month.”22

Th ere were both competing bills and other bills during the same period of time. For 
example, Representative James J. Florio of New Jersey introduced a bill in July 1977 that 
would “require states to provide Medicaid reimbursement for nurse-midwifery services 
based on prospective costs as a viable, safe and cost eff ective alternative to traditional fee-
for-service obstetrical care.”23 It had several problems, one of which was that it was tied 
to State Nurse Practice Acts, which was the licensing agency for nurse-midwives in only 
14 states at that time.24

ACNM involvement in other bills at that time (1977–1980) included National 
Health Insurance. Th ere were seven diff erent proposed plans for National Health Insur-
ance, which was the impetus for the Legislation Committee developing ACNM Guidelines 
for National Health Legislation, which was approved by the ACNM Board of Directors in 
February 1979.25 Th ere was also the Rural Health Clinic Services Act, which provided for 
Medicaid reimbursement of nurse-midwives in rural health clinics, the Nurse Training 
Act, and the Child Health Assessment Program (CHAP), which included a proposal for 
Medicaid coverage of all low-income pregnant women, regardless of state regulations.26 
In addition, ACNM was asked by the National Organization of Women (NOW) in 1979 
to endorse the Domestic Violence Prevention and Services Act. As noted by Elizabeth 
 Cooper, Chair of the Legislation Committee at that time, in urging this endorsement, “the 
ACNM has endorsed legislation in the past, e.g., ERA [Equal Rights Amendment], and 
political actions such as the Nestle boycott.”27
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MIDWIVES-PAC

In 2000, the Midwives-PAC (Political Action Committee) was formed in order to solicit 
voluntary contributions from ACNM members for strategic distribution as campaign con-
tributions to federal legislators. Th e purpose of Midwives-PAC is to advance the midwifery 
profession through federal advocacy. Each year, it promotes the legislative and policy agenda 
specifi ed by the ACNM and works closely with ACNM’s federal lobbyist and the ACNM 
Government Aff airs Committee (GAC). Th e GAC has roots dating back to the original Leg-
islation Committee (see earlier discussion and Chapter 16).

■ DIRECT-ENTRY MIDWIFERY GROUPS’ INVOLVEMENT 
IN LEGISLATION

MANA LEGISLATIVE COMMITTEE

Th e Midwives Alliance of North America (MANA) Legislative Committee was established at 
the time of incorporation of MANA in 1982 with the express purpose of “compiling infor-
mation about midwifery legislation and litigation from all over North America.”28 Th ey were 
also charged with putting together a Midwifery Legislative Handbook by October 1983. In 
1984, Pacia Sallomi, LM, former Chair of the committee, agreed to continue updating the 
Midwifery and the Law document for reprinting in 1985 in Mothering.29 Much of the legisla-
tive activity involving direct entry midwives and MANA during the last two decades of the 
20th century revolved around state licensure, facilitated primarily by consumer groups who 
wanted out-of-hospital birth and access to lay or community midwives (see Chapter 16).

Eff orts to become involved in federal legislation were fi rst chronicled in MANA News 
by Coral Pitkin, LM, from New Mexico in 1988.30 She wrote about the proposed federal 
bills that defi ned which health professionals could be reimbursed for providing services for 
government employees and that nurse-midwives were named. She went on to suggest that if 
direct entry licensed midwives became involved in such legislative eff orts, it could potentially 
lead to their reimbursement as well.

In 1991, Marty Butzen, Chair of the Legislative Committee, suggested that the com-
mittee “should start working on the national political level . . . since there seems to be a grow-
ing need for nationalized health care . . . we need to make sure midwives will be included in 
that system.”31 Th is was echoed again in 1992 by Debbie Pulley, LM, the new Chair of the 
Legislation Committee.32 Th is was followed up with a petition to President Clinton’s admin-
istration to have a representative of MANA on the group designing the new health care 
reform program.33 At the same time, MANA appointed an Ad Hoc Committee on National 
Health Care with Fran Toler as the Chair.34 Th is group continued to be very active in seek-
ing a place for their voice to be heard in the health care reform debates.35 On May 2, 1994, 
the MANA Board adopted their fi rst position statement related to National Health Policy, 
emphasizing that “midwifery must be the central component in a primary maternity care 
system.”36 Th ese actions gave MANA a national political and legislative focus after 10 years 
of organizational development and a focus on state licensure and regulation.

Members of the MANA Legislative Committee took advantage of several sources of 
expertise as they got involved in federation legislative activities. For example, Debbie Pulley, 
Chair of the Legislative Committee, reported on the ACNM Legislative Conference in Wash-
ington, DC, March 21 to 23, 1999, that she and Pam Maurath attended. She highlighted 
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the “how to” steps and nuances of getting involved in federal legislative eff orts, including the 
importance of working with legislative aides.37

MANA LEGISLATIVE CONFERENCES

One example of the collaborative legislative eff orts between consumer groups and MANA 
was the 1999 Legislative Conference in Washington, DC, September 23 to 26.38 It was titled, 
A Legislative Conference for Midwifery Advocates, and organized by a steering committee that 
included the presidents of MANA, Midwifery Education Accreditation Council (MEAC), 
North American Registry of Midwives (NARM), and Citizens for Midwifery (CfM).39 Th e 
primary focus of this conference focused on learning how to take an active role in federal leg-
islative eff orts from individuals “experienced in politics, lobbying, and working the legislative 
system.”40 Th e second MANA legislative conference and others that followed41 focused on ef-
fective media strategies, cogent arguments to eff ect midwifery public policy and appropriate 
use of statistics and peer reviewed studies to provide rationale for policy changes.

MANA LEGISLATIVE LOBBYIST, 1994

Th e MANA Board, faced with the increased activity surrounding health care reform, decided 
that a voice for all types of midwives was needed in Washington, DC. Th ey hired Carol Nelson,42 
a long-time midwife with successful lobbying experience in Florida, for 5 months to represent 
MANA interests in the health care reform debates.43 One of her primary roles was to work with 
the MANA Board to develop the MANA federal policy agenda in addition to tracking key 
legislative agendas and informing MANA members when lobbying needs arose. Carol Nelson 
spent time in Washington, DC, making the rounds of House and Senate offi  ce buildings and 
passing out MANA position statements.44 A $20,000 grant for educating the public about mid-
wifery was received by MANA from the Benjamin Spencer Fund in October 1995. Th is money 
was used in part to fund two trips to Washington, DC for Carol Nelson to distribute MANA 
brochures and other MANA materials to legislators and network with other organizations con-
cerned with promoting midwives as an integral part of the U.S. maternity care system.45 In the 
fall of 1996, Carol Nelson’s title was changed to MANA Midwifery Advocacy Coordinator46 as 
a part of the MANA Public Education and Advocacy Response Team. Her role was changed, in 
part, to coordinating MANA materials and attending selected national conferences, such as the 
American Public Health Association (APHA) and the National Perinatal Association.47

Th e late 1990s and early 21st century heralded directed eff orts to include the relatively 
new Certifi ed Professional Midwife (CPM) in federal legislation, including reimbursement 
for midwifery services provided by licensed CPMs as discussed subsequently in this chapter. 
MANA established a Division of Health Policy and Advocacy in 2013, as an extension of 
their health policy work.48

NACPM AND THE MIDWIVES AND MOTHERS IN ACTION CAMPAIGN

Th e National Association of Certifi ed Professional Midwives (NACPM) received a small 
grant in 2007 to explore a federal initiative to obtain Medicaid reimbursement for CPMs 
that would increase access to midwifery services for low-income women. NACPM hired 
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Health Policy Source, Inc. in 2009, represented by Billy Wynne, to be their lobbyist. In 
2009, NACPM invited their sister organizations to partner with them in the Midwives and 
Mothers in Action (MAMA) campaign. Th e partners included NACPM, MANA, CfM, the 
International Center for Traditional Childbearing (ICTC), NARM, and MEAC.49

Th e mission of the MAMA campaign “is to increase women’s access to midwives and to 
quality, aff ordable maternity care consistent with the Midwives Model of CareTM by seeking 
Federal recognition of Certifi ed Professional Midwives.” Th e goal of the MAMA campaign 
is to “secure recognition for Certifi ed Professional Midwives and increase women’s access to 
midwifery care by amending the U.S. Social Security Act to mandate Medicaid reimburse-
ment of CPM services.”50

In 2010, NACPM received a $100,000 grant from the Transforming Birth Fund of 
the New Hampshire Charitable Foundation to continue their policy and legislative work on 
behalf of CPMs.51 Th e NACPM and the MAMA campaign count among their successes the 
mandates in the Aff ordable Care Act (ACA) of 2010 requiring reimbursement of provider 
fees for state licensed CPMs working in licensed birth centers and its ability to meet with key 
staff  at the Centers for Medicare and Medicaid Services (CMS) to provide information about 
CPMs and technical assistance in the implementation of the ACA mandates related to birth 
centers.52 Th e MAMA campaign credited the support of Senator Marie Cantwell (D-Wash-
ington) and the advocacy eff orts of the American Association of Birth Centers (AABC) with 
the passage of the birth center facility fee reimbursement.53

Billy Wynne as a senior policy analyst provides a steady presence and voice for CPMs 
on Capitol Hill, including expertise in introducing new CPM legislation. Federal legislation 
was introduced in the House of Representatives in March 2011 targeting stand-alone reim-
bursement for all CPM fees.54 According to the latest information on the MANA website in 
2014, NACPM and the MAMA campaign had secured 25 cosponsors for the CPM bill, HR 
1976, titled Access to Certifi ed Professional Midwives Act, viewed as the fi rst step toward seek-
ing direct third-party reimbursement.55

■ COLLABORATIVE EFFORTS IN MATERNITY CARE LEGISLATION

Optimal maternity care is a shared goal for all professionals working with women and child-
bearing families. It was expertly defi ned and scientifi cally defended as the physiologic ap-
proach to childbirth by Henci Goer and nurse-midwife Amy Romano in their 2012 book 
Optimal Care in Childbirth: Th e Case for a Physiologic Approach.56 Th e physiologic approach 
to childbirth is supported by midwives and childbirth activists alike.

SAFE MOTHERHOOD ACTS, 1996, 2002

Political activities of the Safe Motherhood Initiatives (SMI)-USA partners (see Chapter 18) 
included monitoring legislative action at the federal level and providing support. Th e APHA 
Maternal–Child Health Section solicited input from SMI-USA on several of their propos-
als to reduce maternal mortality.57 One example of political support by SMI-USA was for 
Representative Patricia Schroeder (D-Colorado), who introduced the Report on the Status of 
Safe Motherhood in the United States Today, into Congress on July 30, 1996.58 As noted by 
Rep. Schroeder, “Th is is a personal crusade for me. As a woman, who almost died due to 
complications from childbirth, I have been astounded at how little American women know 
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of pregnancy-related mortality or the health problems brought on by pregnancy and child-
birth.”59 Representative Schroeder introduced a legislative package called the Safe Mother-
hood Initiative (separate and diff erent from the global SMI and SMI-USA) in September 
1996 with the hope that members of the 105th Congress (especially women in the House 
and Senate) would push to make it law “so that American women can truly achieve Safe 
Motherhood in the 21st century.”60

Th e Schroeder act did not receive approval; so in 1998, Representatives Nita Lowey 
(D-New York) and Henry Hyde (R-Illinois) introduced legislation to increase access to 
prenatal care. Th e Safe and Healthy Motherhood Act focused on coverage of childbear-
ing services for low-income women through the Children’s Health Insurance Program 
(CHIP).61 Th is act was also not approved in spite of SMI-USA and others’ strong lobbying 
eff orts.

In 2002, another Safe Motherhood Act was introduced in the House and the Senate, 
“Th e Safe Motherhood Act for Research and Treatment or the SMART Mom Act.” Anne 
Richter sent out a summary of the content of the act to all members of SMI-USA on May 22, 
2002, along with a request to contact legislators in one’s state to support this act.62 Th is act 
was not passed. When SMI-USA became part of the ACNM Division of Women in 2004, 
many of the original partnership organizations continued their political advocacy for safe 
motherhood at the federal level, and eventually joined as partners in the Coalition for Qual-
ity Maternity Care (CQMC; see later).

AFFORDABLE CARE ACT OF 2010

Th e Aff ordable Care Act (ACA) of 2010 is considered a victory for mothers and babies as well 
as professional midwives. Some of the provisions of the ACA increased access to birth options 
for low-income women and will improve the quality of maternity care for all women. Sev-
eral recommendations were adopted thanks to two Childbirth Connection (CC)63 reports: 
Evidence-Based Maternity Care: What It Is and What It Can Achieve (2008)64 and Blueprint for 
Action: Steps Toward a High-Quality, High-Value Maternity Care System (2010).65 Th e Blue-
print was developed through the CC “Transforming Maternity Care Project” over a period 
of 2.5 years, with multidisciplinary and multistakeholder collaboration among leaders across 
the health care system.

ACNM was involved for several years prior to the passage of the ACA in the fi ght 
for federal legislation that addressed the concerns of midwives and the women cared for 
by midwives.66 Specifi c attention to midwives and midwifery care included Medicaid reim-
bursement for licensed CPMs off ering services in licensed birth centers, mandated Medicaid 
reimbursement of the birth center facility fees, reimbursement for CNMs at 100% of the 
Part B fee schedule of Medicare (equivalent to physicians), and requiring quality assessment 
and improvement measures specifi c to maternity care. In addition, the ACA will not allow 
giving birth, having a cesarean section or being the victim of domestic abuse to be considered 
“pre-existing conditions” and used to deny insurance coverage for women.67

COALITION FOR QUALITY MATERNITY CARE

In 2011, ACNM invited a group of interested health professionals and consumers to join to-
gether to develop and/or support “federal legislation that promotes quality maternity care”68 
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in addition to advocating for the funds needed to enforce maternal and newborn priorities 
in the United States.69 Th e founding members of the Coalition for Quality Maternity Care 
(CQMC) included the AABC, ACNM, Amnesty International (AI), Association of Women’s 
Health, Obstetric and Neonatal Nurses (AWHONN), Black Women’s Health Imperative 
(BWHI), CC, ICTC, MANA, and NACPM.

Th e founding members included many who were part of the original SMI-USA group 
(see Chapter 18) who have continued their interest in and advocacy for improved maternity 
care in the United States. Th e targeted activities of the coalition are to ensure access to qual-
ity maternity care for all women and newborns by removing barriers to optimal maternity 
care, promoting models of evidence-based care, improving choices for childbearing women 
and families, and reducing disparities in maternal and newborn outcomes.70 One of these 
activities included support for the MOMS 21 Act (Maximizing Optimal Maternity Ser-
vices for the 21st century) introduced in June 2013 by Representative Lucille Roybal-Allard 
(D-California), a long-time supporter of midwives. MOMS 21 promoted optimal maternity 
outcomes by making evidence-based maternity care a national priority. Th is bill is the culmi-
nation of many years in development beginning with Representative Schroeder in 1996 (see 
Safe Motherhood Act discussed earlier).

Th e most recent CQMC joint eff ort is in support of the Improving Access to Mater-
nity Care Act of 2015 introduced in the House by Representative Mike Burgess (R-Texas) 
and Representative Lois Capps (D-California) and in the Senate by Senator Mark Kirk 
(R- Illinois) and Senator Tammy Baldwin (D- Wisconsin).71 Th is bill would create health 
professional shortage areas (HPSA) for maternity care services in those areas of the United 
States where women/childbearing families are experiencing signifi cant shortages of full scope 
maternity care professionals, including midwives. Creation of maternity HPSAs will direct 
existing funding within the National Health Service Corp (NHSC) to fully utilize the ser-
vices of midwives and other maternity providers.
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c h a p t e r  E I G H T E E N

Midwives With Women 
and Childbearing Families

Th e alternative birth movement in the United States, which began in the early 
1970s, set into motion major changes in American maternity care. Th ose changes, 
involving midwives, home births, birth centers, and a new appreciation and 
awareness of the social and emotional aspects of birth, were fueled by a generation 
of women who wanted more from their childbirth experience than traditional 
physicians and hospitals were able to provide.

—Diony Young, Nurse-Midwifery in America (1986, p. 47)

Midwives have always been “with women” throughout their childbearing years, though may-
be not as visible as some women would have liked down through the past century or so (see 
earlier chapters in this book). Likewise, there have been childbearing families that supported 
midwives in spite of many challenges from organized medicine, nursing, health and legal 
systems, and the press, especially during the 20th century.

Women, childbearing families, and midwives are a natural team, a partnership for 
health and for a healthy nation.1 Working together, this team has led and/or contributed 
to many signifi cant changes in the way American society views the role and status of 
women2 and, specifi cally, the need for more humanistic approaches to childbearing.3 Th e 
value and strength of this partnership during the 20th and early 21st centuries promoted 
a healthier society by off ering and respecting choices of women and childbearing fami-
lies and promoting midwives and the midwifery models of care (see Introduction of this 
book).

Th e expanded team of consumers, other health care professionals, and political activ-
ists continue to promote safe choices for women and childbearing families, change the views 
of “normal” maternity care in the United States and promote the empowerment of women 
as equal partners in the world order. Key partnerships have made the diff erence in moving 
the health of women and childbearing families to the forefront of American political action. 
Th ere is, however, still much to be done.
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■ CONSUMERS AND MIDWIVES WORKING TOGETHER FOR SAFE 
CHOICES AMONG CHILDBIRTH ALTERNATIVES

MATERNITY CENTER ASSOCIATION

Maternity Center Association (MCA), since its inception, was concerned about the health 
of mothers and babies and was “dedicated to bettering maternity care”4 (see Chapter 5 for 
early history of MCA). MCA provided educational information, prenatal care, and, later on, 
midwifery services and education (see Chapters 6 and 7). MCA was a voluntary health care 
organization with a lay board run primarily by health professionals (public health nurses 
and nurse-midwives) for many decades. It was the MCA Board’s interest, guided by General 
Director Hazel Corbin, RN, that prompted them to bring Dr. Grantly Dick-Read and his 
concepts about diminishing the fear of childbirth to the United States in 1947 (see Chap-
ter 6). Th is global perspective of Natural Childbirth was a catalyst for the development of 
many parents’/consumer groups interested in Natural Childbirth as an important alternative 
to over-medicalized childbirth in many hospitals that left women without knowledge of their 
own births, separation from their newborn, and forced hours of infant feeding with artifi cial 
formula. Th e nurse-midwives working at MCA during the 1940s and beyond were natural 
allies with consumer groups that were forming to take back control of childbearing, includ-
ing natural childbirth, breastfeeding, and education.5

MCA’s commitment to safe alternatives in childbearing included not only the prepa-
ration of childbirth educators and families for childbearing, but the education of nurses as 
midwives who were committed to family-centered maternity care, early breastfeeding, and 
involvement of the woman’s family in the entire process. Nurse-midwives working in hos-
pitals after the late 1950s, in homes or in freestanding birth centers were testimony to the 
infl uence of MCA and consumers in supporting safe choices for childbearing.

In order to stay in touch with consumer needs, MCA carried out their fi rst Listening 
to Mothers survey. Th is was the fi rst national survey soliciting the experiences of childbearing 
women. MCA developed recommendations in response to the results of this survey.6 In 2002, 
MCA made the book A Guide to Eff ective Care in Pregnancy and Childbirth based on the 
Cockrane database of perinatal research available online for free.7 Th ese actions refl ected the 
ongoing mission of MCA to improve the health of all childbearing families, through mater-
nity care and education, support of choices, midwives, and the midwifery model of care.

LA LECHE LEAGUE, 1958, AND LA LECHE 
LEAGUE INTERNATIONAL, 1964

An essential component of safe, natural childbearing practice throughout history was breast-
feeding—an art nearly lost in the mid-20th century due to attitudes of doctors, hospi-
tals, nurses, and the societal pressure on women to modernize with artifi cial formula.8 As 
Dr. Grantly Dick-Read noted in his presentation to a group of young parents in 1957, “Th e 
newborn has but three demands: warmth in the arms of its mother, food from her breast, and 
security in the knowledge of her presence—breastfeeding satisfi es all three.”9 Th is recognition 
of the importance of breastfeeding is refl ected in the Philosophy statement of La Leche League 
International, Inc. (LLLI) that includes reference to natural childbirth: “Alert and active par-
ticipation by the mother in childbirth is a help in getting breastfeeding off  to a good start.”10
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Th e precursor meeting of the La Leche League (LLL) was held in 1956 at the home of 
Mary White in Franklin Park, Illinois. Th e impetus for organizing was the fact that breast-
feeding rates in the United States had dropped to only 20%, and the group was interested 
in improving them. In 1958, the seven founders incorporated as LLL of Franklin Park, pub-
lished the fi rst loose leaf edition of Th e Womanly Art of Breastfeeding and started a bimonthly 
newsletter for members, LLL News.

In 1964, an offi  cial name change occurred in recognition of LLL chapters now in 
Canada, Mexico, and New Zealand. Breastfeeding was an essential part of normal childbear-
ing, and proponents included not only families but midwives and home-birth doctors such 
as Gregory White, MD, husband of LLL founder, Mary White. Dr. White attended the three 
home births in the early 1950s of Edwina Hearn Froehlich, one of the seven founders of 
LLL.11 Dr. Greg White and his wife, Mary, also attended the home births of Marian Leonard 
Th ompson, LLL founder, who served as President of LLL and LLLI for 24 years.12

Th e new name was LLLI and the “fi rst international conference was held in Chicago 
with 425 adults and 100 babies in attendance.”13 Th e primary focus of this organization has 
been increasing knowledge and use of breastfeeding, including the preparation of lactation 
consultants to support breastfeeding mothers wherever they live. Th eir ongoing support for 
breastfeeding resulted in collaborative eff orts with mothers and midwives over the years to 
promote healthy childbearing and early and continuous breastfeeding whenever possible.

INTERNATIONAL CHILDBIRTH EDUCATION ASSOCIATION, 1960

Th e major stimulus for the development of this voluntary consumer and health professional 
group was the visit of Dr. Grantly Dick-Read to the United States in 1947 (see Chapter 6). 
Dr. Dick-Read’s 1932 publication on Natural Childbirth, followed in 1942 by Childbirth 
Without Fear,14 suggested that women’s fear of labor and birth could be diminished by edu-
cating women and their partners about the physiology of childbirth and what they could 
do to work with the normal forces of labor and birth. Th is knowledge spurred the develop-
ment of several childbirth education groups in the United States, such as the Milwaukee 
Natural Childbirth Association in 1950. Th irteen such groups met at MCA in New York 
City in 1958, and began discussing the formation of a national organization for childbirth 
education.15

Th e name, International Childbirth Education Association (ICEA), was adopted at the 
fi rst National Convention of Childbirth Education held in Milwaukee in 1960, and the orga-
nization incorporated later that year as a nonprofi t organization that included both groups 
and individuals interested in family-centered maternity and infant care. ICEA was built on 
a partnership of consumers and health care professionals. Th e Mission statement reads, “Th e 
International Childbirth Education Association (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.”16

Members from the early years have included prominent health care professionals and 
consumer advocates. Doris Haire listed the 1970 to 1972 ICEA Offi  cers, members of the 
Board of Directors, and members of the Board of Consultants in her report Th e Cultural 
Warping of Childbirth published by ICEA in 1972. On the Board of Directors were herself 
and husband, John, as co-Presidents;17 immediate past co-Presidents, author Lester Hazell 
and her husband, William;18 parent advocate Ruth Wilf;19 and Certifi ed Nurse-Midwives 
Vera Keane, Harriet Palmer, and Sr. Mary Finbar McCready. Other prominent supporters of 
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family-centered childbearing care were listed on the Board of Consultants such as physicians 
Virginia Apgar, T. Berry Brazelton, Edith B. Jackson, and Gregory White among others; Hazel 
Corbin, General Director of MCA (see aforementioned); and nurse-midwives Sr. Mary Stella 
and Ruth Watson Lubic representing the American College of Nurse-Midwives (ACNM).

During the fi rst 50 years, ICEA adopted many resolutions supporting parents’ freedom 
of choice based on knowledge of safe alternatives in maternal and newborn care. Among 
these alternatives were out-of-hospital birth, use of midwives, prepared childbirth, and vagi-
nal birth after Caesarean section. Member groups began programs for training childbirth 
educators in 1964 and in 1982, ICEA implemented a Teacher Certifi cation Program.20 ICEA 
resolutions, publications, and childbirth education training programs strengthened the voices 
of consumers and midwives for choices in childbearing.

Th e ICEA website provides resources for parents and professionals and the organization 
remains strong in support of preparing childbirth educators through its publications and pro-
fessional training workshops. It celebrated its 50th anniversary together with Lamaze Inter-
national in 2010. As noted on their website, “In the years to come, ICEA will continue to act 
as a resource organization for dissemination of information about childbirth, breastfeeding, 
family-centered maternity care and freedom of choice based on knowledge of alternatives in 
childbirth.”21

AMERICAN SOCIETY FOR PSYCHOPROPHYLAXIS 
IN OBSTETRICS/LAMAZE, 1960

Two consumer groups interested in and committed to “painless childbirth,” active participa-
tion in the birthing process, and family-centered maternity care joined together as the Ameri-
can Society for Psychoprophylaxis in Obstetrics (ASPO)/Lamaze in 1960 (see Chapter 13). 
Marjorie Karmel published her personal birth story using the Lamaze method and attended 
by Dr. Fernand Lamaze, Th ank-you, Dr. Lamaze,22 in 1959. Elisabeth Bing, Registered Physi-
cal Th erapist (RPT), joined with Marjorie Karmel to teach interested childbearing couples 
how to use the Lamaze method during labor and birth as a conscious, shared experience of 
mother and father. Th ey incorporated ASPO/Lamaze in 1960 as a not-for-profi t organization 
consisting of parents, childbirth educators, childbearing providers, and other health profes-
sionals committed to spreading the word on the Lamaze method and preparing educators to 
teach it.23 Later, the name of the organization was offi  cially changed to Lamaze International. 
Th ey established a Lamaze Childbirth Education Training Program and a Lamaze Certifi ed 
Childbirth Educator (LCCE) program that is internationally recognized.

Lamaze was known in its early years for its breathing techniques and patterns including 
the cleansing breath and the rhythmic hee-hee-hoo type of breathing. Lamaze in the 2000s 
is no longer a method for giving birth nor focused on breathing techniques, but has evolved 
into a philosophy developed in 1995 that affi  rms the normalcy of birth, promotes every 
woman’s right to give birth confi dent in her own ability, and surrounded by her family and 
members of the health care team and facilitates the eff orts of women to explore all ways of 
fi nding comfort and strength during labor and birth including the creation of a supportive 
birth environment.24 Th e foundation for today’s Lamaze classes is the six evidence-based 
Lamaze Healthy Birth Practices for the 21st century:

1. Let labor begin on its own!
2. Walk, move around, and change positions throughout labor.
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3. Bring a loved one, friend, or doula for continuous support.
4. Avoid interventions that are not medically necessary.
5. Avoid giving birth on your back and follow your body’s urges to push.
6. Keep mother and baby together—it is best for mother, baby, and breastfeeding.25

NATIONAL ASSOCIATION OF PARENTS & PROFESSIONALS 
FOR SAFE ALTERNATIVES IN CHILDBIRTH, 1975

National Association of Parents & Professionals for Safe Alternatives in Childbirth (NAP-
SAC) was founded by Lee and David Stewart in 1975 “dedicated to exploring, examining, 
implementing and establishing Family-Centered Childbirth Programs—programs that meet 
the needs of families as well as provide the safe aspects of medical science.”26 Th ey sponsored 
the fi rst National Conference on Safe Alternatives in Childbirth in May 1976 with more 
than 500 persons from 28 states, Australia, and Canada. Th e attendees included nurses, lay 
midwives, nurse-midwives, obstetricians, pediatricians, family practice physicians, in addi-
tion to lawyers, news writers, public health offi  cials, childbirth educators, fathers, mothers, 
and representatives from LLL and ICEA.

NAPSAC contributed much to the societal dialogue during the mid-1970s to the early 
1980s about freedom of choice in childbirth, safe alternatives, legitimate providers of childbear-
ing services, and so on. Th e publication of speeches from each NAPSAC conference included 
diverse viewpoints, common concerns, and suggestions for action at the local, regional, and 
national levels. Home birth, use of lay and nurse-midwives, and humanizing childbirth were 
themes throughout the conferences. Renown speakers and authors such as Doris Haire (ICEA—
aforementioned); Ruth Watson Lubic, CNM; Marian Th ompson (LLLI—aforementioned); 
Penny Simkin, RPT; Norma Swenson (Boston Women’s Health Book Collective); Lewis Mehl, 
MD; Niles Newton, MD; Suzanne Arms (author and photojournalist); Nancy Mills, LM; 
and George Annas, JD, among many others shared their perspectives on safe alternatives for 
childbearing families during several of the conferences, which were subsequently published in 
NAPSAC volumes.27 Th ese perspectives provided much of the foundation for the 21st-century 
dialogue on safe alternatives for childbearing families in the United States.

OTHER PARTNERSHIPS SUPPORTING SAFE 
ALTERNATIVES IN CHILDBIRTH

Th ere were many other consumer groups supporting out-of-hospital birth and community-
based midwives beginning in the 1970s. Organizations such as the Association for Childbirth 
at Home International (ACHI) started by Tonya Brooks and Home-Oriented Maternity Ex-
perience (HOME) started by Fran Ventre, mother, midwife, and later Certifi ed Nurse-Mid-
wife (CNM), during the 1970s. In addition, Massachusetts Friends of Midwives (MFOM), 
a nonprofi t organization whose goal is to work “to protect the rights of all midwives and 
the women and families who birth with them”28 was also begun. MFOM became very ac-
tive in legislative eff orts to legalize the practice of all types of midwives and in all settings 
of birth. During the early 21st century, MFOM continued their support and advocacy for 
the development of a state midwifery practice act that would include all professional mid-
wives.29 Another group that included members from MFOM and the Continental Friends of 
Midwives (CFM) in Massachusetts, was the Midwifery Communication and Accountability 
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Project (MCAP).30 MCAP “began as a response to the Carnegie meetings on midwifery 
education and has grown into a national project, based here in the Boston area” in the fall 
of 1990.31 MCAP had diverse membership including direct-entry midwives, CNMs, and 
women’s health activists. It had several goals: fundraising, grassroots participation in the In-
terorganizational Workgroup (IWG) meetings (see Chapter 21),32 and regional dialogue on 
midwifery services.33 Th e MCAP Consortium co-coordinators were Ruth Harvey from CFM 
and Lillian Anderson from MFOM.

Th ere were also consumer groups supporting midwives and family-centered maternity 
care in hospitals. One example was the Consumers for Choices in Childbirth, New Haven, CT, 
who demanded that changes be made in in-hospital maternity care, then worked with CNMs 
to establish an out-of-hospital birth center (see Chapter 13).34 Another is the Coalition for 
Improving Maternity Services (CIMS). CIMS is a coalition of individuals and national orga-
nizations whose “mission is to promote a wellness model of maternity care that will improve 
birth outcomes and substantially reduce costs.” CIMS brought together the organizations 
and individuals that developed the Mother-Friendly Childbirth Initiative and identifi ed the 
Ten Steps of the Mother-Friendly Childbirth Initiative for Mother-Friendly Hospitals, Birth 
Centers, and Home Birth Services. Th ese 10 steps must be fulfi lled in order to receive the des-
ignation of “mother friendly” and can be found at the CIMS website: www.motherfriendly.
org/MFCI. ACNM; Midwives Alliance of North America (MANA); North American Regis-
try of Midwives (NARM); Association of Women’s Health, Obstetrics, and Neonatal Nurs-
ing; and the National Association of Childbearing Centers were among the 26 organizations 
listed that originally ratifi ed the Mother-Friendly Childbirth Initiative in July 1996. No pro-
fessional physician organizations are listed.35

■ LISTENING TO WOMEN

Th e challenge of consumer–midwife partnerships was to listen to the voices of women and 
childbearing families and then work with women and families to act on these needs, includ-
ing policy changes. From the earliest recorded history midwives have “listened” to women 
and their needs for respectful, caring, trustworthy providers of health care services. Nurse-
midwives were a part of the response for such care, even when they moved into hospital set-
tings with the women giving birth in that setting (see Chapter 13). However, there was only a 
limited number of practicing nurse-midwives at that time.36 Th e early 1970s witnessed strong 
cries from childbearing women and families that hospital care during birth was no longer 
perceived as respectful, caring, or satisfying to many women (see Chapter 8).37

Women found their voices, especially during the new wave of feminism, and midwives 
were listening and struggling to take action that would improve the birthing experience for all 
families. Community midwives responded by expanding services for birth at home or birth 
centers with the woman back in control of her birthing experience. A few nurse-midwives 
were also attending out-of-hospital births where control of the birthing environment was far 
easier than in hospital settings38 (see Chapter 13). Nurse-midwives working in institutional 
settings responded with continued eff orts to change the environment of birth in hospitals 
(see Chapter 6) where the great majority of women were having their babies and slowly 
brought about changes in this setting (see Chapter 13).

One major struggle for nurse-midwives and other community midwives during the 
1970s was lack of total acceptance by the established medical hierarchy. As noted by ACNM 
President Carmela Cavero in 1973, “Our underlying concern—that the care given to 
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families in the childbearing experience promotes their positive physical, social and emotional 
growth—remains constant. Our emerging concern at this time is that nurse-midwives as a 
professional group be able to mobilize their energies to eff ectively attain this goal as inte-
grated participants in the provision of health care.”39

ACNM AD HOC COMMITTEE ON CONSUMER AFFAIRS

It was during the 1970s that nurse-midwifery leadership acknowledged that there were others 
concerned with the quality of maternity care in the United States and that working together 
could be a force for change. Others with the same goal of respectful maternity care included 
parents, professionals, and politicians.40 As Carmela Cavero noted, “Parents are expressing 
their needs and in some instances acting out their desires on the stage of childbirth and 
reproduction.”41 In 1978, ACNM President Helen Varney Burst led the ACNM Board in es-
tablishing an Ad Hoc Committee on Consumers Aff airs42 with the express purpose of learn-
ing how to reach consumers and understand what they wanted in childbearing care.43 Th e ad 
hoc nature of this committee was due to the fact that the bylaws of the time did not allow for 
non-CNM members to sit on standing committees.44

Judith Melson (idem. Mercer), CNM, was appointed as the Chair of this ad hoc com-
mittee. Ms. Melson was an experienced childbirth educator, midwifery educator, home-birth 
proponent, and home-birth midwife.45 She brought together representatives of major con-
sumer groups interested in safe alternatives in maternal and newborn health care at this time 
to help ACNM learn how to reach out to the public (consumer awareness of nurse-midwifery 
care) and address barriers to full-scope midwifery practice. Representatives were Jane Wirth 
from ICEA, Marian Th ompson from La Leche League, David Stewart from NAPSAC, Jane 
Wells-Schooley from the National Organization of Women, and Judy Norsigian from the 
National Women’s Health Network. Th ere was also to be a representative from the National 
Federation of Business and Professional Women’s Clubs, Inc. as original members.46 Later on, 
Billye Avery from the Black Women’s Health Project and Marian Wright Edelman from the 
Children’s Defense Fund joined in the discussions and  deliberations.

Jane Wirth (ICEA) was elected Chair of the Ad Hoc Committee on Consumer Aff airs 
at the fi rst meeting and Judy Melson became the ACNM representative and communicator. 
In this capacity, Judy Melson also wrote the minutes. Th e Ad Hoc Committee drafted 2- 
and 10-year goals at their fi rst meeting. Th e 2-year goal was that “nurse-midwifery practice 
shall be included in every Health System Plan (HSP) throughout the country by the end of 
1982.” Th e 10-year goals addressed including nurse-midwives in all hospitals with normal 
maternity services, establishing freestanding birth centers and home-birth services staff ed 
by nurse-midwives, and requiring insurance plans covering well-woman and/or maternity 
care to include coverage for services provided by nurse-midwives.47 An additional goal was 
added at the recommendation of the Ad Hoc Committee during the February 1981 ACNM 
Board meeting that “By the year 1990 there shall be a minimum of 5,000 certifi ed Nurse-
Midwives in the U.S.A. and midwifery educational program in each state.”48 Th is presaged a 
later ACNM goal of 10,000 nurse-midwives in 2001.

In an interview, Judy Melson thought that this ad hoc committee was viewed some-
what suspiciously by some members within ACNM due to their perception that the emphasis 
was on home birth, though that was not the emphasis. She also noted that some of the non-
CNM individuals like David Stewart from NAPSAC tended to make some CNMs wary and 
nervous with his out-of-the box thinking and writing.49
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Th e ad hoc committee became a standing committee of the ACNM in 1981, with 
Judy Melson-Mercer as Chair until 1983. Th e need to understand and be involved in the 
consumer movement of the time was well articulated in a 1993 article on how consumers 
have infl uenced the birthing movement in which the author notes that there was a, “natural 
alliance between women wanting participation and responsibility in their childbearing expe-
riences and the family-centered philosophy of the nurse-midwife who also promotes natural, 
normal processes and parenteral self-determination.”50

Historians have chronicled much of the demand for respectful or humanized child-
birth, both in and out of hospitals.51 Midwives responded in their own locales, settings, 
and practice domains, while also recognizing that changing health systems took time, was 
fi lled with challenges, and was at times discouraging. Th e rewards of high-quality, satisfying 
childbearing experiences encouraged the continued eff orts of midwives, parents, and other 
health professionals to demand these changes. As noted by Helen Varney Burst in 1990, “Th e 
eff ect of the combination of the lay midwifery movement, the home birth nurse-midwives, 
the childbirth center movement, and the alliance of nurse-midwifery with consumers in the 
private sector was to place an even greater emphasis on the normalcy of childbirth.”52

ACNM’S LISTEN TO WOMEN CAMPAIGN

During 1991 to 1993, the ACNM once again focused on the evolving needs of women and 
childbearing families that could be met through the eff orts of a strong professional associa-
tion and by individual nurse-midwives working with consumers. Th is was another period of 
growth in the demand for increased numbers of nurse-midwives and expansion of practice 
into primary care services. At the same time, there were new barriers to the practice of nurse-
midwifery that caused the leadership of ACNM to reenvision the health of women and 
families and the profession of nurse-midwifery in the United States and establish new goals 
to implement this vision.53

Th ere were two visioning Summits held during 1993, with Summit I (April 29–May 
1) resulting in two vision statements: one for women, their health, and the health of their 
families, and the other for the profession of nurse-midwifery along with suggested strate-
gies that addressed the barriers to the profession during the years to follow. Two presenta-
tions preceded the discussion. Th e fi rst was by nurse-midwife and ACNM Secretary, Erica 
Kathryn, who took a historical approach and recommended “that the voices of women 
from the past be threaded to the voices of women in the future.”54 Management consultant 
Sam Stivers took a futuristic approach and suggested that nurse-midwifery was at a cross-
roads and therefore had “an exceptional opportunity: that of playing a leadership role in 
the restructuring of health care delivery in this country.”55 Key aspects of the Global Vision 
of Women, their Health, and the Health of their Families (1993) included envisioning a world 
where women:

• stand with men as equal partners in the world order
• have unconditional respect as persons
• and their families are part of a universal system of health care with easy access, no 

cost barriers, or undue delays
• have a right to choose among safe options for care throughout their life
• are educated and empowered to delight in a strong sense of self and to trust their 

bodies [ . . . ]
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• experience a reasonable standard of living [ . . . ]
• believe that birth is a normal physiologic process and prefer to avoid unnecessary 

intervention56

It was up to the organization and individual members to do the hard work to make 
such a vision become a reality.

However, before fi nalizing a strategic plan of action, ACNM leadership agreed on the 
need to consult with the women themselves on what they needed and wanted in their health 
care services.57 Th e fi rst step was a facilitated meeting by Veronica D. Feeg, PhD, and Ben-
jamin Broome, PhD, interactive management consultants from George Mason University. 
Summit II was held on December 10 and 11, 1993, during which 10 consumer activists 
(many of whom were part of the Ad Hoc Committee on Consumer Aff airs—see aforemen-
tioned) committed to women’s health and status joined the dialogue with the leadership of 
ACNM in identifying a list of “anticipated” health needs of women for the next decade and 
strategies for meeting those needs.58 Participants demonstrated a commitment to changing 
women’s health care services, and were diverse in their perspectives/thinking, action oriented, 
and respected by their communities/peers.

Th e “anticipated” health needs of women were grouped under (a) disease prevention 
and health promotion; (b) personal safety; (c) empowerment; (d) access to comprehensive 
care; (e) attention to areas of special vulnerability; (f ) culturally competent, skilled, respon-
sive, care providers; and (g) increased knowledge base, and social change and social policy.59 
Th e outcome was an action document for the 21st century and an action plan that included 
new partnerships and individual member responsibilities.

Summit II was followed by focus groups throughout the country to listen to the voices 
of women in a variety of maternity services. Th e primary question asked during each group 
meeting was, “What do you need from your providers of maternity services to be healthy?” 
Listen to Women buttons were worn by facilitators and given out to encourage dialogue in 
communities, grocery stores, churches—wherever women and families were. Midwives were 
encouraged to not only listen to what the women were saying, but to “hear” and understand 
the women’s voices and then work together to act on these needs.60

One outcome of the ACNM’s 1990s Listen to Women campaign was an increased 
understanding among midwives of the divergent needs of all populations of women—from 
the most vulnerable to the private-pay consumers. Th is increased understanding was shared 
within midwifery education programs, local ACNM chapter meetings, and at the annual 

“Listen to Women” buttons, c. 1995.
Photo from personal collection of Helen Varney Burst.
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meetings in an eff ort to continue to improve the care provided to childbearing women and 
families.

CITIZENS FOR MIDWIFERY, INC.

Citizens for Midwifery, Inc. (CfM) was founded in 1996 by seven mothers as a not-for-
profi t, grassroots organization of midwifery advocates who met with MANA President Ina 
May Gaskin, Sharon Wells from NARM, and others to support public education about 
direct-entry midwifery.61 Its purposes were to:

Promote the Midwives Model of Care™;
provide information about midwifery, the Midwives Model of Care, and related issues;
encourage and provide practical guidance for eff ective grassroots actions for midwifery; 

and
represent consumer interests regarding midwifery and maternity care.62

CfM was started and continues to promote midwifery as practiced primarily by Certi-
fi ed Professional Midwives (CPMs) in out-of-hospital settings using the Midwives Model of 
Care, which they helped develop (see Introduction of this book). CfM also publishes a news-
letter and maintains an up-to-date chart of the legal status of CPMs by state.63 Its website 
is a valuable resource for women seeking midwifery care, and includes reference to all types 
of midwives, including CPMs, CNMs, and CMs. Th is group has become the strong voice 
for direct-entry midwives and for political advocacy that places midwifery care on the health 
policy agenda.64

CHILDBIRTH CONNECTION 2005

In 2005, MCA changed their name to Childbirth Connection and the work of listening 
to the voices of childbearing women and new mothers started by MCA continued with 
Maureen Corry, MPH, as Executive Director and Carol Sakala, MSPH, PhD, as Director of 
Programs. Childbirth Connection carried out the Listening to Mothers collaborative surveys 
in 2006 and 2013, and in 2008 and 2013 added a New Mothers Speak Out survey covering 
postpartum experiences. Th e results of the third Listening to Mothers survey of 2,400 mothers 
who gave birth to single babies in U.S. hospitals from July 1, 2011, through June 30, 2012, 
were published in May 2013. Th e purpose of these surveys was to identify the gaps between 
the care women actually received during pregnancy and birth and the mother’s preferences, 
implementation of evidence-based care, achievement of optimal outcomes, and protections 
granted by law.65 An additional partner in addressing childbearing choices was the W. K. Kel-
logg Foundation, which funded the survey.

Childbirth Connection also expanded its mission to improve the quality of maternity 
care through research, education, advocacy, and policy, be a voice for the needs and inter-
ests of more than 4.3 million women who give birth annually, and help women and health 
professionals make informed maternity care decisions. To this end, they launched its Trans-
forming Maternity Care Project with Rima Jolivet, CNM, MSN, MPH, as Project Director. 
Using key informants, a multidisciplinary steering committee, the Childbirth Connection 
Milbank report on evidence-based maternity care,66 and fi ve stakeholder workgroups, a sym-
posium was held in 2009 from which came two landmark reports: 2020 Vision for a High 
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Quality, High Value Maternity Care System and Blueprint for Action. Childbirth Connection 
then established a public–private Transforming Maternity Care Partnership to carry out the 
next phase of this long-term initiative and implement the Blueprint.67

Childbirth Connection has published a number of other infl uential reports, which 
can be found on their website.68 Th e most recent was Hormonal Physiology of Childbearing: 
Evidence and Implications for Women, Babies, and Maternity Care.69 In 2014, Childbirth Con-
nection became a core program70 within the National Partnership for Women & Families 
(established in 1971 as the Women’s Legal Defense Fund).71 It is anticipated that this new 
partnership will continue to focus on women’s health and rights, thus transforming maternity 
care in the United States through the health policy agenda.

■ PUBLIC POLICY AGENDA FOR WOMEN

Th e struggle for ACNM, MANA, the National Association of Certifi ed Professional Mid-
wives (NACPM), and all types of midwives in the United States during the 1990s into the 
21st century continued to be issues related to public image (what is a midwife),72 including 
public understanding of the importance of the midwifery model of care (why midwives are 
needed in the 21st century) that seeks to meet women’s health needs, wherever the women 
are located. Th is struggle led to renewed interest in developing and promoting a public policy 
agenda for women and their health, with professional midwives as the primary providers of 
well-woman gynecology and childbearing services.

MIDWIVES WITH VULNERABLE POPULATIONS

Th e early history of midwives during the 20th century was fi lled with examples of work-
ing with vulnerable populations of women. Whether granny midwives in the south, or im-
migrant midwives in Philadelphia, Milwaukee, or the West Coast, or Hispanic women in 
Texas or California, or nurse-midwives in New York City or Mississippi, midwives were with 
women where they lived and birthed their babies.73

Th e early history of the practice of midwifery in the United States by nurse-midwives 
refl ects the profession’s longtime commitment to work with women wherever they lived.74 
Th is history also chronicles the dominant concern for providing a single standard of quality 
childbearing services for women, whether living in the hills of Kentucky or the tenement 
houses in New York City or the cotton fi elds of the Mississippi delta or the mountains of New 
Mexico. Most often, these women were among the most vulnerable members of the society 
by virtue of poverty, geographic location, and racism.75

Nurse-midwives’ commitment to caring for vulnerable populations continued through-
out the 20th century as evidenced by the landmark study funded by the Robert Wood Johnson 
Foundation in 1991, titled, “Nurse-midwifery care for vulnerable populations in the United 
States.”76 Th e 5-year surveys of nurse-midwives in the United States carried out by the ACNM 
since 1963 (see Chapter 13) also illustrate the consistent attention to vulnerable populations 
of women cared for by nurse-midwives.77As noted in 1992, 70% of all the women and new-
borns cared for by nurse-midwives were “considered vulnerable by virtue of age, socioeco-
nomic status, education, ethnicity or place of residence (such as inner city or rural).”78

Th e rebirth of lay midwives in the 1960s to 1970s meant that some lay midwives also 
focused on providing midwifery care for women in poverty, such as the Mexican women 
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living in El Paso, Texas. However, the majority of lay midwives in the 1970s worked with 
women who were often highly educated, vocal, and middle or upper class in society. Poverty 
was not their vulnerability—lack of choice was and for many it continued into the 21st cen-
tury. All women and childbearing families deserved positive, quality childbearing care, and 
legislative eff orts began to attempt to gain mother- and baby-friendly care whatever the site 
of birth and whoever was the provider in attendance at the birth.

ACNM POSITION STATEMENTS ON HEALTH POLICY

Th e ACNM has taken an active role since the 1970s in the development of position state-
ments advocating for needed changes in national health policies aff ecting the health of 
women and childbearing families (see Chapter 17). Th ese eff orts were strengthened with 
the creation of an ACNM Advisory Panel on Health Policy in October 1989 by President 
Joyce Th ompson,79 chaired by Janice Sack-Ory, CNM. Th e primary focus of the panel was 
to help the ACNM Board “develop the most pro-active posture possible in dealings with 
Federal policy makers toward the goal of successfully infl uencing legislative outcomes.”80 
Th e Advisory Panel worked with the ACNM Federal Senior Policy Analyst Karen Fennell, 
RN, on these eff orts.

Some of the ACNM policy statements addressed the role of CNMs and CMs as pro-
viders of primary care providers (1992, 1997), especially for adolescents (1999, 2001), and 
women experiencing severe depression (2002) and violence (1995, 1997). Other policy doc-
uments addressed advocacy for emergency contraception (1989, 1997), universal access to 
health care (1990, 1997), support for reproductive health choices (1991, 1997, 2011), and 
safeguarding maternal and infant health in a competitive health care environment (1995, 
1997). Others were specifi c to health care reform eff orts in 1993 and 1998. Copies of these 
position statements can be retrieved from the ACNM website: www.midwife.org.

AMERICAN PUBLIC HEALTH ASSOCIATION POLICY STATEMENTS 
ON MIDWIVES AND WOMEN’S HEALTH

Midwives of all backgrounds along with consumers of midwifery services and advocates for 
healthy outcomes of childbearing have been important voices with the American Public 
Health Association (APHA) for decades.81 For example, Ruth Lubic, CNM, was a frequent 
leader and articulate spokeswoman for childbearing families and nurse-midwives within the 
APHA Maternal–Child Health Section in the 20th century and the third CNM to receive 
the APHA Martha May Eliot Award.82 Another example was when Carol Nelson, LM, was 
MANA’s lobbyist in 1995. She was asked to share a triple chairpersonship of the APHA 
 Maternal–Child Health, Innovations in Maternity Care Committee. Together with the 
MANA Board, she put together a resolution on midwifery for consideration in the 1996 fall 
APHA conference. As was usual for APHA policy statements, the resolution titled, Certifi ed 
Professional Midwives can improve access to maternity care services for women who desire 
birth in out-of-hospital settings” was not accepted initially.83 Given the complex ratifi cation 
process of APHA statements, the fi nal resolution titled, “Increasing Access to Out-of-Hospi-
tal Maternity Care Services Th rough State-Regulated and Nationally-Certifi ed Direct-Entry 
Midwives,” was adopted on October 24, 2001, after 5 years of discussion and refi ning.84 
Th is statement targeted CPMs and CMs in out-of-hospital settings. In November 2000, 
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the APHA Council voted on a resolution prepared by Jan Weingard Smith, CNM, titled, 
“Supporting Access to Midwifery Services.”85 Th is resolution was adopted with minor edits.86 
Th ese are just a few examples of midwives working together with other health professionals 
within the APHA to improve the health of mothers and babies.

SAFE MOTHERHOOD INITIATIVES, USA

Many CNMs have worked globally to reduce unnecessary maternal and newborn deaths (see 
Chapter 22). Nurse-midwives Margaret (Peg) Marshall and Joyce Th ompson were among 
this group. Th ey were aware of the global Safe Motherhood Initiative that began in Kenya 
in 1987 to address the human resource, service delivery, and political actions needed to 
make motherhood safe for all women, wherever they lived.87 Dr. Marshall, EdD, and Dr. 
Th ompson, DrPH, were also knowledgeable about the increased national concern in the 
United States for rising maternal and newborn deaths between 1982 and 1988, especially 
among Black and low-income women.88 Th ey decided to bring the Safe Motherhood Initia-
tive (SMI) to the United States. A Safe Motherhood Task Force was appointed by ACNM 
President Joyce Roberts during fall 1996. Members included Deborah Armbruster, CNM, 
ACNM Special Projects; Diane Boyer, CNM; Elizabeth Lee, direct-entry midwife, MANA 
representative;89 Margaret (Peg) Marshall, CNM, International Confederation of Midwives 
(ICM) regional representative; Anne Richter, CNM, ACNM Board of Directors; and Debo-
rah Woolley, CNM, with Joyce Th ompson, CNM, as the Chair. Th e fi rst meeting of the Task 
Force was held on December 15 and 16, 1996, with the goal of developing a vision state-
ment, a defi nition of safe motherhood for the United States, a list of potential partners and 
possible safe motherhood activities, including support of political activities that were needed 
to improve maternal and newborn health in the United States.

An action plan was submitted to the ACNM Board of Directors in February and to 
the MANA Board later that year. Both agreed to the action plan and to joint funding from 
the ACNM and MANA boards. ACNM allocated more than $10,000 during the fi rst years 
of development.90 Joyce Th ompson and Margaret (Peg) Marshall were named as co-Chairs. 
Th e offi  cial name of the group became Safe Motherhood Initiatives—USA (SMI-USA) and 
was offi  cially launched on October 5, 1997, the 10th anniversary of the global SM Initiative. 
Th e original partners in addition to ACNM and MANA included the American College of 
Obstetricians and Gynecologists (ACOG), the National Black Women’s Health Project, and 
the March of Dimes Birth Defects Foundation.91 As of fall 1999, the National Coalition of 
Hispanic Health & Human Services Organizations, the National Asian Women’s Health 
Organization, the Centers for Disease Control & Prevention, and the Maternal and Child 
Health Bureau, HRSA became partners. As the group entered the political arena, the last two 
partners were not able to continue as partners, though they supplied up-to-date data on the 
status of maternal and newborn/child health for the group.92

Th e core vision agreed on was that “All pregnancies are intended, all women will com-
plete childbirth strengthened, and no woman will die or be harmed as a result of being 
pregnant.”93 A brochure was distributed to consumers, health professionals, and politicians 
announcing the group’s three priorities: (a) increasing access to care (political action), (b) 
working toward behavioral change among women and health care providers, and (c) improv-
ing services with recognition of model programs beginning in 1999.94

Each SMI-USA partner organization contributed their expertise to the combined 
activities while also doing their own thing and keeping partners informed.95 Th e Advisory 
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group included partners who contributed both time and money, and other partners contrib-
uted time. MANA was a strong partner contributing primarily time. For example, in 1999, 
MANA off ered the services of Elizabeth Lee as the fi rst SMI-USA coordinator to fulfi ll the 
original $5,000 commitment agreed on.96 She also prepared media events, drafted fund-
raising proposals, and created the website, while Ina May Gaskin took on the responsibility of 
a Safe Motherhood quilt project commemorating individual women who died in childbirth 
and whose survivors were willing to tell their stories.97 Th e eff ects of this quilt were many, 
including highlighting the high maternal mortality rates in the United States.98

Th e Advisory group met frequently in Washington, DC, at ACNM or ACOG head-
quarters, or by conference call, but without a central offi  ce, many activities were limited due 
to the other pressing responsibilities of each partner. Eventually a proposal was agreed to in 
2000 for housing the SMI-USA at the Lawton Chiles Center affi  liated with the University 
of South Florida, under the direction of Dr. Charles Mahan, a longtime supporter of nurse-
midwives. Anne Richter, now co-Chairs of SMI-USA, became the point person for oversight 
as she worked at the Chiles Center. Th is small offi  ce space allowed SMI-USA to have a separate 
address and dedicated phone line separate from any of the partners. At the time, there was 
$4,000 in the A.C.N.M. Foundation SMI-USA fund for a part-time secretary, and Elizabeth 
Lee drafted a Strategic Planning grant to increase funds available for ongoing activities.99 One 
of these activities begun in 1999 was the awarding of small grants to exemplary SMI-USA 
midwifery projects that embodied the SMI-USA priorities.100 In 2004, SMI-USA became a 
part of the new ACNM Division of Women.101 Th e Quilt Project remains within MANA.
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c h a p t e r  N I N E T E E N

Midwives (CNMs) With Physicians

I believe that the future of maternity care is in a team approach. It will succeed to 
the extent that we emphasize the positive aspects of the health care team. Developing 
sound relationships calls for mutual respect, openness, and an absolute refusal to 
carve out territory . . . with a focus on the patient.

—Phyllis C. Leppert, CNM, MD (1995)

■ HISTORICAL EVOLUTION

Since the takeover of midwifery by man-midwives in the 1700s (see Chapter 2), the relation-
ship between midwives and physicians has generally been adversarial and competitive. In 
addition, with regulation of midwives in the late 1800s forward, the relationship has also 
been supervisory. Th e eff orts of physicians, with the help of public health nurses, to eliminate 
midwifery as detailed in Chapters 3 and 4 resulted in the colonial, then immigrant, and then 
granny midwives being gradually legislated out of existence. Nurse-midwifery began in the 
1920s with midwifery securely tied to nursing and under the supervision of physicians.

Th roughout the early history of nurse-midwifery, the development and practice of 
midwifery depended on the largesse of physicians who supported nurse-midwives by provid-
ing consultative supervision, access to hospitals, and prescriptions. Th ey were called “back-
up” physicians and it was mandatory that Certifi ed Nurse-Midwives (CNMs) had backup 
physicians to “cover” their practice. Nurse-midwifery has been blessed that its history is also 
peopled with obstetricians who believed in the capability of nurse-midwives to bring quality 
maternity care to women and are supportive of the nurse-midwifery philosophy and related 
model of care. Th e obstetricians who were supportive and involved in the early development 
of nurse-midwifery “shared a common goal of reducing the high maternal and infant mortal-
ity rate in the United States.”1 Th eir names read like a “Who’s Who” of American obstetrics 
and many of them have been included in this book.

By the late 1950s, many obstetricians were still barely able to call nurse-midwives any-
thing other than obstetric assistants. In 1959, the American College of Obstetricians and 
Gynecologists (ACOG) appointed a Committee on Obstetrical Assistants to study the role 
of nurse-midwives in the United States. Some leaders in the ACOG were strongly opposed 
to nurse-midwives. Even many of those who tended to be supportive of nurse-midwives 
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objected to the name.2 ACOG held a debate on nurse-midwifery at its annual meeting in 
1967. By 1971, the Committee on Obstetrical Assistants had become the Committee on 
Professional Personnel and recommended with the American College of Nurse-Midwives 
(ACNM) the document that became the fi rst Joint Statement in 1971 (see following details 
of the Joint Statements).

Concern for reducing maternal and infant mortality continued to be the motivation 
for those obstetricians who facilitated the move of nurse-midwives into the hospital (see 
Chapter 13). Physician motivation during the move of nurse-midwives into private practice 
at times pertained more to competitive economics among obstetricians who learned that 
having a nurse-midwife in the practice made what the practice had to off er more attractive. 
In all these developments, it was understood that in the working relationship, the physician 
was always in a supervisory position. Independence and autonomy for nurse-midwives were 
an anathema. Yet, slowly, slowly, state laws are changing to eliminate required mandatory 
physician supervision or collaboration despite concerted opposition from many physicians. 
Th e history of the Joint Statements traces and refl ects this slow change in the nature of the 
relationship of nurse-midwives with physicians.

■ JOINT STATEMENTS

Lucille Woodville, President of the American College of Nurse-Midwives (ACNM), consid-
ered it the crowning glory of her career in 1971 to have negotiated the fi rst Joint Statement 
on Maternity Care.3,4 Th is statement was the fi rst offi  cial ACOG recognition of the practice 
of nurse-midwifery. Th e impetus was a shortage of obstetric providers (e.g., obstetricians, 
family practice physicians). Th is offi  cial recognition came with closely held restraints, that 
is, that care provided by nurse-midwives would occur within “teams of physicians, nurse-
midwives, obstetric registered nurses and other health personnel . . . directed by a qualifi ed 
obstetrician-gynecologist” and stated that “In such medically-directed teams, qualifi ed nurse-
midwives may assume responsibility for the complete care and management of uncompli-
cated maternity patients.”5 What this Joint Statement gave nurse-midwives was a document 
signed by ACOG and the Nurses Association of the American College of Obstetricians and 
Gynecologists (NAACOG) as well as by the ACNM, which nurse-midwives could take to 
hospitals and show administrators, physicians, and nurses in their continuing quest to be able 
to practice in hospitals where now the vast majority of women were giving birth. No longer 
could anyone in power in a hospital say that having nurse-midwives was unacceptable to the 
national professional organizations. Lucille Woodville knew that the Joint Statement would 
open doors and expand both the locale of practice by midwives and the number of education 
programs to meet the demand to bring midwifery care to more women.

Th ere were two major issues with the 1971 Joint Statement on Maternity Care that 
led to the development in 1975 of a Supplementary Statement.6 Th e fi rst issue was to clarify 
“direction” of the health care team by “a qualifi ed obstetrician-gynecologist” and whether the 
obstetrician–gynecologist had to actually be physically present and, if not, what mechanisms 
of communication would be in place in order for him or her to provide direction. Th e second 
issue was the relationship of the obstetrician–gynecologist with physicians who did not have 
specialty training in obstetrics and gynecology but who were functioning as the team leader 
within a team.7

Th e Supplementary Statement addressed these issues by fi rst including a list of eight 
responsibilities of the obstetrician–gynecologist within the team. Th e responsibilities listed 
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included “Th e supervision of the medical care provided by all team members, . . . the provi-
sion of consultation to other team members, . . . and the setting of medical care standards.” 
Th e statement ended with three “basic principles of team interaction” (quoted subsequently) 
that are valid regardless of where the health care system is located, for example, rural, urban:

1. Th ere must be a written agreement among members of the team clearly specifying 
consultation and referral policies and standing orders. . . . 

2. Th e obstetrician–gynecologist, upon signing protocols, must accept full responsi-
bility for direction of medical care rendered by the team in accordance with his or 
her orders.

3. In circumstances wherein the functions of the team leader are necessarily per-
formed by physicians without specialty training in obstetrics-gynecology, medical 
direction should be provided through a formal consultative arrangement with a 
qualifi ed obstetrician–gynecologist who is available to team members for continu-
ing consultation and assurance of quality care.8

Of particular note is the fact that although the same three signatories (ACNM, ACOG, 
and NAACOG) that signed the 1971 Joint Statement on Maternity Care also signed the 1975 
Supplementary Statement, there is no signatory from the American Academy of Family Physi-
cians (AAFP) or any other physician organizations whose members might be aff ected by this 
Statement. Years later, one reason for this lack of involvement of the AAFP9 may have been 
revealed during a meeting negotiating the 1982 revision of the Joint Statement when obstetri-
cian George Ryan, President of ACOG, responded to a question about whether he was just 
referring to OB-GYNs and not other groups of physicians when he spoke about physicians. 
Dr. George Ryan stated: “I refer to fully trained and qualifi ed physicians. Th e ACOG doesn’t 
have a relationship with them like it does with the ACNM.”10 Later in the same meeting, he 
said “Do you believe a nurse-midwife is as well versed in medicine as a family practitioner? 
You [nurse-midwives] are equating yourself with family physicians. Th ey are fully trained 
M.D.’s. Th ey are in a diff erent category.”11 And still later in the same meeting, Dr. Ryan said: 
“We cannot deal with the type of medical practitioners who serve as backup. We can only 
deal with the OB-GYN relationship to non-physician.”12

It is also highly unlikely that the AAFP would have signed a document that recognized 
the practice of nurse-midwifery. As late as 1982, the following statement was included in the 
AAFP’s Policy on Key Health Issues: 1981 to 1982:13

Th e AAFP is convinced that the use of nurse-midwives is not in the best interests 
of quality patient care and has opposed licensure of nurse-midwives. Th e AAFP 
does not believe that the midwife can adequately substitute for the physician in 
obstetrics. Th e AAFP cannot endorse a position statement which includes advo-
cacy of midwifery. AAFP policy has recommended abolishment of midwifery for 
many years while recommending production of suffi  cient competently trained 
family physicians to provide quality obstetrical services. Any trend from compe-
tently trained licensed physicians performing quality obstetrics back to midwifery 
must be considered a regressive step in the delivery of obstetrical service (1980).

Ironically, it should be noted that at the same time the AAFP made this statement, there were 
family physicians and CNMs practicing together with good working relationships.14

Th e Joint Statement on Maternity Care (1971) and Supplementary Statement (1975) 
came up for review in 1981. A meeting was held at O’Hare Airport (Chicago, IL) on Th urs-
day, January 22, 1981, with representatives from the ACOG, ACNM, and NAACOG in 
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attendance. Based on this discussion, ACNM President Helen Varney Burst developed a 
draft of Supplementary Statement, 1981 to the 1971 Joint Statement and 1975 Supplementary 
Statement. On February 2, 1981, she sent it to the ACOG and NAACOG persons involved 
noting that she had “. . .  fl own this draft past the Board of Directors of the American Col-
lege of Nurse-Midwives” and that “Th ey do not have an ‘insurmountable problem’ with any 
of the concepts expressed in this draft.”15 Dr. Warren Pearse, ACOG Executive Director, 
encouraged participants to respond in time for the NAACOG Executive Board meeting 
the end of March, the ACOG Executive Board meeting the end of April, and the ACNM 
annual meeting in early May [sic: it was in late April].16 Dr. George Ryan suggested chang-
ing the wording in the original draft to “While management of care may be delegated, the 
physician’s overall responsibility for that care must be recognized by all team members” and 
added the word “written” before the word “protocols.”17 Next to be heard from was Sharon 
Birk, RN, Acting Director of NAACOG, who responded to Dr. George Ryan’s draft by 
making the critical reinsertion of the word “medical” before the word “care,” which was 
in the original draft.18 Th e implication, without saying so, was that the physician’s overall 
responsibility for care did not include nursing (or midwifery) care. Both the ACOG and 
NAACOG executive boards approved the document, dated April 16, 1981, with both Dr. 
George Ryan’s and Sharon Birk’s changes.

Th e ACNM Board of Directors (BOD) met on April 25, 1981, and reviewed the work 
thus far done on Supplementary Statement, 1981 and input from ACNM members in rela-
tion to it. Th e ACNM BOD revised the document and unanimously approved it. Critical 
changes included changing Dr. George Ryan’s “delegation” of medical care to recognition 
of “the ongoing responsibility of the obstetrician-gynecologist for the direction of medical 
care,” changing the word “written” to “established” before the word “protocols,” and adding 
the specifi city of the full involvement of the CNM “to practice in hospitals.” Th is version 
was sent as a mailgram on April 26, 1981, to Warren Pearse in Las Vegas, where ACOG was 
holding its annual meeting in the hope that the ACOG Board would be able to review it and 
take action while meeting.19 However, it was sent to the wrong hotel and Dr. Pearse did not 
receive it until May 6, 1981.20 By that time, both the ACNM and ACOG presidents and the 
makeup of their boards had changed: Sr. Angela Murdaugh was now ACNM President and 
George Ryan was now ACOG President.

In September, 1981, Sr. Angela Murdaugh and the ACNM BOD again addressed Sup-
plementary Statement, 1981 and sent a copy to George Ryan. It was largely the same as the 
one sent to Las Vegas. One addition addressed the advantage for a physician to be familiar 
with nurse-midwifery patients and how this might be done.21 In a letter from Dr. George 
Ryan to Sr. Angela Murdaugh dated September 23, 1981, Dr. Ryan took issue with another 
addition to the document, which he described as “jarring” and “just muddies the water.” Th is 
sentence stated: “Th e geographical, fi nancial and philosophical considerations must always 
enter into the decision.” He called deleting this sentence a “minor change” and anticipated 
taking it to the ACOG Board in December.22 Sr. Angela Murdaugh responded in a letter to 
Dr. George Ryan dated October 1, 1981, that rather than her just removing the sentence 
she would prefer to bring it up to the ACNM Board, which was meeting in mid-November. 
She stated that she “personally, would prefer to retain it because it brings in the patient’s 
needs that can enter into the decision.” In November 1981, the ACNM BOD approved 
a draft Joint Statement, 1981, which was the same as the previous document except for (a) 
deletion of the sentence with which Dr. Ryan disagreed, (b) some editing of the paragraph 
that dealt with fi scal or organizational practice arrangements among team members, and 
(c) one critically important change. Instead of recognizing “the ongoing responsibility of 
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the obstetrician-gynecologist for the direction of medical care,” the ACNM BOD wrote of 
recognizing “the ongoing responsibility of the nurse-midwife for the direction of midwifery 
care and the responsibility of the obstetrician-gynecologist for the direction of medical care 
in a collaborative eff ort to provide comprehensive health care for women and childbearing 
families.”23 Sr. Angela Murdaugh sent this draft and a cover letter to Dr. George Ryan with 
a cc to Dr. Warren Pearse dated November 18, 1981, in time for the ACOG Board meeting 
on December 4 and 5.24

Letters to Sr. Angela Murdaugh from George Ryan dated December 23, 1981, and Jan-
uary 14, 1982, reveal that Dr. Ryan was “disappointed that the Executive Board of the Ameri-
can College of Nurse-Midwives adopted a substantially changed statement”25 and  telling 
her that the ACOG Board did not act on this draft.26 He elaborates in the January 14 lette r 
that “We felt that the statement as proposed did not adequately clarify the diff ering inter-
pretations of the original joint statements and supplements. Instead, the proposal seemed to 
create new areas of potential misunderstanding by the implication in paragraph three that 
‘midwifery care’ and ‘medical care’ are somehow diff erent and unrelated.”27 He went on to say 
that they would be developing “a proposed statement in response and then perhaps the two 
organizations can work toward reconciliation of the statements into a single jointly approved 
document.”28 After the February 1982 ACNM Board meeting, Sr. Angela Murdaugh wrote 
to Dr. George Ryan that they looked forward to receiving ACOG’s proposed document and 
that once they had the two documents that she thought it “quite possible for representatives 
from each of our Boards to sit down together and reconcile our diff erences” . . . so that “a true 
joint statement can come from our organizations.”29

On April 23, 1982, the ACOG Board approved a Statement on Maternity Care as Pro-
vided by the Obstetrician-Gynecologist and Nurse-Midwife.30 In it they listed seven principles 
that they felt were essential to assure quality of care. Th e ACNM annual meeting was con-
ducted from April 25 to 29, 1982. After the ACNM Board meeting held during the annual 
meeting, the April 1982 ACOG Statement and the ACNM November version of Supple-
mentary Statement, 1981 were sent via regional representatives to chapter chairs and indi-
vidual CNM practitioners for membership input prior to a joint meeting of ACNM and 
ACOG tentatively scheduled for late June. ACNM representatives appointed by the Board to 
meet with ACOG representatives to negotiate a joint statement were: Sr. Angela Murdaugh, 
ACNM President; Eunice K. M. (Kitty) Ernst, ACNM Vice President (also a past President); 
and Helen Varney Burst, ACNM immediate past President.31

Although most nurse-midwife respondents wrote that they could “live with” the 
ACNM document with some editing, membership response indicated real unhappiness with 
the ACOG Statement. For example, the regional representative for one region collated the 35 
responses she received and wrote that “Th e response to the ACOG document was ‘stunned’. 
All reacted to the ‘demeaning and hostile’ tone of the ACOG document . . . that emphasized 
‘power, control, and one way responsibility’.”32 Other members used words like “unaccept-
able, unnecessary and infl ammatory.”33 Although editing was advised for all seven of the 
ACOG principles, ACNM membership particularly reacted negatively to principles 2, 3, 
and 4:

2. Optimum quality of care is assured only when the physician maintains a de-
gree of professional responsibility for progress and outcome of care that cannot 
be delegated to or assumed by a non-physician; at all times during the progress 
of patient care, the physician must be able to reassert his or her authority as that 
individual bearing fi nal responsibility for the outcome.
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 3. Th e ACOG is strongly opposed to the independent practice of obstetrics 
and gynecology by non-physicians.
 4. No physician should be compelled to practice with a non-physician.34

Responses to principle 2 included the reality that each professional practitioner is 
responsible for their own outcomes; that what was written in this principle regarding physi-
cian involvement, responsibility, and ultimate authority does not necessarily assure optimum 
quality care. Furthermore, the principle left nurse-midwifery practice open for physician 
intervention no matter how normal the patient, without any medically indicated reason, or 
simply if the physician is in disagreement with the philosophy, for example, of how the nurse-
midwife is managing the progress of labor.35 Members talked instead about having consulta-
tive and collaborative relationships as defi ned in protocols36 and noted that the principle was 
dictatorial rather than collegial.37

Responses to principle 3 included the need to defi ne “independent practice”38 and 
several spoke to interdependent or collaborative practice.39 Members in one group’s response 
“felt in its place should be inserted our current defi nition of nurse-midwifery practice.”40 
Th ere was also concern expressed about how this related to our defi nition of nurse-midwifery 
practice.41 Other members felt that the principle was “unacceptable, unnecessary and infl am-
matory”42 and “not appropriate to [a] joint statement.”43

Responses to principle 4 included suggestions that the corollary or vice versa position 
to this statement be included,44 indicating that CNMs also have a choice with whom they 
practice45 or add that no physician should be compelled to practice without a nurse-midwife46 
or substitute that “both parties (OB-GYNs and CNMs) may decide with whom they will 
practice.”47 Members also felt that this principle “was out of place, hostile and shouldn’t be 
included in an offi  cial document.”48

Two meetings were held that are labeled “joint meetings between ACNM and ACOG” 
although NAACOG representatives were present. It is noted in the minutes who sat at the 
table and who was seated on the periphery.49 Participants at the table were the same for 
both meetings. Sr. Angela Murdaugh (ACNM President) and George Ryan (immediate past 
President, ACOG) co-chaired both meetings. Also at the table were Jim Breen (President 
elect, ACOG); Sallye Brown (Director, NAACOG); Helen Varney Burst (immediate past 
President, ACNM); Eunice K. M. (Kitty) Ernst (Vice President, ACNM); and Luella Klein 
(ACOG; became ACOG President, 1984–1985).

Going into the fi rst meeting, the ACNM representatives not only had input from 
ACNM members as presented previously but were also clear that the existing Joint Statement 
had the potential to negatively aff ect the practice and certifi cation of each CNM. Th e goal 
of the ACNM representatives was to eliminate the aspect of the Joint Statement that caused 
this problem. Th e problem was that the Joint Statement had diff erent meaning and conse-
quences for the members of the two organizations. ACOG identifi ed itself as having primar-
ily an educational function keeping its members up to date and providing them with reports 
(e.g., committee reports) addressing practice issues. Th ey have no credentialing functions or 
responsibilities. Th ey recommended to their members that the points within the Joint State-
ment be followed, but their members could “take it or leave it” without any repercussions. 
In contrast, the ACNM functions and responsibilities at that time included credentialing 
within its organization (i.e., both accreditation and certifi cation). Th e certifi cation function 
included a disciplinary process for any member whose practice was “inimical to the well-
being of mother or baby.” Th e ultimate discipline was to decertify a member which, in eff ect, 
put the nurse-midwife out of practice as all state licensing bodies required that an individual 
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have ACNM certifi cation. Inimical practice was defi ned as practice that was not in accord 
with ACNM documents pertaining to practice such as standards, educational requirements, 
defi nition, philosophy, and the Joint Statement. All documents were carefully orchestrated to 
be sure that each was in concert with the others. Particularly onerous and potentially jeop-
ardizing, especially for CNMs in home-birth practice, was the requirement that the CNM 
have written protocols signed by an obstetrician–gynecologist. Many home birth CNMs had 
a “back-up” relationship with an OB-GYN, but the OB-GYN was often unwilling to put 
it into writing because of pressure and potential ostracism from physician colleagues. Th e 
ACNM was eager to have the Joint Statement on a par with ACOG to make the contents a 
recommendation rather than a mandate.50

Th e other paramount consideration in the minds of the ACNM representatives was 
that nurse-midwifery practice had been redefi ned in 1978 as “the independent management 
of care of essentially normal newborns and women, antepartally, intrapartally, postpartally 
and/or gynecologically, occurring within a health care system which provides for medical 
consultation, collaborative management, or referral and is in accord with the Functions, Stan-
dards and Qualifi cations for Nurse-Midwifery Practice as defi ned by the American College of 
Nurse-Midwives” (see Chapter 10). Th e ACNM representatives knew that the word “inde-
pendent” would most likely pose a problem in negotiating a new Joint Statement, but believed 
that the language that said this care would occur within a health care system, which provides 
for medical consultation, collaborative management, or referral was in accord with the 1971 
Joint Statement on Maternity Care and 1975 Supplementary Statement as ACNM documents 
cannot contradict each other but go hand-in-hand.

Th e fi rst meeting was held on June 29, 1982, at ACNM headquarters. Th e discussion 
focused mainly on the involvement of the physician as a member of the health care team in 
the ongoing care of the patient. It was repeatedly stated that the ACOG would not pass a 
statement that included the independent practice of nurse-midwives with the OB-GYN in 
a consultant role. Th ey were interested in a strongly worded statement of physician involve-
ment at a point in time when the consumer movement was demanding alternatives.51 Sr. 
Angela Murdaugh volunteered that the ACNM representatives would draft something new 
for the next meeting.52

Sr. Angela Murdaugh, Eunice K. M. (Kitty) Ernst, and Helen Varney Burst drafted 
a “new” statement now titled Joint Statement of Practice Relationships Between Obstetrician/
Gynecologists and Nurse-Midwives. Th is draft statement was circulated to the ACNM mem-
bership through the July/August 1982 issue of Quickening and to the interorganizational 
representatives who had met in June.53 Th is group met again on July 29, 1982, and did a 
line-by-line review of the draft document. Changes to the draft statement included that the 
protocols would be “written medical guidelines/protocols” that defi ne “individual and shared 
responsibilities” and the use of the word “certifi ed” before the term nurse-midwife in the title 
and throughout the document.54

Additions that addressed George Ryan’s concerns about the continuing involvement of 
the obstetrician–gynecologist as a member of the health care team, the adamant opposition 
of ACOG to the independent practice of CNMs, and ACOG’s insistence that both organi-
zations (ACOG and ACNM) state their opposition to the independent practice of CNMs 
were negotiated as follows: that “as agreed in previous Joint Statements by . . . , the maternity 
team should be directed by a qualifi ed obstetrician/gynecologist”; and “that the appropriate 
practice of the certifi ed nurse-midwife includes the participation and involvement of the 
obstetrician/gynecologist as mutually agreed upon in written medical guidelines/protocols.” 
Th e parallel belief “that the obstetrician/gynecologist should be responsive to the desire of 
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certifi ed nurse-midwives for the participation and involvement of the obstetrician/gynecolo-
gist” was also added.

Finally, two other sentences were added, one before the listing of principles, which said 
that the principles “are recommended [by ACOG and ACNM] for consideration in all prac-
tice relationships and agreements,” and the other after the listing of principles that ACOG 
and ACNM “strongly urge the implementation of these principles in all practice relationships 
between obstetrician/gynecologists and certifi ed nurse-midwives; and consider the preceding 
[principles] an ideal model of practice.”55

Th e fi nal confl ict was over signatories to the document. Th e 1971 Joint Statement and 
1975 Supplementary Statement had been signed by ACNM, ACOG, and NAACOG. NAA-
COG assumed that they would also be signatory to this new 1982 Joint Statement. Sr. Angela 
articulated ACNM’s objection to NAACOG being signatory as follows: (a) the 1982 Joint 
Statement did not include “obstetric Registered Nurses” as it had in previous documents and 
was now a statement of practice relationships between only obstetrician/gynecologists and 
Certifi ed Nurse-Midwives; and (b) ACNM is the professional organization for CNMs, not 
NAACOG. NAACOG took the position that there were CNM members in NAACOG and 
that nurse-midwives are nurses so indeed NAACOG also represented Certifi ed Nurse-Mid-
wives and should be signatory to this document. Sr. Angela Murdaugh stood her ground that 
the ACNM was the only proper signatory for any document aff ecting nurse-midwifery.56 In 
the end, only ACOG and ACNM were signatories. NAACOG was incensed as expressed in 
a letter to Sr. Angela Murdaugh, President of ACNM, from Sallye Brown, Director of NAA-
COG dated November 19, 1982.57 Nonetheless, NAACOG, subsequently the Association of 
Women’s Health, Obstetric and Neonatal Nurses (AWOHNN), has not been a signatory on 
any ACNM/ACOG Joint Statement since 1982.

On December 14, 1982, Helen Varney Burst received a telephone call from a CNM 
in the Maternal–Infant Care project in Nashville, Tennessee. She stated that Dr. Ryan had 
presented at OB-GYN Grand Rounds the previous day at Vanderbilt and spoke about nurse-
midwifery and the latest Joint Statement. She said that he said that what had consumed most 
of his time the past 3 years was the CNM, which he thought was out of proportion as there 
were 23,000 OB-GYNs and only 2,500 CNMs. George Ryan probably had good reason 
to think that nurse-midwifery had occupied a substantial portion of his time. Th e 3 years 
Dr. Ryan had been in ACOG leadership were the same years when there was turmoil in his 
home state of Tennessee58 over nurse-midwives Susan Sizemore and Victoria Henderson who 
wanted to establish a private practice in Nashville (see Chapter 13).59

Th e CNM on the telephone reported that Dr. Ryan felt that a perceived economic 
threat from CNMs was not real and CNMs were not going to run him out of business. He 
claimed he got what he wanted out of the new Joint Statement, which were two sentences: 
(a) the OB-GYN heads the team and (b) no nurse shall practice independently60 and made it 
clear that he was satisfi ed with the updated 1982 Joint Statement.61 Th e ACNM representa-
tives were also satisfi ed because the 1982 Joint Statement no longer held individual CNMs 
hostage to this document. Th e “principles statements” listed within the document were now 
only recommendations; albeit with the offi  cial stamp of approval as an ideal model of practice 
relationships between obstetricians and gynecologists and Certifi ed Nurse-Midwives.

Th e 1982 Joint Statement was reaffi  rmed by ACNM and ACOG in 1994. A revision 
of this statement was fi nalized in 2001 after negotiations between ACNM immediate past 
President, Joyce Roberts, and ACOG President Tom Purdon and announced to the ACNM 
membership in August, 2001.62 Th e 2001 Joint Statement was largely the same as the 1982 
Joint Statement with fi ve very signifi cant deletions–additions–changes. First, the document 

Varney_25378_PTR_19_391-404_10-22-15.indd   398Varney_25378_PTR_19_391-404_10-22-15.indd   398 10/22/2015   1:48:18 PM10/22/2015   1:48:18 PM



  19: MIDWIVES (CNMs) WITH PHYSICIANS ■ 399

now included Certifi ed Midwives in addition to Certifi ed Nurse-Midwives throughout the 
document. Second, the phrase that the maternity team “should be directed by a qualifi ed 
obstetrician/gynecologist” was changed to that the maternity team “must include either an 
obstetrician-gynecologist with hospital privileges or other physician with hospital privileges 
to provide complete obstetric care.” Th ird, that the mutually agreed on written medical guide-
lines/protocols also include the appropriate consultation with “other health care providers in 
the services off ered.”63 Fourth, an addition to principle 2 (shown in quotation marks in this 
sentence) that the quality of care “. . .  does not necessarily imply the physical presence of the 
physician when care is being given by the CNM/certifi ed midwives (CM)” was supported by 
the additional phrase “nor statutory language requiring supervision of the Certifi ed Nurse-
Midwife/Certifi ed Midwife.” Fifth, the language at the end that the signatories considered 
the above principles “an ideal model of practice” was deleted.64

Th ere was immediate response from both ACOG and ACNM members in favor and 
opposed to the new Joint Statement. Th e President of ACOG, Tom Purdon, received mem-
bership pressure over the verbiage in principle 2 that read “nor statutory language requiring 
supervision of the Certifi ed Nurse-Midwife/Certifi ed Midwife.” At the same time, the Presi-
dent of ACNM, Mary Ann Shah, heard concerns from CNMs about the use of the word 
“medical” or “practice” before “guidelines/protocols.”65 ACNM and ACOG agreed to revisit 
the document and came to the conclusion that they needed to develop an entirely new and 
diff erent Joint Statement.66 Th is became the much more straightforward and simple 2002 
ACNM/ACOG Joint Statement. It bespeaks mutual respect, equivalency, and a collaborative 
relationship with no physician supervisory, direction, or “captain of the team” verbiage. It 
reads as follows:

Th e American College of Obstetricians and Gynecologists (ACOG) and the 
American College of Nurse-Midwives (ACNM) recognize that in those circum-
stances in which obstetrician-gynecologists and certifi ed nurse-midwives/certi-
fi ed midwives collaborate in the care of women, the quality of those practices is 
enhanced by a working relationship characterized by mutual respect and trust 
as well as professional responsibility and accountability. When obstetricians-
gynecologists and certifi ed nurse-midwives/certifi ed midwives collaborate, they 
should concur on a clear mechanism for consultation, collaboration and refer-
ral based on the individual needs of each patient. Recognizing the high level of 
responsibility that obstetrician-gynecologists and certifi ed nurse-midwives/certi-
fi ed midwives assume when providing care to women, ACOG and ACNM affi  rm 
their commitment to promote appropriate standards for education and certifi -
cation of their respective members, to support appropriate practice guidelines, 
and to facilitate communication and collegial relationships between obstetrician-
gynecologists and certifi ed nurse-midwives/certifi ed midwives.

Eight years later, another revision of the Joint Statement was in progress. Holly Powell 
Kennedy, ACNM President, and Richard N. Waldman, ACOG President, led their organiza-
tions in the negotiations that resulted in the 2011 Joint Statement of Practice Relations Between 
Obstetrician-Gynecologists and Certifi ed Nurse-Midwives/Certifi ed Midwives.67 Of particular 
note were the following additions:

1. Commitment to the promotion of evidence-based practice;
2. Th at OB-GYNs and CNMs/CMs “are experts in their respective fi elds of practice 

and are educated, trained, and licensed, independent providers who may collabo-
rate with each other based on the needs of their patients”;
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3. “Ob-Gyns and CNMs/CMs should have access to a system of care that fosters col-
laboration among licensed, independent providers”;

4. “Accredited education and professional certifi cation preceding licensure are essen-
tial to ensure skilled providers at all levels of care across the United States”;

5. “Th at Ob-Gyns and CNMs/CMs have access to . . . equivalent reimbursement 
from private payors and under government programs, . . .” and

6. While recognizing the variety of settings in which OB-GYNs and CNMs/CMs 
work, ACOG and ACNM hold diff erent positions on home birth.

Th e Joint Statement documents are remarkable from many viewpoints, not the least is 
the viewpoint of history. In 40 years, there have been fi ve Joint Statements. Sequentially, they 
document the evolving history of the practice relationships between OB-GYNs and CNMs/
CMs, at least by professional organization leaders and by some OB-GYNs and CNMs/CMs, 
although certainly not all. Th e Joint Statements started with the obstetrician–gynecologist 
as the director of the maternity health care team in 1971, a concept that continued until 
the 2011 Joint Statement. Th e OB-GYNs also insisted throughout the same period of time, 
indeed since the inception of nurse-midwifery in the 1920s, that nurse-midwives do not prac-
tice independently—even though this was part of the ACNMs defi nition of nurse-midwifery 
practice since 1978. Th e fi fth Joint Statement in 2011 twice recognizes that CNMs/CMs are 
licensed independent providers and even states that OB-GYNs and CNMs/CMs should have 
equivalent third-party reimbursement. Th ere are other echoes of earlier CNM voices in the 
2011 Joint Statement, for example, the eff orts of Sr. Angela Murdaugh in 1982 to include the 
concept of patient needs in the decision-making process (as mentioned previously). Th e 2011 
Joint Statement clearly states that ACOG and ACNM disagree on the subject of home birth, 
but the message is that this diff erence in position does not preclude either the organizations 
or individual members from working together.

■ CODA

Once again, at the time of writing this chapter in 2014/2015, the operative word in midwife-
ry relationships with physicians is “collaboration.” Th is is exemplifi ed by the recent  activities 
of ACOG and ACNM, including the joint call for papers describing successful and sus-
tainable models of collaborative practice between obstetrician–gynecologists and Certifi ed 
Nurse-Midwives/Certifi ed Midwives with winning papers announced at both ACOG and 
ACNM annual meetings; and the creation in 2010 by the ACNM of the Louis M. Hellman 
Midwifery Partnership Award to recognize a physician who has been a champion/supporter 
of midwifery practice. Collaboration connotes mutual respect and recognition of what each 
profession brings to the care of the patient. Th e ACNM has had a clinical practice/position 
statement on Collaborative Management in Midwifery Practice for Medical, Gynecological, and 
Obstetrical Conditions since 1992. Th e principle of collaboration in the delivery of health care 
services by CNMs/CMs is included in the ACNM defi nition of nurse-midwifery/midwifery 
practice and in the Standards for the Practice of Midwifery (see Chapter 10). However, any 
length of time spent on the ACNM clinical management listserv reveals that there are still in-
stances where there is no collaboration, only the concept that the obstetrician is the “Captain 
of the Team” and makes all fi nal decisions pertinent to clinical management of care. Th is is re-
fl ected in continued struggles over hospital practice privileges, delineated practice privileges, 
and protocols; licensure and prescriptive privileges legislation; clinical practice  issues such as 
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water birth, home birth, time limits of stages/phases of labor, vaginal birth after Cesarean 
section (VBACs), epidurals, and so on. However, progress has been made. Nurse-midwives 
are in a very diff erent place in 2015 than they were in the 1920s, the 1970s, and the 1990s. 
A century later, the professional leaders and organizations have changed from a mandatory 
supervisory relationship to encouraging one of mutual respect and collaboration. Although 
not adhered to by all practitioners, the professional organizations have set the standard and 
these are now the touchstones of practice relationships between CNMs/CMs and OB-GYNs.
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Midwifery XVI, no. 3 (August 1971): 71–79.

3. A statement that HVB heard Lucille Woodville make on several occasions. Lucille Woodville had 
an impressive career, which only emphasizes the importance she attached to this accomplishment. 
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fi les of HVB.

11. Ibid., p. 3.
12. Ibid., p. 4.
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c h a p t e r  T W E N T Y

Midwives (CNMs) With 
Nurses and Nursing

We are continually faced with great opportunities which are brilliantly disguised 
as unsolvable problems.

—Margaret Mead

Nurse-midwives have three primary external/internal professional relationships: those with 
other midwives, with physicians, and with nurses. Th ey are all, at times, contentious relation-
ships, but the most painful and confusing relationship is the one with nurses and nursing 
because it is within ourselves. Nurse-midwives identify with the profession of nursing as well 
as that of midwifery even though we understand that nursing is not midwifery and midwifery 
is not nursing. We understand that the practice of midwifery is diff erent from the practice 
of nursing although this distinction, and therefore the autonomy of midwifery, has become 
more confused since the advent of advanced nurse practitioners in the mid-1960s.1

Confusion over our identity has largely been because of the insistence of nursing and 
a substantial number of nurse-midwives to identify midwives as nurses on both the national 
and international level. But to do so denies the authenticity of highly educated midwives in 
many other countries, and now also in the United States, who are not both nurses and mid-
wives. In fact, in an informal International Confederation of Midwives (ICM) survey done 
in 1996, at least half of the world’s midwives were not nurses.2

■ EARLY CONFUSION WITH IDENTITY OF NURSE-MIDWIVES

In the United States, the confusion began in the beginning with Carolyn Conant Van Blar-
com’s misuse in 1914 of Florence Nightingale’s 1871 defi nition of a midwife and a midwifery 
nurse (see Chapter 5). Midwifery was accepted in this country in the mid-1920s only attached 
to nursing and under the supervision of physicians. Bringing nurse-midwives into existence 
was espoused by public health nurses for the most noble of causes: to reduce maternal mortal-
ity and prevent blindness from ophthalmia neonatorum. It was the public health nurses who 
were in the homes and worked with the results of poverty, lack of knowledge, malnutrition, 
fi lth, infection, and death. In the early days of nurse-midwifery all nurse-midwives were 
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public health nurses (see Chapter 5). It was the National Organization for Public Health 
Nursing that provided space within their organization for nurse-midwives (see Chapter 10).

As noted in Chapters 5 to 7, ties with nursing and nurse leaders who supported the 
development of nurse-midwifery were close, for example, Lillian Wald at the Henry Street 
Settlement; Hazel Corbin at Maternity Center Association; Adelaide Nutting at Teachers 
College, Columbia University; Carolyn Conant Van Blarcom, Chair, Committee on Mid-
wives of the National Organization for Public Health Nursing; Emily A. Porter, Superin-
tendent of the Manhattan Maternity Hospital; Clara D. Noyes, Superintendent of Training 
Schools, Bellevue and Allied Hospitals; and Mary Beard at the Rockefeller Foundation. Early 
leaders in nurse-midwifery spoke and wrote of nurse-midwifery as an advanced clinical nurse 
specialty, for example, Hattie Hemschemeyer; Ernestine Wiedenbach; Mary Crawford; Vera 
Keane; participants in the 1958 workshop on nurse-midwifery education (see Chapter 14). 
Th ese leaders frequently did not identify themselves as nurse-midwives. Of the 11 mem-
bers of the Subcommittee on Maternity Nursing of the Committee on Postgraduate Clinical 
Nursing Courses of the National League of Nursing Education that produced the Guide for 
an Advanced Clinical Course in Maternity Nursing in 1948, at least half were nurse-midwives. 
Each of the nurse-midwives listed only the Registered Nurse credential after their names, 
even though what they described was a course in midwifery for advanced maternity nursing. 
Th is included the Chair, Hattie Hemschemeyer.3 However, some of these same early lead-
ers in nurse-midwifery also knew that midwifery was separate from nursing, for example, 
“You know, and I know, that midwifery and nursing are two distinct professions” (Hattie 
Hemschemeyer);4 “We always knew that we were two diff erent professions” (Ernestine Wie-
denbach).5

Th e failure of the American Nurses Association (ANA) and the National League 
for Nursing (NLN) in 1954 to create space for nurse-midwives as a group bespeaks 
their viewpoint that nurse-midwives were solely nurses not to be separated from other 
nurses with what they perceived as having like interests. With the start of the American 
College of Nurse-Midwifery (ACNM), however, there was growing recognition among 
nurse-midwives that midwifery was a separate profession from nursing (see Chapter 10). 
Sr. Th eophane, Chair of the Committee on Organization, was crystal clear that nurse-
midwives needed their own organization in order to defi ne themselves and have con-
trol of entry into practice by setting the standards for practice and education. Further, 
acceptance into the ICM was not predicated on nursing. In fact, quite the opposite: at 
that time, membership in the ICM was precluded for nurse-midwives organized within a 
national nursing organization.6

In 1967, with the consultation of the ACNM president,7 the ANA issued its fi rst 
formal statement regarding the practice of nurse-midwifery and sent it to the executive 
secretaries of all the state boards of nursing. Th e ANA’s intent was to “provide legal support 
and protection for nurse-midwives practicing in those areas of the United States where no 
legal jurisdiction for nurse-midwifery as such exists.”8 Included in this statement is the fol-
lowing excerpt:

Th e moot question seems to center on delivery of the infant—is this a medical 
function or a nursing function? In our judgment it would appear that the legal 
defi nitions of the practice of professional nursing could be interpreted to encom-
pass the practice of nurse-midwifery by duly qualifi ed individuals.

Clearly, the ANA felt that it could assume this position of protection and speaking for nurse-
midwifery.
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■ NURSE PRACTITIONERS, PHYSICIAN ASSISTANTS, 
AND ANA

Th e ANA was also struggling to defi ne and defend nursing as a profession in the 1960s 
and 1970s and not be defi ned as something else. A master’s degree in nursing “nurse 
clinician” program was established in 1957, funded by the Rockefeller Foundation, to 
produce highly trained nurses taught primarily by physicians at Duke University. Th eir 
function was to provide direct assistance to physicians in primary care. It failed the NLN 
accreditation process because of the heavy reliance on physicians and the nurse program 
director was a diploma graduate whose degree (English literature) was not in nursing.9 
Th e Physician Assistant History Society states that “it is generally conceded that, had 
this innovative program been accredited [by the NLN] . . . the PA profession might never 
have existed.”10 Eight years later, the fi rst Physician Assistant (PA) Program was started 
at Duke University based on the 1957 experience, but instead training former medical 
corpsmen and not based in the School of Nursing. Th at same year, the fi rst nurse prac-
titioner program was started in Colorado. In 1966, an article in Look magazine about 
the Duke PA program titled “More than a Nurse; Less than a Doctor”11 incensed leaders 
in the nursing profession and particularly the faculty of the Duke University School of 
Nursing.

Th e preparation of both nurse practitioners and physician assistants rapidly developed. 
In 1971, the ANA felt compelled to issue a statement that “the term physician’s assistant 
should not be applied to any of the nurse practitioners being prepared to function in an 
extension of the nursing role.”12 In 1973, the ANA issued a document titled Nurses, in the 
Extended Role, are not Physician’s Assistants in which they diff erentiate the physician assis-
tant from the nurse practitioner primarily as the fact that nurse practitioners are licensed as 
nurses and “have the responsibility and authority to delineate their own scope of practice.”13 
In contrast, at that time, PA licensure was not individual to the PA. It was the employing 
physician who determined the scope of practice and what was to be delegated to the PA. Th e 
ANA document also stated that “the law does not place the registered nurse under the direct 
supervision of any other health discipline.”14 Th e ANA’s use of the phrase “extension of the 
nursing role” and “a registered nurse in an expanded role” sounds very much like the 1962 
ACNM defi nition of a nurse-midwife and nurse-midwifery practice (see Chapter 10), which 
predated the nurse practitioner movement.

Specialty groups of nurse anesthetists and public health nurses both started in the 
late 1800s and predate nurse-midwives. Both these groups clearly identify as nurses. 
Nurse-midwives dating from 1925 predate the fi rst master’s program to prepare clini-
cal nursing specialists in psychiatric nursing in 1949 at Yale University15 and the fi rst 
nurse practitioner program in 1965 at the University of Colorado.16 ACNM and nurse-
midwives, along with the American Association of Nurse Anesthetists (AANA) and nurse 
anesthetists, have served as a guide for specialty groups in nursing organizing separately 
from the ANA who did not welcome them and was not interested in their needs and 
concerns in specialty practice.17 Th e ACNM also paved the way for federal legislation for 
third-party reimbursement for various practitioners of nursing and was happy to share 
what had been learned (see Chapter 17). By the time ANA began to realize that they were 
losing members and power, the specialty nurse organizations were well founded, and not 
about to give up their separate existence. Some were also involved in their own programs 
of certifi cation.

Varney_25378_PTR_20_405-422_10-22-15.indd   407Varney_25378_PTR_20_405-422_10-22-15.indd   407 10/21/2015   6:36:40 PM10/21/2015   6:36:40 PM



408 ■  VII: EXTERNAL/INTERNAL RELATIONSHIPS AFFECTING MIDWIFERY  

■ NATIONAL FEDERATION OF SPECIALTY NURSING 
ORGANIZATIONS AND ANA

An eff ort to communicate was made with the formation of the National Federation of Spe-
cialty Nursing Organizations (NFSNO or the Federation) and the ANA in 1973.18 Th e 
ACNM was a founding member with President Elizabeth Sharp attending the fi rst meeting 
called by the American Association of Critical-Care Nurses for a National Nursing Congress 
in San Clemente, California. In addition to the already existing ACNM, AANA, and the 
Public Health Nurse section of the APHA, there were seven specialty nursing organizations 
that were founded between 1965 and 1975. Meetings were twice a year and attended by 
the ACNM President and the Chair of the Interorganizational Aff airs Committee. An oft-
repeated plea from the ANA in these meetings was for all nurses to unite in order to have a 
single voice in policy and legislation.19

In 1985, the Federation and the ANA decided that members would only be clinical 
specialty organizations and this excluded the ANA. In 2001, a meeting of the Federation 
and the Nursing Organizations Liaison Forum (NOLF) led to their uniting and creating 
the Nursing Organizations Alliance. Th is Alliance makes a point of saying that it provides 
a forum for issues of common interest, but does not have delegated authority to speak for 
nursing or any member of the Alliance.20 Although a founding and continuing member of 
the Federation for many years, the ACNM is not a member of this Alliance.

■ ANA AND EARLY CERTIFICATION EFFORTS

Th e ANA had been in the planning stages for several years to develop a national certifi cation 
program and at the request of the Federation invited the specialty organizations to a meeting 
in Kansas City in August 1973 to discuss their activities in relation to certifi cation.21 ACNM 
Secretary, Helen Varney Burst, represented the ACNM.

First a report from the ANA and the interim certifi cation boards for various areas of 
practice within that organization was heard. Th en the representatives of the specialty organi-
zations reported on their organization’s activities relevant to certifi cation.22 Th e outcome of 
the meeting was the realization that “certifi cation” was being used in diff erent ways by diff er-
ent organizations and there was no agreement on a common defi nition of certifi cation. Th e 
ANA was planning on “Certifi cation for Excellence.” Th e ACNM and the AANA already had 
programs of national certifi cation for entry into practice. Th e Department of School Nurses 
of the National Education Association reported that school nurses were “certifi ed” as a legal 
procedure that varied from state to state. Th eir Board of Directors had passed a motion as 
follows:

In anticipation of giving input at the planned meeting of Specialty Nursing Or-
ganizations and ANA, the Department of School Nurses requests that ANA re-
frain from moving ahead on developing a program of certifi cation for school 
nurses or other specialty areas represented in the Federation.23

Overall, the meeting was politely contentious. Some of the specialty organizations, 
including the ACNM, were adamant that the ANA not duplicate certifi cation programs 
already in existence. Several specialty organizations also felt that they should be entrusted 
with the responsibility for developing certifi cation programs of any type for their particular 
group of nurses.24
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■ ACNM’S CONTINUING INTERNAL STRUGGLE WITH SELF-
IDENTIFICATION AND THE WORKING DOCUMENT

By 1973, the issue of the relationship of nurse-midwifery with nursing had become such a 
diffi  cult and problematic topic that a “Who are we?” session was held during the 1973 annual 
meeting of the ACNM that left participants with the “feeling that the issue was inadequately 
discussed and far from resolved.”25 A special Executive Board meeting was held in August 
1973 to address nurse-midwifery’s relationship to nursing. During this meeting “it became 
evident, that without resolution of this basic issue, the ACNM cannot take offi  cial actions 
based upon accepted and current policy.”26 Membership opinion was solicited with responses 
going to the Regional Representatives for reporting to the board.

During the October meeting of the ACNM Executive Board, the reports of the letters 
to the Regional Representatives were reviewed. Th e Board identifi ed 10 possible alternative 
positions and discussed the positive and negative implications of each. From this exchange, 
an interim position statement was developed that would be used by the Board for decision 
making. It was “adopted by a vote of eight in favor, one willing to go along with this interim 
decision as the will of the majority, and one who wished to be on record (Dorothea Lang) as 
opposed to parts of the statement but stating that as a Board member she would cooperate 
with the Board in using this interim statement.”27 Th e interim position statement had four 
points;28

1. Recognize basis (prerequisite and current) in nursing.
2. Maintain autonomy of the ACNM.
3. Collaboration with medicine, nursing, and others.
4. Identify ourselves as nurse-midwives.

A digest of the meeting and the interim position statement were sent to the membership 
with a request for response and reaction preparatory to the January 1974 ACNM Board 
meeting.

Th e debate over the relationship of nurse-midwifery with nursing was based on the 
issue of whether midwifery was nursing or not. Voices full of passion were raised and painful 
exchanges occurred. Hurtful words were said. Th ere were some Certifi ed Nurse-Midwives 
(CNMs) who were convinced the ACNM was going to split apart over it. Both sides of the 
argument were represented on the ACNM Board. Desperate to keep the College together by 
fi nding “a meeting ground acceptable to the divergent viewpoints on this issue,” Helen Var-
ney Burst, ACNM Secretary, drafted a document for the January 1974 Board meeting that 
became the Working Document of the ACNM:29

Nurse-midwifery is neither totally nursing nor totally medicine but rather a part 
of each and aligns itself with both nursing and medicine. Th erefore, nurse-mid-
wives have a unique identity and give heath care to essentially normal women and 
babies throughout the childbearing cycle. Nurse-midwifery currently recognizes 
nursing as prerequisite to nurse-midwifery education. Th e American College of 
Nurse-Midwives is the professional organization of nurse-midwives. As such, it 
is autonomous from all other professional organizations and must speak for its 
membership on all issues aff ecting the practice, education, recognition, legisla-
tion, and economics of nurse-midwives. In addition, nurse-midwives collabo-
rate with all other professional groups who share its primary concern of quality 
maternal-infant health care for all women and babies.
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Elizabeth Sharp, ACNM President, declared the original draft a “cake mix.” However, 
with editing, the Board unanimously accepted the Working Document on January 25, 1974. It 
was sent to the ACNM membership who endorsed it by mail ballot (94% endorsed of the 345 
ballots returned). Th e Working Document was considered “an internal working document and 
not a position paper to be published offi  cially.”30 As an internal working document, it guided 
the actions of the ACNM for years in an eff ort to walk the tightrope between the professions.

Looking at the 1974 Working Document in 2014, it is obvious that it did noth-
ing to clear up the confusion about nursing and midwifery. Th e word midwife does not 
appear in the document except attached to the word nurse. What the Working Document 
did was to provide guidance to the Board in decision making, future development, and 
clarifi cation of essential matters. Th is guidance was contained in the second paragraph 
that staked out ACNM territorial interests as the professional organization that represents 
nurse-midwives.

Th is was critically important in relation to ACNM’s credentialing mechanisms of 
accreditation and certifi cation, licensure, and legislation. Examples abound in which a clear 
understanding of the autonomy of the ACNM was necessary and as such the ACNM is the 
professional organization that speaks for nurse-midwives. An early use of the Working Docu-
ment was the clarity it provided to the ACNM Legislative Committee in 1974 when they 
recommended separate statutory recognition for nurse-midwives (see Chapter 16). A later 
example of understanding the Working Document was Sr. Angela Murdaugh’s clarity about 
the signatories on the Joint Statement (see Chapter 19) in 1982 that ACNM, not the Nurses 
Association of the American College of Obstetricians and Gynecologists (NAACOG), rep-
resented CNMs and their interests. Even though NAACOG has members who are CNMs, 
NAACOG is not the professional organization that represents CNMs.

■ NURSE-MIDWIVES AND OB-GYN NURSE PRACTITIONERS

Th e ACNM was involved in a collaborative eff ort with NAACOG, ACOG, and the ANA to 
write Guidelines on Short-Term Education Modules for the Ob-Gyn Nurse Practitioner in 1972 to 
1973.31 ACNM was represented by Betty Carrington, Chair of the ACNM Committee on Inter-
organizational Matters (elected ACNM Vice President in 1973) and Helen Varney Burst, ACNM 
Secretary. Ms. Burst remembers promoting the idea of a curriculum with “building blocks” so, 
for example, antepartum content would be the same for OB-GYN Nurse Practitioners as that 
for nurse-midwives. Her rationale was that this would enable an OB-GYN Nurse Practitioners 
who later wanted to be a nurse-midwife to be able to do so without repeating content areas. Her 
idea was rejected as in the words of a nurse who was participating in the eff ort: “What makes you 
think that an OB-GYN Nurse Practitioner would want to become a nurse-midwife?”

Th e subsequent eff ort to certify this new practitioner became a point of dissension 
between the ANA and NAACOG with each organization believing it was the appropriate 
certifying body.32 Th is resulted in a joint certifi cation eff ort by the ANA Division of Maternal 
and Child Health Nursing Practice and NAACOG for 3 years (1976–1978), which was then 
terminated and the two organizations pursued parallel certifi cation processes.33 Th e position 
of the ACNM was that certifi cation of the OB-GYN Nurse Practitioner had nothing to do 
with the certifi cation of nurse-midwives and the ACNM should respect the right of other 
organizations to establish their own certifi cation and professional goals. Consequently, the 
ACNM did not get involved in this dispute. By the same token, the ACNM expected other 
organizations to respect ACNM’s similar rights.34
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Th ere were Certifi ed Nurse-Midwife ACNM members, however, who became con-
cerned that they would be required to also obtain specialty certifi cation with the ANA Divi-
sion of Maternal and Child Health Nursing Practice and/or NAACOG. Th is concern was 
allayed by a letter to the membership from Betty Carrington explaining the entire process.35 
Betty Carrington also quoted a response from Marie Meglen, a Regional Representative on 
the ACNM Board to one of her constituents, stating “I do not believe that it will be at all 
necessary for any of us who are already certifi ed as nurse-midwives to obtain any specialty 
certifi cation with the ANA. Th e NAACOG and the ANA have organized this certifi cation 
process for people who have nothing else and want some special recognition for specialty 
skills in the specialty area.”36 Marie Meglen noted in a memorandum to ACNM President 
Dorothea Lang that she had been contacted by her constituent “concerning the information 
she had received from the American Nurses Association concerning the steps toward certi-
fi cation in Maternal–Child Health (MCH). She was concerned about whether or not the 
American Nurses Association would eventually control our standards of practice and whether 
it was necessary for her to obtain the certifi cation in MCH.”37

■ ANA DEVELOPS A CREDENTIALING CENTER

A later eff ort in the 1970s was made by the ANA to create an umbrella organization based on 
a 22-month study of credentialing.38 Th is study was conducted in 1977 at the same time that 
the ANA was rejecting a possible classifi cation of nursing as an allied health profession by the 
U.S. Department of Health, Education, and Welfare.39 Th e study on credentialing included a 
questionnaire sent to “certifi ed nurses” throughout the United States on certifi cation in nurs-
ing.40 Th e ACNM participated in this study and was present at a subsequent meeting where 
the results of the study were presented. Th e recommendation from the study was for the 
ANA to create an umbrella organization for credentialing of nursing.41 Eventually, the ANA 
established the American Nurses Credentialing Center (ANCC) as a subsidiary to centralize 
all certifi cation processes for nurse practitioners, clinical nurse specialists (CNSs), and nurse 
specialties. Currently, the ANCC also credentials health care organizations for Magnet des-
ignation for excellence in nursing care and innovations; and accredits continuing education 
programs in nursing.42 Th e ACNM, however, felt more independent and in control of its cre-
dentialing mechanisms outside of nursing. Th erefore, in 1977, the ACNM became a found-
ing member of the National Commission of Health Certifying Agencies (see Chapter 16).

■ ANA DEFINES NURSE-MIDWIVES AS NURSE PRACTITIONERS

In 1974, the ANA Congress on Nursing Practice defi ned nurse practitioners and clinical 
nurse specialists primarily by scope of practice and by level of education. Th ey defi ned the 
nurse practitioner as a primary care provider prepared through continuing education pro-
grams or in a baccalaureate nursing program, while the clinical nurse specialist had a high 
degree of knowledge, skill, and competence in a specialized area of nursing, held a master’s 
degree in nursing, and operated in interrelated fi elds representing the health status of the cli-
ent, the nursing care delivery system, and the health care delivery system.43 Th is was insulting 
to nurse practitioners, some of whom were now prepared in master’s degree programs and 
who perceived their scope of practice just as challenging as that of the clinical nurse special-
ists.44 Because of these defi nitions, it was necessary to be very careful not to erroneously call 
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a clinical nurse specialist a nurse practitioner or vice versa even when all were being prepared 
at the master’s level. An example of being careful with language was Donna Diers, Dean of 
the Yale University School of Nursing (YSN; 1972–1984), who consistently said that YSN (a 
school that prepared nurses for only the MSN degree at the time) prepared nurse-midwives, 
clinical nurse specialists, and nurse practitioners and never once labeled one of these entities 
as one of the others.

Th e ANA tended to identify nurse-midwives as nurse practitioners as was learned when 
ACNM fi rst got involved with federal legislation for third-party reimbursement with Senator 
Inouye and Representative Mikulski (see Chapter 17). After nurse-midwives were successful 
in obtaining third-party reimbursement, a subsequent eff ort for the same legislation spear-
headed by the ANA named nurse practitioners, but not nurse-midwives by name. When 
ACNM President Helen Varney Burst questioned the ANA lobbyist at the time, her response 
was that indeed nurse-midwives were included in the legislation as nurse-midwives are nurse 
practitioners. She was informed by President Burst that the ACNM, not the ANA, spoke 
for nurse-midwifery and nurse-midwives, that nurse- midwives were not nurse practitioners, 
and that in eff ect, the ANA had eliminated nurse-midwives from the proposed legislation. 
She also requested that the ANA stop speaking for nurse-midwifery and that nurse-midwives 
again be specifi cally named in the proposed legislation. ACNM did not mind that the ANA 
and nurse practitioners wanted to be added to legislation that had already been successful for 
nurse-midwives—most likely because of the developing body of literature on the eff ective-
ness of nurse-midwifery care (see Chapter 13)—but not at the price of being eliminated by 
losing our unique identity.45 ACNM also spoke with the staff  of Sen. Inouye’s offi  ce and Rep. 
Mikulski’s offi  ce. Th e fi nal legislation had nurse-midwives separately listed. Around the same 
time, as noted in Chapter 17, Representative Florio put a bill in the hopper for reimburse-
ment, but tied it to state nurse licensure laws. Th is was done under the infl uence of a nurse 
intern in his offi  ce who with the consultation of the ANA thought this was the way to go. 
Th e ACNM detailed to Rep. Florio’s staff  why this was not good for nurse-midwives, but was 
unable to get the nursing powers and the nurse intern past the idea that nurse-midwives are 
nurses and to remove the obstructing language. ACNM subsequently did not support Rep. 
Florio’s bill and it died a natural death.

■ ACNM DEFINES NURSE-MIDWIVES

Clarity about nurse-midwifery and nursing was advanced with the 1978 defi nition, which 
stated “that nurse-midwives are educated in the two disciplines of nursing and midwifery” 
(see Chapter 10). Th is was a signifi cant diff erence from the 1962 defi nition that stated that 
“nurse-midwifery is an extension of nursing practice.” Yet, the 1962 defi nition was signifi -
cantly diff erent from the 1954 defi nition accepted by the Committee on Organization that 
talks about “combining the knowledge and skills of professional nursing and midwifery.” Th e 
1978 defi nition of a nurse-midwife, however, has remained essentially unchanged since it was 
adopted by the membership. Th is clarity facilitated progressive movement through the next 
two decades with the ACNM establishing criteria for the accreditation of direct-entry mid-
wifery programs and the ACNM Certifi cation Council agreeing to open their examination 
to the graduates of such programs (see Chapter 15). Shortly after the adoption of the 1978 
defi nitions, ACNM President Helen Varney Burst was scheduled to speak at a national meet-
ing of approximately 3,000 obstetric, gynecologic, and neonatal nurses. She took the op-
portunity presented by this national forum to address the new defi nitions and their meaning 
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for nurses, nurse-midwives, and the ACNM as a professional organization. Her presentation 
was not well received.46

■ ANA DEFINES NURSE-MIDWIVES AS ADVANCED 
PRACTICE REGISTERED NURSES

By the 1990s, the original 1973 ANA defi nitions of nurse practitioner and clinical nurse 
specialist had evolved and umbrella terminology emerged of Advanced Practice Nurses 
(APNs) or Advanced Practice Registered Nurse (APRN), also known as “nurses in ad-
vanced practice.” Th is terminology was promoted by the American Association of Col-
leges of Nursing (AACN—comprised of the deans of Schools of Nursing), the ANA, and 
the National Council of State Boards of Nursing (NCSBN). Th is designation identifi ed 
four APN/APRN roles: nurse practitioners, clinical nurse specialists, nurse anesthetists, 
and nurse-midwives. A number of letters were written by two sequential ACNM Presi-
dents (Teresa Marsico, 1993–1995, and Joyce Roberts, 1995–1998–2001) to the respec-
tive Presidents of ANA, AACN, and NCSBN protesting the erroneous information about 
the practice of nurse-midwifery and our credentialing mechanisms, opposing mandatory 
master’s degrees in nursing, and opposing eff orts to standardize accreditation and cer-
tifi cation credentialing mechanisms for all APNs (including nurse-midwives) instead of 
accepting the ACNM’s already existing credentialing mechanisms for nurse-midwives. Im-
petus for the ACNM reaction was two documents. Th e fi rst document was Regulation of 
Advanced Nursing Practice and Model Legislative Changes, a position statement of NCSBN 
issued in August 1993.47 Specifi cally mentioned are “rules promulgated by State Boards 
of Nursing should include: . . . Educational requirements for nurses in advanced practice.” 
ACNM President Teresa Marsico noted that “nurses in advanced practice” appeared to 
include CNMs. Distress continued with the NCSBN document “Report of the Task Force 
to Study the Feasibility of a Core Competency Exam for Nurse-Practitioners” in which 
nurse-midwives were again identifi ed as nurse practitioners in spite of ACNM President 
Joyce Roberts promoting acceptance of the existing ACNM core competency document 
and national certifi cation examination for nurse-midwives.48

Th e second document precipitating ACNM reaction was the Certifi cation and Regula-
tion of Advanced Practice Nurses approved by the AACN October 31, 1994. ACNM had seen 
a draft of this document in September 1994 and President Teresa Marsico had written a 
letter expressing concerns and objections to selected content in the document that “misrepre-
sents the education and scope of practice of ACNM Certifi ed Nurse-Midwives . . . [and] is in 
direct opposition to a number of positions held by ACNM.” One specifi c objection was the 
requirement of a master’s degree in nursing for all APNs (which according to the document 
included nurse-midwives). Th is negated ACNM-accredited certifi cate programs and CNMs 
without master’s degrees as well as CNMs with a variety of graduate degrees, for example, 
public health, education, and the like, but not in nursing. President Marsico also pointed 
out that the document failed to recognize ACNM’s national certifi cation examination and 
then made a number of corrections of inaccuracies pertinent to nurse-midwifery.49 Very little 
was changed between the draft and fi nal document and certainly none of the substantive 
issues raised by Teresa Marsico. AACN President Rachel Booth’s response was to defend the 
requirement of a master’s degree in nursing and to say that their “standard [for certifi cation] 
looks to the future, and if adopted universally, would not aff ect current practitioners that 
were protected by grandfathering of their present certifi cation.”50
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■ AACN AND ACCREDITATION

Th e next ACNM credentialing mechanism requiring protection was accreditation. Th e fi rst 
challenge to ACNM sovereignty of accreditation of nurse-midwifery education was made by 
the obstetricians in the early 1960s (see Chapter 16). ACNM established approval/accredita-
tion of nurse-midwifery education in 1965. Th e ACNM consulted with the NLN in 1962 
when developing its accreditation and it was agreed that NLN could not/would not accredit 
nurse-midwifery certifi cate programs or degree programs located in academic disciplines other 
than nursing (e.g., public health, allied health, medicine).51 As the core midwifery content of all 
nurse-midwifery programs is the same, ACNM accredits all nurse-midwifery programs regard-
less of academic level or the academic unit within which it is located. ACNM collaborated with 
the NLN for joint site visits when possible in order to reduce costs for those Schools of Nursing 
with nurse-midwifery programs who were also undergoing NLN accreditation at the same time.

Th en in 1995, the Board of Directors of the AACN created the AACN Task Force on 
Nursing Accreditation. Th e Task Force recommended in 1996 that the AACN assume the 
leadership role in creating “a new and separate organization . . . [to] include baccalaureate and 
graduate entry level preparation as well as preparation for advanced practice nursing, and it 
should address the roles of specialty organizations in accreditation of programs.”52 In October 
1996, the AACN membership approved this proposal that included “establishment of an 
alliance for the accreditation of nursing programs in higher education.” Th is led to the forma-
tion of the Commission on Collegiate Nursing Education (CCNE), an autonomous accred-
iting agency. Th e development of a new accreditation agency for baccalaureate and graduate 
programs in nursing prompted a letter from ACNM President Joyce Roberts and the Chair 
of the ACNM Division of Accreditation, Helen Varney Burst, emphasizing that the ACNM 
represents the profession of midwifery, that ACNM accreditation of nurse-midwifery pro-
grams diff ers in signifi cant ways from other accreditation processes, and welcoming discus-
sion of methods in interfacing with CCNE to minimize redundancy and reduce costs while 
maintaining separateness.53 Th e National ACNM-Accredited Nurse-Midwifery/Midwifery 
Education Program Directors’ Network sent a letter to Helen Varney Burst stating their sup-
port for the accreditation process being carried out by the ACNM Division of Accreditation 
and signed by all 49 member representatives in attendance at its meeting.54

In mid-January 1997, the ACNM received an invitation for the ACNM President 
(Joyce Roberts) and the Chair of the ACNM Division of Accreditation (Helen Varney Burst) 
“to participate in an historic and important meeting regarding the future of accreditation for 
nursing education.”55 Th e ACNM was one of the nine organizations invited to this meet-
ing.56 Th is became the Alliance for Nursing Accreditation (Alliance). In 2006, this group 
was renamed the Alliance for APRN Credentialing focused solely on the credentialing of 
advanced practice nurses. Th e ACNM was a founding member of the 1997 Alliance and 
continues to participate in the current Alliance. Th e current Alliance has 16 organizational 
members, three of which are midwifery related: ACNM, ACME, and the American Mid-
wifery Certifi cation Board (AMCB).

■ NURSING RESPONSE TO ACNM INVOLVEMENT 
IN DIRECT-ENTRY MIDWIFERY

Over time, nurse-midwifery educators evolved in their thinking from having a “working 
 assumption that nurse-midwifery is a clinical nursing specialty”57 in 1958 (see Chapter 14), 

Varney_25378_PTR_20_405-422_10-22-15.indd   414Varney_25378_PTR_20_405-422_10-22-15.indd   414 10/21/2015   6:36:41 PM10/21/2015   6:36:41 PM



  20: MIDWIVES (CNMs) WITH NURSES AND NURSING ■ 415

to identifying knowledge, skills, competencies, and health sciences essential to be included in 
a midwifery curriculum for non-nurses in 1994 (see Chapter 15). Th e response of the ANA 
was to issue a Report on Certifi cation of Lay and Direct Entry of Nurse-Midwives58 in November 
1994, which focused on the work ACNM was doing to create direct-entry midwives who 
meet the same standards in education and certifi cation as nurse-midwives. Two sentences 
in this document are of particular interest: (a) “While professional nursing tends to view 
nurse midwifery as one component of nursing practice, midwives tend to view nursing as 
one approach or mere subset to midwifery practice” and (b) “to achieve their goal, the nurse 
midwives choose not to be treated as an advanced practice [nursing] category. Instead, they 
have developed a specifi c approach to ensure continuation of their specialty.”59 Nonetheless, 
ANA, AACN, and NCSBN continued to include nurse-midwifery in all statements address-
ing the APN/APRN.

Changing the name of the ACNM has become a membership issue since the creation 
of the Certifi ed Midwife in 1994, the fi rst graduates of an ACNM-accredited direct-entry 
midwifery education program in 1997 (see Chapter 15), and a 1997 membership action 
to include Certifi ed Midwives (CMs) as members of the College. A proposed name was 
the American College of Midwifery. Th e name change was sent out to the membership for 
vote the fi rst time in 1998. Th is was preceded by much-heated discussion and disagreement. 
Included in this debate was the Dean of the University of Florida College of Nursing, Kath-
leen Long, who shared her nurse-midwifery faculty’s concerns that “such a change would 
delete nurse in the organization’s title and further distance the organization from professional 
nursing” (underlining in original). She sent a memorandum in late July 1998 to AACN 
deans with Nurse-Midwifery Programs to start a petition that expressed the concerns of these 
deans about such an action.60 But not all aff ected deans agreed. For example, the Dean of 
the Yale University School of Nursing, Catherine Gilliss, after consulting with her nurse-
midwifery faculty, clearly understood and wrote in late August 1998 that this was an internal 
issue for the membership of the ACNM. She stated: “Th e ACNM’s pending vote on its name 
change and its previous decision to admit non-nurse midwives are basically membership 
issues for that organization. . . . We need to respect the prerogative of the nurse-midwifery 
professionals of the ACNM in making the decision to change their membership criteria . . . .” 
She then proceeds to make cogent suggestions of what the ACNM might do to allay fears 
and concerns within the nursing profession and organizations. Dean Gilliss also raises the 
question: “Specifi cally, to what extent does ACNM want to be aligned with or part of the 
nursing profession?”61

In late September 1998, ACNM President Joyce Roberts wrote what the authors of 
this book consider a brilliant letter to the deans of Schools of Nursing with nurse-midwifery 
education programs.62 In this letter of information, President Roberts reviews the decisions 
of the ACNM in relation to the accreditation and certifi cation of Certifi ed Midwives, and 
clearly states what the ACNM has and has not done in order to maintain standards for mid-
wifery education and practice and for whom, and seeks to allay the concerns that had been 
raised. She states: “I must assure you that the consideration of a change that would eliminate 
the word ‘nurse’ from our name does NOT refl ect a decrease in the College’s commitment to 
nurse-midwifery, the support of nurse-midwifery education programs, or a lessening of our 
regard for the elements of our practice and education that have been derived from nursing. 
One must remember that CNMs predated the APN movement and even that midwifery 
predated nursing.”63

As of this writing in 2015, a name change has not occurred and continues to be an issue 
for the ACNM.
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■ NURSE-MIDWIVES INCLUDED IN APRN REGULATION

In 2008, a document titled Consensus Model for APRN Regulation: Licensure, Accreditation, 
Certifi cation & Education was published.64 Referred to as the Consensus Model or as LACE, 
it was the result of years of work by the APRN Consensus Work Group65 and the National 
Council of State Boards of Nursing APRN Advisory Committee. Th e Work Group met for 
16 intensive days between 2004 and 2007. ACNM representatives to the APRN Consensus 
Workgroup (Peter Johnson and Elaine Germano)66 managed to get language into the docu-
ment that recognized ACNM core competencies, ACME accreditation, and AMCB certifi ca-
tion for midwifery programs outside of Schools of Nursing (e.g., Schools of Public Health); 
an exception to licensure under State Boards of Nursing for licensure under nurse-midwifery 
or midwifery state boards; and use of the broader terminology of “graduate degrees” in mul-
tiple health-related fi elds of study, rather than degrees in nursing.67

A smaller Joint Dialogue Group of representatives from the Workgroup and from the 
National Council of State Boards of Nursing APRN Advisory Committee formed in 2006 
and drafted the Consensus Model, the components of which had been under discussion for 
over a decade. ACNM consistently had one representative in the Joint Dialogue Group and 
the ACNM Board subsequently endorsed the document despite declarations throughout 
the history of the ACNM protesting what is in the document (detailed earlier in this chap-
ter).68 Th e Consensus Model served to clarify the four APRN roles (nurse anesthetists, nurse 
midwives, nurse practitioners, and clinical nurse specialists); standardize APRN licensure, 
accreditation, certifi cation, and education; and to envision a uniform model of regulation of 
APRNs across the states. Th is both promotes safety for the public and facilitates movement 
of APRNs from state to state.69 Nonetheless, the NCSBN issued a document titled APRN 
Model Act/Rules and Regulations, 2008 shortly after the publication of the Consensus Model. 
In this document, the NCSBN recommends that an APRN’s graduate degree be in nursing.70 
Th e State Boards of Registered Nursing decide on the requirements for licensure and it is 
clear that they continue to insist that the graduate degree be in nursing and that the Doctor 
of Nursing Practice (DNP) is on the horizon. Th is would also be in keeping with the vote of 
AACN members in 2004 to move the level of preparation necessary for advanced practice 
nursing roles from the master’s degree to the doctoral level by 2015. It is yet to be seen how 
much infl uence the Consensus Document will have on this issue.

Th e ACNM has had a position statement titled Mandatory Degree Requirements for 
Entry Into Midwifery Practice since 1992 and another position statement titled Midwifery 
Education and the Doctor of Nursing Practice (DNP) fi rst approved by the ACNM Board of 
Directors (BOD) in 2007. Both of these documents have been revised and were last reviewed 
and approved by the ACNM BOD in June, 2012. Both documents clearly state that the 
“DNP may be an option for some nurse-midwifery programs, but should not [will not]71 be 
a requirement [underlining in original] for entry into midwifery practice.”

■ SELF-IDENTIFICATION AND LOSS OF AUTONOMY

Sometime in the 1980s/1990s, the ACNM Working Document (see earlier in chapter) was 
retired or forgotten. Even though the defi nition of a nurse-midwife originally passed in 1978 
still says nurse-midwives are educated in the two disciplines of nursing and midwifery, the 
actions of the ACNM and of nurse-midwives imply otherwise. In 2014, nurse-midwives were 
licensed by Boards of Nursing in 38 states and the District of Columbia. Th is is in distinct 
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contradiction to the recommendation of the ACNM Legislation Committee in 1974 for 
separate statutory recognition. It also means that nurse-midwifery does not have control 
over nurse-midwifery practice licensure and regulations, but that these decisions are made by 
nurses who may not be nurse-midwives. Th is was recognized by ACNM President Melissa 
Avery in a letter to the membership in January 2009 in which she states: “Th us, in the vast 
majority of states, boards of nursing regulate the practice of nurse-midwifery.”72

Th e continuing eff orts of the ANA to relate to the specialty nursing organizations and 
to be the voice for all of nursing are now through their organizational affi  liate structure. 
Th e ACNM joined the ANA as an organizational affi  liate in 2010.73 Affi  liates are defi ned 
as specialty nursing organizations. Th e ANA claims that they represent all nurses through 
their organizational affi  liates.74 Th e ACNM’s deliberate participation in the meetings of the 
Federation, in the Alliance for APRN Credentialing, in the development and endorsement of 
the Consensus Model for APRN Regulation: Licensure, Accreditation, Certifi cation & Education 
(LACE), and in becoming an ANA organizational affi  liate refl ects continuing confusion and 
disagreement regarding the self-identity of nurse-midwives and regarding the understanding, 
attaining, and maintaining of professional and organizational autonomy.75

Initially, the rationale for participation was to “know what was going on.”76 Th e ratio-
nale for becoming an ANA affi  liate was given in a one-and-a-half-page statement from the 
ACNM BOD in 2010 on their decision for ACNM to become an ANA Organizational 
Affi  liate.77 In this statement, the Board proclaims that “at the current time most of our mem-
bers are nurses and are educated in schools of nursing and regulated through state boards of 
nursing. As such it is important to have a strong voice in the nursing community, to work 
collegially as key stakeholders in health care; to continue our promotion and enhancement 
of midwifery education, practice, and regulation; and to have a voice in the decision of 
organized nursing (i.e. state boards of nursing), which will impact our members.” Th e Board 
proceeds to identify all the opportunities ACNM will have to educate the ANA and other 
nursing organizations about CNMs and CMs and nurses about who we are and what we do. 
Finally, the Board asserts that “as midwives we will continue to control our practice standards 
and other defi ning documents, and our well-respected national accreditation and certifi ca-
tion process.”

Not all ACNM members agreed with the Board and a motion was made at the annual 
meeting on June 16, 2010, to reverse both the decision to endorse LACE and the decision 
to become an ANA Affi  liate.78 Even though this motion was defeated by a fl oor voice vote, 
because of a procedural concern the BOD opened this motion, along with other motions 
for which there had been no time to discuss, for further discussion via a listserv prior to the 
Board meeting that would respond to the motions.79 Th e Board’s decision was not to reverse 
either decision.80 Commentaries that represented the range of diff erent opinions were invited 
and written for the Journal of Midwifery & Women’s Health.81

Th e issue is that how we self-identify determines who has the power and control over 
our credentialing processes. To date, the ACNM has managed to identify with nursing and 
proclaim that nurse-midwifery accreditation and certifi cation promulgated by the ACNM be 
recognized by nursing. However, as noted previously in this chapter, nurse-midwifery does 
not control the regulation of nurse-midwifery practice in at least 38 states and the District 
of Columbia. Th e nursing organizations have been absolutely consistent through the years 
that they view nurse-midwives, fi rst as nurses and currently as APRNs, and acted accord-
ingly. Th e ANA was clear in discussing PAs (see aforementioned) that “the law does not place 
the registered nurse under the direct supervision of any other health discipline.”82 Viewing 
nurse-midwives as nurses is consistent with this viewpoint. However, if nurse-midwives view 
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midwifery as a separate profession and the practice of nurse-midwifery as midwifery, not 
nursing, then nurse-midwives in 38 states and the District of Columbia are now under the 
supervision of another health discipline. One ANA President, Virginia Trotter Betts, verbal-
ized her recognition of nurse-midwifery’s identity problems in her 1994 letter to ACNM 
President Teresa Marsico in which she states:83

To us, the ACNM seems to be sending mixed messages about its basic identity as 
part of the profession of nursing or as a separate discipline. Th e questions we are 
interested in are as follows:
 Does ACNM and its members have an offi  cial statement that clarifi es this 
matter? Does ACNM consider nurse midwives to be advanced practice nurses? 
If so, what will be the status of non-nurses in your programs? If midwifery is a 
separate discipline, in what schools would midwives be educated? What sources 
of federal funding would those schools seek?
 Increasingly, advanced practice nursing specialties see their practice as much 
more independent, although collegial with physicians. Nursing has therefore 
been very careful in developing offi  cial positions of collaboration with physician 
groups. Th us, the ACNM–AACOG [sic] Joint Statement of Practice Relations 
may have serious impact on the broader nursing community. We really need to 
examine the nursing identity issues so as to better support each other as non-MD 
providers or as APN colleagues.

Th ese questions are rapidly approaching being century-old questions in spite of the 1978 
defi nitions.

■ CODA

To date, the ACNM has managed to keep its divided house together. Resolution may 
come with the outcomes from the United States Midwifery Education, Regulation, and 
Association (US MERA) group (see Chapter 21) and their work with the ICM global 
standards for midwifery regulation, education, and competencies for basic midwifery 
practice. Most recently the ACNM has published a position statement titled Overview of 
Principles for Licensing and Regulating Midwives in United States.84 Th e last paragraph in 
this document states:

ACNM supports the development of boards of midwifery as the ultimate deci-
sion makers for midwifery licensure and practice [emphasis is by the authors of 
this book]. Policymakers should ensure equity in representation of midwives on 
licensing and regulatory boards (e.g., boards of midwifery or nursing). Th ese 
regulatory boards should interface with maternity care teams and with boards of 
medicine and nursing.
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c h a p t e r  T W E N T Y - O N E

Midwives With 
Midwives: United States

Th e test of scholarship is whether someone else can make sense of what you are 
doing.

—Ernest L. Boyer, From Scholarship Reconsidered 
to Scholarship Assessed (1996)

Th is chapter focuses on the relationships between the American College of Nurse-Midwives 
(ACNM) and Midwives Alliance of North America (MANA) working toward one standard 
of professional midwifery initiated by Dr. Ernest Boyer at the Carnegie Foundation for the 
Advancement of Teaching in 1989 and continuing these discussions within the Interorgani-
zational Workgroup on Midwifery Education (IWG) from 1991 to 1994 and beyond.

■ CARNEGIE MEETINGS STIMULATE MIDWIFERY 
DIALOGUE IN THE UNITED STATES

Th e end of the 1980s brought renewed eff orts to bring all types of midwives together and 
work toward unity in a neutral venue.1 Support for expanding midwifery services by agree-
ing to a single standard for professional midwifery education with a variety of educational 
pathways came from an unexpected, yet logical source—Dr. Ernest Boyer, President of the 
Carnegie Foundation for the Advancement of Teaching.2 Th e Carnegie Foundation had pro-
duced the infl uential Flexner Report on Medical Education in 19103 and several more recent 
experiments in nontraditional educational pathways, such as the New York State Regents’ 
External degree program for nursing and other health professionals, and Empire State Col-
lege. One important factor that infl uenced Dr. Boyer, a world-renown educator, to convene 
such a meeting of midwives was the fact that he was married to a nurse-midwife, Kathryn 
Boyer, a national maternal and child health leader in her own right4 and a past President of 
the A.C.N.M. Foundation.
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When asked to refl ect on why Dr. Boyer convened a meeting of various types of mid-
wives in 1989, Kathryn Boyer responded, “Th e meetings that Ernie convened at the  Carnegie 
Foundation for the Advancement of Teaching offi  ce were in response to requests from mid-
wifery friends of mine. He was always supportive and interested in midwifery because of 
what he fi rst learned from me and wanted to help.”5 She went on to add that the midwife 
friend who was most eager to get the diff ering groups of midwives together was Dorothea 
Lang, CNM, and that she worked with Dr. Boyer to plan the agenda for the fi rst meeting 
held in July 1989.6 Dorothea Lang was a longtime supporter of professional midwifery, the 
direct-entry curriculum model, and unity among all professional midwives.7 Ms. Lang was a 
member of the Midwifery Alternatives Th rough Education (MATE) committee in New York, 
the group that was considered the impetus for the Carnegie meetings.8

Ultimately, there were two Carnegie meetings held a year apart: July 1989 and July 
1990. Leading up to the fi rst Carnegie meeting, Dr. Boyer was introduced to the obstetrical 
crisis in New York City by Ms. Lang, who was one of the three nurse-midwives9 appointed in 
1988 by Dr. David Axelrod, Health Commissioner for New York City, to the New York State 
Department of Health Ad Hoc Advisory Committee on the Education and Recruitment of 
Midwives, chaired by Dr. Bertrand Bell.10 Th e charge to the committee read, “to establish 
the cause of the shortage in maternal care providers, to suggest immediate steps to alleviate 
it by increasing the supply of midwives and to propose long-term strategies for establishing 
midwifery as an integral part of women’s health care delivery in New York State.”11

Th us it was that Dr. Ernest Boyer, longtime advocate of a variety of approaches to for-
mal education that met an agreed standard, invited selected midwifery leaders to a meeting 
on July 16 to 18, 1989, held in Princeton, New Jersey. Participants included nurse-midwife 
and “independent”12 midwife educators and practitioners; ACNM, MANA, and the Ameri-
can College of Obstetricians and Gynecologists (ACOG) organizational leaders; nurses and 
obstetricians; representatives from Empire State College and invited speakers, primarily from 
New York State.13 Th e overall reason for the meeting was to bring together a variety of key 
individuals to discuss how professional midwifery should respond to the crisis in obstetrical 
care, with discussion of expanding educational pathways to professional midwifery as one 
strategy.14

Ernest and Kathryn Boyer, 1992.
Photo from the Ernest L. Boyer Center Archives, Messiah 
College, Mechanicsburg, Pennsylvania.
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Th ere were a variety of views from participants on the actual purpose of the meet-
ing, including the MANA view that this meeting was designed to explore the feasibility of 
expanding direct-entry midwifery education that was exemplifi ed by the Seattle School of 
Midwifery.15 Th e goals of the meeting refl ected (a) better health care for mothers and babies 
by alleviating the obstetrical care crisis with more midwives and (b) promoting midwives as a 
quality professional requiring emphasis on caring, competence, and public education. Th ese 
goals were translated into ACNM’s view of the purpose of the meeting—to discuss strategies 
for creating alternatives in midwifery education in the United States,16 including the direct-
entry option.

FIRST CARNEGIE MEETING: JULY 16 TO 18, 1989

Th e fi rst Carnegie meeting began with a dinner and speakers on Sunday, July 16, 1989. 
In his opening remarks, Dr. Boyer spoke briefl y as to why Carnegie had convened this 
meeting even though midwifery was not offi  cially on the Carnegie agenda.17 He noted 
that there was limited public awareness about professional midwifery in the United States, 
and yet he was convinced that the need for professional midwives was growing faster than 
existing midwifery schools that could provide graduates.18 He was made aware of a 1988 
report on the Seattle School of Midwifery from Executive Director Jo Anne Myers-Ciecko 
submitted to the New York State Commissioner of Health and thought that expansion 
of direct-entry midwifery education could be one of the solutions to the need for more 
midwives.19

Th e selection of speakers refl ected both Dr. Boyer’s support of a variety of educational 
pathways and Dorothea Lang’s knowledge of the New York state situation, namely the need 
to prepare more midwives to meet the crisis of obstetrical providers in the public sector. 
Dorothea Lang noted that this crisis was caused in part by the 1982 recommendation by the 
National Residency Review Committee to reduce the size of residency classes in obstetrics 
and gynecology and the 1989 New York state regulations limiting the number of hours that 
residents could work.20

Karyn J. Kaufman, CNM, Midwifery Implementation Coordinator for the Ministry 
of Health, Ontario Government, Canada, was the keynote speaker the fi rst evening. She 
spoke on Ontario’s process in agreeing to one standard of midwifery education to be pack-
aged within a 4-year, direct-entry approach that culminated in a baccalaureate degree.21 Ms. 
Kaufman was followed by Richard H. Schwarz, ACOG Vice President and Provost, State 
University of New York (SUNY) Health Science Center in Brooklyn, the home of the suc-
cessor of the Maternity Center Association’s nurse-midwifery education program that began 
in 1932. He off ered comments on ACOG’s support of the World Health Organization’s 
(WHO’s) standards for midwifery education that required a minimum of 3 years’ training, 
including at least 1 year of nursing that could be substituted with 1 year of preparation in 
the health skills needed for midwifery.22 Th is position was shared by some ACNM leaders 
present; that is, several pathways to professional midwifery education based on accreditation 
standards already established by the ACNM.23

Dr. Boyer introduced the next day of deliberations with ideas gleaned from the Carn-
egie Foundation’s current review of medical education. He challenged the group to answer 
the question, “To what extent is midwifery one of the solutions to improving care for women 
and childbearing families.”24 He noted that accessibility to childbearing care will require a 
reorganization of health care professionals into areas of greatest need.25
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Jim Hall, of Empire State College, continued the exploration of alternative approaches 
to health professional education. He noted that common excuses for noninvolvement in edu-
cational experimentation were that “it won’t work” or “there’s no budget.” He suggested that 
nontraditional education does work based on strong academic planning, advisement services, 
and organizing resources to benefi t students rather than building an institution.26 Empire 
State College was presented as the possible home of an alternative pathway to professional 
midwifery education in New York State.27

A panel of Empire State offi  cials presented further details on the Empire State model 
of health professional education.28 Both this model of nontraditional education and the 
Seattle Midwifery School model of direct-entry education were off ered as examples of ways 
to increase the number of midwives available to care for pregnant women in the United 
States, especially the most vulnerable of society.29 Later in the meeting, Helen Varney Burst, 
CNM,30 spoke about the Yale University School of Nursing’s model of a 3-year program that 
leads to specialization either as a nurse-midwife, a clinical nurse specialist, or a nurse practi-
tioner. Th is model accepts college graduates without nursing and supports their completion 
of nursing competencies primarily in the fi rst year followed by 2 years of clinical specializa-
tion (midwifery for nurse-midwives) and graduate nursing and research courses. Successful 
completion of the program culminates in the awarding of a master’s of science in nursing 
(MSN) degree and, for nurse-midwives, eligibility to take the ACNM-designated national 
certifi cation examination.

Dorothea Lang, CNM, gave a historical view on issues in New York State that led to 
the need to create alternatives in midwifery education, followed by Elaine Mielcarski, CNM, 
who reviewed the legislative situation for midwives in the state. Bertrand Bell, MD, gave an 
overview of the 1988 Bell report from the New York State Ad Hoc Advisory Committee on 
the Education and Recruitment of Midwives in New York.31 Some of the recommendations 
from this committee included:

• Develop midwifery refresher programs for inactive or foreign-trained midwives
• Expand existing nurse-midwifery programs
• Support the development of a direct-entry midwifery education route in New York
• Develop a post-allied health entry route for midwifery education
• Develop a statewide or accept a nationally prepared professional midwifery exami-

nation.

Th e committee also gave several recommendations on the recruitment of midwives and mid-
wifery practice, including support for “Th e Professional Midwife Act” in the state.32

Th e rest of the day and the next were devoted to an interactive discussion on midwifery 
education issues, using CNM and direct-entry midwife teams for many of the topics along 
with experts on funding issues.33 Th e topics included (a) criteria for admission to direct-entry 
programs; (b) issues in curriculum and methods of study; (c) clinical site selection and issues 
in supervision of midwifery students; (d) assessment of learning acquired through work and 
other experience; (e) fi scal issues related to alternative programs in midwifery education; 
(f ) the student clientele for direct-entry midwifery programs; (g) approval of educational 
programs; and (h) issues regarding licensing, registration, and certifi cation of new mid-
wives.34 Vigorous discussion and debate followed each presentation and during breaks. 
One of the many challenges raised throughout these discussions was whether some par-
ticipants’ reluctance to explore alternative education pathways to midwifery was based 
on the need to protect the women cared for or merely to protect the midwives’ own self-
interests.35
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Th e presidents of ACNM (Joyce Th ompson) and MANA (Sandra Botting) ended the 
seminar with their thoughts on a vision for the future of midwifery in the United States.36 
Th ere was general agreement that further discussion and work were needed to make our 
vision for increasing the number of professional midwives to care for childbearing families, 
especially vulnerable populations, a reality.37 Many questions remained unanswered at the 
time, but there was a defi nite commitment by all the midwives present to continue the dia-
logue toward action.38

Dr. Boyer summarized the outcomes of the conference and encouraged participants to 
defi ne the strategic moves needed to strengthen the public’s understanding of midwives and 
the role that midwifery care plays in the health of the population. He noted that midwives 
were struggling for professional autonomy and that they needed to clarify the defi nition of 
“professional midwife” and clearly defi ne the scope of practice of a professional midwife. He 
added that passage of the New York State legislation was essential for professional autonomy 
of midwives.39

Dr. Boyer identifi ed the need to clarify the core competencies of midwifery practice 
that can form the core content of any midwifery education program as important to future 
collaboration and reaching consensus on one standard of professional midwifery. He also 
asked the group to celebrate the diversity in the health care delivery system and deal with 
any discomfort in accepting the nontraditional mode of midwifery education as well as the 
well-established mode of nurse-midwifery while preserving the quality of care.40 He noted 
that professional midwifery education needs stability through fi nancial and other types of 
support and that all this begins with a sustaining vision.41 Dr. Boyer closed the meeting on 
July 18, 1989, noting that this meeting was historically important as it refl ected a time of 
collaboration within the health care team while maintaining a balance between tradition 
and change.42

MANA—ACNM ACTIVITIES BETWEEN 
THE TWO CARNEGIE MEETINGS

Th e Board of Directors (BOD) of ACNM adopted a statement in August 1989 that read, 
“Th e ACNM will actively explore, through the Division of Accreditation, the testing of non-
nurse professional midwifery educational routes.”43 Th is statement was preceded by several 
attempts by the ACNM Education Committee and the ACNM Board since 1981 to encour-
age alternate pathways to midwifery education, including direct entry.44 Th e ACNM BOD 
off ered an explanation for their issuance of the August 1989 statement on March 26, 1990, 
titled “ACNM Position on Professional Midwifery.”45

One intent of the August 1989 statement was to also address the possibility of the 
ACNM Division of Accreditation (DOA) reviewing direct-entry programs already in exis-
tence by organizations outside the ACNM, such as the Seattle School of Midwifery. One of 
the immediate responses to ACNM’s participation in discussion of direct-entry midwifery 
education was a phone call the end of October 1989 received by ACNM President, Joyce 
Th ompson, from Joan Remington, LM, Academic Director of the Northern Arizona School 
of Midwifery, inquiring about ACNM’s position on professional midwifery and accreditation 
and certifi cation of direct-entry midwives. Miss Remington also asked how her school might 
be considered for ACNM accreditation.46

Some ACNM members, including some members of the ACNM BOD, however, 
continued to be concerned that some current ACNM education program directors were 
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considering establishing direct-entry midwifery education programs that would be accredited 
by the ACNM Division of Accreditation (DOA), and thus detract from nurse-midwifery 
education.47 In response, the ACNM Board issued another statement in July 1990,48 reaf-
fi rming the commitment of ACNM to nursing as a foundation for nurse-midwifery educa-
tion in the United States. However, a statement in support of exploration of direct-entry 
midwifery accreditation by the ACNM DOA and then a statement in support of nursing as a 
base for nurse-midwifery education confused both ACNM and MANA members.

MANA activities during this same time period focused on MANA’s expedited eff orts 
to prepare core competencies and develop credentialing mechanisms separate from the 
ACNM. Sandra Botting, MANA President, reported to members via MANA News that dur-
ing their April 1990 meeting of its Board of Directors, the Board “offi  cially approved the 
midwifery competencies put forward by the [MANA] Education Committee.” Ms. Botting 
also reported that, “the core competencies will go to the Interim Registry Board (IRB), and 
a test writer will be hired to develop an exam.”49 Jill Breen, a member of the MANA Board, 
confi rmed that MANA “is contracting the development of a National Registry Exam based 
on these core competencies which will be accessible to all midwives regardless of background 
or mode of training.”50 Th e MANA membership, however, did not get to review this draft 
of core competencies before another draft was put forward by the MANA Education Com-
mittee on June 8, 1991.51 Th e brief MANA report also confi rmed that the MANA Board 
“appreciates the eff orts of all MANA midwives, nurse and non-nurse, working together with 
others to attain one standard of professional midwifery in the United States as well as Canada 
and Mexico.”52

It was evident that ACNM believed that all direct-entry education accreditation should 
fall under their Division of Accreditation, while MANA educators thought they were the 
experts in direct-entry midwifery education and should be the group to do this, spurring on 
the development of the Midwifery Education Accreditation Council (MEAC) in 1991 (see 
Chapter 16).

Both MANA and ACNM believed that they had already set one standard for profes-
sional midwifery practice and education.53 However, each organization’s defi nition of profes-
sional midwifery education was diff erent, leading to ongoing eff orts to convince each other 
of the need to support a single defi nition, and that defi nition should be theirs. Reaching 
consensus on a single standard for professional midwifery education or practice remained a 
challenge throughout the next Carnegie meeting, subsequent IWG meetings, and over the 
next 30 years culminating in the 2014 U.S. Midwifery Education, Regulation, and Associa-
tion (US MERA) discussions referred to at the end of this chapter.

Th e ACNM believed that a professional midwife had to be educated within an insti-
tution of higher education with a curriculum based on the ACNM core competencies and 
pass the ACNM Certifi cation Examination for entry into practice.54 MANA’s commitment 
to inclusiveness, including all types of educational routes, varying entry-level criteria (e.g., 
eighth grade and even non-literacy), and scope of practice led to their view that a professional 
midwife includes all varieties of midwives, whether formally educated or having learned 
solely by doing.

SECOND CARNEGIE MEETING: JULY 22 TO 24, 1990

Prior to the second Carnegie meeting on professional midwifery, Dr. Boyer solicited nomina-
tions from ACNM and MANA of member midwives to attend the meeting.55 In June 1990, 
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a letter of invitation was sent by Kathryn and Ernest Boyer to a number of midwives56 as a 
follow-up to the fi rst Carnegie convened meeting in July 1989. Th e letter of invitation noted 
that the goal of the meeting was “to share information, listen carefully, make appropriate 
compromises and through dialogue seek to defi ne one standard for professional midwifery.” 
Two documents were enclosed with the letter. Th e documents were a summary of the fi rst 
Carnegie meeting and Dr. Boyer’s remarks at the May 1990 ACNM annual meeting.57 Th e 
minutes of the fi rst Carnegie meeting recorded that the participants agreed to the need to 
create multiple entry routes into professional midwifery to enlarge the candidate pool and 
that core competencies needed by all professional midwives had to be defi ned.58 Th ere were 
32 participants in this meeting representing the diversity of midwifery education and practice 
in the United States, including Dr. and Mrs. Boyer.59

Th e agenda and speakers for the second Carnegie meeting began with a discussion of 
international trends in midwifery education. Doris Haire,60 medical sociologist and inter-
nationally known advocate for quality childbearing care, talked about the redevelopment 
of direct-entry midwifery education in England. Th e rest of the 2-day meeting focused on 
defi ning the scope of practice and core competencies that would form the curriculum of a 
direct-entry midwifery program.61 Most of the participants at this meeting had participated 
in the fi rst Carnegie meeting, thus facilitating ongoing work and dialogue. Much sharing and 
discussion took place during this seminar. One of the important outcomes was agreement on 
the scope of practice of a professional midwife that read:

Th e professional midwife is a primary care provider who independently renders 
comprehensive reproductive health care to women and newborns from all walks 
of life. When the care required extends beyond the uncomplicated circumstance, 
the midwife will have a mechanism for consultation, referral, continued involve-
ment, and collaboration. Th e midwife works with a woman and her family to 
identify their physical, social and emotional needs. Midwifery care occurs within 
a variety of settings and includes education and health promotion.62

A lot of time during this meeting was devoted to sharing thoughts on the content of 
a core curriculum for professional midwifery.63 Several curriculum models were presented 
or reviewed prior to open discussion. Th ese included the Yale University 3-year curriculum 
(nurse-midwifery), the Seattle 3-year curriculum (direct-entry), the Educational Programs 
Associates (EPA) affi  liated with San Jose State University’s post–physician assistant and post-
nurse curricula, the 3-year work–study curriculum proposed by the New York MATE Com-
mittee,64 and the apprentice model curriculum.65 Also presented was an Educational Proposal 
from the Midwives Alliance of New York (MANY).66 Th ere were many areas of agreement on 
key concepts such as caring, social support, family centered, client self-determination, along 
with the need for critical thinking and the combination of science and art. ACNM’s core 
competencies were discussed and MANA representatives noted that their core competencies 
were in development,67 but followed most of the ACNM competencies with the exception of 
well-woman gynecology and perimenopausal care.68

Dr. Boyer encouraged participants in their deliberations on midwifery curricula to 
allow for unique program variations, student learning preferences, the adult learner with 
individual career aspirations and choices, evidence from research on experimental options, 
and needs of potential students living in rural settings. One of the areas of discussion raised 
by some MANA participants related to recognizing those midwives who might be illiterate 
or whose religious affi  liation did not support women’s education beyond primary school, 
and not “casting them out” of the discussions.69 Many of the highly educated women in the 
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meeting were appalled to hear these issues even raised.70 MANA’s organizational goal for 
inclusiveness of all individuals who call themselves “midwives,”71 regardless of educational 
background, emerged as a major stumbling block for agreement on the defi nition of a pro-
fessional midwife and on one standard of professional midwifery education that continued 
through the IWG meetings and beyond.72 Th e second meeting ended without agreement on 
level of education, university affi  liation, accreditation, and certifi cation issues. It also raised 
many other concerns for MANA midwives about agreeing to one standard of professional 
midwifery education and practice.73

An additional area of consideration was what type of assessment procedures could be used 
to determine whether an individual has completed the core midwifery curriculum and has actually 
demonstrated the expected core competencies. Th ese included challenge mechanisms to  recognize 
past learning, use of a comprehensive examination at the conclusion of an education program, 
national or state certifi cation for practice, and other models for competency assessment.

None of the agreements within the Carnegie meetings was binding on either ACNM 
or MANA.74 Th us, it was important to hear from the respective presidents and what they 
planned to do to move the agenda of one standard of professional midwifery education and 
practice forward. Th e end of this meeting provided the opportunity for the presidents of 
the ACNM (Joyce Th ompson) and MANA (Sandra Botting) to speak. Both expressed their 
commitment to ongoing dialogue and joint eff orts on professional midwifery. Th ey agreed 
to work on establishing a formal, interorganizational workgroup.75 Both expressed a com-
mitment to gaining support from their members and boards of directors.76 In addition, they 
agreed to a joint eff ort to study and document the need for and the potential pool of appli-
cants for direct-entry midwifery education.77

Many midwives were supportive of this developing collaboration between MANA and 
ACNM. However, some midwives from each group also expressed concern and some trepida-
tion. As ACNM President, Joyce Th ompson, noted, “Th ere has been some confusion (as might 
be expected because of the complexity of both organizations) about the nature of this task and 
who will be on the workgroup. First of all, the ACNM supports the single task of discussing 
what a direct entry curriculum in professional midwifery might look like, defi ning that pro-
posal, and submitting it to the respective Boards of the ACNM and MANA for discussion and 
action.”78 Jill Breen, LM, noted that some feelings of mistrust, exclusiveness, misunderstand-
ing, or lack of communication continued even though there was signifi cant progress made 
during the Carnegie meetings toward celebrating our common goals. She went on to suggest 
that key issues for MANA midwives would be what they were called, support of apprentice 
education without formal study, and involving consumers on the task force.79 Another MANA 
member, Rhonda Busby, CNM, responded to Jill Breen’s misconceptions about CNMs and 
spoke positively of the ACNM–MANA collaboration.80 Eunice K. M. (Kitty) Ernst, a former 
president of the ACNM, was not pleased with the discussion of direct-entry midwifery educa-
tion as she thought it would detract from nurse-midwifery education.81

Dr. Boyer ended the second and last Carnegie meeting with a cautionary message to 
avoid two extremes:

1. Romanticism of midwifery that ignores formal education and
2. Pretending that credentialing means anything but a credit card.82

After the second Carnegie meeting, Dr. Boyer met briefl y with Joyce Th ompson and 
Sandra Botting to pledge his ongoing fi nancial support for interorganizational dialogue and 
for moving the agenda for expanding the number of professional midwives available to the 
public.83
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■ THE MANA–ACNM INTERORGANIZATIONAL 
WORKGROUP ON MIDWIFERY EDUCATION

In response to Dr. Boyer’s request, the presidents of ACNM and MANA, with approval of 
their respective boards,84 together with the President of the A.C.N.M. Foundation (Royda 
Ballard, CNM), the 501(c)(3) nonprofi t corporation that would receive the funds, sent an 
offi  cial grant request letter on September 27, 1990, to the Carnegie Foundation for the Ad-
vancement of Teaching. Th e intended use of the fi rst Carnegie funds was to cover expenses 
of one to two meetings per year for the next 3 years and to cover some of the work of the 
proposed IWG.85

Joyce Th ompson and Sandra Botting met during the October 1990 Congress of the 
International Confederation of Midwives (ICM) in Kobe, Japan, to begin discussing details 
on how to organize the work group and decide on membership.86 When Sandra Botting 
resigned as President of MANA in November 1990, Joyce Th ompson continued these discus-
sions with the newly elected MANA President, Diane Barnes.87 Both presidents were sending 
messages to their members about the continuation of such meetings, recognizing the under-
currents of fear and mistrust that could interfere with their common goal of better health care 
for women and childbearing families provided by competent midwives.88

CARNEGIE FUNDS AWARDED

Dr. Boyer awarded a $15,000 grant to the A.C.N.M. Foundation in December 1990 to 
fund meetings of an ACNM–MANA task force or workgroup for a period of 3 years.89 Th e 
original time frame was changed to two 3-day meetings within 4 months with the approval 
of Dr. Boyer during spring 1991. Th e primary reasons for this change included the need to 
orient all participants to the Carnegie meeting outcomes, to keep the momentum going on 
shared goals, and to use most of the grant for travel and lodging, given that several partici-
pants did not have the personal resources to fund themselves. In addition, time was needed 
to learn how to work together and to build the trust essential for consensus development. 
Th e new timing also allowed for workgroup eff orts to be taken to the October 1992 board 
of directors’s meetings of both the ACNM and MANA for discussion and action.90 Each 
president understood that any documents to come out of this IWG would have to be vet-
ted through their respective ACNM and MANA boards for review and decision whether to 
adopt, change, or reject.

An additional grant of $10,000 was promised in 1992 from the Carnegie Foundation 
for the Advancement of Teaching91 with funds received in January 1993 to continue eff orts 
to agree on core competencies and curriculum for a direct-entry midwifery program, prepare 
a public brochure defi ning the professional midwife, and provide a mechanism for continued 
ACNM–MANA interorganizational eff orts.92 Th e boards of MANA and ACNM agreed in 
mid-1992 to put $1,000 each toward the 1992 meeting in view of the fact that further Carn-
egie funds were not available until 1993.93

GOALS OF IWG

Th e ACNM and MANA presidents agreed on fi ve specifi c goals of the IWG on midwifery ed-
ucation, which they listed in the letters of invitation to potential participants. Th ese included 
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“working toward consensus on (1) core competencies for professional midwifery practice, 
(2) core curriculum for professional midwifery education, (3) accreditation and certifi cation 
mechanisms for graduates of non-nurse, direct entry professional midwifery programs, (4) 
design of a plan for ongoing collaboration in discussion of other routes to midwifery practice 
once the direct entry route is defi ned and established, and (5) political and legal implications 
of task force recommendations.”94

SELECTION OF WORKGROUP MEMBERS

Th e selection of IWG members proved to be a challenge to both ACNM and MANA.95 Th ere 
was eventual agreement after 2 months of negotiations between the MANA and ACNM 
presidents that there would be a total of 18 members in the IWG: six from ACNM, six from 
MANA, and six consumers (three each chosen by ACNM and MANA).96 Th e ACNM and 
MANA presidents worked together and with their respective boards of directors to make 
the fi nal selection of participants for this workgroup after considering outside pressure and 
suggestions from individual midwives, the MANY group of direct-entry educators, and the 
evolving Midwifery Communication and Accountability Project (MCAP) representing grass-
roots eff orts to support midwives.97

Sandra Botting, President of MANA, put out a general call to MANA members via 
MANA News in September 1990 asking those interested in joining this workgroup to apply 
in writing with a statement of reasons for serving, two letters of reference, and what one had 
to off er the discussions.98 Th e MANA Board set up a selection committee and made the fi nal 
decision on applicants.

Th e ACNM used its formal Division and Committee structure plus solicitation of 
applications in Quickening for the two members at large.99 Fifteen applications for the two 
member-at-large positions were received.100 Th e president, chair of the Education Commit-
tee, chair of the DOA, and president of the ACNM Certifi cation Corporation (ACC) were 
the other four CNM members of the IWG.

One of the most challenging aspects of choosing IWG members related to the selection 
of consumers.101 MANA chose to use MCAP to select their three consumer representatives. 
Th e MCAP Chair Peggy Spindel, CM, sent several letters to Joyce Th ompson (ACNM Presi-
dent) encouraging ACNM to also use MCAP to select their consumer representatives.102 Th e 
ACNM Board, however, decided to select its three consumer representatives from consumers 
refl ecting all the populations served by nurse-midwives, for example, minority inner city, 
rural, and private pay.103

Diane Barnes and Joyce Th ompson together developed a letter to the potential appli-
cants to the IWG on Midwifery Education, dated March 4, 1991. Ms. Barnes summarized 
the eff ort this took, noting that, “Th e details of the Working Group have had a hard road of 
compromise to reach the point that ACNM/MANA could reach an agreement for a letter 
that could be sent mutually to both sets of applicants. Great care was exercised to be sure 
that each group could maintain their integrity.”104 Th is letter described the focus and require-
ments for membership, and off ered a brief overview of how the workgroup was established. It 
reiterated that the primary purpose was to develop a core curriculum for a 3-year professional 
midwifery program based on agreed midwifery competencies.105 Th ey also asked that partici-
pants commit their time and energies to work on this goal for a period of 2 years for reasons 
of communication and continuity. Two meetings were proposed for 1991, with the focus of 
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the fi rst meeting on organizing the work, agreeing on tasks, and individual work assignments 
and the second meeting focusing on review of work completed and the next steps.

Th e members of IWG were:106

ACNM: Joyce Th ompson, President; Sarah Cohn, President, ACNM Certifi cation 
Council; Joyce Roberts, immediate past Chair, DOA; Barbara Decker, Chair, Edu-
cation Committee; Linda Walsh, educator, and Linda Graf, clinician, members at 
large; Zakuyyah Madyun, Rebecca Sharar, and Marilyn Shannon, consumers.

MANA: Diane Barnes, President; Ina May Gaskin, Regional Representative; Sharon 
Wells, MANA Education Committee; Th erese Stallings, Seattle Midwifery School 
educator; Anne Frye, apprentice educator; Deborah J. Kaley, midwife clinician; and 
K. Djenaba Abubakari, Barbara Katz Rothman, and Diony Young, consumers.

THE IWG MEETINGS

During the fi rst meeting of the IWG in 1991, the group thought it important to clearly 
defi ne what they were about. Th ey unanimously agreed to the following joint Statement of 
the Interorganizational Workgroup on Midwifery Education on June 9, 1991, and shared this 
statement with the respective boards:

Th e primary purpose of the Interorganizational Workgroup on Midwifery Edu-
cation (Workgroup) is the promotion of midwifery through the development of 
alternative educational routes to professional midwifery. Th e Workgroup con-
sists of six representatives each from the ACNM and the MANA, and six con-
sumer advocates. At the June 7–9, 1991 meeting, the Workgroup reviewed the 
MANA and ACNM statements of Scope of Practice, Core Competencies and 
Standards. Th e group affi  rmed essential agreement of the content of the com-
parable documents of the two organizations, and accepted the few remaining 
areas of diff erence. Based on these areas of agreement, the Workgroup is com-
mitted to exploring and defi ning multiple educational pathways for professional 
midwives in order to increase access to midwifery care. Th e groups represented 
are charged with the responsibility to present this statement to their respective 
organizations.107

Th e group also worked on redrafting a statement that came from the Carnegie meet-
ing in 1990, namely Th e Professional Midwife. Th e revised statement agreed on June 9, 1991, 
refl ected further agreements among the IWG members. Th e revised document had three sec-
tions: Scope of Practice, Standards and Qualifi cations, and Legal Recognition.

Th e Scope of Practice defi ned the professional midwife as a “primary care provider 
who independently renders comprehensive reproductive health care to women and new-
borns in the community.” In addition, the statement supported the fact that “midwifery 
care occurs within a variety of settings” and “when the care required extends beyond 
her abilities, the midwife arranges for consultation, referral, continued involvement, and 
collaboration.”108 Th e Standards and Qualifi cations section of this statement referred to 
“educational routes that have been approved by the American College of Nurse-Midwives 
(ACNM) or the Midwives Alliance of North America (MANA).”109 Th e Legal Recognition 
statement read, “All  jurisdictions should provide licensure or registration for professional 
midwives who meet the above criteria.”110 Th e ACNM board accepted the Scope of Practice 
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section, but deferred action on the other two sections until they had time to review the 
MANA documents referred to in those sections.111 Eventually, parts of this statement were 
included in the later document, Midwifery Certifi cation in the United States (see later in 
this chapter).

FACTORS MITIGATING AGAINST ACHIEVEMENT 
OF CARNEGIE AND IWG GOALS

Th ere were many hours spent during the fi ve meetings over a 4-year period sharing, discuss-
ing, drafting, redrafting, and attempting to address the charge from Dr. Ernest Boyer to agree 
on one standard of professional midwifery and to come to consensus on the fi ve specifi c goals 
on which the IWG had agreed. Th e IWG did not achieve Dr. Boyer’s vision or their own 
goals for many reasons that became irresolvable issues at the time.

Different Organizational Processes

IWG midwives were selected by and therefore were representatives of their respective BODs 
and membership. MANA had a few hundred midwives at the time of the IWG meetings 
and the ACNM had a few thousand, leading to diff erent approaches to obtaining member 
input and making policy decisions.112 Th ese diff erences led to some misunderstandings and 
misinformation among both groups about the IWG and its activities.

Th e organizational processes of MANA (see Chapter 11) were based on attempting 
to include all members in all major decisions of the organization during “open mike” busi-
ness meetings, though the MANA Board also made some decisions and then explained their 
reasons in MANA News. MANA News was the main communication tool for those members 
not present at annual meetings and for sharing opinions and news. Th is approach to organi-
zational decision making meant that drafts and redrafts of IWG documents, personal opin-
ions and fears about IWG participation, and Board reactions to IWG activities were quickly 
shared with members.113

ACNM, on the other hand, had adopted a representative approach to governance in 
1974, with members at business meetings recommending positions and actions to the board. 
Th e Board would then solicit additional input as needed, but retained the authority to make 
a fi nal decision on policies, documents, and activities. Th is meant that IWG documents and 
activities reported to the ACNM Board were often not shared with the members until fi nal 
agreement was reached and published in Quickening. Th is left many ACNM members with-
out information, or worse, with rumors and misinformation, on the workings of the IWG. In 
view of the concerns of some ACNM members that they did not know about papers from the 
IWG, it was agreed that the at-large members (Linda Walsh and Linda Graf ) would publish 
a summary of the 1992 meeting.114

Th e fact that the IWG had no offi  cial decision-making authority also led to irresolv-
able diff erences between ACNM and MANA IWG members. IWG was a small group of 
dedicated individuals who shared Dr. Boyer’s vision of one standard of professional midwifery, 
though they often disagreed with how to achieve that goal. However, when the IWG members 
thought they were making progress on that goal, the respective MANA and ACNM boards 
refused to adopt some of the IWG working documents, resulting in multiple drafts of several 
documents over the years. In spite of having the presidents of both boards as IWG members, 
neither president had the power to make decisions without their respective board’s approval.
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Words and Concepts Without Common Meaning

Th e discussion of how to defi ne a “professional midwife”115 and scope of practice led to high-
lighting words–specifi c terms that had also been problematic during the Carnegie meetings. 
Words such as midwife, professional,116 direct entry, apprentice education, certifi cation, and 
accreditation were identifi ed as terms that triggered misunderstandings between and among 
diff erent midwives117 and the public. Fears, concerns, women’s issues, and eff orts to better 
understand one another permeated all IWG meetings.118

MANA members wanted to use the term “professional midwife” for all their members, 
regardless of educational background and preparation.119 Th is disagreement led to concerns 
that the ACNM would work against MANA and direct-entry midwives in legislative eff orts at 
the state level.120 ACNM members considered themselves “professional midwives,” and in Feb-
ruary 1991, before the IWG meetings began, the ACNM adopted a statement, Midwifery and 
the Title Midwife, in which they defi ned what they believed were the critical aspects of using 
the title midwife. Th ese critical aspects included formal education and national certifi cation.121

Th e consumer members provided a reality check when interorganizational debates 
became diffi  cult by reminding the group periodically that the reason we were meeting 
together was to determine what women and childbearing families want from midwives; in 
other words, how the group can work together (unity among midwives) to achieve the impe-
tus for the Carnegie meetings of increasing the number of professional midwives available to 
care for childbearing women in the United States.122

Philosophy of Inclusiveness

A major issue throughout both the Carnegie and IWG meetings was the diff erence in phi-
losophies represented by MANA and ACNM. Th e major obstacle within the group related 
to MANA’s inclusive membership approach that anyone who called herself a midwife could 
be a member and their desire to include all MANA members under the title “professional 
midwife” regardless of the way they learned midwifery or whether they had demonstrated 
competency in midwifery practice. Th is position was in direct confl ict with most ACNM 
members’ unwillingness to accept self-study and apprentice pathways to professional mid-
wifery and insistence that any direct-entry midwifery program must be linked with an insti-
tution of higher learning.123

MANA’s commitment to “inclusiveness” created diffi  culties when IWG documents 
were presented for approval to the respective boards. Th e MANA President was constantly 
reassuring the larger MANA membership that she would not agree to anything that could 
potentially undermine the range of midwifery education and practice that were represented 
within the MANA membership.124 Several ACNM Board members were concerned that the 
President of ACNM would agree to include all midwives, regardless of literacy and educa-
tion, in the IWG discussions of midwifery education and resulting documents.125 Th e fears of 
ACNM being “exclusive” or MANA being “too inclusive” remained with the group in spite 
of being asked to set aside organizational roles and allegiances in order to focus on what it 
means to be “with women.”126

Level of Midwifery Education

Th e level of midwifery education was another area of disagreement among ACNM and 
MANA organizations, refl ected by their IWG representatives. Of concern to many ACNM 
IWG members was the continuing discussion by MANA IWG members about including all 
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levels of prior education (e.g., none, primary school completion) as a foundation for mid-
wifery education, along with self-study and apprentice learning without educational stan-
dards or any form of competency assessment.127

One major disagreement was the defi nition of “professional” attached to either “educa-
tion” or “midwife.”128 Joyce Roberts, immediate past Chair of the ACNM DOA, had pre-
pared a background paper titled, “Professional Education and the Implications for Midwifery 
Education.”129 Th is paper did not include apprenticeship and independent schools as “profes-
sional” education. She also noted that community college education would be considered 
“vocational” training and not professional education. MANA members disagreed and several 
thought that the community college pathway would be a good beginning for direct-entry 
midwifery education.130

In spite of discussions on the “educational home” of the program and the pathway or 
foundation that precedes midwifery education, no agreement could be reached among the 
IWG members. A brief discussion of apprenticeship education and self-study was followed 
with a recommendation from some MANA members within the IWG group that a board of 
professional midwifery should fi nd a way to accredit midwives who want to teach appren-
tices.131 Th is recommendation was not agreed on by the full group.

University Affi liation for Midwifery Education

Th e ACNM DOA, which determines accreditation criteria, has retained a key criterion–
standard for accreditation of any type of midwifery education program since the fi rst draft 
of criteria in 1962. Th is criterion requires that programs be housed in or affi  liated with an 
institution of higher learning (university)132 (see Chapter 16). Th e participants in the ACNM 
1958 Work Conference on Nurse-Midwifery Education declared that “Education for nurse-
midwives can best be provided in a university setting.”133 None of the direct-entry midwifery 
programs existing at the time of the IWG meetings could meet this criterion.

In spite of a few existing direct-entry midwifery programs requesting a waiver on this 
policy,134 the ACNM DOA would not agree to this.135 Furthermore, the DOA was discuss-
ing adding a criterion that a program either require a baccalaureate degree as a prerequi-
site or grant no less than a baccalaureate degree on completion of the program.136 ACNM 
accreditation was mandatory for midwifery education programs and provided graduates 
with the eligibility to sit the ACNM-designated national certifi cation examination for entry 
into practice.

MANA had just begun the development of these credentialing processes at the start of 
the IWG meetings in 1991, though they were voluntary in keeping with the larger MANA 
membership wishes.137 Diane Barnes reported in the fall of 1991 that MANA was planning 
to off er its fi rst registry exam (voluntary) in October 1991,138 and that work was progressing 
on developing an accreditation process as well.139 She went on to say, “information gained 
during the June meeting that ACNM will limit its recognition to ‘professional, university-
affi  liated education programs’ prompted MANA to move quickly on its own accreditation 
and ‘certifi cation’ processes.”140

Diane Barnes confi rmed that the ACNM core documents and position statements were 
an important stimulus for MANA to move quickly to develop their own credentialing pro-
cesses.141 Th e IWG members accepted two sets of core competencies (ACNM and MANA) 
for all professional midwives with the publication of MANA Core Competencies that would 
be used to defi ne a MANA core curriculum for direct-entry midwifery focusing on childbear-
ing only.142

Varney_25378_PTR_21_423-460_10-22-15.indd   436Varney_25378_PTR_21_423-460_10-22-15.indd   436 10/22/2015   2:08:00 PM10/22/2015   2:08:00 PM



  21: MIDWIVES WITH MIDWIVES: UNITED STATES ■ 437

Misunderstanding on Who Develops Education Programs

One of the key misunderstandings during the IWG meetings revolved around who actually 
establishes midwifery education programs. Th e ACNM as an organization was consistently 
accused by MANA members that they were working against MANA by starting direct-entry 
programs. Many times the immediate past Chair of the ACNM DOA, Joyce Roberts, tried to 
explain that it is individual midwives who make the decision to start educational programs, 
not the professional organization.143 She went on to say that the professional accrediting or-
ganization, in this case, the ACNM DOA, sets the standards that education programs need 
to meet through its accreditation process, but does not design or implement any program. 
Th e ACNM DOA was looking at the ACNM’s credentialing mechanisms (accreditation and 
certifi cation) to see what was needed to make it possible for a direct-entry program to meet 
the ACNM DOA standards and have graduates be eligible to sit the national certifi cation 
examination.144 Joyce Th ompson reaffi  rmed that the ACNM DOA was continuing its work 
on having an accreditation mechanism in place should a direct-entry program desire ACNM 
accreditation, having met the ACNM standards that included affi  liation with an institution 
of higher learning145 (see Chapter 15).

However, it was the MANA IWG members’ understanding that no member of ACNM 
was intending to start direct-entry midwifery education programs, which was inaccurate. Th e 
MANA IWG members’ misunderstanding was well received by MANA members in view of 
their plans to move rapidly on processes for accreditation and certifi cation of direct-entry 
midwives, a role that MANA leaders had envisioned since incorporation.146 MANA leaders 
expected that ACNM would recognize their expertise in direct-entry education and support 
them as the organization to accredit and certify direct-entry midwives even though ACNM, 
through the DOA, had been exploring the possibility of accreditation of non-nurse mid-
wifery education programs since 1989, and it had been discussed in the ACNM Education 
Committee since 1981.147

Suspicions About IWG Activities

Th e question of how the MANA and ACNM boards and their membership viewed the IWG 
was raised periodically during IWG meetings and whether a formal liaison was really needed. 
Both ACNM and MANA boards were hesitant to support ongoing IWG meetings initially 
because they were suspicious of what the group was doing and what would come out of the 
meetings, including the potential that one or other of the boards would be expected to en-
dorse something they may not like.

Both presidents acknowledged that their boards continued to have a lot of suspicion 
about the IWG, rehashing any documents from the group and often throwing out a lot of the 
work that IWG members had done. Linda Walsh admitted that there was a fear of backlash 
from the ACNM membership about the evolving positive relationships with non-nurse mid-
wives.148 Th e IWG members acknowledged the fear that any action by a given board would 
be viewed as being a “traitor” to their own community of midwives, but the group decided to 
face these fears head-on for the benefi t of childbearing women and families.149

Some members of ACNM wrote to IWG members about their sense that the ACNM 
Board was not being fair in their refusal to accept the work of the IWG, while others wished 
to end the IWG eff orts.150 Even the ACNM appointed consumer representative, Zakiyyah 
Madyun, wrote an open letter to ACNM and MANA midwives and urged them to get on 
with the task, exclaiming, “After only two years I’m exhausted (as well as fed up, disenchanted, 
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frustrated, disheartened and dismayed) with sitting between two factions (of women, no 
less), both of whom profess to be the keepers of women, yet unable to fashion, shape and 
mold one new entity.”151

As of 1994, both MANA and ACNM held incompatible positions on midwifery edu-
cation that could not be negotiated because of each organization’s core philosophical beliefs 
about what it means to be a professional midwife and how that individual needs to be edu-
cated. Even though MANA members acknowledged use of many ACNM core documents in 
the development of their own documents (e.g., competencies, standards of practice, accredi-
tation criteria), these documents were adapted to MANA’s need to be inclusive of all types 
of midwives.

FINAL OUTCOMES OF IWG MEETINGS

Th e small group of 18 individuals who continued the work toward one standard of profes-
sional midwifery with passion and respect persisted through 5 years (1991–1994) of meetings 
in spite of the challenges and setbacks. When it became obvious that ACNM’s and  MANA’s 
boards were not going to accept each other’s defi nition of “professional” or standards of mid-
wifery care and education, the IWG delegates persevered to create documents that were more 
to the liking of the two midwifery organizations. Th e consumers were important participants 
and kept encouraging the organizational delegates to keep focused on what was best for child-
bearing women and families in the United States.

Th e participants decided that one way to address the concerns and fears raised and to 
move forward on defi ning a core curriculum for direct-entry professional midwifery was the 
production of joint statements from the group that refl ected areas of consensus on midwives 
and midwifery. It was understood that any such statements would subsequently be submitted 
to the ACNM and MANA boards for discussion, and hopefully approval.

Th ere were three IWG documents that were reviewed. Two were eventually adopted by 
the MANA and ACNM boards and one came close to approval. Th e documents were:

1. Th e Grand Midwife (October 1991).
2. Midwifery Certifi cation in the United States (February 14, 1993).
3. Liaison Planning Between the American College of Nurse-Midwives and the Midwives 

Alliance of North America (June 4, 1994).

The Grand Midwife Statement

One of the fi rst areas of agreement among IWG members was the importance of honoring 
our history of traditional granny midwives. Ina May Gaskin152 led the development of the 
statement on the Grand Midwife, which was adopted by both ACNM and MANA boards of 
directors in October 1991.153

Midwifery Certifi cation Document

Th e urgent discussion point for the IWG members related to certifi cation of direct-entry mid-
wives, a topic of heated discussion within MANA.154 Th e outcome of the IWG discussions 
was a statement, Midwifery Certifi cation in the United States, that articulated the importance 
of midwifery practice by “those certifi ed as either direct-entry or nurse-midwives.”155 Th e 
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statement defi ned a Certifi ed Midwife (either direct-entry or nurse-midwife), the basic scope 
of practice surrounding childbearing and expanded or advanced practice including family 
planning and well-woman gynecological care. Th e statement also affi  rmed that midwifery 
care occurs in a variety of settings, including home, hospital, birth centers, or clinics. Th e 
fi nal section of the statement defi ned the standards and qualifi cations of the Certifi ed Mid-
wife and Certifi ed Nurse-Midwife, again affi  rming that MANA and ACNM would maintain 
separate, yet similar, credentialing mechanisms and standards of practice. Both ACNM and 
MANA endorsed the midwifery certifi cation statement maintaining their own mechanism 
for certifi cation of midwives.156 Th e Midwifery Certifi cation in the United States statement was 
published in MANA News157 and the ACNM’s newsletter, Quickening.158

During 1994, the IWG members reemphasized that the agreement was that ACNM 
would set the standards for CNMs, and MANA would be responsible for CMs (later changed 
to Certifi ed Professional Midwives or CPMs)159 or non-nurse midwives. Th e fact that ACNM 
was moving forward on creating mechanisms for accrediting non-nurse or direct-entry mid-
wifery programs and certifying those graduates was viewed by some MANA members as a 
violation of the 1993 statement and agreement.160

Liaison Planning Document

Liaison agreements had been discussed within the ACNM BOD for many years with a 1992 
agenda item considering a formal liaison between ACNM and the Royal College of Midwives 
in the United Kingdom161 and potentially the Australian and New Zealand Colleges of Mid-
wives.162 Although there had been several attempts to develop a formal liaison with MANA 
by members of the BOD, this was the fi rst time they agreed to move forward.163 In addition 
to supporting the IWG to continue to “delineate educational pathways for midwifery edu-
cation,” the board directed Nancy Sullivan and Diane Erwin to “draft a goals statement for 
continued dialogue with MANA.”164

Th e IWG draft document on liaison planning between the ACNM and MANA was 
the fi rst of such agreements to be completed. Th e Liaison Planning Between ACNM and 
MANA draft document from the IWG was reviewed, revised, and adopted by the ACNM 
Board on February 20, 1993,165 including the insertion of a statement of purpose for the liai-
son that read, “To advance the health care of women and babies through collaborative eff orts 
to promote midwifery.” Th e document was then sent to the MANA Board for consideration 
of the revised document by the MANA Board at their meeting in April 1993.166 Th e ACNM 
revised document was printed in Quickening.167 Th e MANA Board considered the document, 
and discussed the importance of continued dialogue with the ACNM within the IWG,168 but 
never agreed to the revised joint document.

Although the IWG members increased their trust in each other by sharing, listening, 
and understanding the various types of midwives and midwifery practice and the meetings 
opened pathways for dialogue among MANA and ACNM midwives and consumers, the 
members could not reach consensus on one standard of professional midwifery education, 
the defi nition of “professional” or a common defi nition of “midwife.”169 Th e IWG members 
accepted the fact that ACNM and MANA would have separate accreditation and certifi ca-
tion mechanisms.170

Th e membership and board views of each organization changed direction over the 
5 years of Carnegie–IWG discussions. For example, MANA members originally were not 
in favor of national certifi cation or legal recognition, but were led by their board’s eff orts 
into the development of both accreditation and certifi cation processes for direct-entry 
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midwives (see Chapter 16). Likewise, some ACNM Board members did not want to add 
direct-entry education or certifi cation mechanisms initially, focusing totally on increas-
ing the number of nurse-midwives as noted earlier. Th e ACNM membership, however, 
voted in 1994 to move toward direct-entry midwifery education as a second pathway to 
professional midwifery within the ACNM standards of accreditation and certifi cation.171

IWG members did reach unity in some areas that could be characterized as “harmoni-
ous.”172 Th e following is a summary of the positive outcomes that could be viewed as enhanc-
ing the quality of professional midwifery care for women and childbearing families.

1. ACNM’s sharing its 20+ years’ experience in defi ning the core competencies and 
standards of practice for midwifery that helped MANA develop similar documents 
for their membership.

2. MANA’s sharing its philosophy of unity in diversity with the ACNM that helped 
ACNM open their ears and minds to direct-entry professional midwifery and 
understanding other types of midwives.

3. ACNM’s sharing its many years of experience in accreditation and certifi cation 
processes that helped MANA leaders move forward on their own credentialing 
processes.

4. MANA’s demonstration of the value of professional autonomy in midwifery 
practice and the need to be wary of licensure or regulation eff orts that undermine 
midwifery autonomy.

5. A clearer understanding among all participants and their respective Boards about 
what each organization stands for.

6. Consumers’ moving the agenda of the public’s and policy leaders’ need for educa-
tion about midwives and midwifery, and that childbirth is a normal life event that 
requires quality midwifery care.

7. Five years of mostly positive, respectful dialogue among all types of professional 
midwives practicing in the United States.

8. Agreement on moving forward with some type of ongoing communication 
between MANA and the ACNM in the interests of high-quality professional 
 midwifery care for women and families in the United States.

9. A potential increase in the number of new nurse-midwives and direct-entry mid-
wives through an increase in the number of ACNM DOA and MEAC accredited 
programs in the United States.

As noted by Linda Graf and Diane Barnes, the years of IWG interaction “culminated 
in the development of a visionary plan for the future of midwifery and continuing dialogue 
between ACNM and MANA.”173 Th e IWG members agreed to the need to continue the 
interorganizational eff orts as much work remained to be done to defi ne the diff erences as well 
as similarities among midwives and what they will mean to the long-term future of midwifery 
in the United States.

■ CONTINUING ACNM AND MANA DIALOGUE

THE BRIDGE CLUB

In 1997, a group of 25 (mostly CNMs) attending a MANA meeting in Seattle, Wash-
ington, decided to form a new informal interorganizational group called the “Bridge 
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Club” with the intent of working within ACNM to foster “a more cooperative attitude 
toward MANA and the CPM.”174 As noted in a letter to the ACNM Board, the purpose 
of the Bridge Club was to bridge the gap between MANA and ACNM so they could 
work together toward a “common goal of strengthening midwifery and birth site op-
tions in the U.S.A.”175 Th is letter acknowledged the need to reopen the dialogue started 
within the IWG group, to mend fences between the two organizations, and to avoid 
credentialing battles at the state level so that childbearing women would have access to 
midwifery care.176 Th ey also requested that consumers be a part of any liaison group and 
suggested that consumers be drawn from the Citizens for Midwifery (CfM) group (see 
Chapter 18).

Th e Bridge Club met at ACNM and MANA annual meetings and kept minutes of 
each meeting. Members varied, but included CPMs, CMs, and CNMs along with consum-
ers such as Cecilia Wachdorf, a doctoral student in Florida and Christa Craven, a doctoral 
student in anthropology in Virginia.177 Anyone attending the annual meetings was wel-
comed. A Bridge Club egroup was created so that interested individuals could follow the 
minutes of meetings and activities. Th e group was viewed by many as a supportive network 
where disagreements could be discussed in private without damaging the public image of 
midwives and midwifery in the United States.178 Th is informal group continued to meet 
well into the 21st century.

ACNM–MANA LIAISON GROUP

Th e ACNM–MANA Liaison Group was offi  cially established in 1999 by the ACNM BOD, 
5 years after the conclusion of the IWG meetings. Little activity was recorded as a result of 
this liaison. It functioned until October 2001 when the ACNM BOD voted to disband this 
formal liaison.179

ACNM President, Mary Ann Shah, learned of a petition in early 2002 from Bridge 
Club members asking her to reinstate the formal liaison group. President Shah’s letter of 
response on April 19, 2002, summarized the ACNM Board reasons for terminating the 
formal liaison with MANA. Th e primary reason was fi nancial (budgetary constraints), 
given the economic downturn of 2001 to 2002, resulting in the decision to eliminate 
ACNM-sponsored participants in several formal liaison groups, including the National 
Association of Childbearing Centers, the National Perinatal Association, and MANA.180 
Another reason was the expansion of key issues facing ACNM and its members, such 
as negative image problems and restrictive laws in some states that preclude midwifery 
practice that were viewed as more pressing than work with MANA.181 President Shah reaf-
fi rmed that the ACNM Board would continue to explore less costly networking eff orts. 
Th e liaison group, however, did not go away and eventually their activities were subsumed 
into the US MERA group in 2013.182

UNITED STATES MIDWIFERY EDUCATION, REGULATION, 
AND ASSOCIATION

Th e newest form of midwife-to-midwife networking and collaboration within the United 
States was spurred on by the work of the ICM during the 2008 to 2011 triennium.183 Dur-
ing the 2011 Triennial Congress in Durban, South Africa, three interdependent pillars of 
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 Education, Regulation, and Association (ERA) were established to strengthen midwifery 
worldwide. Th ese three pillars were built on ICM foundational documents (e.g., defi nition 
of a midwife, philosophy, code of ethics, etc.), the update of ICM Essential Competencies for 
Basic Midwifery Practice, and documents that set global standards for education and regula-
tion (see Chapter 22).

On her return home from Durban, ACNM President Holly Kennedy called her coun-
terparts in the other U.S. midwifery organizations “to explore whether we could use the ICM 
Global Standards to begin a diff erent conversation about the future of US midwifery.”184 Th e 
seven U.S. organizations responsible for the education and regulation of midwives and the 
associated midwifery organizations subsequently convened a work group in November 2011 
to discuss how the ICM vision for professional midwifery might assist the U.S. organizations 
to reach a similar vision of evidence-based, quality midwifery care in addition to provid-
ing a U.S. response to the ICM documents. ACNM and MANA leadership organized the 
initial meeting, hosted by MANA and the Canadian Association of Midwives during their 
annual joint conference in November 2011, and facilitated by Frances Ganges, CNM, ICM 
Regional Representative for the Americas.185 Th e seven groups were the Accreditation Com-
mission for Midwifery Education (ACME), the ACNM, the American Midwifery Certifi ca-
tion Board (AMCB), MEAC, MANA, the National Association of Certifi ed Professional 
Midwives (NACPM), and the North American Registry of Midwives (NARM).

Representatives of the seven American midwifery organizations agreed to continue 
meeting via teleconferences from December 2011 through February 2012. Individual gap 
analyses were conducted to determine to what extent the ICM global competencies and 
standards were refl ected in the U.S. midwifery organizations. A workgroup was appointed to 
develop a framework for having a facilitated meeting in order to develop the U.S. response 
to the ICM ERA documents. One member of each of the seven organizations was chosen 
for the founding work group. Th ese individuals and the organization each represented were: 
ACME: Katherine Camacho Carr, CNM; MEAC: Jo Anne Myers-Ciecko, MPH; AMCB: 
Cara Krulewitch, CNM; NARM: Brynne Potter, CPM; ACNM: Cathy Collins-Fulea, 
CNM; MANA: Geradine Simkins, CNM; and NACPM: Mary Lawlor, CPM.

Th e primary authors of the updated ICM essential competencies (Judith Fullerton, 
CNM186) and education standards (Joyce Th ompson, CNM187) were asked by ACNM Presi-
dent, Holly Kennedy, in 2012 to prepare a White Paper for the ACNM Board that would 
highlight the key components of these ICM documents. Th is White Paper was subsequently 
shared with the direct-entry midwives groups and published in the Journal of Midwifery 
and Women’s Health.188 Both Drs. Fullerton and Th ompson participated in conference calls 
with the CNM–CM and CPM organizations during 2012 to 2014 to respond to questions 
related to the understanding and use of the ICM core documents, including the revised ICM 
International Defi nition of the Midwife and Scope of Practice (2011)189 that required adherence 
to the ICM essential competencies within the framework of the new global standards for 
education.

With the fi nancial assistance of $30,000 from the Transforming Birth Fund, leaders of 
the seven groups agreed to hire a professional fi rm to facilitate the process of “preparing for 
and convening a face-to-face summit April 19–21, 2013.”190 Th e need for a facilitator was 
based on agreement that this new group of ACNM–MANA participants needed to address 
the continuing misunderstandings, miscommunications, and mistrust that had plagued 
MANA–ACNM activities since the Carnegie and IWG meetings in the early 1990s. Th e 
group also agreed on an offi  cial name: the United States Midwifery Education, Regulation, 
and Association (US MERA). Denise Hinden from Managance Consulting and Coaching 
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was chosen as facilitator of the 2013 meeting and Dr. Th ompson was an invited speaker at 
this meeting to present and discuss the ICM core education documents.

Th e agreed-on purpose of US MERA was “to create a shared vision for U.S. midwifery 
within a global context, generate an action plan for collaboration to strengthen and promote 
the profession of midwifery in the United States, thereby engendering a positive impact on 
U.S. Maternity care that will improve the health of women and infants.”191 Th e six meeting 
goals were met during the 2013 meeting including open dialogue, once again learning to 
work eff ectively together for the benefi t of mothers, babies, and families. Th ere was agree-
ment to continue open communication eff orts, to identify issues that all organizations could 
work together on, and continue to formulate a response to the ICM global standards by the 
2014 ICM Congress in Prague.

Following the 2013 meeting, it was apparent that one important area of disagreement 
remained related to licensure and education of CPMs. Th at area was NARM’s insistence on 
keeping the Portfolio Evaluation Process (PEP) within NARM (certifi cation body) and want-
ing all CPMs to be licensed in every state, and ACNM’s insistence that any type of education 
pathway needed to be accredited by a U.S. Department of Education accrediting agency, 
such as MEAC or ACME, while refusing to accept the CPM credential gained through the 
PEP as it currently was structured.192

Th ese sticky points of disagreement were raised again during the April 2014 face-to-
face facilitated meeting, and an apparent compromise reached on professional midwifery 
in the United States after more than 25 years of discussion and debate (see earlier in this 
chapter).193 Th e second face-to-face meeting continued the discussions of how to collabora-
tively advance the vision of “expanding access to high quality midwifery care and physiologic 
birth for all women in all birth settings in the United States.”194 Th e US MERA group suc-
cessfully identifi ed their shared core values and made a commitment to a shared vision for 
professional midwifery. Perhaps among the most signifi cant commitments was agreement to 
support common legislative language and to talk with one another before issuing signifi cant 
documents or communications “to constituents and stakeholders related to critical issues in 
midwifery education, regulation or association.”195

■ NOTES

1. Jo Anne Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery Education,” MANA News 
VIII, no. 1 (January 1990): 1. Myers-Ciecko writes, “the talks were tremendously exciting as they 
appear to herald a new era in inter-professional dialogue and cooperative eff ort.”

2. Ernest L. Boyer, “Midwifery in America: A Profession Reaffi  rmed,” Journal of Nurse-Midwifery 35, 
no. 4 (July/August 1990): 215–222. Page 215 provides a summary of Dr. Boyer’s professional career.

3. Abraham Flexner, Medical Education in the United States and Canada: A Report to the Carnegie 
Foundation for the Advancement of Teaching (New York, NY: Th e Foundation, 1910).

4. At the time of the Carnegie meetings in 1989 and 1990, Kathryn Boyer’s titles included Consultant, 
National Institute for Adolescent Pregnancy and Family Health Services, Temple University; Midwife 
Consultant, Th e Carnegie Foundation for the Advancement of Teaching; and a member of the Board 
of Trustees, Empire State College Foundation. During a telephone interview by JBT on the 16th of 
October 2011, Kathryn Boyer said that she started teen pregnancy groups in Washington, DC when 
Dr. Boyer was Commissioner of Education under President Carter. She went on to say that he helped 
set up such groups across the country and always “pushed for midwifery involvement.”

5. E-mail response from Kathryn Boyer, October 6, 2011, in response to JBT’s question of why 
Dr. Boyer decided to convene the meetings with midwives.
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6. JBT’s personal e-mail correspondence with Kathryn Boyer, October 7, 2011. Personal fi les of 
JBT. Letter dated March 29, 1991, from Dorothea Lang to Joyce Th ompson, President ACNM, 
confi rms Dorothea Lang’s role in the Carnegie meetings. She wrote, “My 1988–1990 volunteer 
consultant work with the Carnegie Foundation for the Advancement of Teaching to bring together 
midwives and futuristic visionaries to a series of seminars on midwifery education was a continued 
eff ort to hopefully assure the nationwide sharing and perpetuation of the highest standards of our 
Profession.” She went on to write, “To have an agreement on one standard and core competency 
requirement for the professional midwife is vital.” Copy of letter in the personal fi les of JBT.

7. Dorothea Lang was a past President of ACNM and a leader in the development of the New York 
State Professional Midwife Act that was passed in 1992, a professional midwifery act with an in-
dependent midwifery board to oversee licensure of midwives in New York State. Sandra Botting, 
“Spring Board Report,” MANA News VIII, no. 3 (July 1990): 1. MANA Board actions noted that 
Ms. Lang was awarded lifetime membership in MANA in spring 1990 for her support of many 
of their organizational objectives, including membership in the International Confederation of 
Midwives (ICM) and direct entry education.

8. Letter from Charlotte “Pixie” Cram Elsberry, CNM, to Hilary Schlinger, MANA Regional Rep-
resentative, dated December 13, 1992, stated, “Th e MATE Committee is a small group of nurse-
midwives who share a long time interest and commitment to multiple pathways of entry into pro-
fessional midwifery education through a nationally accredited program of study. Th is group is not 
associated with any organization, but has on occasion provided advisory information to others.” 
Th e group was chaired by Pixie Cram Elsberry and included Nancy Devore, Lily Hsia, Elaine 
Mielcarski, Patricia Burkhardt, and Mazel Lindo along with Dorothea Lang. A copy of this letter to 
Schlinger was obtained from Nancy Devore, December 12, 2011. Copy in the personal fi les of JBT.

9. Bertrand M. Bell, Report of the New York State Department of Health Ad Hoc Advisory Committee 
on the Education and Recruitment of Midwives (June 1988). Th e three midwives on this committee 
were Carol Bronte, CNM; Elizabeth Cooper, CNM; and Dorothea Lang, CNM. Th e four physi-
cians were Drs. Bertrand Bell, Laurence Finberg, Allan Rosenfi eld, and Harold Schulman. Nancy 
Devore, CNM; Linda Randolph, MD; and Jan Weingard Smith, CNM, were consultants to the 
committee. Personal fi les of Nancy Devore shared with JBT.

10. Dr. Bertrand Bell, Professor of Medicine, Albert Einstein College of Medicine, was on sabbatical 
and served as a special assistant to Dr. David Axelrod, Commissioner of Health for the City of 
New York.

11. Nancy E. Devore and Bertrand M. Bell, “Midwifery and the Shortage of Obstetrical Care Provid-
ers” (paper presented at the APHA meeting on October 24, 1989 [unpublished]). Bertrand Bell, 
1988, Report of the New York State Department of Health Ad Hoc Advisory Committee on the Educa-
tion and Recruitment of midwives (June 1988), 4–5. Papers shared with JBT by Nancy Devore.

12. Boyer, “Midwifery in America.” Page 217 describes the language used by Dr. Boyer in his address 
to the members of the ACNM in 1990. Th e independent midwives represented by MANA var-
ied in what they called themselves. Depending on the time period, public event, or educational 
background, the independent midwives and other midwives used the adjectives “lay, apprentice, 
empirical, direct-entry, community, and professional” in front of the title “midwife.”

13. Carnegie Foundation for the Advancement of Teaching, Seminar of Midwifery Education: Par-
ticipant List and Agenda July 16–18, 1989 (Princeton, NJ: Th e Foundation). Joyce Th ompson, 
“Th e President’s Pen,” Quickening 20, no. 5 (September/October 1989): 2. Th ompson wrote, in 
p. 2, “Mid-July I was in Princeton, New Jersey, attending an exploratory meeting about direct 
entry professional midwifery education convened by Dr. Ernest Boyer, President of the Carnegie 
Foundation for the Advancement of Teaching.”

14. E. L. Boyer, letter of invitation to Helen Varney Burst to attend the Carnegie Invitational Confer-
ence, July 16–18, 1989. Copy in the personal fi les of HVB. Joyce Th ompson, “Th e President’s 
Pen.” Joyce Th ompson wrote, in p. 2, “We used New York State with their urgent need for ma-
ternity care providers as a case study” (p. 2)

15. Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery Education.”
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16. Some ACNM members thought the meeting was to discuss and establish one standard of pro-
fessional midwifery education, and to consider alternative pathways to this education based on 
ACNM accreditation standards. Personal memories of authors who were participants in this 
meeting. Th e need for one standard of professional midwifery practice was affi  rmed when Joyce 
Th ompson wrote on the outcome of this meeting, “We achieved consensus on the need for one 
standard of professional midwifery practice in the United States based on a uniform set of core 
competencies” (p. 2). Joyce Th ompson, “Th e President’s Pen.” Note that President Th ompson’s 
statement focuses on agreement on the need to reach consensus, not that consensus had been 
achieved.

17. Notes from fi rst Carnegie meeting, July 16, 1989. Copy in the personal fi les of JBT.
18. Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery Education.” Boyer, “Midwifery in 

America,” 218.
19. Ibid., Myers-Ciecko was an invited participant in the Carnegie meetings.
20. New York State Department of Health, Preliminary Report of the New York State Commission on 

Graduate Medical Education (September 1985). Copy shared with JBT by Nancy Devore.
21. Minutes of Seminar on Midwifery Education, July 16–18, 1989, pp. 2–5. Copy in the personal 

fi les of HVB.
22. International Federation of Gynaecology and Obstetrics, International Confederation of Mid-

wives. WHO Joint Study Group, Maternity Care in the World, 2nd Edition (Winchester, Eng-
land: C.M. Printing, 1976), 1–590, p. viii, includes the Working Party of the Joint Study 
Group adoption in 1969 of “3. Training of midwives” that includes the standard that a student 
should have completed 12 years general education, be at least 18 years of age, and complete a 
minimum of 3 years with 1 year allocated to nursing training. Th e Working Party of the Study 
Group included six obstetricians and six midwives from each language group in Europe. Th e 
Working Party was charged with agreement on the content of the midwifery curriculum. Th e 
Secretary of ICM, Marjorie Bayes, was added to the membership (p. vii). A follow-up contact 
by JBT with Warren Pearse, Executive Director of ACOG in 1990, confi rmed that the orga-
nization would not oppose a route for midwifery education outside the traditional nursing 
track, provided that the graduates were professionally educated and were comparable in quality 
to those currently approved by the ACNM. A similar conversation had occurred with Warren 
Pearse when HVB was ACNM President (1977–1981). Dr. Pearse also testifi ed on behalf of 
ACOG before the New York State licensing board on the proposed Midwifery Act A4737, 
stating that ACOG, in keeping with their 1978 statement, would not oppose a route for mid-
wifery education outside the traditional nursing track provided that education takes place in 
accredited institutions of higher education, that programs cannot focus narrowly on “normal” 
childbearing or be antitechnology, and the “licensure and regulation of program graduates 
must be comparable to the New York State Public Health Law, Title 3, Section 2560.” Testi-
mony included as appendix I-1 in Bell. Bertrand M. Bell, Report of the New York State Depart-
ment of Health Ad Hoc Advisory Committee on the Education and Recruitment of Midwives (June 
1988), 35. Dr. Pearse gave similar testimony before the Ad Hoc Advisory Committee on the 
Education and Recruitment of Midwives, on February 26, 1988, noting that the standards of 
professional education for non-nurse midwives needed to be comparable to those currently 
required for certifi cation by the American College of Nurse-Midwives. Bell, Report of the New 
York State Department of Health Ad Hoc Advisory Committee on the Education and Recruitment 
of Midwives June 1988, p. 5.

23. Dr. Joyce Roberts, Chair of the Division of Accreditation at the time of the Carnegie meetings, 
supported use of ACNM competencies and standards for defi ning professional midwifery. In 
fact, the ACNM Education Committee, chaired by Margaret-Ann Corbett, drafted Guidelines 
for Experimental Education Programs during 1981 to 1982 in response to members’ requests and 
in keeping with ACNM core competencies and accreditation standards (see Chapter 15, Direct 
Entry Midwifery Education). Th e models defi ned included non-nurse midwifery. Th e Guidelines 
were actually adopted on May 19, 1990, in between the two Carnegie meetings. Copy in the 
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 personal fi les of JBT. Joyce E. Th ompson, “Th e President’s Pen,” Quickening 21, no. 4 (July/Au-
gust 1990): 8, 10. President Th ompson defi ned “professional midwifery” and reiterated ACNM’s 
position to support nurse-midwifery education while also taking an active leadership role in 
defi ning direct-entry, non-nurse midwifery education.

24. JBT personal notes, July 17, 1989.
25. Bertrand M. Bell, Report of the New York State Department of Health Ad Hoc Advisory Committee 

on the Education and Recruitment of Midwives (June 1988). Th e New York State Ad Hoc Advisory 
Committee on the Education and Recruitment of Midwives was addressing lack of maternity care 
for the public sector primarily. Th us, it can be interpreted that Dr. Boyer’s “areas of greatest need” 
referred to the public sector.

26. JBT personal notes, July 17, 1989.
27. Bell, Report of the New York State Department of Health Ad Hoc Advisory Committee on the Edu-

cation and Recruitment of Midwives, p. 11. Devore and Bell, “Midwifery and the Shortage of 
Obstetrical Care Providers,” 7.

28. Empire State College (no date). Section I: Introduction Health Related Studies at Empire State Col-
lege. Th is handout shared at the Carnegie meeting described their approach to nontraditional 
education. It noted that the College enables students who have worked in health-related fi elds or 
who have a certifi cate or associate degree in a health specialty to incorporate that learning into a 
baccalaureate program at Empire State. Each student’s portfolio of experiences and past educa-
tion is evaluated and college credit given. Th en an individual learning contract is established, 
often related to obtaining liberal arts and science courses, to meet the requirements for a bac-
calaureate degree. Empire State College offi  cials at the Carnegie meeting were quick to note that 
professional associations may or may not accept this combination of education and experience as 
prerequisites to certifi cation. Copy in personal fi les of JBT.

29. Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery Education.”
30. Helen Varney Burst was the director of the Yale University School of Nursing Graduate Program 

in Nurse-Midwifery at this time.
31. Bell, Report of the New York State Department of Health, 9, 11.
32. Ibid., p. 9. Devore and Bell, “Midwifery and the Shortage of Obstetrical Care Providers,” 4–6. 

Minutes of the Carnegie Seminar on Midwifery Education, July 16–18, 1989, pp. 8–10. Copy in 
the personal fi les of HVB.

33. Joyce Th ompson, “Th e President’s Pen,” 2.
34. Carnegie Foundation for the Advancement of Teaching, Seminar of Midwifery Education: Agenda 

July 16–18, 1989 (Princeton, NJ: Th e Foundation). Copy in the the personal fi les of HVB.
35. Devore and Bell, “Midwifery and the Shortage of Obstetrical Care Providers,” 7. Personal obser-

vations of JBT during meeting.
36. Joyce Th ompson’s vision for the future of professional midwifery was based on a renewed com-

mitment to women and their health with women respected as persons rather than breeders, 
midwifery care based on health promotion and education that empowers women–families for 
health, cooperative eff orts toward common goals rather than the competitive need to protect 
the status quo and one’s self, the need for additional education routes to practice that includes 
educational experimentation within a framework of quality/satisfying midwifery care, effi  cient 
use of resources in production of professionals and the delivery of services based on uniform 
standards and credentialing mechanisms, and a balance of personal autonomy of midwifery 
and professional performance in the best interests of women, childbearing families, and the 
health of the nation (world). Personal notes of JBT, July 18, 1989. Sandra Botting’s vision 
included having a world where all women will have access to quality maternity and midwifery 
care, a world where normal, non-interventive birth is the standard, and where consumer choice 
and continuity of care are provided. She also noted that midwives will need to keep sight of 
their objective to achieve better care for women and their families, through one profession of 
midwifery, noting, Diversity is our strength and unity is our challenge. Minutes of Seminar on 
Midwifery Education July 16–18, 1989, pp. 21–22. Copy in notes in the personal fi les of HVB.
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37. Jo Anne Myers-Ciecko, “Seminar on Midwifery Education, Part 2: Th e Carnegie Foundation for 
the Advancement of Teaching,” MANA News VIII, no. 4 (October 1990): 10. Minutes of Seminar 
on Midwifery Education July 16–18, 1989, pp. 21–22. Copy in the personal fi les of HVB.

38. Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery Education.” Joyce Th ompson, “Th e 
President’s Pen,” Quickening 21, no. 5 (September/October 1990): 10. Minutes of Carnegie Semi-
nar on Midwifery Education, July 16–18, 1989. Copy in the personal fi les of HVB.

39. Th e New York State CNMs had drafted the “Professional Midwife Act” and were actively trying 
to get it passed during the time of the Carnegie meetings. S2794 and A4074 were presented be-
fore the State of New York Senate and Assembly on February 17, 1989, requesting an amendment 
to the education law by adding Article 140: Midwifery. Th e proposed law was not adopted until 
1992 with some revisions. Bell, Report of the New York State, Appendix N.

40. JBT personal notes July 16, 1989, included the written comment, “be humble about our igno-
rance and learn from each other.” Th e authors could not determine who had said this or whether 
this was JBT’s interpretation. Devore and Bell, “Midwifery and the Shortage of Obstetrical Care 
Providers,” 7–8.

41. JBT personal notes July 16, 1989.
42. JBT personal notes July 18, 1989. Myers-Ciecko, “Carnegie Foundation Seminar on Midwifery 

Education.”
43. ACNM Board Actions, August 20–21, 1989, “Item Carnegie Foundation Meeting on Direct 

Entry,” Quickening 20, no. 6 (November/December 1989): 4. Th e Action read: M. A. Johnson, 
CNM, Vice President, will send the following statement to the DOA, DCA, and Education 
Committee: “Th e ACNM will actively explore, through the DOA, the testing of non-nurse pro-
fessional midwifery educational routes.” Also published in Helen Varney Burst, “An Update on 
the Credentialing of Midwives by the ACNM,” Journal of Nurse-Midwifery 40, no. 3 (May–June 
1995): 290–6.

44. See Chapter 15 for direct-entry discussion within the ACNM. Burst, “An Update on the Cre-
dentialing of Midwives by the ACNM,” 293. Helen V. Burst, “President’s Pen,” Quickening 11, 
no. 1 (May/June 1980): 1, referred to the membership vote in 1980, “Th at the Board or their 
delegated representatives study the philosophical and practical implications of any change in title 
and education.” H. V. Burst, “Two Roads: Which One?” Journal of Nurse-midwifery 26, no. 5 
(September/October 1981): 7–12. Th is article raised questions related to ACNM’s role in con-
sidering midwifery education without prior nursing preparation.

45. ACNM, Position Statement on Professional Midwifery (Washington, DC: ACNM, March 26, 
1990). Board of directors meets in Phoenix, Arizona, February 1–4, 1990. Item: “Direct Entry 
Task,” Quickening 21, no. 2 (March/April 1990): 9, notes, “J. E. Th ompson, CNM, President, will 
write an explanation of the board of directors’ August statement in support of the exploration of 
direct entry midwifery through DOA to be published in Quickening and distributed to Chapter 
Chairs.” ACNM BOD, “ACNM Position on Professional Midwifery,” Quickening 21, no. 3 (May/
June 1990): 8. Th is was the explanation for the 1989 mandate to the ACNM DOA to explore 
testing of non-nurse educational routes. Th e explanation included the fact that “in recognition that 
professional midwifery is a viable and important profession worldwide, ACNM is willing to review 
proposals from groups interested in defi ning the core competencies in health skills (nursing) that 
are needed in order to prepare individuals with the core competencies in midwifery already defi ned 
by the ACNM.” Th e explanation continued, “it seems logical and wise to have the Division of Ac-
creditation be responsible for the review of any direct entry midwifery program.”

46. Joyce Th ompson, letter to Joan J. Remington dated November 7, 1989, with a copy to Joyce 
Roberts, Chair of the ACNM Division of Accreditation. Copy in personal papers of JBT. Ac-
creditation of midwifery education programs at this time was only available through the ACNM 
Division of Accreditation. MANA began working on an accreditation process with the establish-
ment of the Midwives Education Accreditation Council (MEAC) in 1991 when the MANA 
Board realized that ACNM was not going to accept programs that were not affi  liated with an 
institution of higher learning (see Chapter 16).
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47. Kitty Ernst’s letter to the ACNM Board of Directors, February 1, 1990. Eunice K. M. (Kitty) 
Ernst, a past ACNM President, wrote a letter to the ACNM Board of Directors expressing her 
concerns related to ACNM and MANA working together. She wrote, “Th ere is a very defi nite 
movement toward midwifery and away from nurse-midwifery. Th e movement, if not promoted 
or condoned by most of the leaders of the ACNM, is, through permissiveness, unchallenged, un-
explored, uncommunicated, undirected” (p. 1). Kitty Ernst went on to write, “A foundation that 
has been supportive of nurse-midwifery sponsored a meeting to promote or at least explore the 
feasibility of ‘direct-entry’ midwifery—an illusory, ill-defi ned concept being promoted by a past 
ACNM President [Sr. Angela]” (p. 2). Copy of letter in the personal fi les of JBT.

48. Position statement on Nurse-Midwifery Education (retitled “Nursing as a base for midwifery ed-
ucation”) was adopted in July 1990. Jeanne Brinkley, “ACNM Board of Directors’ Agenda Items 
and Actions From July 28–30, 1990,” Quickening 21, no. 5 (September/October 1990): 17.

49. Botting, “Spring Board Report.”
50. Jill Breen, “Professional Midwifery: Nurses and Non-Nurses Side-by-Side,” MANA News VIII, 

no. 3 (July 1990): 16.
51. MANA Core Competencies for Basic Midwifery Practice, draft as of June 8, 1991. Copy held in the 

personal fi les of JBT attached to the October 5, 1991, “Report of the Interorganizational Work-
Group on Midwifery Education” to the ACNM and MANA boards of directors from Diane 
Barnes and Joyce Th ompson.

52. Breen, “Professional Midwifery.”
53. Ibid., p. 16. Ms. Breen wrote, “MANA pioneered the concept of one standard of professional 

midwifery in the United States, Canada, and Mexico as expressed in its founding statement: ‘to 
build cooperation among midwives and to promote midwifery as the standard of health care for 
women and childbirth.’ ” (Authors’ note: promoting midwifery and agreeing to criteria for one 
standard of professional midwifery are two diff erent concepts.) Burst, “An Update on the Creden-
tialing of Midwives by the ACNM.”

54. Refer to Chapter 16, Accreditation, for ACNM’s commitment since 1978 to placing nurse-mid-
wifery education within or affi  liated with an institution of higher learning.

55. In a letter to Dr. Boyer, dated May 26, 1990, the ACNM President informed Dr. Boyer of the 
names of the six ACNM delegates nominated for the second meeting. All were subsequently 
invited by Dr. Boyer. Th e ACNM participants were Joyce Th ompson; Teresa Marsico, Vice Presi-
dent; Joyce Roberts, Chair of the Division of Accreditation; Sarah Cohn, Chair of the Division 
of Competency Assessment; Lisa Paine, Chair of the Division of Research; and Barbara Decker, 
Chair of the Education Committee. Copy of letter in personal fi les of JBT.

56. Kay Boyer and Ernest Boyer, “Letter of invitation to Helen Varney Burst.” Carnegie Foundation 
for the Advancement of Teaching, June 11, 1990. Letter in the personal fi les of HVB.

57. Boyer, “Midwifery in America.”
58. Minutes of Carnegie Seminar on Midwifery Education, July 16–18, 1989. In the personal fi les of HVB.
59. List of Attendees, Seminar on Midwifery Education Part II, Carnegie Foundation for the Advance-

ment of Teaching. List in the personal fi les of HVB. Joyce E. Th ompson, “Summary of Carnegie 
meeting July 22–24, 1990: Seminar on Professional Midwifery Education,” Quickening 21, no. 5 (Sep-
tember/October 1990): 10. Myers-Ciecko, “Seminar on Midwifery Education, Part 2: Th e Carnegie 
Foundation for the Advancement of Teaching.” MANA News VIII no. 4 (October 1990): 10.

60. Doris Haire, along with her husband, John, were copresidents of the International Childbirth Educa-
tion Association (ICEA) and cofounders of the American Foundation for Maternal and Child Health. 
At the time of this meeting, she was Chair of the Committee on Maternal and Child Health of the 
National Women’s Health Network. She was a strong supporter of midwifery throughout the world, 
having visited and observed obstetric care in more than 70 countries. She is also known for her pub-
lication, Th e Cultural Warping of Childbirth, published in 1972 when she was copresident of ICEA.

61. Carnegie Foundation for the Advancement of Teaching, Seminar on Midwifery Education, Part 
II: Agenda July 22–24, 1990 (Princeton, NJ: Th e Foundation). Myers-Ciecko, “Seminar on Mid-
wifery Education, Part 2.”
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62. Carnegie, Seminar on Midwifery Education (1990). Defi nition of a Professional Midwife, p. 16, 
in minutes of the meeting (Princeton, NJ: Th e Foundation). When MANA published this docu-
ment in their newsletter, the title was “Draft of Scope of Practice for the Professional Midwife.” 
MANA News VIII, no. 4 (October 1990): 10. Th e authors concur that this is a better description 
of the document as it defi nes “what” a midwife does. Th ere was nothing in this statement that 
referred to formal education and core competencies as yet so “who” is a professional midwife was 
still open to discussion and debate.

63. Jo Anne Myers-Ciecko, “Draft of Core Curriculum in Professional Midwifery From Carn-
egie Meeting,” MANA News VIII, no. 4 (October 1990): 11. Although an author of this list 
was not published, Jo Anne Myers-Ciecko was the appointed note-taker for MANA at this 
meetings, hence the attribution to her. Page 11 is the Draft of Core Curriculum in Profes-
sional Midwifery from the Carnegie Meeting. Th is draft compiled during the second Carn-
egie meeting included categories of basic sciences, social studies, health sciences, professional 
studies, health education, and midwifery. Th e midwifery section included antepartum theory 
and practice, intrapartum theory and practice, postpartum theory and practice up to 4 to 6 
weeks, neonatal theory and practice, well-woman gynecology including sexually transmitted 
diseases, family planning, perimenopausal, and menopausal care, and complications of the 
perinatal period. Th ompson, “Summary of Carnegie Meeting July 22–24, 1990: Seminar on 
professional midwifery education.” Quickening 21, no. 5 (September/October 1990): 10. Th is 
beginning consensus is important to note as most lay midwives were not caring for women 
beyond childbearing.

64. A Proposal From the Midwifery Alternative Th rough Education (MATE) Committee: One Solution to 
New York State’s Primary Care Provider Shortage: Expanded Midwifery Education. September 1993 
draft. Copy from Nancy Devore shared with JBT.

65. Carnegie Foundation for Advancement of Teaching. Seminar on Midwifery Education Part II: 
Meeting agenda July 23, 1990.

66. Sharon Wells, Midwives Alliance of New York Educational proposal, July 1990. Copy in the 
personal fi les of HVB.

67. Th ompson, “Summary of Carnegie Meeting July 22–24, 1990.” In addition, sources for MANA’s 
draft statement of core competencies are found in personal notes and papers of JBT. Nearly a year 
later, the MANA members of the IWG shared their June 8, 1991, draft the MANA Core Com-
petencies for Basic Midwifery Practice during the June 7–9, 1991, IWG meeting with an endnote 
stating, “American College of Nurse-Midwives documents were referenced during the drafting of 
the MANA Core competencies.”

68. Joyce Th ompson’s personal notes confi rms that well-woman gynecology was not a part of lay 
midwifery practice at the time, however the MANA Core Competencies draft of June 8, 1991, 
did include section E referencing family planning/well-woman care though the competen-
cies included related primarily to family planning. Personal notes of JBT from July 23, 1990. 
MANA Core Competencies for Basic Midwifery Practice draft as of June 8, 1991, held in the 
personal papers of JBT.

69. Sharon Wells, one of the MANA delegates to the Carnegie meeting, raised the issue of illiterate 
midwives, and the reference to religious prohibitions against educating young girls beyond grade 
school included some of the Amish and Mennonite sects.

70. Th ompson, “Summary of Carnegie Meeting July 22–24, 1990.”
71. Sandra Botting, “Fall Board Report,” MANA News VIII, no. 4 (October 1990): 1. Even though 

Sandra Botting, as President of MANA, spoke to inclusiveness, she also noted, “We need to be 
cautious and thorough in our eff orts to increase access to midwifery education and training and 
most importantly, increasing access to quality midwifery care.” Th ese comments refl ect MANA’s 
diffi  cult balance of wanting to be inclusive of all who called themselves midwives while also 
being concerned about quality midwifery care. Th is reality was noted in an open letter to the 
Midwives of MANA and ACNM from the Board of the Midwives Association of Washington 
State (MAWS) when they wrote, “It will always be the case that there are people who will call 
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themselves midwives without necessarily meeting standards any organization sets forth, who are 
not interested in being professional midwives. Th ese midwives will continue to confuse the public 
and other health care providers about the qualifi cations of midwives,” MANA News IX, no. 3 
(July 1991): 15.

72. See discussion of US MERA deliberations 2013 to 2014 at the end of this chapter.
73. See Jill Breen, “Th oughts on the Carnegie Meeting on Midwifery Education,” MANA News VIII, 

no. 4 (October 1990): 15. Also Rahima Baldwin, “Warning Flags From the Carnegie Meetings,” 
Special Delivery (Spring 1991): 6–7.

74. Th ompson, “Th e President’s Pen,” Quickening 21, no. 5 (September/October 1990): 10. President 
Th ompson refl ected on her participation in this second Carnegie meeting, writing, “It was a frus-
trating, invigorating and productive two days, recognizing that each group must take the informa-
tion back to their respective organizations for further discussion and approval where indicated.”

75. Myers-Ciecko, “Seminar on Midwifery Education, Part 2.”
76. Th ompson, “Summary of Carnegie Meeting July 22–24, 1990.” Sandra Botting, “Joint Task 

Force With ACNM,” MANA News VIII, no. 4 (October 1990): 9. Jeanne Brinkley, “ACNM 
Board of Directors Agenda Items & Action from July 1990 Board meeting,” Quickening 21, no. 
5 (September/October 1990), recorded that “C: BOD reaffi  rmed its support of nurse-midwifery 
and that it has no plan to change nurse-midwifery nor to develop a direct-entry program,” and 
“D: BOD reaffi  rmed its plan to share both resources and experience in obtaining better health for 
mothers and babies” (p. 16). Th is statement followed 1 month after the second Carnegie meeting 
and gave direction to ACNM participants in the IWG meetings.

77. Alice Sammon, “Survey of the Need for Direct-Entry Midwifery Programs,” MANA News VIII, 
no. 4 (October 1990): 21.

78. Joyce Th ompson, “Th e President’s Pen,” Quickening 22, no. 1 (January/February 1991): 8.
79. Breen, “Th oughts on the Carnegie Meeting on Midwifery Education.”
80. Rhonda Busby, “Letter to the Editor,” MANA News VIII, no. 4 (October 1990): 12–13.
81. Eunice K. M. Ernst, “Guest Editorial: A Window of Opportunity,” Journal of Nurse-Midwifery 

36, no. 5 (September/October 1991): 265–6, for her rationale for focusing on/strengthening 
nurse-midwifery.

82. HVB personal notes, July 24, 1990.
83. Th ompson, “Summary of Carnegie Meeting July 22–24, 1990.”
84. Jeanne Brinkley, “ACNM Board of Directors Agenda Items and Actions, July 28–30, 1990,” Quick-

ening 21, no. 5 (September/October 1990): 16. BOD agreed for President Joyce Th ompson to 
request the ACNM Foundation to accept the $15,000 off ered by E. Boyer to support continuing 
the exploratory discussions on direct-entry midwifery. Botting, “Joint Task Force With ACNM.”

85. Joyce Th ompson, Sandra Botting, and Royda Ballard, Two-page letter dated September 27, 1990, 
to Dr. Ernest Boyer, President of the Carnegie Foundation for the Advancement of Teaching, re-
questing $15,000 to cover meetings of the proposed IWG on Midwifery Education during 1991 
to 1993. Copy of letter in the personal fi les of JBT.

86. Joyce E. Th ompson, Letter to Sandra Botting, IM, on December 3, 1990, refers to their Kobe meet-
ing, noting, “It does not diff er signifi cantly from the outline you and I discussed in Kobe that 
resulted in our compromises for the composition of the workgroup. Th erefore, I can assure you 
that the ACNM Board of Directors will stand by their original decision for the focus and compo-
sition of the workgroup” (p. 1). Copy of letter in the personal fi les of JBT.

87. Joyce E. Th ompson, December 22, 1990, thank-you letter to Dr. Ernest Boyer states, “I am pleased 
to report that Diane and I are making good progress on details of how we will proceed to carry 
out this important task in midwifery education. We are currently writing a joint letter to the 
membership of both organizations explaining purpose, process, etc., in an eff ort to keep misun-
derstandings to a minimum. . . . We have agreed that the composition of the group must remain 
constant from here out, and great care is being taken to select representatives that can commit to 
a 2–3 year time period. We have yet to agree on exact numbers and composition, but that will 
come in January” (p. 1). Copy of letter in the personal fi les of JBT.
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88. Joyce Th ompson, “Th e President’s Pen,” Quickening 22, no. 3 (May/June 1991): 1. Th ompson 
wrote, “We need to demonstrate the same caring concern we have for CNMs and the families 
we serve with other professions, and with other groups of midwives, and with policy makers 
and politicians. It is only in working together toward a common goal that the women, men and 
children of the work (all people) will be healthier—that we will have the better world we all 
dream about.” Also in same issue of Quickening, “ACNM Issues for Discussion,” p. 12, included 
Th ompson’s brief explanation for ACNM members of the Board’s continuing participation in 
joint ACNM–MANA meetings beginning in June 1991 with the group now called the Inter-
organizational Workgroup on Midwifery Education. Botting, “Fall Board Report.” Also p. 16 in 
the same issue, “Professional Midwifery: Nurses and Non-Nurses Side-by-Side.”

89. Check from the Carnegie Foundation for the Advancement of Teaching for $15,000 was dated 
December 14, 1990, and Th ompson letter of acceptance on behalf of ACNM and MANA was 
dated December 22, 1990. Kathryn Boyer said that the funds for the midwifery meetings came 
from Dr. Boyer’s discretionary funds as President of the Carnegie Foundation for the Advance-
ment of Teaching. She went on to say that the Board of the Foundation supported his decisions 
on use of such funds and he was very supportive of the need for more professional midwives to 
care for childbearing families. Copy of letters and JBT telephone conversation with Kathryn 
Boyer, October 17, 2011.

90. Joyce E. Th ompson, Letter to Ernest L. Boyer, dated December 22, 1990, expressing gratitude for 
the $15,000 grant for workgroup meetings. Joyce Th ompson and Diane Barnes, Report of the In-
terorganizational Workgroup on Midwifery Education (to Carnegie Foundation), January 25, 1992, 
pp. 7–8. Copy of documents in the personal fi les of JBT.

91. Ernest L. Boyer, Letter to Dr. Joyce E. Th ompson, July 17, 1992. Dr. Boyer wrote, “I am pleased 
to off er a grant in the amount of $10,000 to the Inter-Organizational Workshop on Midwifery 
Education to help support the meetings planned for continued discussion of midwifery educa-
tion.” Copy of letter in the personal fi les of JBT.

92. Joyce E. Th ompson, Diane Barnes, and Royda Ballard, Letter to Dr. Ernest Boyer, President of the 
Carnegie Foundation for the Advancement of Teaching, April 13, 1992, p. 1, described the goals in 
the grant request. Copy of letter in the personal fi les of JBT.

93. Erica Kathryn, “Actions of the ACNM Board of Directors May 1992,” Quickening 23, no. 4 
(July/August 1992): 25. MANA board, “Spring Board Resolutions,” MANA News X, no. 3 (July 
1992): 16. Item 16: IWG Support for ongoing meetings (matching funds from ACNM): Con-
sensus decision to use $1,000. Linda Walsh and Linda Graf, “Background on the ACNM/MANA 
Interorganizational Workgroup on Midwifery Education (IWG),” Quickening 24, no. 1 (January/
February 1993): 29–31.

94. Th ompson, Background on the ACNM/MANA Interorganizational Workgroup on Midwifery 
Education (IWG),” Quickening 24, no. 1 (January/February 1993): 29. Botting, “Joint Task 
Force With ACNM.”

95. Once the IWG became a reality, the presidents of MANA and ACNM negotiated every letter to 
the Carnegie Foundation for the Advancement of Teaching, and each piece of correspondence 
that went simultaneously to workgroup members and to their respective boards of directors for 
action. Th e presidents also spent many hours on the telephone and exchanged several letters dur-
ing the sometimes diffi  cult negotiations on membership and issues to be discussed (notes in the 
personal fi les of JBT). Th e MANA President changed in November 1990 when Sandra Botting 
resigned for personal reasons and Diane Barnes became MANA President. Sandra Botting had 
cosigned the grant request letter to the Carnegie Foundation and began the solicitation of MANA 
members for the IWG. Diane Barnes’s presidential terms went from the end of 1990 to 1994 
and Joyce Th ompson’s presidential terms were from spring 1989 to spring 1993, so presidents 
Th ompson and Barnes worked closely together on IWG activities, agendas, minutes, and so on, 
from late 1990 through June 1993. Th e fi fth and fi nal IWG meeting June 3–5, 1994, occurred 
over a year after the end of Joyce Th ompson’s role as ACNM President, but she remained as the 
offi  cial ACNM representative at this meeting without direct access to the ACNM Board.
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96. Jeanne Brinkley, “ACNM Board of Directors Agenda Items & Actions From the October 21–
23, 1990 Board meeting,” Quickening 22, no. 1 (January/February 1991): 17. Th e BOD agreed 
to the composition of the Work Group. See also Diane Barnes, “From the President,” MANA 
News IX, no. 2 (April 1991): 1. She wrote, “Th e ACNM has agreed to parity in representation 
between MANA, ACNM, and Consumers.”

97. Trudy Cox, “Letters to Quickening: From the Midwifery Communication and Accountability 
Project,” Quickening 22, no. 2 (March/April 1991): 12–22. Joyce Th ompson’s response letter to 
Jo Anne Myers-Ciecko and Th erese Stallings dated February 27, 1991, noted that the suggestion 
that ACNM work only with them (Seattle school) and the New York direct-entry midwifery 
educators (Midwives’ Alliance of New York [MANY] educators group) instead of other MANA 
representatives was rejected in favor of broader MANA representation. Joyce Th ompson also 
noted, “Th ough I am basically an optimist, these past few weeks have tried that optimism. I still 
think Diane and I can work out the details to continue the direct-entry task—but time will tell” 
(p. 1). Copy of letters in the personal fi les of JBT.

98. Sandra Botting, “Joint Task Force With ACNM,” MANA News VIII, no. 4 (October 1990): 
9. Th is announcement called for MANA members interested in joining the IWG to send their 
curriculum vitae and two letters of reference to Alice Sammon, MANA Regional Representative, 
in Warwick, NY.

99. Jeanne Brinkley, “ACNM Board of Directors Agenda Items & Actions October 21–23, 1990,” 
Quickening 22, no. 1 (January/February 1991): 17. Jeanne Brinkley, “ACNM Board of Direc-
tors Agenda Items & Actions January 31–February 3, 1991,” Quickening 22, no. 2 (March/
April 1991): 18. Joyce Th ompson letter to Margaret Taylor and Ruth Ann Price, dated March 
5, 1991. Margaret Taylor and Ruth Ann Price were on the ACNM Board of Directors and 
volunteered to review all the applications for ACNM members-at-large. Letters in the personal 
fi les of JBT.

100. Joyce E. Th ompson, letter to Dorothea M. Lang, April 5, 1991, commenting on Dorothea 
Lang’s lack of an application to be considered and requesting whether she would be willing to 
work on a small ACNM subgroup following the meeting. Letter in the personal fi les of JBT.

101. Peggy Spindel, MCAP Update, p. 9. Th is update provided the background of the three consum-
er members chosen by MCAP for MANA, and notes, when writing about the IWG meetings, 
that, “Happily, there was an openness of communication among all delegates. Th e MCAP con-
sumer advocate delegates were full and equal participants and felt that the meeting was historic.”

102. Peggy Spindel letter to Joyce Th ompson, dated November 26, 1990, with attached MCAP 
proposal dated October 25, 1990, asking for expansion of the task of the workgroup to include 
emphasis on all types of midwives and more consumer members on the IWG and that the ad 
hoc committee select these individuals to represent all types of consumers. Th e proposal also 
asked ACNM to support them in soliciting funds to expand the agenda and number of partici-
pants. Th is and several other letters from MCAP are held in the personal fi les of JBT. Letter from 
Joyce Th ompson to Sandra Botting, dated December 3, 1990, “Th erefore, I can assure you that 
the ACNM Board of Directors will stand by their original decision for the focus [direct entry 
professional midwifery] and composition of workgroup. Th e Board had no diffi  culty accepting 
in principle Peggy’s suggestion that the workgroup issue of direct entry professional midwifery 
curriculum be widely discussed among members of both organizations, but held the line on 
adding any additional members to the actual workgroup or altering the task” (p. 2). Letter in 
the personal fi les of JBT.

103. Joyce Th ompson letter to Peggy Spindel and Lillian Anderson dated February 27, 1991, in 
which President Th ompson reported the ACNM Board decision, p. 1. Letter in the personal 
fi les of JBT.

104. Diane Barnes and Joyce Th ompson, Letter of March 4, 1991, to “Applicants to the Carnegie 
Interorganizational Workgroup on Midwifery Education.” Copy in the personal fi les of JBT. 
Diane Barnes, “Interorganizational Work-Group on Midwifery Education,” MANA News IX, 
no. 2 (April 1991): 14.
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105. Joyce Th ompson and Diane Barnes, Report of the Interorganizational Workgroup on Midwifery 
Education, January 25, 1992, p. 3, Statement of Purpose. Th is report of 19 pages plus appendi-
ces was sent to Dr. Ernest Boyer, President of the Carnegie Foundation for the Advancement of 
Teaching, as the fi nal report of grant activities during 1991 that were sponsored by Th e Founda-
tion. Copy of report in the personal fi les of JBT.

106. Joyce E. Th ompson, Letter to ACNM participants in IWG With Copy to Diane Barnes, June 1, 
1991. Th e letter listed all ACNM and MANA participants with a note that Barbara Katz Roth-
man requested a breakfast meeting on June 7th with all the consumer representatives. Copy of 
letter in the personal fi les of JBT.

107. IWG members, Statement of the Interorganizational Workgroup on Midwifery Education (July 9, 
1991).

108. IWG members, Th e Professional Midwife: Scope of Practice (June 7–9, 1991). Copy in JBT per-
sonal fi les.

109. Ibid.
110. Ibid.
111. E. Kathryn, “ACNM Secretary. Board of Directors Meeting July 20–22, 1991,” Quickening 22, 

no. 5 (September/October 1991): 16. Item: Interorganizational Workgroup/Carnegie & Action: 
Th e BOD reviewed the draft Statement on Th e Professional Midwife with “General consensus 
on the fi rst paragraph, Scope of Practice.” Th e minutes also noted that President Joyce Th omp-
son would request the MANA documents referenced in the rest of the statement (MANA cur-
rent educational routes, code of ethics, standards of practice, competency assessment, and peer 
review) be sent to the ACNM BOD for their review during the October 1991 board meeting.

112. Report of the Interorganizational Work Group on Midwifery Education. At this point, it was recog-
nized that ACNM as an organization had diff erent “rules of procedure” than MANA. Th e mem-
bers are more involved with decision making within MANA (membership about 400) whereas 
the Board of Directors of the ACNM retained fi nal decision authority for its 3000+ members.

113. MANA News from 1989 through 1994 is fi lled with views and opinions on the Carnegie and 
IWG meetings, draft documents, and reports from the president and IWG MANA members.

114. Linda Walsh and Linda Graf, “Background on the ACNM/MANA Interorganizational Work-
group on Midwifery Education (IWG),” 29. Because of the need to educate ACNM member-
ship on IWG activities, the ACNM board authorized Linda Walsh and Linda Graf, IWG CNM 
members at large, to write a summary of activities in 1992. As noted by Linda Walsh and Linda 
Graf, “Th e process for discussion and review of IWG eff orts has been cumbersome, at best, and 
also refl ects the diff erences in how both midwifery organizations are set up. Th at is, MANA 
members have had access to all draft documents coming out of the IWG via newsletter in order 
to provide input to their representatives and the Board directly at annual meetings. Th e ACNM 
Board has followed usual procedures and has reviewed documents and made decisions on same, 
using the elected representative ‘voice’ and then publishing these decisions in Quickening.”

115. Th e ACNM had adopted a position statement in which they defi ned what they believed were 
the critical aspects of using the title, midwife. ACNM. Midwifery and the Title Midwife Position 
Statement, adopted on February 20, 1991.

116. Diane Barnes, “Introduction to Special Packet of Materials for MANA Members,” MANA Spe-
cial Packet of Materials (Summer 1991): 1–2. Diane Barnes, in an eff ort to calm some MANA 
members’ fear of cooptation, noted, “ ‘Professional’ does not indicate that you must have a de-
gree.” Valerie Appleton, “Th e Professional Midwife Statement: Intent vs. Reality,” MANA News 
X, no. 4 (October 1992): 23–24. Th is is a refl ection by one MANA member on the ongoing 
concern for using the word “professional.”

117. Stephanie Kearns, “Letter to the Editor,” MANA News XI, no. 2 (April 1993): 25. Stephanie 
Kearns’ letter describes the confusion and serious questions that the IWG dialogue on mid-
wifery certifi cation and professional midwifery has raised in her own mind and in that of other 
midwives. She writes, “We need a national certifi cation process, a standard for documentation 
and database for birth statistics. Once we’ve succeeded in working out professional standards 
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for ourselves that are ‘equal’ to the ACNMs and have expanded the educational opportunities 
for DEMs, we will have the foundation for autonomy.” I. M. Gaskin, Inter-Organizational Work 
Group Minutes, June 7–9, 1991, pp. 1–7. Th e ACNM Board was struggling with their position 
on “lay” midwifery during 1990, along with adopting a position statement on professional 
midwifery. Erica Kathryn, “Board Agenda and Action Items October 21–23, 1990,” Quicken-
ing 22, no. 1 (January/February 1991): 18. Joyce Th ompson, “Th e President’s Pen,” Quickening 
22, no. 2 (March/April 1991): 2. Joyce Th ompson writes, “bravely extending our discussions 
on how we can continue dialogue with non-nurse midwives as we also maintain one standard 
for professional midwifery practice.” She continues, “I would also urge each and every CNM to 
understand and help others understand that ACNM recognizes that not all ‘midwives’ accept 
our position nor want to be held to any defi ned standard or scope of practice. We may need to 
go our separate ways on that latter issue, but I hope we can at least agree on the standard and 
scope of practice for professional midwives, including certifi ed nurse-midwives.” Barnes, “From 
the President.” Diane Barnes wrote, “MANA has made it clearly understood that we will not 
support any eff ort to downgrade or eliminate traditional midwifery and apprenticeship training 
in any form.”

118. Diane Barnes, “From the President,” MANA News IX, no. 3 (July 1991): 1. Ms. Barnes wrote, 
“Th e work of the group [IWG} has engendered some fears and concerns in all of us. Th e fears: 
Will we be co-opted? Taken in? Used? Concerns: Can we work together? Can we communicate? 
Will it do any good?” Ina May Gaskin. Summary Minutes, June 1991, pp. 1–6, based on de-
tailed minutes taken by Ina May Gaskin that covered who said what, in 18 pages. Th ompson 
and Barnes, Report of the Interorganizational Work Group on Midwifery Education to Carnegie, 
pp. 8–9. Copy of minutes in the personal fi les of JBT.

119. Mari Patkelly, “Re-manifesting Midwifery and Still Retaining the Essential Midwife,” MANA 
News IX, no. 4 (November 1991): 16–17. Mari Patkelly expressed a negative opinion on “pro-
fessional” that refl ected that of several MANA members. Th erese Stallings and Deb Kaley, “In-
formation for MANA Membership (And All Midwives) About the IWG,” MANA News X, no. 
1 (January 1992): 9.

120. Appleton, “Th e Professional Midwife Statement.” Patkelly, “Re-manifesting Midwifery and Still 
Retaining the Essential Midwife,” p. 8.

121. ACNM, Midwifery and the Title Midwife Position Statement, adopted on February 20, 1991. 
Also see section on Carnegie meetings.

122. Interorganizational Workgroup on Midwifery Education. Summary Minutes, June 7–9, 1991, 
in Dallas, Texas, p. 4.

123. Th e disagreement on educational routes with and without university connections that began 
early in the negotiations between Joyce Th ompson and Diane Barnes continued throughout the 
IWG meetings. Diane Barnes letter to Joyce Th ompson dated March 17, 1991, referenced Joyce 
Th ompson’s statement that the “ACNM Board of Directors reaffi  rmed its position that the focus 
of the Interorganizational Work Group is direct entry, university based midwifery education,” 
while Diane Barnes understood the mandate was to develop core competencies and standards 
that would be used by both MANA and ACNM in their respective processes of approving edu-
cation pathways. Diane Barnes went on to write, “I feel like there is a lack of consideration of the 
MANA position. We are asked to honor the ACNM position without being able to expect the 
same respect for a diff ering position in return,” p. 2. Joyce Roberts’s letter to Joan J. Remington, 
LM, dated March 16, 1990, reiterated the ACNM position on university affi  liation for direct-
entry midwifery program. Copies of letters in the personal fi les of JBT.

124. Barnes, “From the President.” Diane Barnes wrote, “MANA has made it clearly understood that 
we will not support any eff ort to downgrade or eliminate traditional midwifery and apprentice-
ship training in any form.” Barnes, July 1991, p. 1.

125. Personal memories of JBT.
126. Minutes September 1991, p. 7. Mari Patkelly, “Making an Exit From the MANA Board,” MANA 

News X, no. 3 (July 1992): 21–22. Mari Patkelly was Treasurer of the MANA board during the 
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Carnegie and IWG early meetings, and refl ects on her fear of the outcome of these meetings. 
She writes, “I have been continually plagued by fear. I am scared that MANA is getting ready to 
slip in place as another national regulatory body” p. 22.

127. Walsh and Graf, “Background on the ACNM/MANA Interorganizational Workgroup on Mid-
wifery Education (IWG),” 29, noted that “MANA instituted its own credentialing exam (cog-
nizant of the fact that ACNM and the ACC were not willing to examine direct-entry midwives 
with various educational backgrounds).”

128. Patkelly, “Making an Exit From the MANA Board,” 16–17. Stallings and Kaley, “Information 
for MANA Membership (And All Midwives) About the IWG,” 1991, 9.

129. Roberts report to IWG September 1991. Personal fi les JET.
130. IWG Minutes September 1991, p. 3.
131. Ibid., p. 4.
132. Helen Varney Burst, “Th e History of Nurse-Midwifery/Midwifery Education,” Journal of Mid-

wifery & Women’s Health 50, no. 2 (2005): 129–37, 131.
133. Education for Nurse-Midwifery: Th e Report of the Work Conference on Nurse-Midwifery (Santa Fe, 

NM: American College of Nurse-Midwifery, 1958), 44.
134. ACNM President Th ompson, and immediate past and current ACNM DOA Chairs (Joyce 

Roberts and Helen Varney Burst), had communication with directors of the Seattle Midwifery 
School and the Northern Arizona School of Midwifery about possible accreditation through the 
ACNM DOA without university affi  liations. Copies of correspondence in the personal fi les of 
Roberts, HVB, and JBT.

135. Joyce Roberts, Letter to Joan J. Remington, LM, dated March 16, 1990, reiterated the ACNM 
position on university affi  liation for direct-entry midwifery program. Copy of letter from the 
personal fi le of Joyce Roberts shared with JBT.

136. Anticipation of this action was communicated during a meeting of HVB with Jo Anne Myers-
Ciecko and Th erese Stallings at the Seattle Midwifery School in 1994, and subsequent commu-
nication of this decision led to the fi nal development of MEAC accreditation (see  Chapter 16, 
EN 37). Copies of all letters in HVB fi les: letters to Jo Anne Myers-Ciecko and Th erese Stall-
ings, and return letters from Jo Anne Myers-Ciecko. Also see J. P. Rooks and K. C. Carr, “Cri-
teria for Accreditation of Direct-Entry Midwifery Education,” Journal of Nurse-Midwifery 40, 
no. 3 (May/June 1995): 297.

137. Patkelly, 1992, p. 22.
138. Diane Barnes, “From the President,” MANA News IX, no. 3 (July 1991): 1, notes that “Th e fi rst 

test will be off ered at the El Paso Convention in October” (1991). See Chapter 16 section on 
Certifi cation, which provides a review of NARM certifi cation.

139. Although not discussed formally during the IWG meeting, the National Coalition of Midwifery 
Educators (NCME), a group of direct-entry educators formed in June 1990, published a let-
ter to the IWG in MANA News IX, no. 3 (July 1991): 13, off ering their collective expertise 
in direct-entry education in an advisory capacity, and noting they had developed criteria for 
accreditation of midwifery education programs. Th erese Stallings brought this group together 
and was also an IWG member. Th is letter also stated, “With the creation of high standards 
of core competency, a rigorous certifi cation process and accreditation of midwifery education 
programs, the concern about inappropriate and inadequate midwifery training becomes a moot 
point.” Th is position was not shared by all MANA members. Th e NCME also drafted a “State-
ment of Support for National Accreditation of Midwifery Education, June 1990,” noting, “Th e 
various education routes, including at-a-distance learning, conventional classroom format, pre-
ceptorship and university-without-walls, should culminate in the mastery of core competen-
cies which meet a national standard of midwifery education.” National Coalition of Midwifery 
Educators’ Conference Report, June 1990, p. 3. Copies of all letters from the personal fi les of Joyce 
Roberts shared with JBT. See Chapter 16 sections on Accreditation and Certifi cation for details 
on the development of NARM (certifi cation) and MEAC (accreditation).

140. Barnes, “From the President,” 1.
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141. Diane Barnes’s letter to Joyce Th ompson dated March 17, 1991, stated, “I can say that the com-
munications have spurred on the development of our own exam, and communications from 
several states indicate their desire to work with us for the development of an exam for non-nurse 
midwives,” p. 2. Copy of letter in the personal fi les of JBT. Th e North American Registry of 
Midwives (NARM) was incorporated in July 1992 and the Interim Board gave the fi rst volun-
tary examination for registry in fall 1991. Diane Barnes’s report to IWG during the September 
1991 IWG meeting. Minutes of IWG September 1991, p. 1. Walsh and Graf, “Background on 
the ACNM/MANA Interorganizational Workgroup on Midwifery Education (IWG),” p. 29, 
noted that “MANA instituted its own credentialing exam (cognizant of the fact that ACNM 
and the ACC were not willing to examine direct-entry midwives with various educational back-
grounds).”

142. Participants agreed that the sharing of ACNM documents related to standards, ethics, and core 
competencies was of great benefi t to MANA in the development of their own documents, and 
were very similar in content. Th is fact, however, did not deter the ACNM or MANA from in-
sisting on maintaining their own documents and education pathways.

143. Joyce Roberts was a member of the IWG and was consistent during the IWG meetings of 
reinforcing the point that ACNM does not develop educational programs, individuals do. 
ACNM DOA only accredits educational programs. Th is nuance was not clearly understood 
by some MANA and ACNM members. Telephone call with J. Roberts on February 13, 2012, 
and JBT.

144. ACNM, “Board of Directors Action Item on Direct Entry Midwifery Education,” Quickening 
20, no. 6 (November/December 1989): 4. Th is ACNM BOD statement read, “Th e ACNM 
will actively explore, through the division of Accreditation, the testing of non-nurse profes-
sional midwifery educational routes.” Previous discussions of this since 1981 emanated from the 
ACNM Education Committee. Helen V. Burst, “An Update on Credentialing of Midwives by 
the ACNM,” Journal of Nurse-Midwifery 40, no. 3 (May/June 1995): 290–293. Minutes IWG, 
June 7–9, 1991, pp. 1–2.

145. Ibid., Joyce Th ompson, “Open Letter to Certifi ed Nurse-Midwives,” Quickening 22, no. 6 (No-
vember/December 1991): 13. Th ompson and Barnes, Report to Carnegie, 1992, p. 13.

146. Th erese Stallings, “Report to MANA Regarding ACNM’s Eff orts to Accredit Direct-Entry Pro-
grams,” MANA News X, no. 1 (January 1992): 13. Ms. Stallings notes, “At this point, the 
ACNM has no intention of starting direct-entry programs, it is only interested in having a 
mechanism in place in order to respond to those programs that might request accreditation by 
the ACNM.” Breen, “Professional Midwifery,” 16.

147. ACNM position on direct-entry professional midwifery, 1989. Burst.
148. IWG Minutes October 1992, p. 2. Walsh and Graf, “Background on the ACNM/MANA Inter-

organizational Workgroup on Midwifery Education (IWG),” 29–31.
149. IWG Minutes October 1992, p. 5.
150. Thompson, “Open Letter to Certified Nurse-Midwives,” 13. President Thompson wrote 

in this letter that no ACNM member money had been used to date to fund this dialogue 
in an attempt to calm those members who did not support such dialogue between mid-
wives. Deb Giese, Letter to President Joyce Thompson, dated January 25, 1993, in which 
Deb Giese expressed concern that the Wisconsin ACNM Chapter had invited the Wis-
consin Guild of Midwives to attend their local chapter meeting. Deb Giese asked, “Is 
ACNM slipping away from the mighty goals of its founders and rushing to a false front?” 
Joyce Thompson replied in a letter dated March 20, 1993, “ACNM is taking a very ac-
tive role in ensuring that the profession of nurse-midwifery will continue into the 21st 
century.” She added, in response to fears that association with other midwives might give 
Deb Giese a bad reputation, that “The MANA elected officials are as concerned about 
standards and accountability as the ACNM elected officials. In fact, our Interorganiza-
tional efforts have enhanced the speed at which MANA is moving to national certifica-
tion. ACNM and MANA will continue to work together so that all women can have high 
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quality, affordable, available and compassionate care.” Copies of letters in the personal 
files of JBT.

151. Zakiyyah Madyun, “My Dear Sisters,” MANA News IX, no. 1 (January 1993): 16. Zakiyyah 
Madyun goes on to plead, “I pray that in the very near future (maybe as soon as the very next 
Committee Meeting???) we will be able to meet without the personalities, egos, organizational 
mandates, and titles, and instead take the bull by the horns and fashion, shape and mold the 
futures of our daughters, sons and the world!”

152. Ina May Gaskin, Minutes of June Interorganizational Workgroup on Midwifery Education, 
pp. 1–18. Copy in the personal fi les of JBT.

153. Erica Kathryn, “Minutes of October 1991 Meeting of ACNM Board of Directors,” Quicken-
ing 23, no. 1 (January/February 1992): 21. Item on ACNM/MANA Carnegie Meetings noted 
actions that include BOD acceptance of Th e Grand Midwife statement, along with support for 
seeking outside funding to continue the IWG meetings. Th e statement was published in the 
same issue of Quickening (p. 24). Th e Grand Midwife statement was endorsed by the MANA 
board on October 14, 1991. MANA News X, no. 1 (January 1992): 11. Th ompson and Barnes, 
Report of the IWGME to Carnegie, p. 17. Walsh and Graf, “Background on the ACNM/MANA 
Interorganizational Workgroup on Midwifery Education (IWG),” pp. 29–31.

154. Kearns, “Letter to the Editor.” Stephanie Kearns’s letter describes the confusion and serious 
questions that the IWG dialogue on midwifery certifi cation and professional midwifery has 
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c h a p t e r  T W E N T Y - T W O

Midwives With Midwives: 
International

Few of us can do great things, but all of us can do small things with great love.
—Mother Teresa

Th e members of the American College of Nurse-Midwives (ACNM) have a long-standing in-
terest and support for international work. Th ey are not only involved in providing programs 
and support of midwifery associations, they share their expertise in a variety of global venues, 
such as the World Health Assembly.1 In an ACNM survey of members in the fi rst decade 
of the 21st century, 96% of those members responding supported ACNM’s involvement in 
international activities and 88% wanted ACNM to prepare them for international work. 
Survey results noted that more than half of the ACNM members speak a second language 
and one third has international experience as midwives.2

Th e ACNM Division of Global Health is the volunteer group of ACNM members 
interested in or with international experience. Th e Division of Global Health was preceded 
by the ACNM Committee on International Health. Both groups have provided opportuni-
ties for the involvement of interested ACNM members in international work3 and a place to 
share their interests–experiences on a variety of global projects. Th eir involvement reinforces 
ACNM’s role as a provider of international midwifery consultants and expertise.

■ THE INTERNATIONAL CONFEDERATION OF MIDWIVES

Th e discussion of midwives working with midwives within the International Confederation 
of Midwives (ICM) in this chapter is from a U.S. perspective. Th e authors recognize that the 
work of ICM involves the contributions of many international associations of midwives and 
individuals, though these are not discussed in this U.S. history of midwives.

ICM is a global federation of midwifery associations functioning as either independent 
entities (e.g., ACNM, Midwives Alliance of North America [MANA]) or as autonomous 
groups within other organizations, such as nursing or physician groups. Th ese  midwifery 
associations choose to join together to promote and strengthen midwifery in order to 
enhance the health of women and childbearing families throughout the world. ICM is the 
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only  international midwifery association with formal recognition by the United Nations 
(UN) as a nongovernmental organization (NGO), receiving its fi rst UN accreditation in 
January 1957.4 From modest European beginnings in the early 1900s, the ICM in June 2014 
had 116 midwifery associations in membership from 102 countries, representing an esti-
mated 250,000 midwives worldwide.5 ACNM was accepted into ICM membership in 19566 
and the International Section of MANA was accepted into ICM membership in September 
19847—both within a year of their incorporation emphasizing the importance of global sup-
port/sharing and the credibility that membership within the ICM confers.

BRIEF HISTORY

Th e rapid institutionalization of childbirth after World War I, falling birth rates, and an ever-
growing number of physicians threatened the long-standing practice of midwifery in many 
countries. Th e need to work together across national and cultural boundaries was compelling, 
and European midwives formed the International Midwives Union (IMU) in 1919.8 Wars 
interrupted the IMU meetings, and many records were lost during World War II.9

In 1954, the “reborn” ICM, with headquarters in London until 2000, then in Th e 
Hague, Th e Netherlands, reached well beyond Europe for the fi rst time.10 Midwives through-
out the world began to realize the value of sharing information and working together to 
improve conditions for childbearing women and families while strengthening the profession 
of midwifery.11 According to Lucille Woodville, CNM, President of the ICM in 1971, “It was 
at the 1954 Congress that the U.S.A. had its initial contact with the international midwife 
body. Dr. Nicholson J. Eastman, the renowned American obstetrician, was a participant at 
the 1954 Congress and endorsed the role of the midwife in maternal and infant care.”12

AIM AND STRATEGIC ACTIONS

Th e aim of the Confederation is “to advance worldwide the goals and aspirations of midwives 
in the attainment of improved outcomes for women, their newborns, and families during the 
childbearing cycle, using the ICM midwifery philosophy and model of care.”13 Since the early 
1990s, ICM’s strategic actions to achieve ICM’s aim have focused on three primary goals 
with strategic objectives. Th e goals include (a) address women’s health globally, (b) promote 
and strengthen the midwifery profession, and (c) promote the aims of the Confederation 
internationally.14

ORGANIZATION AND STRUCTURE

Association membership is based on midwife members of an association who meet the crite-
ria contained within the most current ICM Defi nition of the Midwife, including formal edu-
cational preparation as a midwife, educated and trained to profi ciency in the ICM essential 
competencies, and legally recognized to practice midwifery.15

Th e structure of ICM as an organization begins with the ICM Council, which is the 
policy-setting body. Th e ICM Council consists of two representatives from each midwifery 
association in membership and the 12 members of the ICM Board. Th e Council policies 
dictate the work of the ICM Board for each triennium. Th e ICM Board consists of three 
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Council (internationally) elected offi  cers (President, Vice President, fi nancial portfolio/
Treasurer, known as Director, Deputy Director, and Treasurer prior to 200816) and nine 
regionally elected representatives from: Africa (two), the Americas (two), Asia-Pacifi c (two), 
and Europe (three).17 Th e ICM Executive Committee, consisting of the President, Vice 
President, and Treasurer provide regular oversight of the ICM headquarters staff  located in 
Th e Hague, Th e Netherlands. Th e ICM staff  includes a Chief Executive18 hired by the ICM 
Executive Committee, and other individuals hired by the Chief Executive within budgetary 
guidelines as needed to carry out the day-to-day functions of the ICM.19 Th e current Chief 
Executive is Frances Ganges, the fi rst U.S. midwife and Nurse-Midwife (CNM) appointed 
to this post.

Meetings of the Council were held every 3 years prior to the Triennial Congresses until 
2008. Since that time, yearly Council meetings with voting by proxy are held for review of 
fi nancial matters and the annual report, and a full council agenda with in-person members is 
held every 3 years prior to the ICM Triennial Congress.

Terms of offi  ce for elected offi  cials have changed over the years and now are 3 years, 
with provisions for reelection one time for a total of two consecutive terms in the same 
offi  ce. Joyce Th ompson, CNM, was elected Deputy Director 1993 to 1999, and Director 
1999 to 2005, the fi rst U.S. midwife and CNM elected to these positions. A major change 
in structure occurred in 2008 when for the fi rst time, the president was elected by the 2008 
ICM Council, thus eliminating the honorary post of president that was bestowed in the past 
by the person named by the ICM Member Association who hosted the triennial congress. 
Lucille Woodville, CNM, was the honorary President of ICM from 1969 to 197220 when 
the ACNM hosted the XVI ICM Congress in Washington, DC, October 28 to November 3, 
1972,21 the fi rst time a congress was held in North America.

Head table of 16th ICM Congress of Midwives, ICM President Lucille Woodville (fourth from 
left), and ACNM President Carmela Cavero (eighth from left), 1972. 
Photo from the personal collection of Helen Varney Burst.
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ACNM and the International Section of MANA have been elected as one of the two 
regional representatives for the Americas several times since 1956. Dorothea Lang, CNM, 
held the Americas’ regional representative post both for ACNM and for MANA over several 
terms.22 Dorothea Lang also serves as the ICM representative to the UN in New York City, 
and over the years has mentored other ACNM members who join her in this role.

ICM ACTIVITIES AND DOCUMENTS

Th e ICM sets standards for international midwifery through the work of its committees, task 
forces, and consultants, based on the mandates from the ICM Council. Each of the current 
ICM core documents can be found on the ICM website.23 Th ese core documents form the 
framework for strengthening midwifery globally so that the health of women and newborns 
can be improved worldwide.

ICM International Defi nition of the Midwife

Since 1972, the ICM has defi ned the qualifi cations and scope of practice of the midwife glob-
ally. With each revision over the years, defi ning who is a midwife (qualifi cations) has evolved 
in keeping with the development of other core ICM documents and standards. Th e defi ni-
tion was updated in 1991 and again in 2002 and 2005, primarily to modernize language and 
to refl ect more clearly the self-governance and autonomy of the midwife. Th e 2005 revision 
was adopted by the ICM Council with a deliberate decision to ask collaborating partners 
(WHO, International Council of Nurses, International Federation of Obstetricians and Gy-
necologists) to “endorse” the new defi nition rather than “approve” the defi nition as they had 
in the past. All of them endorsed the new defi nition and this was viewed by midwives as the 
next step toward full autonomy of the profession of midwifery and the ICM.

In 2011, another milestone was reached with the international defi nition update that 
refl ected adherence to the updated competencies and new ICM standards, thus resulting in 
a more clear defi nition of the professional midwife.24 Th is defi nition helps to clarify who is a 
fully qualifi ed midwife because many individuals use the title “midwife” in various countries, 
but not all midwives are prepared in accord with the ICM defi nition and core documents.25 
Th e 2011 revised ICM International Defi nition of the Midwife reads:

A midwife is a person who has successfully completed a midwifery education 
programme that is duly recognized in the country where it is located and that is 
based on the ICM Essential Competencies for Basic Midwifery Practice and the 
framework of the ICM Global Standards for Midwifery Education; who has ac-
quired the requisite qualifi cations to be registered and/or legally licensed to prac-
tice midwifery and use the title ‘midwife’; and who demonstrates competency in 
the practice of midwifery.26

During the 2011 revision, the scope of midwifery practice was separated from the defi -
nition for clarity.27 Th e scope of practice has remained essentially the same since 1972 (see 
Chapter 10). Th e current wording of the Scope of Practice can be found with the defi nition of 
the midwife on the ICM website at www.internationalmidwives.org and is as follows:

Th e midwife is recognised as a responsible and accountable professional who 
works in partnership with women to give the necessary support, care and advice 
during pregnancy, labour and the postpartum period, to conduct births on the 
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midwife’s own responsibility and to provide care for the newborn and the infant. 
Th is care includes preventative measures, the promotion of normal birth, the 
detection of complications in mother and child, the accessing of medical care or 
other appropriate assistance and the carrying out of emergency measures.
 Th e midwife has an important task in health counselling and education, not 
only for the woman, but also within the family and the community. Th is work 
should involve antenatal education and preparation for parenthood and may ex-
tend to women’s health, sexual or reproductive health and child care.
 A midwife may practise in any setting including the home, community, hos-
pitals, clinics or health units.28

ICM Mission and Vision

Th e fi rst ICM Vision statement was adopted in 1993, based on ACNM visioning documents 
shared with ACNM permission by Deputy Director, Joyce Th ompson, CNM.29 Th e vision 
focused on the importance of empowering healthy women and midwives who would be 
working together to create healthy societies.30

Th e current ICM Vision (2008) reads, “ICM envisions a world where every child-
bearing woman has access to a midwife’s care for herself and her newborn.”31 Th e Mission 
of the ICM, also revised in 2008, is, “To strengthen member associations and to advance 
the profession of midwifery globally by promoting midwives as the specialists in the care of 
childbearing women and in keeping birth normal in order to enhance the health of women, 
their newborns and their families.”32

Th e Mission statement was again wordsmithed in 2014 during the Prague Council 
meeting, and now reads: “To strengthen Midwives Associations and to advance the profes-
sion of midwifery globally by promoting autonomous midwives as the most appropriate 
caregivers for childbearing women and in keeping birth normal, in order to enhance the 
reproductive health of women, and the health of their newborn and their families.”33 Th e 
2014 version has two distinct changes: (a) the addition of the word “autonomous” in front 
of midwives and (b) substituting “the most appropriate caregivers” for the word “special-
ists.” Th ese changes refl ect ICM’s continuing push to have midwives globally be viewed as 
autonomous professionals.

From ACNM’s perspective and other ICM members working with nonpregnant 
women across their life cycle, the fact that the vision and mission statements only refer to 
childbearing women does not represent their full scope of practice. Neither does the ICM 
scope of practice (see previous discussion). Even though it says that a midwife’s work “may 
extend to women’s health, sexual or reproductive health and child care,” it is too vague to 
encompass care of all women across the life span. As majority vote rules during ICM Coun-
cil meetings, the vision and mission statements that focused on childbearing women were 
adopted as presented, refl ecting the reality that in many parts of the world, midwives provide 
only childbearing care.

ICM International Code of Ethics for Midwives

During the 1990 to 1993 triennium, ICM requested that Drs. Henry O. Th ompson and 
Joyce E. Th ompson, CNM, work with the ICM Executive Board to develop a code of ethics 
that would be ethically sound and culturally relevant to midwives in all areas of the world. 
Th is eff ort expanded the work they had done with others on the development of the fi rst 
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ACNM Code of Ethics (see Chapter 10). Th e ICM International Code of Ethics for Midwives 
was fi rst adopted in 1993, updated in 1999, and again in 2005, 2008, and 2014. Th e major 
change over the years included an increased emphasis on human rights for all women in 
keeping with the global health community’s understanding that maternal health and safety 
are basic human rights.34

ICM Philosophy and Model of Midwifery Care

Th e ICM developed their statement of philosophy together with the midwifery model of 
care in 2005 based on shared documents from the U.S.-based MANA, ACNM, and Citizens 
for Midwifery; the Australian and New Zealand colleges of midwives; and other midwifery 
groups.35 It was reviewed in 2008 and 2014 and remains unchanged.

ICM Essential Competencies for Basic Midwifery Practice 

Th e ICM initiated a formal process of defi ning the essential competencies for midwifery 
practice in January 1996, led by ICM Deputy Director Joyce Th ompson, CNM. She used, 
with permission, the ACNM core competencies document as a template and designed a 
modifi ed Delphi process for more than 4 years that resulted in a global statement of essen-
tial (i.e., “basic” or “core”) competencies for midwifery practice. Th ese essential competen-
cies were reviewed for relevance to the political, education, and practice environments of 
ICM-member countries36 and, under the leadership of Dr. Judith Fullerton, CNM,37 fi eld 
tested in 22 diff erent countries during 2000 and 2001. A total of 214 individual knowl-
edge, skills, and professional behaviors (KSBs) within six domains (e.g., antepartum, in-
trapartum) were presented for consideration and comment by midwifery educators, senior 
midwifery students, practicing midwives, and regulators of midwifery practice. It was dur-
ing this fi eld-testing that both the type of midwifery education and the scope of midwifery 
practice were addressed. Th ere were some noticeable diff erences by regions of the world, 
with midwives in southern tier low-resource nations having a wider scope of practice than 
midwives in many developed countries.38 Th e fi rst statement of ICM core competencies 
was adopted by the ICM Council in 2002. Dr. Fullerton, CNM, continued her monitor-
ing of the evidence base for midwifery competencies and advised the ICM Board when 
changes were needed.39

Th e 2008 ICM Council mandated a complete review of these essential compe-
tencies,40 updating the evidence base and adding a seventh competency that addressed 
“abortion-related services.” Judith Fullerton, CNM, led this eff ort during 2009 to 2010, 
resulting in the adoption of the ICM Essential Competencies for Basic Midwifery Practice 
(2010). Th ese evidence-based competencies answer the questions, “What is a midwife 
expected to know?” and “What does a midwife do?” Th ey do not, however, tell the 
midwife what to do when, which is a function of critical thinking. Th e majority of the 
competencies are considered to be basic or core, that is, those that should be an expected 
outcome of preservice midwifery education anywhere in the world. Other items are des-
ignated as additional, or those that could be performed by midwives who elect a broader 
scope of practice, allowing for variation in the preparation and practice of midwifery 
throughout the world based on the needs of their local community and/or nation.41 Th e 
competencies were amended in 201342 and these updated competencies have the poten-
tial to organize and unify professional midwifery in any country, including the United 
States.43
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ICM Global Standards for Education and Regulation

During 2009 to 2010, ICM task forces on education and regulation developed the fi rst set of 
global standards for preservice midwifery education and for midwifery regulation. Th e Task 
Force on Education Standards, co-led by Dr. Joyce Th ompson, CNM, and Angela Sawyer, 
CNM, MS, used a modifi ed Delphi survey to obtain consensus from midwives and other ex-
perts on the minimum expectations for a midwifery education program.44 Th e ICM Task Force 
on Education Standards included midwifery educators from all over the world. Th ey brought 
education standards from their country or area of the world to the Task Force meeting for re-
view. Accreditation documents from ACNM and Midwives Education Accreditation Council 
(MEAC) along with documents from Africa, Canada, Chile, United Kingdom, and other coun-
tries were among several reviewed to establish the original draft of the standards.45 Th e results 
of the Delphi process included consensus that midwifery education begins after completion of 
secondary education, and is a minimum of 3 years for an exclusively midwifery program and 
18 months post-registration as a health professional (e.g., nursing, clinical offi  cer). Th e educa-
tion pathway and type of education credential are left up to each country. Th e only mandate 
is that the content of the curriculum includes, at a minimum, the current ICM essential com-
petencies. A set of Companion Guidelines was also developed to help countries implement and 
evaluate the education standards, most especially those countries without a formal peer evalua-
tion/accreditation mechanism in place. Th e education standards and guidelines were amended 
in 2013 to off er more guidance to individual countries in how to use these.46

Th e ICM Regulation Task Force developed ideal standards for the regulation of mid-
wifery as an autonomous profession. Th e Regulation Task Force used a consensus process 
in vetting the regulation standards, taking advantage of regional meetings.47 Th e regulation 
standards can be used in countries to advocate for professional midwifery regulation as dis-
tinct from other professional bodies.

The Three Pillars of Education, Regulation, and Association

Th e ICM established the interdependent three pillars of education, regulation, and strong as-
sociations built on the ICM core documents that include the Essential Competencies for Basic 
Midwifery Practice (see earlier discussion), the Global Standards for Midwifery Education (see 
earlier discussion), the Global Standards for Midwifery Regulation (see earlier discussion), and 
the Member Association Capacity Assessment Tool. Each of these core documents was initially 
adopted by the ICM Council in Durban, South Africa, in June 2011 with competencies and 
education standards updated in 2013, and can be located on the ICM website along with the 
other ICM documents that formed the foundation for the three pillars (e.g., Mission, Vision, 
Code of Ethics, Midwifery Philosophy & Model of Care).48

Th e ICM core documents have been infl uenced by the ACNM as an organization and 
some individual members since the 1980s and to a lesser extent by MANA since 2000. Th e 
most recent ICM core documents have the potential to give back to ACNM and MANA by 
serving as a unifying force for midwifery in the United States. ACNM, MANA, and more 
recently National Association of Certifi ed Professional Midwives (NACPM), have been strug-
gling together to come to agreement on the defi nition of the fully qualifi ed midwife in the 
United States and one standard of professional midwifery education (see Chapter 21). Th e use 
of the ICM education standards and essential competencies has fostered open communication 
and consensus building among the U.S. midwifery associations, the midwifery accreditation 
agencies, and the midwifery certifi cation bodies for the three midwifery credentials in the 
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United States: the Certifi ed Midwife (CM), the Certifi ed Nurse-Midwife (CNM), and the 
Certifi ed Professional Midwife (CPM). Th e meeting of these organizations started in 2013 and 
is known as United States Midwifery Education, Regulation, and Association (US MERA; see 
Chapter 21).49 Th e ICM regulation standards are also part of the US MERA agenda and can 
facilitate the development of laws that promote full-scope autonomous midwifery practice in 
every state and territory based on the ICM defi nition of a fully qualifi ed midwife.50

■ ACNM’S ROLE IN INTERNATIONAL MIDWIFERY

In 1978, nurse-midwife, Bonnie Pedersen and a Belgian midwife, Gilberte Vansintejan, met 
with Helen Varney Burst, President of the ACNM, and Fay Lebowitz, ACNM Executive 
Director. Th ey planned to submit a grant to International Training in Health (INTRAH) 
in North Carolina for funding and wanted an institutional home for the grant that would 
provide administrative support. Th ey wanted the ACNM to be the institutional recipient of 
this INTRAH/U.S. Agency for International Development (USAID) grant that addressed 
the potential of Traditional Birth Attendants (TBAs) to provide family planning services in-
ternationally. Such a grant from USAID had been received by the ICM and administered at 
ICM Headquarters in London in the mid-1970s. Bonnie Pedersen and Gilberte Vansintejan 
understood that USAID was not going to renew the contract with ICM because of ICM 
defi cits in reporting and inability to make necessary changes and wanted to write a grant to 
do this work. But they did not want ICM to erroneously perceive that they had “taken away” 
ICM’s grant when indeed ICM was going to lose the grant anyway.

Th e ACNM to that time had never before been the recipient of a grant outside of the 
A.C.N.M. Foundation. Mechanisms had to be established, including legal and fi nancial con-
siderations of a separate grant-driven department housed within the ACNM. Helen Varney 
Burst, however, responded positively to Bonnie Pedersen’s and Gilberte Vansintejan’s ideas 
and agreed to take their request to the ACNM Board of Directors.

After nearly 3 years of exploration, the ACNM Board of Directors approved a plan to 
establish an ACNM International Project for TBAs for which the ACNM would receive out-
side funding in 1981.51 In February 1982, ACNM was awarded a contract from INTRAH, 
which was an implementing agency for USAID monies.52 Bonnie Pedersen was the project 
director and midwife staff  was hired to carry out the project.

Bonnie Pedersen, CNM, fi rst Director of ACNM Special 
Projects Section 1997.
Photo courtesy of Irene Koek.
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In 1984, the name of the ACNM International Project for TBAs was changed to Spe-
cial Projects Section (SPS). Th ere was an exploration by the ACNM headquarters to see if 
SPS might become a separate not-for-profi t 501 (c) 3 organization housed within the ACNM 
headquarters, but this was not accomplished and the SPS remained a department.53

In July 1990, the ACNM Board of Directors established a task force to identify the 
need for and type of domestic project that would be housed within the SPS. Th e task force 
consisted of nurse-midwives Margaret Taylor, Joanne Middleton, Sr. Teresita Hinnegan, 
Janice Kvale, and an SPS representative not yet named. Th e task force was also to identify 
potential funding sources. One of the ACNM goals for fi scal year 1992 was “to promote 
the ACNM as a national and international leader and resource in maternal-child health.” 
Th is included securing funds for a domestic project.54 Th e agreed theme of the national 
project was  “Keeping Women Healthy” and $10,000 was awarded in 1992 to SPS from the 
ACNM budget for the initial development of the project and writing grant proposals.55 As 
of 1994, domestic projects included fi nancial and leadership support for the Safe Mother-
hood–USA work (see Chapter 18) and the identifi cation and reduction of domestic violence, 
later changed to violence against women to broaden the scope of work.56 In June 1996, 
the ACNM board approved an additional $12,000 for the development of violence against 
women videos for use in ACNM accredited education programs.57

ACNM received overhead costs of 25% to 37% on each funded project, whether inter-
national or domestic. Th ese funds are used to support the maintenance of the national offi  ce, 
which is the institutional home for grants received. In return, offi  ces, equipment, and other 
supplies are provided to the SPS staff . In July 1987, the ACNM Board of Directors approved 
a salary safeguard for the SPS director and administrator through August 1988 should a gap 
in grant funding occur.58

Th e name of the SPS was changed to the Department of Global Outreach (DGO) in 
late 1999. Th e mission of the DGO is “to lead global eff orts that improve health and wellbe-
ing of women and infants worldwide through strengthening the profession of midwifery and 
building the capacity of midwives and other health professionals to serve their communi-
ties.”59 From the fi rst TBA grant, the ACNM international work since 1990 has expanded to 
include the provision of technical expertise in pre- and in-service education of midwives and 
other health workers, strengthening midwifery associations, and community education and 
mobilization.60

Contributions made by SPS/DGO since 1981 include projects in more than 
30 countries that improve the lives of women and their families, train health care providers, 
strengthen midwifery associations, and prepare communities to take action when the life of 
the pregnant woman or her newborn is in danger.61 Sources of funding have come from the 
ACNM in addition to such diverse agencies as USAID, private foundations such as the Path-
fi nder Fund, the Carnegie Corporation of NY, and voluntary organizations.62 In addition, 
nurse-midwife staff  of DGO has produced a number of invaluable training manuals that are 
used in many countries of the world. Th ese include, for example, (a) TBA training manuals; 
(b) Life-Saving Skills Manual for Midwives (LSS)63 fi rst written by Margaret (Peg) Marshall 
and Sandra Tebben Buffi  ngton and pilot tested in Ghana by Margaret (Peg) Marshall,64 with 
funding from the Carnegie Foundation of New York initially and later Mother Care65, now 
in its fourth edition (2008) and in multiple languages; (c) the Home-Based Life-Saving Skills 
(HBLSS)66 fi rst written by nurse-midwives Sandra Buffi  ngton, Lynn Sibley, Diana Beck, and 
Deborah Armbruster, and Nancy Buffi  ngton, MA, PHD, in 2004 and now in its second edi-
tion (2010); (d) domestic violence curriculum, modules, and videos for midwifery education 
program use; and (e) community mobilization strategies.

Varney_25378_PTR_22_461-476_10-22-15.indd   469Varney_25378_PTR_22_461-476_10-22-15.indd   469 10/21/2015   6:37:22 PM10/21/2015   6:37:22 PM



470 ■  VII: EXTERNAL/INTERNAL RELATIONSHIPS AFFECTING MIDWIFERY  

ACNM’s Life Saving Skills Manual for 
Midwives, 1990. 
Photo courtesy of Joyce Beebe Thompson.

Th e ACNM DGO is the paid staff  group charged with writing grants, designing, 
implementing, and evaluating international and national projects. Th e directors of SPS/
DGO since the beginning in 1982 are listed in Table 22.1.

TABLE 22.1 ACNM Directors of Special Projects Section (SPS) 
and Department of Global Outreach (DGO), 1982 to 2014

Name Years

Bonnie Pedersen 1982–June 1988

Deborah Armbruster Interim 1988 to July 1989

Cindy Kaufman September 1989–December 1990

Mary Ellen Stanton December 1990–July 1993

Margaret (Peg) Marshall August 1993–December 1995

Deborah Armbruster 1996–1999

Donna Vivio Interim 1999

October 1999–2003

Annie Clark Interim January–May 2003

Deb Gordis 2003–2007

Frances Ganges-Hinton Interim 2008

Anne Hyre 2008–2010

Suzanne Stalls 2011–present
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■ NOTES

1. Deborah Armbruster, “Special Projects Section: CNMs can Lead in Women’s Health Reform,” 
Quickening 23, no. 4 (July/August 1992): 9. Deborah Armbruster reports on the 1992 World 
Health Assembly (WHA) resolution on “Strengthening Nursing and Midwifery in Support of 
Strategies for Health for All,” included establishing a global advisory group on nursing and mid-
wifery to the Director General of WHO. Dr. Joyce Th ompson was appointed to this advisory 
group by the U.S. Offi  ce in International Health, Health and Human Services (HHS), in 2000 
and served as Vice Chair from 2001 to 2007.

2. Holly Powell Kennedy, Suzanne Stalls, Lorrie Kaplan et al, “Th irty Years of Global Outreach by 
the American College of Nurse-Midwives,” MCN 37, no. 5 (September/October 2012): 290–297.

3. Mary Ellen Stanton, “Special Project Section: R.S.V.P,” Quickening 23, no. 2 (March/April 1992): 
14. Th is was a notice of short-term consultancies available for the work of SPS globally. Special 
Projects Section, “Th ree Qualifi ed CNMs Needed in International Health,” Quickening 26, no. 
2 (March/April 1995): 14.

4. Marcolino G. Candau, Letter to Executive Secretary, ICM. January 10, 1957. Th is letter referred 
to the decision of the WHO executive board to admit ICM into offi  cial relations with WHO as a 
nongovernmental organization (NGO). Copy of letter in personal fi les of JBT. Th e WHO is the 
health agency arm of the United Nations, hence the UN accreditation conferred.

5. Accessed July 28, 2014, ICM Website, http://www.internationalmidwives.org/Whoweare/tab-
id/1087/Default.aspx

6. Lucille Woodville, “Historical Background on the International Confederation of Midwives,” 
Bulletin of the American College of Nurse-Midwives XVI , no. 2 (May 1971): 37–38.

7. Teddy Charvet and Jo Anne Myers-Ciecko (eds). “MANA Board Seeks International Recogni-
tion,” MANA News I, no. 5 (March 1984): 1.” Teddy Charvet. MANA Gets International Recog-
nition at Australia Congress, MANA News II, no. 2 (September 1984): 1.

8. In 2013, Ann Th omson, Emeritus Editor-in-Chief of the international journal Midwifery and 
Professor of Midwifery, University of Manchester, UK and member of the ICM History Task 
Force, searched early records of the IMU and found that the fi rst meeting in Berlin may have been 
later. Until confi rmed, the 1919 date will remain the beginning of ICM.

9. International Confederation of Midwives, A Birthday for Midwives: Seventy-Five Years of Interna-
tional Collaboration, 1919–1994 (London: Th e Association, 1994), 1–12.

10. Ibid. ICM birthday. Woodville, “Historical Background on the International Confederation of 
Midwives,” 37.

11. International Confederation of Midwives, Milestones in International Midwifery (London: Th e 
Association, 1994), 3.

12. Woodville, “Historical Background on the International Confederation of Midwives,” 38.
13. ICM Articles of Association (revised). Th e Hague: Th e Association, May 20, 2010, Article 2, 

p. 1. Located on ICM website: PDF fi le accessed September 3, 2012, http://www.internation-
almidwives.org/who-we-are/governance

14. Ibid.
15. International Confederation of Midwives, International Defi nition of the Midwife (Th e Hague: 

Th e Association, 2011), 1.
16. Prior to 2008 when the ICM Articles of Association were adopted under Dutch law, the three 

offi  cers elected by the full Council were called Director, Deputy Director, and Treasurer.
17. Th e four regions of ICM have not changed since the 1950s; however, the number of representa-

tives for Europe changed from fi ve to three in 2008. Europe has the longest midwifery tradition. 
ICM has its roots in Europe, and in the early years, Europe had the most midwives represented 
within ICM—hence the greater number of representatives. As ICM expanded, member associa-
tions in other areas of the world, European countries agreed in 2008 to limit their number of 
representatives, using the breakdown of northern, central, and southern Europe for electing their 

Varney_25378_PTR_22_461-476_10-22-15.indd   471Varney_25378_PTR_22_461-476_10-22-15.indd   471 10/21/2015   6:37:23 PM10/21/2015   6:37:23 PM

http://www.internationalmidwives.org/Whoweare/tabid/1087/Default.aspx
http://www.internationalmidwives.org/Whoweare/tabid/1087/Default.aspx
http://www.internationalmidwives.org/who-we-are/governance
http://www.internationalmidwives.org/who-we-are/governance


472 ■  VII: EXTERNAL/INTERNAL RELATIONSHIPS AFFECTING MIDWIFERY  

representatives. Regional representatives elected are a member association, and the member as-
sociation elected names of the person to represent them.

18. With the new hire of Frances Ganges, CNM, in August 2013, the title of the position was 
changed from Secretary General to Chief Executive. Prior to her appointment, Frances Ganges 
was the named person for ACNM as one of the two ICM Regional Representatives for the Ameri-
cas 2011 to 2013. Th e other Americas Regional Representative was the College of Midwives of 
Peru with their named representative, Mirian Solis.

19. Refer to the graphic representation of the organizational structure on the ICM website at: http://
www.internationalmidwives.org/who-we-are/governance

20. ICM Council selects the host midwifery association 6 years in advance of its Triennial Congresses, 
and the host association names the person to fulfi ll the role of honorary vice president for 3 years, 
then honorary president for the second 3 years leading up to the Triennial Congress in that coun-
try. Th us, Lucille Woodville would have been honorary president of ICM for the 1969 to 1972 
triennium. ICM Birthday, 11.

21. Woodville, “Historical Background on the International Confederation of Midwives,” 38. In-
ternational Confederation of Midwives, New Horizons in Midwifery XVI Congress (Washington, 
DC: ACNM publication of program brochure, 1972).

22. Dorothea Lang served as the Americas ICM Regional Representative for most of the years from 
1957 to 1990, including serving as MANA’s named representative in the 1990s. Information 
from JBT interview with Dorothea Lang.

23. ICM Core Documents section of website includes Defi nition of the Midwife, Internation-
al Code of Ethics, Philosophy and Model of Care, and Global Standards. Located at: http://
www.internationalmidwives.org/what-we-do/global-standards-competencies-and-tools
.html

24. ICM, International Defi nition of the Midwife. Personal memories of JBT who worked with three 
Task Force leaders (Competencies, Education, Regulation) to provide the wording for the up-
dated international defi nition, in Durban, South Africa, June 2011.

25. MANA leaders spent a lot of time trying to meet the ICM defi nition of the midwife in order to 
gain acceptance into membership throughout 1983 and 1984. President Teddy Charvet noted 
that the MANA Board had to fi nd “creative ways of getting around this problem [not meet-
ing the ICM defi nition of legal recognition for all members and a formal education pathway].” 
Teddy Charvet, Board meeting held in Philadelphia May 14 to 15, 1984, MANA News I, 
no. 6 (May 1984): 1. With the advice of Dorothea Lang, the MANA Board decided in May 
1984 to form an International Section of MANA with Carol Leonard named the fi rst President. 
In September 1984, this International Section was accepted into ICM membership. Th e criteria 
for membership in the International Section were not fi nalized until 1986. International Section 
Criteria Listed, MANA News III, no. 6 (May 1986): 1.

26. ICM, International Defi nition of the Midwife, http://www.internationalmidwives.org/who-we-
are/policy-and-practice/icm-international-defi nition-of-the-midwife.

27. JBT as co-Chair of the ICM Education Task Force met with Judith Fullerton, Chair of the ICM 
Competencies Task Force and urged separation of the defi nition from the scope of practice dur-
ing their presentations on the education standards and updated competencies during the ICM 
Council meeting in Durban, South Africa, June 2011. JBT was asked to fi nalize the wording of 
the defi nition following the ICM Council decision to separate the two parts.

28. Ibid., ICM.
29. Refer to Chapter 18 section on ACNM Listen to Women Campaign.
30. ICM, Empowering Women-Empowering Midwives: Global Vision for Women, Global Vision for Mid-

wifery (London: Th e Association, 1999), 1.
31. ICM, Vision (Th e Hague: Th e Association, 2008), accessed September 3, 2012, http://www

.internationalmidwives.org/who-we-are/vision-mission
32. ICM, Mission (Th e Hague: Th e Association, 2008), 1.
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33. ICM, Mission, 2014. Accessed from the ICM website February 20, 2014.
34. Joyce Beebe Th ompson, “A Human Rights Framework for Midwifery Care,” Journal of Midwifery 

& Women’s Health 49, no. 3 (May/June 2004): 175–181. JBT is asked each triennium to suggest 
edits to the ICM code for consideration by the Council.

35. ICM, Th e ICM Philosophy and Model of Care (Th e Hague: Th e Association, 2005, 2008). Refer-
ences are listed at the end of the document. Th e 2014 version can be found on the ICM website: 
http://www.internationalmidwives.org/who-we-are/policy-and-practice/code-of-ethics-philoso-
phy-model-midwifery-care/ Click on philosophy and model of midwifery care.

36. Judith T. Fullerton and Kelly Brogan, Essential Competencies for Midwifery Practice: A Project Re-
port and Survey Analysis (Th e Hague: ICM, 2002). Kelly Brogan was a student at the University of 
Pennsylvania in the Master’s Program in Nurse-Midwifery that JBT was directing, and she agreed 
to tabulate incoming data as part of her graduate studies.

37. Judith T. Fullerton, CNM, has her PhD in Health Administration and Management with a mi-
nor in psychometrics. She is an international consultant in evaluation research.

38. Judith T. Fullerton, R. Severino, K. Brogan et al. “Essential Competencies of Midwifery Practice. 
Phase II: Affi  rmation of the Competency Statements,” Midwifery 19, no. 3 (September 2003): 
174–190. Richard Severino served as the statistician during this project.

39. Judith T. Fullerton and Joyce B. Th ompson, “Examining the Evidence for the International Confed-
eration of Midwives’ Essential Competencies for Midwifery Practice,” Midwifery 21 (2005): 2–13.

40. Fullerton et al., Update study 2011. J. T. Fullerton, A. Gherissi, P. Johnson et al. “Competence 
and Competency: Core Concepts for International Midwifery Practice,” International Journal of 
Childbirth 1, no. 1 (2011): 4–11.

41. Ibid., Fullerton et al., An update study, 4.
42. Judith T. Fullerton and Joyce E. Th ompson, “2013 Amendments to International Confederation 

of Midwives’ Essential Competencies and Education Standards Core Documents: Clarifi cation and 
Rationale,” International Journal of Childbirth 3, no. 4 (2013): 184–194.

43. Judith Fullerton and Joyce Th ompson, “ICM Core Documents: Th eir Added Value for U.S. Mid-
wifery Associations,” Journal of Midwifery Women’s Health 58, no. 2 (2013): 130–132.

44. J. E. Th ompson, J. T. Fullerton, R. Severino, et al. “Th e International Confederation of Mid-
wives’ Global Standards for Midwifery Education (2010) With Companion Guidelines: Th e Pro-
cess,” Midwifery 27, no. 4 (2011): 409–416. Angela Sawyer, a CNM, originally from Liberia, 
was chosen as the co-Chair of the Education Task Force based on her international experience 
in sub-Saharan Africa and her previous role as a regional coordinator for the Averting Maternal 
Death and Disability (AMDD) project led by Dr. Allan Rosenfi eld, Dean of the School of Public 
Health at Columbia University.

45. Literature searches located other accreditation standards for review, including the WHO Global 
Standards for Nursing and Midwifery Education, 2008.

46. Fullerton and Th ompson, “2013 Amendments to International Confederation of Midwives’ Es-
sential Competencies and Education Standards Core Documents.”

47. J. T. Fullerton, J. E. Th ompson, S. Pairman et al. “Th e International Confederation of Midwives: 
A Global Framework for Midwifery Education, Regulation and Professional Practice,” Interna-
tional Journal of Childbirth 1, no. 3 (2011): 145–158.

48. ICM core documents and position statements can be found at: www.internationalmidwives.org.
49. ACNM: Historic Meeting of US MERA—A New Era in U.S. Midwifery, accessed May 13, 

2013, ACNM.news@acnm.org
50. Fullerton and Th ompson, “ICM Core Documents.”
51. ACNM, “What is the Special Projects Section?” Quickening 18, no. 5 (September/October 1987): 3.
52. ACNM, “International Project for Traditional Birth Attendants,” Quickening 13, no. 6 (Septem-

ber/October 1982): 5.
53. Erica L. Kathryn, “Actions of the ACNM Board of Directors August 20–23, 1993,” Quickening 

24, no. 6 (November/December 1993): 23. Th e proposal by ACNM Chief Operating Offi  cer 
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