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You don’t get what you deserve, you get what you negotiate.

—Dorothea Lang, New York CNM

Historically, New York state has been a generative source for ‘?“",‘ ified
Nurse-Midwives (CNMs) and for bo‘th ot‘the two new types of Ziirc_u-
entry midwives—the Certified Midwife {La\ll and _thc- Certified Ilrntcs-_
sional Midwife (CPM). Our focus in this ‘chaptc:.' is Unvlhe‘cn:tltmn of
the CM through the enactment of a significant piece of Icgg?atmp. the
New York State Professional Midwifery Practice Act of 1992. The history
we recount here provides background and context for the enactment of
the legislation. This history opens a window into the dt‘\-’t.‘f('lpl.ﬂt‘l’ll of _thc
culture of nurse-midwifery, and seeks to describe how the ideological
and political conflicts between nurse- and direct-entry midwives in New
York have been primary catalysts for the conflicts, rivalries, and misun
derstandings that still plague American midwifery in other states.

Until 1992, New York nurse-midwives were not licensed as midwives
(the license they held was that of Registered Nurse) but were given per
mits to practice midwifery under an archaic 1907 statute in the state
Sanitation Code while other professionals were licensed and regulated
by the New York Education Department. Direct-entry, homebirth mid
wives practiced without licensure or legal status. Both groups of
midwives worked for ten years on legislation that would grant them
full and legal professional status. An additional desire of the New York
CNMs was to create a new kind of direct -entry midwife (DEM) with
the same training as the CNM but without the nursing requirement.
The existing DEMs in New York thought that thi
certification would and should include them
valued—a training that focuses on homebir
through apprenticeship or in one of the

schools in the United States that exist outs
medical center milieu (see chapter 1),

Those CNMs working for the legislation were
York state le

s new kind of midwife
and the training the)
th and occurs either
independent midwifery
ide of the university and

: certain that the New
‘ lgwiature would never pass a bill validating anything short
ofa Jniversity education for midwives, From their perspective, the leg-
al?sf’llftely nothing to do with the homebirth DEMs, but

lon, passed in 1992, did not give the CNMs

;\if;r]ythéndg they wanted but dig achieve a number of their goals, and
named th ”(e:my- -0 the creation of their new kind of midwife, later
- the Certified Midwife (CM). It did not include the already

unli : i
o4 8 unlicensed homebl_rth DEMs in any way except to turn the

Tom misdemeanor to felony. This legal
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redefinition was not intended by the CNMs, but rather was put into the
law by government staff because it js mandatory in any law creating
and defining any licensed profession in New York.

While generating new opportunities and challenges for midwifery
within New York state, the legislation has also had profound ramifica-
tions for midwifery throughout the country as the debate engendered
by the creation of the CM has spilled over into political and legislative
arenas in other states. In some states, efforts on the part of homebirth
direct-entry midwives toward decriminalization and licensure have
been actively opposed by some CNMs, with the unofficial support of
the national ACNM leadership. In other states, CNMs have attempted
to introduce legislation similar to that in New York, which would
establish the ACNM-created Certified Midwife as the only legal direct-
entry credential. In short, the New York situation set off a classic pro-
fessional turf battle between midwives.

While to date there are only fifty CMs, what would appear to be
something of little consequence is in fact a development of long-term
consequence for American midwifery. The political, legislative battles
over licensure, credentialing, education, and clinical preparation, as
well as place of practice, are really about who has the right to legally
practice and to claim the title midwife, which is, of course, ultimately
all about identity—midwives’ social, cultural, and historical identity.

METHODS AND FRAMEWORK

The research on which this chapter is based includes lengthy interviews
conducted by the authors with fifty New York DEMs and CNMs, as
well as with various government officials and consumer activists,
between 1996 and 2000. Maureen May is a CNM with a Certificate of
Midwifery from the Frontier School of Midwifery’s Community-based
Nurse-midwifery Educational Program (CNEP), and a Women’s
Health Nurse Practitioner with a Masters of Science in Nursing (MSN)
from the University of Rochester. She is a homebirth midwife, a mem-
ber of the ACNM who supports unity within the midwifery commu-
nity, and is presently working on a PhD in social science with an
emphasis on ethnography. Robbie Davis-Floyd is an anthropologist
who has studied American midwifery since 1991 and supports both
organizations and their philosophies of care (see Introduction, this vol-
ume). In addition to our interviews, we attended numerous profes-
sional and governmental meetings and investigated prir:nar)‘r sources,
including minutes from ACNM chapter meetings, the legislative jacket,
and journal articles.
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Ethnography is both a framework and a mcthnd_ .ut'_rcs-:ail_f: h. As a
framework, ethnography holds as a core value [h.c concept t at Ihc.rc
are real parts of the world and th_e human experience tha t cannot 1:-}-
quantified. Ethnographic research involves ]M.L'L'—‘dlhi-h)i‘l]"l_t.ll‘l](lgtl&.‘ and
close relationships between researchers ;md.1n_!n:'nmpl_~. Ihmugh this
process, the ethnographer is able to access mlnrnm.tmn u n()hldln.llhh'
through other methodologies. Standard methods for L.i.lhl\ collection
include interviews, observations, field notes, and thc_ use of primary docu-
ments. We have utilized all of these in the process of our study. Ethnogra
phy recognizes that “facts” are not only contested, but are reflected in the
richness and details of the informant’s own words, and thus requires that
the voices of the individuals under study be heard to the greatest extent
possible. To that end, we have incorporated extensive quotes into our
text from key interviewees on both sides, in order to offer our readers the
feel and flavor of their experiences and thoughts. Consent has been
obtained for all quotes from interviews. We name the quoted individuals
when we have been given permission to do so; any quotes from
unnamed individuals reflect their expressed desire to remain anonymous
or the fact that the quoted words were repeated by various individuals.

At the onset, the goal of our research was to understand the develop-
ment and ramifications of the New York midwifery legislation. During
the coding of interviews, data on the professional culture of New York
nurse-midwifery became so salient that we decided to include it in this
chapter, in part because it breaks new ground in the anthropological
study of midwifery, but primarily because it brightly illuminates the
sociocultural context out of which New York CNMs created the law.
Ff}r the same reasons, we highlight significant moments of time in the
history of New York midwifery because this history is essential to a full
undgrstunding of how the culture of New Y
why its members have always had a strong sense of specialness within
z?umer?can nurse-midwifery, and how their values came to include the
licensing of midwives without nursing training,

Many discussions of present-day Ame .
parisons based on 2 binary framework.
through professionalization or social
on the structural and cultyra] change
NIsts as negative or co-optive) that
cess of professionalization, Such
certain players wrong and others ;.

ork midwifery developed,

rican midwifery drift into com
Analyzing American midwifery
movement theory leads to a focus
$ (usually criticized by such theo-
Occur in a given group during its pro-
analysis can easily result in labeling
the new CM, and ACNM a5 ey :frf. i."nr c,\'dmpi_u. if we \-ic“: the ( ‘.S.\I.
ship to the direct-entry homebi p;]mg-dn l.)l."p”'“[“T”'ﬂ_'\'}m“ i I,‘UI‘],“““_
MidWife{CPMJ Vo .rli"[ I'I?Id\\r‘llt:, .lhc (-cruﬂcd Professional

: A, we inevitably miss the reality, which is that
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in practice many midwives are occupying a space in between, both ideo-
logically and in practice. Davis-Floyd (1998a; chapter 1 this volume) has
documented the blurring of professional lines between these two types of
midwives, demonstrating that within the grassroots of midwifery there is
increasingly common ground. Our research has supported this analysis.
Some nurse-midwives identify as professionals and as part of a social
movement, and some direct-entry midwives continue both to embrace
the social movement and engage in professionalization (as Betty Anne
Daviss describes in further detail in chapter 12).

Concomitantly, we desired in this chapter to avoid a binary
approach in an effort simply to tell, and to analyze, how the New York
legislation came about—a story that in its full complexity has never
before been written. But the core of this New York story revolves
around professional rivalry between two groups of midwives. And so
we found a binary approach impossible to avoid. There are two sides,
and only two sides, to this New York midwifery story. During the writ-
ing process, we have often doubted our ability to tell both sides in a way
that both groups will recognize as true. It has been a tremendous chal-
lenge to our ability as ethnographers to undertake this task. Early drafts
of this chapter sent to midwives and others on both sides of this story
for review resulted in responses that included desires to emphasize
their parts of the story and discount the other side and accusations that
we, the authors, were biased toward one side or the other. We have
taken all comments into account in this final version, remaining deter-
mined to tell both sides of this New York story accurately and without
bias. We have done our best to explain events, philosophies, and
actions as both groups perceived and experienced them, and can only
hope that in our final words both groups involved will find a fair and
accurate portrayal of themselves and their versions of events.

Part of our writing challenge had to do with terminology. As anthro-
pologists, it is our tradition to ascribe to subjects the name they claim,
as a matter of respect and the right of people to self-definition. But it is
precisely the contested claim to the term direct-entry midwife that con-
stitutes the fulcrum around which this New York story revolves. Social
scientists writing about midwifery had a much easier time when we
could simply distinguish between nurse-midwives and lay mid-
wives—the term used for themselves by many unlicensed homebirth
midwives around the country throughout the 1970s, 1980s, and early
1990s. But then lay became politically incorrect as the professionalizing
homebirth midwives rejected it for its pejorative connotations, and
now is only properly used in a historical sense (a use we follow in this
chapter). In the late 1980s, these midwives, especially in New York,
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ine to themselves as direct-entry, a more prnr.cui..w_n.xl term
began D arly cribing their identity as it differs from
that they saw as more clearly descri ing th e e
nurse-niidwitbry. Concurrently, the New York I]%JI..\L-I'IHL W |I.L n;. L‘u‘l ers
had been using the term direct-entry to l{t.'l\t. ribe the new kind of
midwife they were trying to create, who would be tr.u_m-d not in_ any
route but in specific, formal, univcrs:.l_v-h;m'd L‘till(.ltl.(![.l ;ll. programs
and would practice primarily in-hospital. So no easy dl\IInLI!nI.]\. _51.1.\.]t-
been possible in writing this chapter, as the term direct-entry properly
includes both types of midwife without a nursing education. .

In this chapter we wish to avoid umlum.m for the :‘cluifsr\ while at
the same time respecting all parties. So direct-entry midw ives w -|_I_
unless otherwise specified, refer to New York’s independent, unlicensed
homebirth midwives (some of whom formerly called themselves |ay
midwives). When referring to the new direct-entry midwife established
after the 1992 legislation, we will use the full title Certified Midwife or
the abbreviation CM.

Qur goals in this chapter are threefold: (1) to write the history/her-
story of the New York 1992 midwifery legislation from the points of
view of both groups involved in trying to create it; (2) to present this
history in the context of a sociological and anthropological (compara-
tive) analysis of the motivations and ideologies of both groups; and
(3) to extend this analysis to include the influence on both groups of
their general marginalization in the American health care system and
their subordination to the hegemony of obstetrics. Thus our analysis
has been informed by James Scott’s (1985. 199t
and resistance in peasant societies. Scott’s identification of “everyday
acts of rt"Sism"&‘“ h\ .'iuhm‘dinutcd classes dagainst pu\m'cr]'u] dominati ng
forces provides a useful framework for understandin :
of midwifery in New Yo
“hidden transcripts”—in

)) theory of domination

g the dev C]U!‘I']?t'i‘
rk. Our interviews revealed what Scott call
dividual conversations taking place behind

group’s public representations of itself.

In the United States, normal pregnancy falls within the professional

purview of obstetrics. In most other developed countries, even where
hos[')ita.l birth is the norm, uncomplicated pregn
protessional province of an independent midwifery: obstetrics is con-
su?ered a medical specialty called upon to handle ¢
phlcalions have developed. Both profe
unique and distinct functions in the
contrast, American midw
and the hidden transcrip
beliefs and Strategies on h
powerful dominating force

IS

ancy falls within the

ases in which com-
ssions are recognized as hay ing
i oOrganization of maternity care. In
ifery as a whole is a subjugated profession
ts that we have collected reflect differing
OW to best position midwiferv vis-a-vis the
of obstetrics, :
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THE DEVELOPMENT OF NURSE-MIDWIFERY
IN NEW YORK

Cultural beliefs regarding health and illness are not isolated from, but
are always influenced by, a community’s social history. The historical
lens we provide here is critical for a ful] understanding of the significance
that events in New York have held for the profession of nurse-mid-
wifery from its early years to the present. In the following section, we
touch on key aspects of this history that help explain recent events in
New York.

New York nurse-midwives have long held strong influence within
the ACNM, due both to their numbers and the quality of individual
leaders who emerged early on from New York City midwifery schools
and services, as well as to the early and continuing important role of
nurse-midwifery in the city’s health care system. This section will illus-
trate why New York nurse-midwives attach such importance and pride
to their hospital-based midwifery services,' and how the history spe-
cific to New York midwifery has led to the sense of exceptionality and
specialness held by many New York nurse-midwives—their strong feel-
ing that what is good for New York must be good, and should provide
the model for the rest of the country.

On the national level, contemporary nurse-midwives tend to
strongly identify with a creation mythology that traces their historical
roots from Mary Breckenridge and the Frontier Nursing Service. This
creation mythology entails vivid imagery of bold, independent nurse-
midwives riding horseback through rain and snow providing childbirth
and primary health care to the households of the rural poor of Appala-
chia. While the Frontier Nursing Service is credited as the first “nurse.
midwifery program” in the United States (Shoemaker 1947), its model
of independent, rural, clinical practice is far from the reality of contem-
porary nurse-midwifery and is not the model for what ultimately
evolved into the contemporary nurse-midwife. Nurse-midwives con-
tinue to practice in rural settings in many states (for example, CNMs
now (2005) attend approximately thirty percent of births in New Mex-
ico) and the percentage of births attended by CNMs in general is high-
est in rural states [National Center for Health Statistics, 1999]); but the
type of nurse-midwifery that developed in urban New York also played
a formative role in this profession’s development in the rest of the
nation.

New York City became a hot spot during the national campaign to
eliminate the midwife in the early twentieth century. Forty percent of
New York City deliveries were by midwives in 1905, all in the home
(Harris, Daily, and Lang 1971). Many practicing immigrant midwives
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in New York City, referred to as "Sranny" nl@d‘»\'i\'f'-l* by 1:'“““ i‘lt"ﬂ‘l!;
reformers, were in fact professionally trained in ?l“‘)‘\ f‘””;} '}1](:“ I;F.Fl“ltxt
midwifery programs in 1he?r countries of m.ur:gm. (hl:il.1il “t e 0 “:t_u. es
such immigrant midwives faced was :he fact (fut there was ”_(-).[ rovi-
sion in the law for examination” (‘f‘:"cl.l‘-l‘ I_%J., of l_hchc_ :md_\m es nor
any equivalent type of educallonfi_l facilities. As this brl-."i hl1.sllur_\ W |H.
show, the concept of nurse-midwifery was |_1mmmai in New ‘m.rL City
by public health reformers who saw puhlhc chdlth nurses trained as
midwives and the movement of place of birth into the hospital as solu-
tions to the public health crisis facing urban :\‘n?crlc‘l. n..imcl_\' increas

ing infant and maternal mortality rates—a crisis awnlgmtcd with “the
midwife problem” by a well-orchestrated public opinion campaign
waged by organized medicine. Ironically, whil_::_ traditional E]'lld\\][:.'!'\.
was systematically eliminated by this reform effort, many years passed
before nurse-midwives were allowed to take the place of the midwives
they had helped to eliminate and establish clinical practice in the hos

pital. And the professional independence held by midwives in other
countries became lost and has yet to be reclaimed by American mid

wifery.

New York City became the first community to initiate reform aimed
at reducing the infant mortality rate. A study of midwives was commis
sioned in 1906 by the Public Health Committee of the Association of
Neighborhood Workers. In its report, Elisabeth Crowell, a nurse, pro
duced a “scathing indictment of midwives which prompted the city to
revise its laws pertaining to their regulation” describing the typical
midwife as “foreigners of a low grade—ignorant, untrained women
who find in the natural needs and life-long prejudice of the parturient
woman a lucrative means of livelihood” (Litoff 1978:51). Prior to 1907,
N.ew York midwifery was loosely regulated by the state. Practicing mid
wives were required to register with the registrar of the city within
which _Ihey provided service and present “certificates of character and
Exportise from two physicians. No supervision was maintained over
their activities” (Weis| 1964:9). In 1907, st
York City Board of Health authority
jurisdiction, placing regulation of N
Bureau of Child Hygiene. Secti

ate legislation gave the New
to regulate midwifery within its
New York City midwives within the

e on 196 of the Sanitary Code was
enacted, establishing minimal regulations. In 1913, the Board of Health
st up a Midwifery Division and the Bellevue Sche
established along the lines of the Euro “
1964). In 1914, as a furt
profession of midwife
50 that permits

hool for Midwives was
pean schools of midwifery (Weisl
her attempt to regulate and standardize the
to pra ?ilhﬂ .Ne“.'l.York City Health Code was altered

practice midwifery would be granted only to those
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midwives who had graduated from a recognized school of midwifery
(Harris, Daily, and Lang 1971)—an effort fostered by those physicians
who were supportive of the training and incorporation of midwives.
But regulation of midwifery in New York City did not serve to
strengthen the position of midwives within the health care system. By
1915, midwife-attended deliveries had dropped from forty percent (in
1905) to thirty percent (Corbin 1959; Harris, Daily, and Lang 1971).
Hospital births at the time were also at thirty percent. (Regarding the
other forty percent of births, it can only be assumed that doctors were
taking over more of the home deliveries in New York City, that some
mothers were delivering without official attendants, and that unli-
censed midwives continued to attend births.)

Midwifery and homebirth were under increasing pressure from a
variety of changing social patterns. Among these was the developing
concept of prenatal care as an essential maternity service, a concept
promoted through the work of the Federal Children’s Bureau (estab-
lished in 1912) and the Sheppard-Towner Maternity and Infancy Pro-
tection Act of 1921 (Corbin 1959; Rooks 1997). During this time a
vision of nurse-midwifery began to take hold among public health
reformers. The concept of midwifery as a clinical specialty of nursing
was first discussed publicly in 1912, the same year as the influential and
historic Federal Children’s Bureau report. Clara Noyes, the Superinten-
dent of Training Schools at Bellevue and Allied Hospitals in New York
City, proposed in a speech to the International Congress of Hygiene
and Demography that:

if the midwife can grad ually be replaced by the nurse who has,
upon her general training super-imposed a course in practical
midwifery, which has been clearly defined by obstetricians, it
would seem a logical economic solution to the problem . . . we
should be able to provide better teaching, better nursing and
eventually better medical assistance to the less highly favored
classes.” (Quoted in Shoemaker 1947)

Two years later in 1914, at an annual meeting of the National Organiza-
tion of Public Health Nurses, Dr. Fred Taussig endorsed the concept of
establishing schools of midwifery limited to “graduate nurses” (Shoe-
maker 1947; Harris, Daily, and Lang 1971).

And so it was within the public health reform movement that
today’s ny rse-midwifery was born. This movement’s roots go back to
the turn of the century and the Progressive Era—a time of public health

*>—
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reform and the urban settlement house movement \\J'ilh its miwiu_n to
serve the underserved in large urbﬂf_‘ sommunities. Key reforms of the
Progressive Era involved the estabi_lshm?nlt Qt d,pLIh]“ hLTJ'lh.\\ \.u-m
serving the growing urban pqpulalum. 1_hzs IS W thr.c T'E-L}r‘nt:-nllti\\ ives
gained their initial toehold—in the _Publlf hclallh k|1.nln» of the LII'[‘:!JI
centers, in the northeast and New York City in particular (Dye 1987;
Harris, Daily and Lang 1971; Howard 1994; Kobrin 1966; Litoff 1978:
Reagan 1995). g 4 _

In 1917, the Women’s City Club of New York City, an organization
of 2,000 influential women, citing its concern for the extreme maternal
and infant mortality rates evident in New York City and the United
States, established the Maternity Protection Committee to take on a
special project, a maternity center, which would provide both clinical
and social service to mothers lacking adequate maternity care ( Bulletin
of the Women's City Club of New York, 1(6) October 1917). The goal of
the maternity center was to “give adequate medical and nursing care to
every woman” and to provide “thorough coordination of all the work
of all the agencies” in the community (Stevens 1918). Within a year the
center achieved success beyond hopes and expectations, with over
2,300 women asking for assistance, far more than the 1,000 women
they initially hoped to reach (Women’s City Club of New York. Febru-
ary 1919. Summary of the First Year’s Work. Preliminary Report to Club
Members on the Maternity Center. From It Opening September 15, 1917
to October 1, 1918). After little more than two years, the Maternity Cen

ter Project could claim the following gains in a pamphlet entitled Our
Hopes Justified.

Results of Pre-natal Work carried on for more than two vears
show: 1. Where three babies die i
when under our care. 2. When ten are still-born, we have but
three. 3. Where five mothers die under ordinary conditions.
only two die when under our supervision. i
while? (Women’s City Club of New Yc

n the entire city only one dies

Is this not worth-
ork, Our Hopes Justified)

Ce:::::l:}’ ]9_20‘_”“ cenfer project was turned over to the Maternity
o ssociation (MCA). Formed in 1918, MCA held as a primary
?ls mis:i(el'sr‘:a\ir)::l:?gm-l?f maternity centers throughout New York City.
5o "every v nac1tnate pregpant WUP_“"“"’ f‘c'“-““’ to health care so
“brought under Eled?calnw:jher ririg City of New York” could be
goal was to be accom lis?mnd EU"SII‘{g supervision™ (Stevens 1919). This
public health nyr . e‘ ¥ fraining “a limited number of selected

%¢s who can find 4 place to use their training in the
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new order; not to work as private practitioners or midwives, but as
instructors and supervisors for the untrained midwives and for nurses
with only an elementary, deficient training in obstetric nursing” (Hem-
schemeyer 1962:7). This developing vision of a new type of midwife
“contained essential differences from the system of midwifery practice
in some countries in Europe and Great Britain and [provided] the
guidelines for establishing an American system ()Fnurse-midwifery"
(Hemschemeyer 1962:7). A clear—and pragmatically neces-
sary—acquiescence to physicians was evident. These early activities of
the MCA, while not directly aimed at the elimination of the midwife,
encouraged women to avail themselves of medical care and discour-
aged the use of midwives in childbirth, Eventually, however, these nega-
tive attitudes toward midwives were changed by the excellent results of
the Frontier Nursing Service in Hyden, Kentucky (see chapter 1). Its
highly successful and well-documented outcomes were noted in New
York, to such an extent that by 1931 the MCA had established an edu-
cational school of nurse-midwifery,’ “appropriately so since recogni-
tion of the concept of midwifery and the responsibility for its
standardization had early precedence here” (Harris, Daily, and Lang
1971:65).

Shoemaker (1947) documents the Manhattan Midwifery School,
associated with the Manhattan Maternity and Dispensary and existing
from 1928 to 1932, as the first U.S. school of nurse-midwifery. How-
ever, the founding in 1931 of the Lobenstine Clinic and School of Mid-
witery, affiliated with the MCA, was of greater significance (Shoemaker
1947, Lang 1977). According to Rooks (1997), the establishment of this
school was an organized effort by individuals within the MCA and
Mary Breckenridge.

In 1921, MCA decided to concentrate on a single demonstration
center that could provide complete maternity care. In 1923,
MCA tried to arrange for the Bellevue School for Midwives
lin New York City] to instruct its public health nurses in mid-
wifery. The plan was rejected by a city commissioner. In 1930, a
group of MCA board members and others, including‘Mary
Breckinridge, incorporated themselves as the Association for the
Promotion and Standardization of Midwifery. After much work,
the two affiliated organizations opened the Lobenstine Clinic,
the nation’s second nurse-midwifery service and, in 1931, the
Lobenstine Midwifery School, the first nurse-midwifery educa-
tional program, in New York City. (Rooks 1997:38)
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The decision by MCA to establish a nmhvilkf\' tr.lin?ng program .1.r.ui
a clinic was controversial, extending bevond its ml'|3_'|n.1| mission: “It
violated a principle to which it. had long subscribed; ndmc!\:, that
antepartum and postpartum clinics should be part ql an uh»{ctm ser-
vice in a general hospital. MCA acledlhcmuw of the mnjmlutc\ urgent
need for public health nurses, equlppv.cl .nnr only with IhL.’th‘IH\‘H
knowledge of obstetrics but with actual C'.H"‘.-.‘d k.nnw.lcdgc__ Midwifery,
like any art, can only be learned by doing” (Corbin 1959:22). The
()bjL’C[i\;uS of the Lobenstine School and clinic were m!m.m.tmfllv differ
ent from the type of midwifery practiced by European midwives and
the nurse-midwives at the Frontier School of Midwifery in Kentuck

First, the nurse-midwife trained at the Lobenstine School would
accept the responsibility of maternity care of normal patients
delegated to her by the obstetrician after a complete physical
examination had been given. And secondly, the nurse-midwife
would not be a private practitioner as was the principle of work
in Kentucky. These differences made it necessary that nurse
midwives be employed only where medical care and medical
consultation services are available. Their principle work would
be in the field of supervision and instruction. (Shoemaker
1947:30)

The willingness to compromise professional independence in order to
gain that primary toehold within the mainstream maternity care svs
tem is seen early on in this New York experience,

Rose McNaught, a nurse-midwife from FNS, was sent by Mary
Breckenridge to lead the clinic. McNaught, Hattie Hemschemever (a
public health nurse), and a physician were the initial staff (Shoemaker
1947). The first class of six student nurse
public health nurses from states with hig}
untrained granny midwives” (Rooks 1997:38). These nurse-midwifery
:i\:‘uit('?nt.lseil?;((;:].eljlgLirr_st of \_vhn_m gmldudrud in !wﬁ.-l. attended births

len’s § Ing training. Upon graduation most went to
work within the public health syste t
mission work abroad. “Whereve
care improved . . , Th
(Corbin 1959:188).
nities in active clini

midwives “gave priority to
| infant mortality and man)

m, taught in nursing schools, or did
r they worked, the level of maternity
e demand for their services outran the supply”
Yet growth in numbers was slight and job opportu-
effort to eliminate t;ael tm-ldw'lfer}- R s vy

raditional midwife w
number of traditional midwiy
nurse-midwives did not take

orthcoming. The
as very successful. As the
es with practice permits dwindled,
their p];l(t.‘ﬂ.
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Midwife and the Ne
of the American College of Nurse
Nurse-Midwifery, |
Health, see re

Idealism and Pragmatism in the Creation of the Certified Midwife » 93

is from Bernard Weis|'s 1964 article “The Nurse-
w York City Health Code.” published in the Bulletin
-Midwifery (forerunner of the Journal of

ater renamed the Journal of Midwifery and Women’s

ferences). It illustrates an efficient and thorough elimina-

tion of the traditional midwife through the efforts of physicians, public

health reformers, and New York nurses
years passed before the nurse-
place of the traditional and i

groups worked to eliminate.
As the table shows, in 1934, “granny midwives” held 1,997 permits

to practice in New York City w
later in 1939, granny midwives

Table 2.1 Permits in Force. New York City, December 31, Annually

Year

1958
959
”fil"

1961

1962

1960
1961
1962

lotal Midwife Permits “ Granny Midwives”

1203
276
235
170
151
129
113

47
36
26
24
21
21

b ]

18
19
19
13
17
13

25
g
1

Total

[

._T‘
5
1

1997
270
229
162
142
119

97
31

6

O

—I-JI-\.JI-.JI'.aI'u-L-J-"Jl}o"T

Nurse-Midwife Permits
Original
-
10
8

and nurse-midwives, Many
midwife would be allowed to take the
mmigrant professional midwives these

hile nurse-midwives held six. Five years
held only 270 permits to practice and in

Maternity Center Midwives
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6
6

9
10
16
16
29
20
15
15
16
13
15

11
15
11
23
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1940 had declined further to .329 P”"‘f"'.'”\l’. '-;-1II[, .L'-.I-[j.}?% : !1.':‘&_ .L 0 f
granny midwives to regjul;nu, New York (.n_\’ sl 1L| \‘w t.:\ [t _hm. \|‘| [.]-“.
nated itself and midwifery became regulated under what became the
Bureau of Child Health. By 1957 there were only thirteen midw ifery
permits in New York City, E’ieven uf\\'lmh_\f ere held .h.\ ~F.11r of 1:1.;
MCA. By 1962, New York City nurse-midwives held twenty-one per
mits to practice (Weisl 1964). All were educators or new gr.lih:.nmg
midwife interns (Dorothea Lang, personal communication 2005).

Professional recognition for nurse-midwives was nonexistent for
decades, and clinical positions were scarce. Many graduate nurse-mid
wives left the United States to work in international settings where the
could practice full scope clinical nurse-midwifery (Lang 1977:94-95
This small profession sought out ways to meet the needs of womer
“Much of the credit for the pioneering work toward prepared child
birth education and family-centered care goes to these CNMs” (Lang
1977:94-95). However, as hospital birth rapidly replaced homebirth,
the doors to providing midwifery care in the hospital remained closed
to nurse-midwives. In 1963, a national study of nurse-midwives carried
out by the United States Children’s Bureau under the Department of
Health, Education, and Welfare (HEW ) documented that only thirty
certified nurse-midwives out of 535 residing in the United States at th
time were providing the scope of care for which they were trained
(Lang 1977:97).

The Hospital-Based Nurse-Midwife in New York City

New York City cannot lay claim to the first urban nurse-midwifery
deliveries. That honor goes to Johns Hopkins Hospital where a nurs
midwife was invited in 1953 to deliver on an C\}"k"l'”]'ll'!'”.'.ll basis, fo
J.‘:wcd by a similar experiment at Columbia /Presbyterian Hospital

..\cw York City (Lang 1977). In subsequent years, CNMs began gain

ing entrance to the New York City hospital system, .1I{huu:\h not

at the clinical level. In 1956, Columbia University Teachers Colleg
esltahlished the first masters-level program available to nurse-mid
wives, a Masters of Nursing Education. The ¢ ity of New York Healt!
(.t_)d:.’ was dmer@ed in 1959 making both RN licensure and nurse-
midwifery certification a re
1964). New York City
to CNMs. (New Mexi
Following this Heal

quirement for a midwife permit (Weisl
y was the second locale to grant legal status
le‘gramt’d state licensure to ('N.\I»\En 1945.
wives were given a P;I:n:il:);joe nrl-oil'u:i.(-d.[i“,n' in 1960 five nurse-mid
total of sixty-seven permits {E itr.;“: ii: l.\.&;\. York ( ity and by 1968 a
(Harris, Daily, and Lang 197] i.} ctice had been obtained by CNMs
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In 1958, obstetrician Louis Hellman asked the MCA school of
Nurse-Midwifery to come to Kings County Hospital in Brooklyn,
where the first hospital-based nurse-midwifery class began. In 1961,
New York City made a commitment to nurse-midwifery services by
making nurse-midwifery educator salaries a budget line in the Depart-
ment of Hospitals (Hellman 1971:75). In 1963, as an experiment,
Cumberland Hospital and Harlem Hospital offered employment to
CNMs (Cumberland Hospital, three CNMs; Harlem Hospital, two
CNMs) serving mothers in the hospital labor and delivery unit (personal
communication, Dorothea Lang, 2005).

In 1962, the Panel on Mental Retardation created the opening nurse-
midwives had been waiting for by drawing a connection between inad-
equate maternity care and prematurity and brain damage. “The report
led to legislation which authorized the Maternity and Infant Care
Projects under Title V of the Social Security Act beginning in 1963”
(Lesser 1972:111). Fifty-six projects were quickly funded through this
legislation, two of which hired nurse-midwives, resulting in a new
source of employment for graduates. The Maternal and Infant Care
(MIC) Project of New York City, responsible for community-based
maternity and infant care clinics throughout the city, came out of this
federal effort and played an important role in propagating midwifery
services throughout the city’s hospital system,

In 1970, the MIC project established the first hospital-based nurse-
midwifery service in New York at Delafield Hospital’s Obstetrics and
Family Practice Center, with permission to attend births at Columbia/
Presbyterian Hospital. At the same time, the MIC published a guide for
the development of nurse-midwifery services for twelve hospitals affili-
ated with the MIC project. A unique relationship developed between
the MIC project and the twelve affiliated hospitals. Nurse-midwives
hired by MIC for each hospital provided both community and hospital-
based services; half of their time in intrapartum care and the other half
in pre- and postnatal care at the community-based clinics. Nurse-mid-
wives expanded their scope of practice as they began to staff family
planning clinics (Hellman 1971). By 1971, 100 nurse-midwives at eigh-
teen hospitals had attended the births of 3,650 babies in New York City
(Lesser 1972).

Under this unique organizational scheme, New York midwifery ser-
vices grew in number and flourished. By 1981, CNMs were providing
care and managing labor and delivery services at five hospitals and rltinc
prenatal clinics, Although initially a pioneering strategy allowing for a
degree of independence for nurse-midwives, this unusual organiza-
tional framework with its multiple lines of institutional accountability
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and corresponding respm}sibilil?' to ﬂ_m!.”%‘.]t‘ "I_‘;t}j‘f"m‘"* beca ;m-
increasingly unworkable h)r' nurse-midwives. The kf]u .uwuin il 1S
framework created and its limitations for l_t!f!t-"_“‘f.”"_ Pfdnllw..}m iden-
tity led directly to the push to sepnrlalc: midwifery from nursing at the
clinical level, an underlying motivation for nurse midwifery to have its
own legislation in New York state. i S

In 1981, nurse-midwives attended four percent of dn.’ll\'cl'!u.:\ in \\
York state, most of which took place in hospitals. Six In.lti\\].\c\ five
CNMs and one lay midwife—attended homebirths in New -\IHf'J\ City
One freestanding birth center existed—the MCA ( “hildbearing Center
in Manhattan (Wolfe 1982). This was the first urban birth center in
the United States, becoming a prestigious role model for independent
midwifery and seen by its leaders, at its creation, as an alternative to
homebirths attended by lay midwives (Judith Rooks, personal commu
nication, 2004). It also became “an alternative to nurse-midw
attended hospital births where strict regulation of practice and lack of
family-centered care prevailed” (Katherine Carr, personal communica
tion, 2005). The number of hospital deliveries attended by CNM:s
steadily increased to eight percent by 1994 (New York State Depart
ment of Health and New York State Education Department, 1997).

PRAGMATISM, IDEOLOGY, AND
EVERYDAY ACTS OF RESISTANCE

In order to be able to function as best we can in w hatev
find ourselves in the constant. and tiring, position
balance, and compromise; be skilled politically and in i
and take put-down with a smile, coolness of
of pride... .

response,

Maternity care is a political issue and ou; purpose |1s| one of identif
recommendations, which would addre: : \
ing to maternity care. . . . Now I, like most of you, am for pr
impotence; but I do not believe in annihilation. There 1
was a student nurse | frequently heard a preat deal «
attribute, which was presented .
ingenuity, i.e,, figuring out how
before considered for that
nal] I call upon us, individ
that will take us ot of ou
the process,

5s the redistribut

as characteristic of nurses. This attribute was
10 create necessary items out of materials not
purpose. As we are nurs
ually and collectively
r binds an

e-midwives [italics in «

» to create the modes of practice

d conflic ts with Yt dt"-'[l’t‘\".['aL'. ourselves ir

—Helen Vamey Burst, Presidential

address to the ACNM 23rd Annual
Meeting, 1978
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Pragmatism has been of high value and is a fundamental cultural char-
acteristic within nurse-midwifery (May 1999), The nurse-midwives in
New York state had a practical vision and a long-term strategic plan
that culminated in the Professional Midwifery Act of 1992, They had a
“dream,” as do many Pragmatists, but the tactics and strategies they use
to achieve their goals are influenced by the pragmatic nature of their
thinking. As opposed to the idealist, the pragmatist is more likely to
settle for less in the short run in order to stay “in the game”

From its inception, n urse-midwifery has Occupied a position on the
margins between midwifery and medicine, having to balance these two
traditions. Since the 1960s, its focus has been on: (1) hospital-based
midwifery; (2) education within universities; and (3) the carving out of
a sustainable niche within the medical system, the culture of which is
often hostile to the midwifery model of care. These early sustainable
niches were often in areas where few, if any, physicians were available or
willing to provide care to those women who were underserved.

Many nurse-midwives describe their practice as occupying a space
along a continuum of care, with ideal midwifery care on one end and
obstetrical (interventive) birth at the other. As nurse-midwives began
positioning themselves in hospitals and operating along this contin-
uum of care, survival depended on the ability to negotiate care pro-
cesses filled with tension and dichotomy. Flexibility, the ability to
compromise, a comfort with ambiguity, and a distrust of extreme view-
points are key values within the nurse-midwifery profession. Such flex-
ibility has proven so helpful that the nurse-midwife is often loath to
adjust her pragmatism for idealism. From her standpoint, the ability to
survive within a hostile environment depends on these cultural charac-
teristics, which empower her to serve a far greater number of women
than would otherwise be possible, as well as to bring humanistic care to
disadvantaged women,

One nurse-midwife, who no longer delivers babies but instead cares
for women with AIDS, calls herself “a poverty worker.” This commit-
ment to serving women comes through in the words of another New
York City nurse-midwife, Ronnie Lichtman (personal communication,
2005);

The decision to practice as a midwife in a hospital, particularly in
the inner city, can be seen as both an ideological and an idealistic
choice. It isn’t merely that this is where we are hired, or where we
have a regular salary—those issues, of course, are real. Nor is it
merely because of the numbers of women who birth in hospi—q
tals—which is, of course, most American women. It is because of

R TR T s e SO (U R ]
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the “who” we wish to serve and our desire to m.nkc the midwifery
model of care available to underserved, nndcr'cumultcd. oppressed
women—who do not have the wherewithal, for w h;ncvgr reasons,
to even consider a homebirth, let alone carry it out. It is to make
midwifery available to these (}ﬁen—dis‘_enrmnchucd women !htlil
we choose to work in hospitals. Sometimes, the best we can do is
offer a kinder approach—despite the hospital’s pnlic_v of routine
use of technology. We can, at the very least, provide phh\'m'.lf and
emotional support that otherwise would not necessarily be avail-
able to the woman in our care. Moving along the continuum of
midwifery practice, we can frequently avoid some of the inter
ventions that would make the woman high risk or lead her down
the slippery slope to complications and cesarean birth. At the
most positive end of the continuum, we can influence practice
and make substantial change . . . .

[T]he discussion is not only about higher or lower skills, or
whether a given salary is worth the sacrifice of the midwifery
model of care. I'm trying to point out that the reasons (for some
of us at least) behind the choices we make are for equally idealis-
tic reasons—only different ones—as the reasons to become a
homebirth midwife.

Lichtman’s words provide us with a deeper understanding of the
value placed on altruism and the care of women by nurse-midwives.
These values are the context for the pragmatic nature of nurse-mid
wifery’s survival strategies.

Scoggin (1996) documents the growing professional identity of nurse
midwives as unique and separate from both nursing and medicine. She
also identifies five fundamental concepts and :

o core values of nurse-mid
witery: (1) advocacy—supporting

: and protecting clients, (2) normalcy of
th(.' _hlrth process, (3) a high regard for unﬂ}‘-.‘l‘cncc‘ (4) authority—the
?blhi}’ to command respect, and (5) autonomy—the ability to p.r-lt'“'t*'
mdependent[y within the CNM’s area of expertise. As the obstetrical
t;fhnocracy Spir,'dfs out of control in the United States, holding true to
Lozst::-n\::alll;:esb:';llﬁ -:Fmtl.nuing to negotiate the mid\\'i’t"'.‘"“"‘l“r"' rica l.
CNMs—patience ;]alnfsb‘.alr'\d’ renderls more essential I,Iw Sy vatocs of
ity. We find e\'ider;cee(xt!' lli"f:' ?Cg(lllatu_}n‘ and L.mm“-ﬂ'—wm‘l .nni‘igﬂ'
‘Thei : tall these values in the voices of our informants.
I s ngenuny-—lhe ability to create “necess
a form ‘::rfenct(:rr:s?-d zizriilifi{;gr{yh?;s}ij:,rp{fsc"=rc ferred to above by Varney is
stance

the technocratic model of childbir

ary items out of materials

to the overwhelming presence of
h within which nurse-midwives,
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against great odds, daily find themselves working. Within the unavoid-
able (in the hospital) constraints on the midwifery model of care, nurse-
midwives look for small and subtle means of subversion to bring mid-

care to mothers and babies. This d

vifery aily resistance runs as 2 thread
in the voices of the New York nurse-midwives we

OUur rescarcn.

interviewed during

For example, one nurse-midwife who has been in practice in New
York for several decades described how she used carefully worded
“informed consent” (a legal and ethical responsibility of all health care
professionals) as a means of subverting the actions of an aggressive

n-site anesthesiologist who wanted to give as many epidurals as pos-

sible to laboring women. It became well known that when she was on
' hedule, the anesthesiologist could expect to be called for fewer
because she made sure that her clients understood the role

t epidurals play in the cascade of events that can ultimately lead to

ficcessary cesarean. In her hands, informed consent also became

t everyday resistance. “I didn’t buck the system,” she said. “]

st did what clients asked me to do. If they wanted that epidural then
\de sure that they understood benefits, risks and alternatives to it

| I wasn’t going to dissuade them in any way. But if they wanted
tural childbirth, they got it. I never went out of my way to pro-
€pidural service to people because I viewed birth as normal” It

not a bit to this nurse-midwife that at Christmastime, the
thesiologist let it be known that she was the only staff member

would not be receiving a gift from him. Laughing, she said, “The
hesiol -_gj\l was pd.\\'ing out the bottles of wine to the staff and he
u don’t get one.” And he smiled and laughed. And I said,
hat? He goes, ‘Because your patients never have epidurals.’”
CNM went on to describe her impact on her labor and delivery

Here’s a statistic for you. . . . (when| I went out on a leave . . . he
me that the epidural rate on evenings . . . I was a permanent
ning shift . . . went up by ninety-five percent while my foot was

'me and again nurse-midwives describe how they employ the skills

I patience, n-:’:;utmliun‘ and subtle manipulation of the technocratic
Stetrical model to bring the midwifery model of care to the many
vomen who give birth in a hospital. One nurse-midwife described her
"-\-f.er.'-um}np with “my guy,” her term for the obstetrician for whom she
worked. At first their relationship was difficult for her because he
‘micromanaged my care. But over time he came to trust my judgment,
ind I now k..i.n do pretty much what I want without his interference.
When [ want to do something that I think he might not go along with,

T R N T
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along with just about wlhat‘e\.-er] lhmk is l}:ur A ok

This strategy (establishing a relations tip with an obete | }L.‘_ b
then backs off enough to allow the rmdmle.m;':.n.l‘l“ PLJ‘L_“LL k‘! mu!t .L‘
of care) is repeatedly expressed by nurse-n_ndn ives as key r\_r \l;.r\‘l’\ \.11 ||1.
the hospital setting. The danger they note is thdr Fl_u- 1.n~.11m1 of flexi ol
ity and compromise, s0 inlri.nsic to nurs‘c-mn_iwnc.‘r_\. can H;m.l. ”H‘T |[.~
nbposi{e—hesilancy and a fear of rm‘kl_ng the hu.‘n. ,-‘fm.mt 1€1 T'I'l.lT\L“
midwife, in a late 1990s interview, described her frustration with her
CNM colleagues who were unwilling to support her attempts to con-
front what she felt was a sexualized work environment because of their
fear that it would jeopardize the arrangements that had been worked
out over the years,

It’s an issue of power and control. As long as we’re good little
girls . . . [To be told] “Oh you just don’t know hu\.\' to deal with
these people.” What [I'm really being told is] “You're not willing
to play the nurse game.” Because that’s what we were taught as
nurses . . . play the nurse game, how to manipulate the doctors
to get what we wanted. [There were| twelve OBs in the group
that we worked with. . . . ; And I had issue probably with eight of
them who would think that they could either touch you or talk
to you in an inappropriate way. Like, “sweetheart, honey, dear,
darlin™ . . . hug, kiss or touch me in any way inappropriate. And
when I'd say to my other midwife colleagues, “I want to bring
this issue up at the next staff meeting with the OBs,” [none
were supportive. “We understand what you're saying. We don’t
like it either. But we're going to pick our battles and this is not
key or important.”

If the way we conduct ourselves with each other is not key or
important to us moving things forward, I don’t know what the
hell is. T don’t know what else would be more important than
communicating to these physicians that we were not an obiect
that they could slap on the ass when they felt like it. . . . [But] I
i told I should cut them a little slack because they’re in their
fifties and sixties and seventies and of a guncr.ilinﬁ when that
Was appropriate. I don't buy that line either. A lot of [my CNM
colleagues said] “Tolerate it because after all, we’re not going to

change them, But do you know what I found out pcrwm.ail\?

e eight that | eventually had oppor-
: coniront on my own, I felt I had bet-
][h lhElT‘l “’hl‘n I Stl](\d L]p to [ht'I'I'I, .\ll’\{ (H.

Probably all but one of thes
tunity to interact with and
ter relationships w
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them understood because _

.. I turned it around. | said, “It isn’t
appropriate for me to ¢

all you ‘honey; or ‘sweetheart, or ‘dear’
or to come up and start touching you.” And [when they stopped|
I would comment to them, ] appreciate you respecting that
I don’t want you to touch me, that I don’t want you to call me
these certain names”

By the way, these other midwives—

—I was by far younger than all
of them. These are midwives wh

) are in their fifties, who have
been practicing for years . . . and lit was] like, “You’re a little
neophyte about this but you'll learn too th
tolerate.” I'm not ignorant about male-fen
t'm establishing myself and midwifery.

at this is something to
1ale relationships. But

urse, such issues and struggles are not unique to nurse-mid-
ery practice; they are the same issues confronting women in many
er professional arenas dominated by men, and also by new profes

sions trying to make inroads into established hierarchies. This CNM
lid eventually tactfully and successfully negotiate nonsexualized pro-
onal relationships with the obstetricians, yet lost her job when she
untered an issue unique to hospital-based midwifery. She partici-
pated, on her own time, in a homebirth that was entirely legal and for

she had a written medical agreement. Her participation in this

was known by only a small number of people. Nonetheless, she
red by her midwifery service LIi['L'k'{lFI'\ a CNM, When asked if she
d that liability was at issue in the firing, she responded:

'hat was the fear but they didn’t use that word. They used phi-
losophy. “There is a difference in philosophy and we do not
want to discuss it.” There was so much damage to my self-
steem to be fired. felt so alone, [ Those midwives | felt were my
Hieagues—not one] talked to me for three months. Not a
phone call, not a card, not one word, because they'd go down
too for the association with me. . . . But they knew what kind of

1 midwife I was,
From the mid-1960s until the early 1990s, nurse-midwives gained
their first experiences in the labor and delivery room milieu. (For many
cars, nurse-midwifery programs required labor and delivery experi-
€Nce as a prerequisite for application.) There they learned what nurses
viewed as the necessary survival skills of negotiation, compromise, and

1
¥

texibility—skills that can also take the form of manipulation, evasion
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and passive resistance. Significantly, this .\.:'cw .Yurk.(ff\'.\? entered
nurse-midwifery school without labor and delivery nursing experience.
The culture of pragmatism often does not come easily to those newer
CNMs, who unlike their veteran colleagues, d.” not have Ithc years of
labor and delivery nursing once thought essential to hccm_mng a nurse-
midwife. This CNM has now found her place in a successful homebirth
practice—she is one of approximately twenty CNMs who legally prac
tice homebirth in New York State and who are consciously blurring the
line between home and hospital birth midwifery.

The relationship between survival and change remains a central
theme in the discourse of CNMs. Veteran nurse-midwives defend
their culture in terms of surviving in order to bring about change.
Their words echo throughout our interviews. In order to bring
about change one has to still “be here, and being here involves shift
ing and survival.” Future midwives need to be prepared for the “real-
ity that they must be better than” and that reality involves having a
clear view of “what one has rather than acting like you have what
you don’t.”

NURSES OR MIDWIVES?

AN IDENTITY CRISIS WITHIN NURSE-MIDWIFERY
In keeping with its beginnings as a clinical specialty of nursing and an
alternative to traditional midwifery, nurse-midwives made a point of
emphasizing their distinctness from traditional midwifery. A 198
.J’S(INM brochure entitled What Is a Nurse-Midwife? stated, “For centu-
ries, women who assist at births have been called midwives. But other
lhap a shared tradition of caring for mothers and infants, today’s
certified nurse-midwives have little in common with their historical
counterparts,”
lan‘:?lr;]lzmpu;arly ?xllrs?'—midw\i[éry m \_\'_imew.a growing idcntiﬂ ca

: model of independent practice unlike that of American
nursing and akin to that of some European professional midwives. This

identi sei . .
entity crisis has been fueled in S the evalution of homebirth

midwi see ")
wifery (see chapter 1) whose practitioners held as a central philo-

sophical tenet a radical critique of
by, identified with, and subordinat
tral to this critique has been the v
orﬂy unnecessary for midwifery
w!fefy to a highly technocratic
within nurse-midwifery has also
the technocratic obstetrical mod

nurse-midwifery as being dominated
‘ ed to the obstetrical profession. Cen

lewlpnim that nursing education is not
training, but has tied American mid-
10del of childbirth. The identity crisis
been fueled by the growing power of
el (bringing with it increased control
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over both women Tim[ I}?]Li\\'l\'c‘\.i along with a growing discomfort
imong nurse-midwives with their identity as advanced practice nurses,
hroughout the 1980s, the n'i;ni::mhjp of

nurse-midwifery to the
protession of nursing became a point of intense debate among CNMs,
n as they began to grow in numbers and make inroads into hos-

tal practice across the country. Arguments for separation from nurs-
g have originated from two different standpoints, one ideological

ne pragmatic: (1) nurse-midwifery’s position within nursing has
the profession to turn away from the midwifery model of non-
ve birth; and (2) in the interests of autonomy and establishing
ecognized and identifiable profession, nurse-midwifery should
eparate from nursing to avoid being regulated under evoly ing state leg-
nitiatives as advanced nursing practice.

j the decade or more of debate on the professional identity of
lwifery, growing numbers of women identifying with this
vision of midwifery entered nursing school for the sole pur-
nping through the necessary hoops to gain admittance to

for

iwitery school. These new nurse-midw ives held little loyalty

sing profession and shared a common sense of purpose with

midwives. Many held (and still hold) dual loyalty to both

ind MANA (see Davis-Floyd 1998a and chapter 1, this vol-

50 the critique of nurse-midwifery’s relationship to nursing
ternal as well as external to the profession.

tluence of these internal and external debates was summed up

8 by Helen Varney Burst in her President’s Address to the

'rd Annual Meeting in Phoenix, Arizona. “In many very real

states, “we are beset upon from all sides, pressured simulta-

sly by medicine, lay midwifery, the alternative childbirth move-

nd nursing” (1978:11). Burst’s warnings regarding nursing did

ive rejection of nursing education as a prerequisite for mid-

but rather expressed many nurse-midwives’ fears of being sub-

rganizationally and structurally by nursing. With regard to

s, Burst noted, “On one side we have some physicians whom

iten either economically or professionally or both. They fear

nto private practice and attempt to restrain our practice to

indigent and/or rural underserved as well as to restrict us to always

the role of an employee.” Additionally, Burst noted, physicians

relegated to the role of high-risk obstetrical specialists as

i

believed in “the philosophy of a team relationship” but “in self-defense

{ }
wdlitd DeIng

claim to normal childbirth. Nurse-midwifery has always

get competitive vis-a-vis the obstetrical profession- -exactly
y don’t want” (1978:11).
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ol s e “threatens us and in other instances
“Lay midwifery,” Burst continued, thrmtmﬁ dir n
s us” While admitting that some lay midwives “are serv ing the
scaﬂ;me; well” she stated that nurse-midwives are “frightened for the
cons ; § « R
lchgnsumf:r“ by those lay midwives who are “unprepared, unread, inex-

erienced, unsupervised. . . .” At the same time, nurse-midwives are
P oy Y

threatened by lay midwifery “because they c_idim a pt?PllIdtil;ﬂ we
thought we were serving: the consumer population. . ... ‘;\L I'Ihl\_,‘i 50 h].
jealous of the lay midwife beu‘;ause of hc{ h't’t':]l,'ll'l'l frum the professiona
restraints which sometimes frustrate us™ (1978:11). -

Early lay midwives and the alternative childbirth movement critiqued
the me‘rging of nursing and midwifery, ac.scrtll ng that this cm‘nur.n.;ud Iliic
medicalization of midwifery. They also questioned whether nursing edu-
cation was necessary for training competent midwives. A growing num
ber of nurse-midwives shared this critique. In contrast, the earlier
questioning by ACNM leadership of its relationship to nursing had
focused not on this radical critique but on awareness of the danger of
becoming subsumed, absorbed, and controlled by nursing.

One of the earliest calls for separation of nurse-midwifery from
nursing was articulated in a 1973 editorial in the Journal of Nurse-Mid
wifery, “Cut the Cord,” by Dolores Fiedler, MD, a New York City physi
cian associated with MIC (Maternal and Infant Care Project of New
York City). To foster its attempt to demarcate itself from traditional
midwifery, nurse-midwifery had needed the status, the image of com
petence, and the public respectability of nursing. But now, Fiedler
argued, separation from nursing was in the interest of nurse-mid
wifery; her arguments were clinically and structurally based. First of all,
nurse-midwifery faced limitation of its growth as only one profession
among the variety of midlevel health care professions emerging at the
time (which included physician assistants and nurse-practitioners in
addition to nurse-anesthetists and paramedics). “The delegation of
granting licensure of midwives to the nursing discipline will hamper
and stagnate the profession of midwifery. . . . With the advent of the
nurse-clinician, nurse obstetrician, paramedic, obstetrical technician,
etc. the distinctive role and the unique potential of the midwife will
h'ecame fiim_inished. diluted, and devitalized . . ” (Fiedler 1973:3).
Nurse-midwifery had outgrown its need for nursing; Fiedler notes:

Mi{iwifery has enough status to be
an |n.dependem and distinct profe
question is: Are midwive
sion of the nursing role,

considered and regulated as
ssion. . . . Simply stated the
S content to be an extension and expan-
oris it the desire of midwives to become




Idealism and Pragmatism in the Creation of the Certified Midwife » 105

completely unique professionals, capable of delivering services
to women by a discipline of education and training exclusively
developed for a new profession? (3)

Louis H. Hellman(obstetrician, Director of the Ob/GYN depart-
ment at Kings County Hospital/SUNY [State University of New York]
Downstate Medical Center, and leading academic and health care pol-
icy spokesperson) was a strong supporter of the developing New York
City nurse-midwifery services and the expansion of their scope of prac-
tice beyond nursing. In an editorial in the Bulletin of the American
College of Nurse-Midwives (1971) and again at a 1972 speech given to
the International Confederation of Midwives, Hellman critiqued the
institutional position of New York City’s nurse-midwifery services,
which were subject to several lines of authority. Warning that nurse-
midwifery’s position was untenable, he stated, “I do not believe that the
organization of maternity care under a triumvirate of nurse-midwives,
nurses, and obstetricians is beneficial or viable” (Hellman 1971:21 ). He
continued, “the organizational system under which nurse-midwifery
answered to several lines of authority presents too many interfaces and
too much fragmentation of responsibility; academic progression is
cumbersome and funding may be impossible to achieve” (78). Insisting
that nurse-midwifery should establish a separate place for itself, he
stated, “Nurse-midwifery could survive as part of the medical cadre,
but it would never achieve its full stature, and achieving academic
status for its staff might present difficulties. American nursing has been
rigid and inflexible for at least a generation” (78). His proposed solu-
tion for resolving institutional conflict with nursing was to make
nurse-midwifery clearly responsible for all maternity care; all maternity
nurses would be nurse-midwives and all activities and academic posi-
tions having to do with maternity nurses would be filled by nurse-
midwives,

In New York state, many nurse-midwives work in private medical
services. But New York City has been unique because of its large, city-
run maternity care program in which nurse-midwives played a major
role. Throughout the next decades, the debate over their relationship to
nursing persisted among New York nurse-midwives and continued to
focus on the need to separate structurally from nursing (e.g., Cuddihy
1984). This discussion was primarily based in New York City; its subse-
quent legislative efforts culminated in the New York State Professional
Midwifery Practice Act of 1992, which we address in the following
sections.
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THE NEW YORK PROFESSIONAI: MI D\_\-'I‘FP{',R‘Y .-\('f'l'\ OF
1992: HISTORY AND PERSONAL MOTIVATIONS
Legislative Efforts of the CNMs .

In the early 1980s, New York L'.-\'M} cnjharhu ona prm-ﬁ.\ of »,!”m
ing and Infﬂ}yiﬂg to create state %egm!qlmp !L-!mlmlxn.‘-g 11_11[ se-midw T .
as a viable health care profession. ]Ihur legal status was ambiguous.
The only statute regulating midwifery was =.hg State hcp‘? rtment of
Health Sanitation Code, under which nurse-midwi t"ji'n‘c!\'ui a per
mit to practice through the DCP‘IT‘I.I.]]N‘.'[ of ch\t th. ! he permit
required a physician signature to shmr .muhml dlr’n!lj n and so
usually time-limited, tied to each individual nurse-midw I.rL' s employ
ment. A legal midwife in New York was rrqmrud_ to hold a nur
license and therefore came under the jurisdiction of the Board of Nurs
ing within the Department of Education, yet as nurse-midwives they
were also regulated by the Department of Health.

'l‘hrougl;vut the 1970s and 1980s, nurse-midwives around the

country, along with nurse practitioners, promoted legislation defining
and regulating midwifery as advanced practice nursing. The result has
been that in most states today, nurse-midwifery is defined under legis

lative statute as advanced practice nursing, so that nurse-midwives
nurse-anesthetists, and a wide variety of nurse-practitioners worl

under the jurisdiction of the State Board of Nursing, which also regu

lates Registered Nurses (RNs) and Licensed Practical Nurses (LPN’s
In New York, at the same time that nurse-midwives were pushing tl
Midwifery Practice Act, nurse-practitioners were lobbying
advanced practice nursing legislation. Their legislation passed several
years before the midwifery Er_‘l_“]}.i.!_[hrh also

successfully passed. It gave
legal recognition to advanced nursing practice, granted licensure to
nurse practitioners, established !‘L'\:Ll.t.i;:ilﬂr'.\ for their practice, and
allowed them prescriptive privileges.* New York nurse-midwives
rejected the Opportunity to be included in the New York adva
nyrsing practice legislation, opting to write and promote their own
bill. Unlike their colleagues in other states, the New York CNMs made
a decision that not only did they need |
status of midwifery, they w
tinct from nursing. SQ‘PiIII‘
on which they woul

islation clarifying the legal
anted to be a profession separate and dis
ation from nursing was the bottom-line issue
d not compromise (Redman 1997). There would

be “one type of midwife; one le
require a nursing education.
new legislation was to c reate
other midwives who wished

vel of midwifery” that would not
The intent of the promoters of this
an “open door” for foreign-trained and
to pursue a career in licensed midwifery
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practice without first attending nursing school (Dorothea Lang, per-
sonal communication, 2005).

By all accounts, the New York midwifery legislation, while certainly
an idea whose time had come and had from its conception included the
idea of separation from nursing, was the brainchild of Dorothea Lang,
past president of the ACNM and longtime Director of the Maternal
and Infant Care Project (MIC) of New York City from 1968 until
her recent retirement. During her many years of active practice and
administration, Dorothea dreamed of freeing the profession of mid-
wifery from the constraints of nursing. Her own birth in Japan in the
1940s was attended by professional midwives, whose persistent pres-
ence at the majority of Japanese births (though they became nurse-
midwives after World War 1) helped to give that country one of the
lowest perinatal mortality rates in the world. A return visit to Japan in
1962 and again during the 1970s further convinced Dorothea of the
viability of an independent midwifery.

Another major factor motivating Dorothea’s support for direct-
entry midwifery was her understanding of the circuitous nature of the
nursing route;

I remember in the early days when I interviewed almost every
new graduate [in New York City], I always used to ask them,
“Would you have come into midwifery without nursing if there
would have been a route?” And ninety percentof my applicants
used to say, “Yes! . . . I would not have wasted six to eight years
of my life coming before you now as my first job potential. If |
had another route I would have been in midwifery four years
g0, two years ago, three years ago. It was costly. It was agoniz-
ing. It took many years for me to finally be a midwife”

With Dorothea’s dream in mind, a committed group of CNMs
began to envision and later lobby for a bill that would establish New
York midwifery as a licensed, independent profession governed by its
own Board of Midwifery (as opposed to the Board of Nursing), pre-
scriptive privileges (which are essential to autonomous practice), and
the freedom as independent practitioners to practice without a written
physician agreement. Registered nurse licensure and a degree in nursing
would not be necessary to practice as a midwife. Embracing direct-entry
midwifery became an essential, fundamental piece of their rationale
that r11ic1\{-if'er}' in New York state should be separate from nursing, with
its own Iiccnsing mechanism and its own separate lines of authority at
both the regulatory and clinical levels. “This new New York legislation
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firmation that New York recognized midwifery as an identifi-
ifirmi -

cor it . s
-— This now enables midwives to help guide/control

:::ep[:;?:ie::(?ipl‘l1idwifer_}' and the Iiccns:-d }—‘r:-IL'“ia:n.l] midwife” (per
sonal communication, Dorothea Il_ang. ._”U-“- . digdh . :

When New York nurse-midwives .l.ml claim to direct entry mid.
wifery, it was with a different meaning l!mp I]NT. of t_}u- homebirth
direc£—entr)-' midwives who had been practicing in New I‘“'"k since
the early 1980s. For New York CNMs, ‘dm-\t-lcnn.xl did not mean
apprenticeship learning and homebirth practice. l\..!thci\ it meant
escape from the institutional dllld structural dominance of nurs
ing—for example, having budget lmul‘s separate from nursing in he
tals with midwifery services. Midwifery Service Directors would 1
longer be answerable to a Director of Nursing, and midwifer)
would no longer be claimed by the Nursing Department. Midw
salaries and benefits would no longer have to correlate with thos:
advanced practice nurses. Perhaps most importantly, midwives could
lay claim to clinical activities as being distinctly midwifery, whicl
would help protect those activities from encroachment by other profes
sionals (such as the Physician Assistants and Women’s Health Nurse
Practitioners who were beginning to attend labor and delivery patient
in New York under the auspices of employer obstetricians). |
entry midwifery education was a fundamental piece of the
rationale for institutional separation from nursing. It was as n
means to an end as it was a dream.

In 1983, the initial draft of what was to become the Professior

Midwifery Act of 1992 was supported through the Legislative Comn

tee of the New York City chapter of ACNM Region II. Funds from th
legislative committee were used to hire a lobbyist. Meeti I
byist’s office, four nurse-midwives wrote t
dihy, a nurse-midwife at the state Health
Piening from SUNY Downstate, Beth
Elaine Mielcarski from Syr
Mielcarski. 2004). The legislation was promoted strongly by the Ney
\'fjrk City ACNM chapter’s Legislative Committee. The Midwifer
Council, representing midwifery service
became actively inv ,
Richard Gottfried, a Democratic St
chair of the New York State
powerful player within the D,
became the Hoygse sponsor ¢
i_cnu.wn as the Gottfried-Lom
fessional Midwifery Practice

he initial draft

Department in Albany, Su
Cooper from Rochester

dcuse (personal communication, |

directors in New York City
olved behind the scenes after its formation in 1984
ate Representative from Manhattan,
ASNCIHH_\' Committee on Health, and a
€mocrat-controlled New York Assembly,
of the Midwifery Practice Act, ultimately
ardi Act; once enacted. it became the Pro-
Act of 1997,
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Through the persistent lobbying efforts of Elaine Mielcarski, State
Senator Tarky Lombardi of Syracuse became convinced to take over
sponsorship of the midwifery legislation in the New York State Senate,
Lombardi, at the time, was a powerful Republican in the Republican
dominated state Senate serving as Chair of the Senate Committee on
Finance, Health and Public Authorities, and Chair of the Governor’s
Council on Health Care Financing. His sponsorship and personal
support of the bill became instrumental jn its eventual successful passage.
With two powerful sponsors combined with the massive efforts of
nurse-midwives Dorothea Lang, Pixie Ellsberr)’, Nancy Cuddihy, and
others, Elaine’s ten-year lobbying effort, and as we shall see, the sup-
port of the direct-entry midwives who believed that they would be
legalized, resulted in legislation establishing a Board of Midwifery
within the State Education Department that would license and regulate
midwives in New York state. CNMs in upstate New York, fewer in
number and more widely dispersed geographically, were nevertheless
heavily involved in the early stages of developing and supporting the
legislation. Elaine Mielcarski was an early key proponent of the legisla-
tion and one of its primary drivers. Already certified as a nurse-practi-
tioner, Elaine had been inspired to become a midwife by Dorothea
Lang. She felt that the training she received at the Medical University of
south Carolina with a poor, high-risk population well equipped her to
practice in New York. But on her return to New York, she faced the
realization that the midwifery statute was outdated and that the
circumstances for n urse-practitioners were changing,

When I came back to New York state and looked at the original
1907] statute and the Sanitary Codes governing midwifery
practice, I realized that it was a very old, archaic law. It said that
we had to have “clean nails, clean aprons, clean minds” and we
delivered babies, but there was nothing there that spoke to how
we did it and what types of—It didn’t codify our practice at all,

She went on to explain:

Nursing became very upset when the nurse-practitioners tried
to break away and become licensed as nurse-practitioners and
not just under the Nurse Practice Act in New York state. . . . The
Board of Nursing sent around a memo to the hospitals, to nurs-
ing services, and told them that nurses could not take orders
from nurse-practitioners anymore. And they were legally right
in doing that because there was nothing in the statute that
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allowed them to write on an order sheet a‘nd give them [nurses]
orders [without a physician signature]. So therefore lhere was
nothing legally supporting nurses who took those orders. . . .

And when they sent that memo around . . . the labor and
delivery nurses were standing at the counter, where | was also
standing. And they said, “We can take orders from nu‘rs'e—mrd’-
wives. Why can’t we take orders from nurse-practitioners?
Elaine, we can take orders from you, can’t we?” Well, I wanted to
sink right onto the floor because I knew there wasn’t anything in
our statute either that we could prescribe medication. . . . / An
anesthesiologist, who was very anti-midwife, happened to be in
the utility room and overheard the conversation. He went to the
administration of the hospital and told them that there were no
legal grounds for my practice, that I could not write orders on
the order sheet or could not give phone orders. I could not
admit patients to the hospital. And he was smart enough before
he did this to look up the act and he was absolutely right.

This was in 1982 when my hospital privileges were suspended
by the hospital. I had been practicing since 1979 at PHP [an
early HMO in the Syracuse area with its own clinics| in Bald-
winsville. It was a tremendous blow to our patients. It was a tre-
mendous blow to the center in which I practiced. Not to even
mention that I had moved with three children to another state
and had worked two jobs to earn the money to do that prior to
becoming a student, and then took out loans at thirteen percent
interest to pay for my education.

Elaine saw New York City as more insulated from this threat: since
1907 the Sanitary Code had legalized the practice of midwifery in New
York City, midwives there were providing thirty-five percent of prenatal
i a:nd attending twenty-five percent of births for the Health and
Ht}'spl'tal Corporation, so that “New York City could not just wipe out
f"d“"'fer}’ Without major catastrophes.” But the larger threat was that
b CUmPEt!tion between midwives and obstetricians became more
keen, the existing law would be enforced throughout the state.” Elaine
called Dorothea to alert the New York City midwives:

- Sh . b'fmd together to begin legislation to codify the
fl::c::}ftofhmldmfem - Dorothea asked me to come down to
S was;: %}ter meeting in New York City, which I did. And
lobbyi f]; ecember of 1982. I went down and . . . started a

ying fund. . . . And so we hired a lobbyist th rough the dues
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that the upstate chapters of the
wives had put together.
for lobbying funds.

American College of Nurse-Mid-
We each went to our chapters and asked

It was entirely clear to the New York CNMs that if they had not been
) committed to creatin idwifery, they
itioners, or passed their own bill
ranting them prescriptive priv
'ém autonomy from physicians, at |

g their version of direct-entry mid

ould have either joined the nurse-pract
| --_".|'|HJi./l"1_iL their Pr‘nh‘hhi()r], g ileges. and
y t

east five years before they

achieved passage of the 1992 bill. Why did they fight so hard for
€xtra years to create a new kind of midwife who would then
have to struggle for legislation

and licensure in the other forty-

nine

[nitially we wanted to codify the practice of n

initial language of the bill

Nurse-Midwives, |

urse [‘IIILJ:\\'l.f.L‘!'_\'. EIHWL'
talked about the American Colleg
always was in favor of being total
sing

g and developing a profession

e of
ly separate from

» @ professional language, and
censure in our own right as midwives.

Why? I mean here you were trained as 3 nurse and a nurse-practitio-
f all people, want to separate from nursing?

ause midwifery is not nursing. Nor has it ever been promoted as

ner. Why would you, «

the College. When I be: ame a nurse-midwife, if vou

he language in the documents from the American College
e-Midwives, and you looked at the definition, it said that

midwives are trained in the two disciplines of nursing and

1 implies that midwifery is a separate . . .

\ separate profession. And if you look in the documents that further
expand and explain that, they talked about midwifery not being
wrsing. That we’re colleagues and it’s an interdisc ipl

inary teamwork
pproach. . . . But that midwives do not do nursing. That’s how I was
lucated. My knowledge of midwifery at that point purely came

'm the American College of Nurse-Midwives. The ACNM did not

‘ver consider themselves to be practicing nursing.
And a

s nursing saw the positive legislation that midwifery was get
ting all over the country and the positive laws for midwifery and the
number of dollars that legislators were setting aside for midwifery
education . . . the feeling by nursing of being an underappreciated and
demeaned profession. . . . I think that they looked at this golden e

s ¥ | » P .. 1
something that they wanted to hitch their star to. . . . I saw at the Medi

niversity of South Carolina totally separate units. I saw the nurs

division try to put more and more tentacles into nurse-midwifery.
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And if Dorothea and I didn’t have the brainstorm that we actually

pushed until all nurse-midwives accepted it in New York state .
remember that we had a hard sell, not just to the legislators, p.ur_..ﬁ ¢ hid
a hard sell to nurse-midwives, to open to c\p.sm.i the law beyond
nurse-midwifery, to expand the language in IhL‘I legislation. Because
nurse-midwives knew the safety of nurse-midwifery practice and they
had strong feelings about the value of nurse-midwifery education.
And those feelings were good. 1 mean nurse-midwifery edu
has proven to be a good educational process to become a midwift
Not the only one, but it’s proved to be a good avenue to do it. W
to convince . . . I was chapter chair for four years. Prior to tl

being legislative chair, we had to convince nurse-midwives in
our regions—Carol Bronte and Dorothea Lang downstate

d

upstate—that you could have the same educational process t
most valued in midwifery education without becoming a nursc

Like Dorothea, Elaine was spurred on by the international context:

Robbie: So why is direct-entry so important that you were willing work
five extra years to achieve it?

Elaine: Because it’s honest. It’s honest. It’s dishonest to say that
prerequisite, is the only way of producing a competent midwif

at the Netherlands. Look at their outcomes

Midwifery was never eliminated in Europe as it was in the |
States and Canada; rather, European midwives professionalized, cre
ing national organizations in every European country and incorpor
ing their education and practices into the formal health care sy:
Midwives still attend the majority of European births, as they alw
have. In particular, the Netherlands is widely regarded as having onc
the best midwifery systems in the world (DeVries et al. 2001; De\
2005). The Dutch midwifery education
involved with nursing; :
in midwifery. Elaine had spent time in the
Dutch system, its autonomous midwives,
?{?fmh?g“‘?ﬂ';?:‘iig EZ?]‘:}:CH “'ith.“_ul ﬂurxirl_L“ the courses necessary
i 4 :tl:n_-“—nmrnhmlup', anatomy, physiology,

care sciences.

Elaine : : ;
further explained her incentive for separating from nur:

al system has never
midwives attend a four-vear vocational program

3

Netherlands studyis
and its excellent outcomes,

SINE:

Nurses have to take order
around, and
flict of intere.

: § from midwives, not the other way
put[nnga midwife under nursing is a serious con-
st. : " 4 - i

Was outspoken about this when I entered the




th

lical 1 niversity of South ( Carolina |

3

vay ol generating income, th: it legislators aw
midwifery that m!md the coffers of the colle
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[MUSC] in ‘78 and told
¢ I]\ms, the golden egg
[ don’t know why they
at that time that nursing had

culty that m]d\u!u\ was the goos
nursing was m[!hm the hen house.
K me out, The mm\ was

arded money
ges ot muxmg
filtered into the depart-
of midwifery. Midwiferv faculty at MUSC had to exist

| eat-up desks, cracked linoleum

that a mi HJ\\UJ{_ amount if dﬂ\

floors, and offices that
they belonged in third world countries,
the nursing

. Guess
administration and fz iculty’s floor ‘nnl offices

like?! Carpeted, decorated and well supplied with text-

 faculty I had were originally missionary nuns or

nary mhf-~ tves. All of them only saw the needs of women

vies. They saw infant and maternal mortality and morbid
t could be decreased . . . .[At MUSC] we had a high-risk,
! atient pnpuf ition, with a .H"h incidence of pre-

't I came out of that program revering the beauty of

? '=|i1. an attitude that I already had but s gained the confi

to pursue at all cost. One of the OB residents told me that
tality rate was very high before the midwifery depart
formed at MUSC. The rl.!a{\\:\t s decreased those sta

Ty

nificantly. Thev also supervised “gi

anny” education.

1€sire to separate American midwifery from nursing was
ality . In order for the [L‘ |‘~|i!|nli to be [Th\\.\f two major

id to be neutralized: the Nt\\ York State Medical Associa
New York State Nur: ses Association (NY SNA). Both

ngly opposed licensure of midwives without a nursing edu

During last-minute negotiations. the Medical ‘\w:u.niun

' drop its opposition to this new direct-entry midwife in return

juirement that all CNMs and CMs would be required to have

tice agreement” with an obstetrician, a family physician

ical privileges, or a hospital obstetrical service, without

v could not pr'.ldiw Iw'd”\ So in effect the CNM:s traded the

from physicians they had hoped to achieve for the right to
direct-entry midwifery as a legal health profession in New
l'he New York State Nursing Association, while offici: 1lly

) the new legislation, softened its opposition because the

ed to insert the wording that this new direct entry midwife
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would have to obtain “nursing t’tlrui\';llcnc_\"' in i}ul'r :n.id\\-i;i-.r\_ educa
tional process. Members of N\‘b.NA um_luilnm .t 3:1K.It\\\.kﬂi|.‘:_]t.l\ ents 1
midwives would meet the requirement for .numn?_ equi enc ‘._‘.in_n._
therefore nursing education would remain LI?L‘ entrée to midwifery for
the vast majority of midwives in New ‘mr.k, 1 hese last minute negotia-
tions occurred without the presence of direct-entry m_r_q wives and
resulted in a redrafted bill in the House that was very LIFIIL‘r¢-|1t !.ru‘m
the original draft legislation (personal L‘O.llllntII?[.I(lefll, Sharon \\cl!\:
2005). The determination of what constitutes “nursing ct{u.!mlu.- :
comes under the jurisdiction of the Office of Comparative Education
within the New York State Education Department. Its nm‘.-nnﬂl_ is t
compare and evaluate curricula rq determine which uliLt_L}.!Tlslli.\H pro
grams are equivalent to those of New York state. .-\.lldnmn .13|\ the
Office of Comparative Education evaluates the educational crede ntial:
of professional immigrants—doctors, nurses, engineers, etc. About this
term, Dorothea said:

We got “equivalent” in there. That was our goal. We knew we
didn’t want the future midwives to be any less than the nurse
midwives. We wanted her to possibly be more. . . .That’s a step
for midwifery. Because if you get people from all walks of life
coming into one profession, you get a much broader base of
professional colleagues. You get the people who write well, who
sing well . .. the physical therapist knows the whole pelvic mus
cles far better than the nurse would ever know it. And they will
then take over the leadership in midwifery. And the nurses wil
then sit back and say, Hey, I never thought of that.” And all of
us, “‘i\-’t‘1 thﬂll-ﬁaﬂd mid‘-\'é\'g’& all come h'“[n l]k![\i['l}:. And we
only are . . . all brainwashed only in one chain of thinking. And
now this new thinking is coming in. This is a threat to the mid
wifery community, And | say,
it.” Because I'm sick and tirec
have to think futuristic!

“It's a wonderful threat. Let’s have
 of people stuck in the mud. We

Elaine explained further:

Robbie: Why does the |

i aw read
Elaine:

Well what happened w

‘nursing education or the equivalent?’
as that we had the Medical Society and New
opposed to this legislation. Big numbers. Big

assed the legislation years and years and years

York nursing absolutely
money. We could have p
sooner had it just bee

0 nurse-midwifery. . . . There’s no question

D
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ibout it. We could have passed it without a written agreement in it.

['hat was a last-minute compromise to keep [direct-entry J.

And so in the final few days of the legislation, there was 3 major
I-3

ikKirmish, and roundtable discussions, and hours of hammering
out with the chairs of some of the committees, and with lour] key
legislative proponents, [who] absolutely agreed that there could be a

protessiona

midwife. Because I had given the curriculum of the
Netherlands to them years before and the United Kingdom’s curricu-
im. They absolutely agreed that this was a professional midwife
vho had a sound academic and clinical program and all the compo-
nts that were necessary. You didn't need geriatrics. You didn’t need
the nursing courses to be a midwife. And it wasn’t the practice of

Iarsing anyway.

Elaine drove from Syracuse to Albany almost every week for ten
years to work for this legislation. Like Elaine, all of the nurse-midwives
sponsible for creating and giving birth to this legislation were quite
ire of the role they were playing in nurse midwifery’s struggle to

fine itself, and were certain that they were leading the way for the

profession. “It is in New York where midwifery in the U.S primarily
olved, said Dorothea Lang, “and the New York v ision is leading the
ollege right now. New midwives are receiy ing the benefits of all the
the pioneering midwives in New York” (¢ hapter Minutes;

1 I1, Chapter 1; June 22, 1998).

RELATIONSHIPS BETWEEN NURSE- AND LAY-MIDWIVES

IN NEW YORK: FAILED POTENTIALS

New York City: A Positive Beginning

‘ment of the New York lay/direct-entry midwives in the New
fork legislation must be understood in the context of the history of their

tionships with New York nurse-midwives. We will chronicle both the
Positive and the negative sides of this “herstory,” for the purposes of our
inalysis of both ;;,'l'l“Li‘?'!\ as subordinated and to indicate that this mutual
ubordination could have resulted in productive alliances, as indeed it

5 in other states. The first instance we know of their interactions was a
Nutually supportive relationship that developed in the late 19705
between Carol Nelson, an apprentice-trained midwife from the Farm in
lennessee, who later became 2 leader of the development aai'déru‘[-uui')'
midwifery in the United States, and Therese Dondero, the founder of the
North Central Bronx Nurse-Midwifery Service and a leader in the devel-
Opment of nurse-midwifery in New York. As an RN, Carol Nelson had

worked labor and delivery in [llinois in the late 1960s and early 1970s.
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Her disillusionment with hospital malern_i;l,\' fa{rc was T\E“Ci f‘actin:lrI ]t}::l Ilel(%
her in 1973 to the Farm—a mecca for mi wlifes‘ Im’}:l tdt lr;_ v :\. )dm’u
birth practices (Gaskin 1978, 2003). During t‘ 1S tfﬂ: o ;ﬂ -"‘t h-l .IT‘I.L n
traveled to the Farm from lhroughout.{he Lm}nlr) 1{1[(.;:_ eT 3 ﬁI\‘L‘ 2.1n.
out-of-hospital birth. At th_e Farm, despite htl‘ \urs of .1‘ l{l.l'-dnh ;g 1.\ e rr,'\.
experience, Carol assistf.'fi in over‘loﬂ l?li‘lhh .ui;an app'mn ice before she
became a primary midwife attendJ:ng bl.rths on her ow n._ S

Members of the Farm, which is variously known as a “hippie com-
mune,” a “social experiment,” and an “intentional communit )"
although poor themselves by American m:ddIc—ngss sta nd.j\rfif., in 1977
created an affiliated nonprofit health care collective, I’L‘ETI\'I Y, to car ry
out relief projects in Guatemala, South Africa, and lh.c (.,;frlhlw§(1:1. Their
goodwill efforts also took them to the South Bronx in New York \\'fn-n_
they learned that this poverty-stricken area suttere‘d from a Iaclk of
accessible ambulance service, which PLENTY realized it could provide.

Sharon Wells, who later became a major player in the political drama
that unfolded around the midwifery legislation, was a member of
PLENTY. Although not yet 2 midwife, she was an EMT and was involved
in the efforts to establish the ambulance service. She also provided labor
support for pregnant women and volunteered at North Central Bronx in
the labor and delivery unit, the ER, and the NICU. Later, as the major
lobbyist for the direct-entry midwives during the efforts to pass mid-
wifery legislation, she was to encounter nurse-midwives from the North
Central Bronx that she had once considered friends and colleagues.

At one of PLENTY’s numerous meetings with the New York City
Health Department and various hospital department heads, Therese
Dondero was present to represent North Central Bronx midwives,
although the North Central Bronx midwifery service did not exist sep-
arately from labor and delivery, According to Carol, Therese “honed
right in, asking me ‘are you doing homebirths?’ And I said, ‘I wouldn’t
consider doing births without an adequate backup system.” And she
said, ‘We're it!’ She really encouraged me.” And so the Farm in Tennes-
see began referring women in the Northeast who desired out-of-hospi-
tal birt.h to their PLENTY affiliate in the South Bronx.

While waiting for city permission

to run the ambulance service,
members of the PLENTY cadre in Ne

w York, including Carol, volun-

teered at emergency rooms in the South Bronx. Carol said, “A couple of
us were CPR instructors and we star
that time was a pretty new thing, A lo
even have it at that point. I gave clas
N.orlh Central Bronx Hospital, and f
Lincoln Hospital, along with our

ted giving CPR classes, which at
t of the doctors and nurses didn’t
ses for the doctors and nurses at
or people at Montifiore Hospital,
volunteer work in the emergency
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rooms.” At Therese Dondero’s invitation, Carol also lwgun '\'c'nfumccring
in labor and delivery at North Central Bronx, serving as what today we
would call a doula. Carol and Therese met on a regular basis and (.:amf
attended rounds occasionally, on invitation from Therese. What ensued
was an open and supportive relationship between these two midwives
who represented very different cultures and traditions, which turned
into a “learning exchange” between Carol and the North Central Bronx
midwives. Carol describes an example of this Jc;lrning exchange:

One night there was a lady . . . it wasn’t her first baby but this
aby was posterior so the labor was taking a while and it was real

hard on the mother. Therese asked me, “What would youdoina
situation like that?” So I told her that I would get the mother up

ind change positions and do some exercises, maybe pushing a
bit on the baby with her hand to try to change the position, and
then also some herbs to get the labor a little stronger. . . . This all

seemed new to them because they didn’t consider getting people
out of bed once you were there and you were getting along in

C
labor. . . . They might have her up walking the halls occasionally
naybe early but changing positions so much was kind of a new

ncept. This was over time. . . . We did some labor coaching
echniques. . . . I would do something and then the nurse-midwife

'ifll\:

be right there doing it also, breathing with the woman.
IOoT a two-year period in the late 1970s, Carol Nelson attended
nebirths in New York City with informal backup by the nurse-

tves at North Central Bronx and by Therese Dondero’s future
hu \d, North Central Bronx obstetrician Dr. Samuel ("Sandy”)
Oberlander. Carol notes that there also existed at that time a tiny net
of direct-entry midwives in New York City who met together to
ind discuss cases, whose meetings she attended. These home-
wives were “very underground.” This situation ended

birth mic
tly when PLENTY was informed, off the record, that the City of
York Health Department was aware that Carol was delivering
es and that PLENTY would not receive its license to provide ambu-
lance service as long as she continued to do so. So she left New York to
continue midwifery practice on the Farm. The ambulance service
became licensed to operate and did so very successfully until it was

hahi

D
eventually absorbed by the city in 1984.

The open and muflmli_\- supportive relationship between 'i_'hcrcsc
and Carol in part had to do with the 1970s, an era characterized by
openness to new ideas. Physicians and nurse-midwives were not as
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tocol-driven as they are today, and malpractic_c. _~I1arcq liability, and
protoc ce issues had not yet become barriers to innovation. Although
:::u;??NM cicavrlydifferemiated itself from '\HN:\.‘ as a result of the
growing grassroots homebirth movement and the msdw:.\'cs .\\'hu devel
oped from it, Therese Dondero recogmzt:t? an opportunity for collabo-
ration that would benefit women. Sadly, Therese died at the young age
of forty in 1986. Carol said:

Therese was such a powerful person, so strong in who she was
and such a strong midwife and such a big influence on midwifer,
in New York that I think [the legislation]| probably would have
come down differently had she remained alive. I know that things
changed at North Central Bronx when Therese was no longer
alive. She made me feel welcome. . . . She gave me her home
phone number. She said, “If you have to transport somebody, if
you ever have any trouble, if the residents are giving you any
trouble, you call me up and let me know.” So it was a safe space. It
was a sacred space. And she gave me the confidence that I knew |
had a good backup system, which is such a vital issue, such a key
issue with out-of-hospital birth and direct-entry midwives.

The relationship between Therese and Carol had the potential to create
a positive model for other relationships between nurse- and d
entry homebirth midwives in New York state. As the following section
shows, this potential was not realized in the relationships that devel
oped between these two types of midwives during the 1980s and 1990s.

irect

UPSTATE NEW YORK: DISPARATE IDEOLOGIES AND
UNWORKABLE RELATIONSHIPS

Outsi'd‘e the greater New York City area, following the elimination of
the traditional midwife, midwifery had lit

tle presence until the 1970s
when the new homebirth

midwives (some of whom were licensed in
othc.r states, and now call themselves direct-entry) began practicing.
Durmgth.e 19805 and early 1990s, while less than a handful of unli
Fensed ‘mldwivchs were practicing in New York City (Wolfe 1982),
t&qﬂ:ﬁ'ﬁg‘;ﬁliﬁ:if‘tg;;er? a“mf!mg births il_l upstate com munities.
the mid-1970s—g “me‘gdl.lhprm.]d‘mg homebirth services in Albany in
They came frt.}m a var?e?v lE‘II'1 }(Jih MS- e e g there.
Ithaca, having graduated fr(ort; atfmdt]mn.a_] SREEAgN. ['mdd\ ‘\L_-h i i
in England, provided h : ‘)rn\m ~'3I‘~_Ll‘-:d1_1ed schoo]lnt midwifery

¢d homebirth services without a license as her




Idealism and Pragmatism in the Creation of the Certified Midwife e 119 ' -

education was not recognized as legitimate in New York state. Hilary
Schlinger and Anne Frye had attended independent schools of mid- I :'
wifery in El Paso, Texas. After leaving New York City, Sharon Wells
(who holds a master’s in education) attended the North Florida School I
of Midwifery, a three-year program approved by the Florida Depart- :
ment of Education, and then practiced as a licensed midwife in the '
state of Florida. She returned to New York and was attending home- 0
births on Long Island when she became involved in the legislative I
efforts surrounding the proposed midwifery legislation. Others were |
apprenticeship-trained, studying in groups led by the more experienced
midwives and working with a primary midwife in an apprenticeship |
relationship. These unlicensed midwives took their education seriously,
delivering many babies under the supervision of a primary midwife |
before establishing their own independent homebirth practices. The I
ACNM standard in nurse-midwifery schools was twenty supervised |
deliveries as primary attendant prior to graduation. Most of the new [l
unlicensed homebirth midwives had many more supervised deliveries
than new CNM:s. For example, Linda Schutt was required to attend [
fifty births as primary midwife in her British midwifery education., '
Hilary Schlinger, in obtaining her New Mexico licensure, also delivered y
approximately fifty babies as primary midwife. Their education did not |
match the “see one, do one” stereotype used as a pejorative character- ?
ization by some nurse-midwifery leaders. Over time these homebirth 1
midwives came to be highly regarded and relied upon by the women in |
their communities.

In Syracuse throughout the 1970s, unlicensed homebirth midwives [
served an active alternative childbirth community outside the parame-
ters of the medical establishment. These midwives practiced in an
extremely cautious manner, with potential clients carefully screened
about their commitment to having a homebirth by a group of support-
ers known as Advocates for Choices in Childbirth, a grassroots child- |
birth activist organization. This underground situation changed in the
early 1980s when midwives who are now nationally known (Anne Frye,
Dev Kirn Khalsa and later, Hilary Schlinger) moved to Syracuse and, l
although unlicensed in New York, began to openly practice homebirth
midwifery. Their arrival roughly coincided with that of the first nurse-
midwife in Syracuse, Elaine Mielcarski. In the beginning, the presence
in Syracuse of one hospital-based nurse-midwife and three unlicensed |
homebirth midwives offered the hope of collaboration, and so on a few _
occasions these homebirth midwives brought women they were con- |
cerned about to Elaine for evaluation. Elaine’s initial willingness to
work with them stemmed from a shared participation in an incipient
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national midwifery movement and a ‘jhart'u_i_ulhqs of \mman—_cemcrcd
care. But this potentially collaborative effort hmndcrcld‘ From ?hc
homebirth midwives’ point of view, they were L‘.ppmprlmlcl_v asking
Elaine for advice on conditions about wﬁicb anlnther opinion would be
helpful. They believed that they were Feferrmg ina re.»;_pn_n:uh_lc manner
and that this reflected sound clinical judgment. But Elaine found her-
self “shocked” at what she perceived as their “lack of knowledge,” and
began to view them as “insufficiently cqumlca?" il!'ld “incompetent.”
Her opinions, once formed, remained frozen in time. Although the
unlicensed homebirth midwives considered themselves to be experi-
enced and well-educated, and continued to evolve as such, Elaine, no
longer involved with them, did not experience this evolution. She did
not believe that they should have a place in the nurse-midwifery legisla-
tion because she did not think their training was sufficient; rather, she
hoped they would go on through further education to achieve the new
kind of direct-entry certification she was trying to create.

By the late 1980s to early 1990s, approximately six direct-entry mid-
wives attended homebirths in the area surrounding Syracuse and about
the same number of CNMs attended hospital birth. As also happened
in other upstate areas, CNMs newly employed by hospitals or physician
practices encountered homebirth direct-entry midwives already in
clinical practice. Differences in ideologies, styles of practice, and educa
tional routes often generated conflict. The more pragmatic CNMs inte-
grated themselves into the biomedical health care system and came to
see homebirth midwives as uneducated, unsafe, and a threat to their
Puh!ic credibility. The more idealistic homebirth midwives were vocal
in their criticism of nurse-midwives as being overly medical and not
':re;f] midwives.” Among the homebirth midwives there also existed the
It‘t‘llngs that come with marginalization by ntht'r\'—dngcr. bitterness,
resentment. Communication and unde standing between these two
types of midwives, which ran smoothly in some states, became increas-
ingly hard to achieve in New York.

o EESlee?ngz)rl hgs nt"tfnll.}ecn ‘in the center of sc_mc.ial movements
r cliglous revivalism of the 1800s, the religious alternative
movement, the antiwar r;lovemt'nl L'n :1 \}l: l'l o ”1f“"‘3“1f’11“_ oy
ment—all have been g s; niﬁcan;dlv] the .lltcrn_nm'c Chl!dbll‘[h move-
York. (For example, the L"fﬁared P part of the history of upstate New
the Internations] Cesarea‘n.m - n Tt.'.\'crlmun f\'!ﬂ\'tﬂh;nt, now known as
quartered in Syracuse.) The u\x;‘r_ene..ss I\'etwnrl%, P pded_ .1n‘d o
were surrounded andlprut : . lw.n_hefj hﬂnwbmh midwives in o
ected by a strong social movement of women
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who desired alternatives in childbirth—a factor that may have contrib-
uted to the divisions between homebirth midwives and the first CNMs
in Syracuse.

Although some of the dialogue between midwives takes place in the
public arena, more takes place outside of the power relations of the
dominating class, in this case biomedicine. Such dialogues exemplify
what Scott (1985, 1990) calls the “hidden transcripts” of subordinates,
For example, the public critique of direct-entry midwifery by nurse-
midwives focuses on issues of clinical competence and consumer safety.
Privately, many nurse-midwives today recognize that direct-entry
midwives are safe, competent practitioners. Their fundamental private
critique has to do with image—the lack of a university-based creden-
tial, which has become a powerful symbol for competence in our health
care system and accepted by nurse-midwives as necessary to establish
credibility in a credentialed society. A representation of these hidden
transcripts looks like this:

Nurse-Midwife: “You have copped out.”
Direct-Entry Midwife: “No I haven't, I've opted out.”

Direct-Entry Midwife: “You have sold out”
Nurse-Midwife: “No I haven’t. I'm holding out”

Actual quotations from our interviewees flesh out these differing
philosophies.

Direct-entry midwife: [Nurse-midwives] don’t understand the
difference in the models of care. They think they are preserving
midwifery. They cry in meetings because of the care they have to
give, but they don’t see that they could support us to keep giving
the kind of care they wish they could give. They are oppressed
by an oppressive system that puts them on report for the slight-
est thing, so they will be more cautious next time. They have
been co-opted by the oppressor.

Nurse-midwife: Lay midwives are selling themselves, women in
general, and the profession of midwifery short by accepting an
education that society regards as inferior. They make all of us
look bad. No obstetrician would practice without degrees! Why
should women accept anything less?

When asked, “But why can’t both groups coexist?” one New York
nurse-midwifery leader consistently responds, “In order to be strong
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there must be one midwife—one type of midwife, one standard of care.
Otherwise everyone is confused—the consumer, Ihg insurance compa-
nies. The physicians knew this. That's wh}' lhelrc is only one type of
doctor.” Of course she is referring to lhg historic contest hct\wm_\ th_c
regular physicians and the so-callleclj irregulars at the turn of t.}ns
century, in which the irregular physicians were r.tgulnlcd out Ut. exist-
ence, interestingly enough roughly at the same time as lhc traditional
midwife was being regulated out of existence. This historical ;_mra]]ul is
very provocative because today there is not only one type of publicly
recognized and accepted doctor, there are two—the Medical Doctor
(MD) and the Doctor of Osteopathy (DO), whose historical evolutions
and underlying philosophies for a while differed profoundly and are
beginning to do so again, as DOs increasingly reclaim their original
holistic orientation (Davis-Floyd and St. John 1998). (In addition,
chiropractors and naturopaths claim the title “doctor.” After decades of
work, chiropractors succeeded in their legislative efforts in all fifty

states, while naturopathic doctors [NDs| are legal and licensed in only

seven states; their battle continues.) The DOs won acceptance and
legitimacy by moving to university-based education equivalent to that
of MDs, while many homebirth, direct-entry midwives held, and still
hold, to their beliefs that university education entails a sellout to the
medical model (as do thousands of naturopaths around the country

who are also apprentice-trained). For the direct-entry midwife, opting
out of hospital birth is a less pragmatic and more idealistic strategy to
provide the freedom to define midwifery independently from medicine
and to protect childbirth in the face of growing technocratic interfer-

ence. In contrast, the pragmatic strategy of nurse-midwives for holding
out a space within the medical system serves to reach greater numbers

f’f women, particularly disadvantaged women, often in the face of
Intense opposition,

THE LEGISLATIVE EFFORTS OF THE DEMS
AND THE CNMS’ RESPONSE

In 1987 the unlicensed homebirth midwives of upstate New York
!)e‘c’ame aware of the midwifery legislation in the New York legislature
L“matffi by New York nurse-midwives. Hilary Schlinger, an unlicensed
“&?Ebp:rth ngtdw:fe in §yracuse at the time, remembers her reaction as
B4 l::'il];r?e;;::j becrll1 mcludedbin the discussions and formulating of
ok ng that the m:dwlitcr‘v legislation would inevitably

em (their homebirth Practices, while not legal, had been car-

ried out wi ial i
= uf without official interference), the unlicensed homebirth mid-
Ot upstate New York decided to act.
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Their first action was to contact several of the nurse-midwives leading
the legislative effort to “ask for a seat at the table” After being “rebuffed,”
says Hilary Schlinger, “Alice Sammon and I quickly got ourselves—]
would say pushed ourselves—into the discussion [by introducing our
own bill.] We did so not because we thought that our bill had a chance
of succeeding but because it was the only way we could see of stopping
the momentum of the Gottfried bill, of getting a voice in the negotia-
tions . . . and not be like flies that were swatted away. We were advised
that the legislature would not act if there were two competing bills, and
would press both parties to work out a compromise form.”

Hilary holds a bachelor’s degree from Cornell University, attended a
direct-entry midwifery program in Texas, became a licensed midwife in
New Mexico in 1982, and by her own account, “had a thriving home-
birth practice in New York from 1982 to 1996.” Alice Sammon, an RN
and mother of five with two of her own children born at home, under-
took a two-year apprenticeship and practiced as a homebirth midwife in
Warwick from the early 1980s to the late 1990s. Their idea that the unli-
censed direct-entry midwives should proceed with their own legislation
in order to gain licensure and certification had not been a popular one
with some unlicensed, homebirth midwives who remained suspicious of
any kind of professionalization effort that might limit their autonomy,
but Hilary and Alice were able to convince most DEMs in New York of
the need for legislative action. So the unlicensed homebirth midwives
(who had by this time formed an organization, the Midwives Alliance of
New York [MANYY]) introduced the Saunders Bill into the New York
Legislature as an alternative to the Gottfried Act. With two competing
bills before them, the New York Assembly Committee on Higher Educa-
tion put aside both, requiring “the two groups get together and come
back with one piece of legislation.” MANY believed this accomplished
what they had intended—the nurse-midwifery bill was stalled and they
now had a place as stakeholders at the table. From the CNMs’ point of
view, the DEMs were unwelcome players and spoilers.

Rather than reintroduce their own legislation or work with nursing
to kill the nurse-midwives’ bill (which for a while appeared to be an
option), the DEMs threw their legislative support behind the nurse-
midwives’ bill. Alice Sammon described her hopes and motivations in
50 doing:

We were called to do what we do [homebirth| not for ourselves
but out of necessity. Women wanted choices and options in
birth and that included homebirth. That's what we were com-
mitted to—maintaining the option of homebirth that was safe

~>—
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h e could also depend on a reliable and consistent
w ; I
o e::iransport to the hospital when needed. We wanted
I:nean;'oth to be open; we wanted to be able to collaborate and
omebir ; ‘ o
be an integral part of the health care community. . . .

[It was clear to us that] the nurse-midwives ‘.“’”’d own th"'.“”f'
of midwife unless we did snm‘ethmg.l. bicy \\_c ‘.«\I&:TL’I h:hrh't-lf]f fo
our right to practice, to exist, for I.h_c right of gin.u_m:{\ n‘ -~ uca
tional opportunities within rn_:dwi_lcr_\-', to r_n;nn_l.«un .1.}}1[‘1%1:; |.k.l -.
ship education. We were looking for a Inl.‘uhﬂnl.\ﬂl]-\-\ here th u?ﬁ.\:
of us who were already trained under an dppft‘ﬂhu*uhm model
and had years of experience could be granted licensure.

A shared ethos of serving the childbearing woman is |'cﬂv_gtcd. in both
Alice’s words and those we heard previously from nurse-midwives.

“It’s not that we conceded” in supporting the Gottfried-Lombardi
bill, Hilary states. “In reality, we were duped.

We were promised a seat at the table. | sat in on legislative meet
ings (most memorable to me being one in Tarky I m'n.lm rdi’s
office) and negotiated wording on the bill. At that meeting, we
were told (by his aide) that both the consumer seat on the board
and the educator seat would go to direct-entry midwives [a term
that the homebirth, unlicensed midwives at the time believed
referred to themselves), so that we would have a voice in r
board even if we couldn’t hold midwifery seats on the first board
incarnation. This never occurred

We were later told that our educations would be considered
for equivalency. As you know, all were rejected outright. We
even had a meeting with the
the feasibility of them bein
our “independent educatior
ing RNs. We also met wit
College looking for a simi]

Board of Regents College to discuss
g the agency, which would validate
;" much as they do for LPNs becom
h a representative from Empire State
ar way to validate our educations.

Sharon Wells was the m
midwives’ legislative proce
cessful midwifery legislati
York in 1990 and opened
before her arrival in New
York process th rough me
ference in Ney Orleans

ajor lobbyist for the New York direct-entry
ss. While in Florida, she had worked on suc

on there (see chapler 4). She moved to New
a homebirth practice on Shelter Island. Even
York, Sharon had become involved in the New
eting Dorothea Lang at the 1989 MANA con-

and hearing Dorothea describe her legislative
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work in New York, which Sharon thought was a “great idea.” Sharon
said, “Dorothea told me that she wanted to combine midwifery under
one law and to make nurse-midwifery and direct—entry midwifery
equal. At that point I said, ‘Well, that would work. I’ll help you do that.
We had a long dialogue about this
see the confusion generated by the disparate meanings given to the term
direct-entry by nurse- and direct-entry midwives in New York. As we
saw in the Introduction and chapter 1, this designation was commonly
used in Europe to distinguish midwives professionally trained in govern-
ment-approved programs desi gned for midwives who entered midwifery
training without first having nursing education. To recap, this term was
adopted and adapted from the European usage by the fifty or so unli-
censed homebirth midwives of New York, most of whom by the early
1990s had at least ten years or more of practice under their belts and had
developed considerable professional expertise. Thus they rejected the
term lay in favor of direct-entry, a more professional title, which they
believed best reflected their point of demarcation from nurse-midwifery
and their beliefs that neither university education nor nursing training
should be a prerequisite for training as a midwife, Direct-entry, as the
formerly lay midwives adapted it, means entry directly into diverse edu-
cational settings, including apprenticeship, and does not necessarily
require a college degree; direct-entry, as the nurse-midwives were using
it, means entry into a formal university-based program that does not
require nursing as a prerequisite.

Schlinger emphasizes now that the stance of the unlicensed home-
birth midwives was not at the time “anti-university.”

Again, the issue is not place, or that we reject higher education,
but who controls the content. We saw such programs as “nurse-
midwifery minus the nursing” and with no seat at the table for
those of us who had long been practicing direct-entry midwifery
and even designing direct-entry programs. What a different out-
come could have occurred had we been given an equal voice in
the process! Imagine educators from both the nurse-midwifery
and direct-entry realms sitting down as equals together to
design educational programs drawing from the best of both
worlds! Instead, we were pushed out again and again.

We did not reject university training in and of itself but as the
only route into the profession. As evidenced by meetings with such
institutions as Regents College and Empire State College, we were
looking for ways to validate experiential learning. We were also
working nationally to form NARM and MEAC (both Alice and
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-d), with the national Department of
ere on the MANA boarc : . -
| were College of Midwifery

Education, with such entities as [hC. Nationa | |
and the Seattle Midwifery School, etc. to rde\\ avs to \J]u..\m
direct-entry education. Furthermore, we believed that apprentice
ship should be retained as a vital part of training, and \!“.]UM not
be abandoned in favor of only a classroom !““‘"fi model. Our ca

was for multiple routes of entry, not anti-university.

In contrast, the New York CNMs were determined that the new
? 8 a Ee 4 & e
direct-entry midwife they were seeking to create would

midwifery programs within crcdcrm.t.]mi ;Ihtlll:ll- ns of hig er ¢
recognized by the New York State Education | JK'P'H'[]'[.EL‘.E]E_ Wil
New York midwives, both direct-entry and nurse-midwives, thq
the new legislation would lead the way toward legalization of
already established direct-entry homebirth midwives (as happened

Ontario in 1993), the key nurse-midwifery players behind the legisla

tion were clear from the beginning that it would not do so unless the
homebirth DEMs undertook higher education or were able to establish
“equivalent” education. The ACNM legislative leaders hoped and
expected that the university-based direct-entry programs they wished

to establish would provide an accelerated route to this higher ed

the formerly lay midwives could

tion—an open door through which
pass. Elaine Mielcarski, in particular, had pinpointed funding opport
nities she hoped to use to create direct-entry programs around tl

state, and Dorothea Lang provided written proposals th

strated specific plans for creating streamlined pathways for

midwives to enter such programs. But like H 1ce Sq
regrets that “we [direct-entry midwives| were never consulted
included in the development of the equivalency process. We had pr

ticing midwives, educated but educated d
ership felt that they could
have been included in
have been valuable’

terently, and the CNM |
decide what we needed to do. We sh

the dey elopmenta

process. Our input w
" (personal communication 2005).

While Elaine’s early cont
Iarg’fl_\' negative from he; perspective, Dorothea had attended MANA
conterences for many years, despairing that the ACNM would ever
sievclop and accredit direct-entry
it became clear that she coul
sional midwifery education through ACNM
knowledge about the educational .
develop specific charts
education as simple

acts with direct-entry midwives had b

midwifery educational programs. Once
d achieve her dream of direct-entry profes
after all, Dorothea used her
al processes of direct-entry midwives to
and tables for making ANCM-style direct-entry

and straightforward as possible for them to achieve.
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By the mid-1980s, all New York state-approved nurse-midwifery
programs were affiliated with a university; admission prerequisites
included being an RN with upper level credit in the health and social
sciences toward a baccalaureate degree. Between 1984 and 1992, advice
from legislators and discussions with the Health and Education
Department made it crystal clear to Dorothea and the other CNM leg-
islative leaders that “the potential for developing a new licensure mech-
anism for professional midwives would be viable only if the new law
continued to require similar or higher academic degree preparations,
knowledge, and skills” Dorothea explains:

The upstate and downstate leaders of the NYS [New York state]
chapter of the ACNM strategized ways to achieve this kind of
higher education for non-n urse-midwives. . . . These could cul-
minate in the required university-affiliated midwifery education
core curriculum and clinical practice requirements. Sets of these
documents and graphic charts were circulated to legislators, their
education and health committees, the Education and Health
Departments, the Board of Regents, other key decision-making
leaders in New York state, as well as to SUNY and Empire Col-
lege, which specializes in adult education, (Dorothea Lang, per-
sonal communication, 2005)
he New York DEMs we interviewed report that over ten years of
lobbying effort, they had spent approximately $20,000 to pay their own
lobbyist and had acquired support from various legislators, but in the
end they were faced with two alternatives: to support the nurse-mid-
wives bill, or to work with nursing to kill it. The latter option existed
because they had been approached by representatives of NYSNA pro-
posing a bargain: help NYSNA kill the Gottfreid-Lombardi Bill, thereby
keeping nurse-midwifery under the jurisdiction of the Board of Nursing,
and NYSNA in turn would help the DEMs pass a bill of their own.
Having grown out of the alternative birth movement of the 1960s and
1970s, these homebirth midwives held a jaundiced and distrustful view
of the nursing profession. They saw entering into a political “you scratch
my back, I’ll scratch yours” agreement with NYSNA as an ethical scl[chrut
that went against their idealism and desire for a united midwifery profes-
sion (see chapter 1). A third alternative—to withdraw from tl.w process
altogether—did not seem possible because they knew that inevitably
they would be affected by any midwifery bill. Alice said, “If they got a bill
passed that said ‘midwifery; and we were not identified and included in
it, we would be excluded, which is exactly what happened.”
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So despite their status as unwelcome purr.icip.mls. the New an}\_
DEMs continued to support and attempted to influence lhcf wording of
the nurse-midwives’ bill. As far as they L_mdcrm.md at 1!1c l”TJc. Ih-.; bill
did not contain statements about “nursing t':]ll]\’.l[t‘ﬂ(_\' or “physician
supervision” or “written practice agreements and gave more '|Ww‘n. -
educational diversity. During their ﬂegutldlzuns_\\'lth the CNMs, they
came to believe that they would come away with a seat on I_i]c New
Board of Midwifery and would have input into the creation of xlim:u-
entry educational programs. In additmln. they cxpc.;.w.d that their par
ticipation in the process would result in a l_d_w prm'tdwg them with a
means towards licensure and recognition. They participated in what
Alice called “this tremendous lobbying wheel that had been created
that we were a part of. We had our whole network across the state in
place lobbying for this bill for a full year [1991-1992]. Letters, phone
calls, the whole thing.”

Sharon Wells said,

I practically lived in Albany that year. . . . Visiting senators. Visit
ing all the legislators. Taking in packets. Being available to
comment on the floor. It’s a never-ending process to lobby
because as soon as you get through all of them, you need to go
back and start over with new information. . . . If you look at the
bill jacket, it had twenty sponsors from each house on it. That’s
all my work. All the sponsors that I went out and gathered for it
Without my help they couldn’t have gotten this bill through.

We fought for every word. We wrote a section that actually
was intended for me, a board position, of a midwifery educator.
I was led to believe from the beginning that this was a position
they were writing for me, so that direct-entry midwives could be
included. It was the only w :
included. So we put that i
tions—the only board
point.

I think we had one meeting

ay to get direct-entry midwives
at into the bill as one of the board posi
position that was available to us at that

[with the nurse-midwifery lead
ers, and we had some major disagreements] and after that they
would never sit down with us. People would not return my
phone calls, They wouldn’t dialogue with us.

And then lobbying . :
them in Albany. We
they would have to d
included us, Byt the

- - Hilary, Alice, and I would run into
were working on the same bill, really, and
eal with us at times, and they always said it
Y were rude and not nice.
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Subculture and personality clashes intensified this difficulty in com-
munication. CNM legislative leaders saw the DEM legislative leaders as
“contentious, tactless, and unprofessionally dressed.” DEM leaders saw
the CNMs as “sneaky, closed-mouthed, and conspiratorial.” The DEMs
insist that their defensiveness and contentiousness arose from their
growing conviction that the CNM leaders really did not want to work
with them. Later they realized that their desire to reach unity of legisla-
tive intent with the nurse-midwives set them off on a kind of parallel
lobbying path that left them out of any real decision making between
the legislators and the nurse-midwives.

Alice Sammon’s perceptions of these events are very different from
those of the nurse-midwives directly involved.

Alice:  ACOG [American College of Obstetrics and Gynecology| had been
invited into the process for a full year and had refused to sit at a
negotiating table with the direct-entry midwives and the nurse-mid-
wives. In the meantime we met but we never agreed. There were
always arguments. Always [they would tell us| we had to let X happen
and “don’t worry, you would be gotten in.”

50 two weeks before the bill went to the floor of the Senate and the
assembly . . . in a closed-door meeting that we did not find out about
until after . . . it was ACOG and the certified nurse-midwives and dif-
ferent representatives from the state legislature and state education
department. We to this day do not know exactly what went down at
that meeting. But deals were made. And we were cut out. Totally cut
out.

Robbie: But [a state official] told me that the Midwifery Practice Act never had
anything to do with you. That he had no idea why you thought it ever
had anything to do with you. That he had spent years telling you guys
that it had nothing to do with you. And he wondered, “Where on
earth did you get the illusion that it had something to do with you?”

Alice:  Well, in his mind it never had, even though for years we were trying
to get the bill written so it would clearly deal with us. Even though we
had been lobbying for years, even though we . . . would be placated.
We were always hearing about meetings just before they happened . .
- always pushing our way in . .. always trying to have our voice repre-
sented. But never seen as key players, as anything that needed to be
listened to. Because of the bill’s implications, we felt we needed to
have input into it. That input was never accepted. . . . And in fact the
bill does clearly deal with us—it clearly makes us illegal and does not
provide a mechanism for us to be legal. . . . So we need to be now
chastised for not complying with the law. We realize now that from
the beginning the bill was never going to be about us.

B GUER e  EEER
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From a factual point of view, p.llrtf.cr.f'thc ~.r.nlr u \‘ﬂ TLc E 1|[' Ms and Il.]L'
CNMs are irreconcilable. The DEMs involved H‘-. the legis ‘.l-[i\al‘\ L'TI["!TI'\\'.
bitterly insist to this day that "wcl'-x-'crt‘ promised a \.l-"'f'x"“ili‘[.::'\' -\‘.:_. i
while CNMs say they were not. Hll;li’l\ Sc hhﬂngc: «un!.: ug ‘.I_L-; DEMs
beliefs: “At every turn there was deception. | They would say| ‘Of course

we're working with you’ when in fact they were working against us
B I f ter 1 OV hat tl

Sharon Wells told us that she realized only after all was over that the

bottom line for the New York midwives was separation from nursine

and that they would, in Sharon’s words, “compromise anythin
iccomplish that.” She didn’t understand at the time that her conce
of direct-entry and that of the New York CNMs were so fundan
different:

The

from being an autonomous practice act to being under th

| e T R
vill was so horrendous. It was like night and day. It

trol of the doctors. And as far as I could see, the nurse-m

were in no better shape. In fact, they had given up freedos
have this bill . . . their main focus was to get out from
nursing. It was an obsession. That’s all they cared about. T}
sold us out to get out from under nursing.

Donald Ross, our lobbyist, and I tried to salvage anvt}
possibly could in the proposed law. We went throug
word and tried to make it so it wasn’t as b id by tal
out here, or putting a word in there. Just alterine it <o t}

didn’t come out that the doctor had complete contr

didn’t come out that i had to be signed pr
signed protocols. It says written prot

otocols, It

There were certain little things that I could do
tion. I thought

I had preserved the education. We thou
had one board position, like I sa
out and the law . . . became a law
going for interviews as people w
was turned down,

We had lost everything,
lost autonomous pr L
, midwives lost

id. Then when it all got
. and we started act

ho wanted to be on the board

[ knew we had lost t'\:'T"vfi'j-]Fi' W
actice. That was number one. The nurs
any ground that they h

After they passed the Jaw. ;
astated that | came to the F
took me a week before I'could even hardly talk. That's how bad
shape I was in. S Ina May

had me start writing ‘

ad.
it was such a bad law, I was so dev
arm. [ went to Ina Mav’s house. [t

put me down at the computer and
The New York Sel

Out” Nells 1992
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That was when I wrote that, when it was right fresh from com-
ing from that,

To me it looks like they went from the frying pan into the fire.
I still believe that.

Few of the nurse-midwifery leaders we interviewed respond directly
to the accusations of the direcl-entry midwives in this story, repeating,
"It wasn’t about them. It was never about them.” In other words, the
motivation behind the legislation had nothing to do with homebirth or
the direct-entry midwives providing homebirth services. From their
viewpoint, it was first and foremost about autonomy from nursing.
Secondly, they perceived the legislation as a means of'guaranteeing the
competence and safety of midwives without nursing education. “It’s
not about homebirth, it’s about education,” stated a prominent New
York City nurse-midwife. (Hilary Schlinger disagrees: “No, it’s about
ownership of the word midwife!”)

The educational issue was key. Elaine Mielcarski (personal communi-
cation, 2004) stated:

Right from the start, | gave articles to the governmental and leg-
islative people showing the Netherlands statistics and the Neth-
erlands curriculum full of basic sciences, health sciences, etc.
Remember that the midwives graduating from the Netherlands
program who chose to go on could be accepted right into the
Ph.D. program of the University of Amsterdam. Their under-
graduate education, which entailed many more academic weeks
per year, times four years, probably was the equivalent of our
master degree programs. Unfortunately for them, the lay mid-
wives also spoke of the Netherlands outcomes and homebirth,
then submitted a bill fashioned after ours but requiring only
apprentice education. They were able to get a sponsor in only
one house with no other signatures on that bill. Their effort
failed on its own merits. It blew me away. I never conceived that
they would not be willing to expand their education. To be fair,
some were.

The firm belief of the nurse-midwives was that any legislation that did
not include nursing equivalency for direct-entry education wouldl be
doomed to fail. Dorothea said, “To get out of nursing, this [nursing
equivalency] was absolutely necessary or else only nursing edl.lcat.ion
would be allowed as a prerequisite into midwifery. Some lay midwives
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all of the intricate New York state educational,

ill do not understand : _ onal
still d The Saunders Bill, or any bill, i

licensure, and practice TL'i.]LlIIl'(..‘Iﬂ.t‘!Hh. . Saus . an |
passed would have needed hmplar New York state .ru.}Lnl:'mt-]I;t\ in
order to become Icgallycnactcd' (personal communication _.m.]_j .
Although the CNMs insist thul‘thcrc was no sellout, negotiations g[\i
take place prior to the passage of ic legislation around what nursing
equivalency would entail. According to Dorothea, these negotiations

took place with the following concepts in mind:

1. If the basic academic core prerequisites and the health and social
sciences for entrance into nurse-midwifery education (tradition
ally acquired during the academic years for a f..‘..lu.hdt]!'\ degree
nursing credential) could also be acquired in a similar/equivalent
academic baccalaureate-level science pathway, then the equiva
lent prerequisites for entering a midwifery education program
could be met.

2. Once admitted into a NYS-approved university-affiliated mid
wifery education program, both applicant groups (the post
rtlnw.ﬁatpplic‘llu and the post-health science applicant) would be
required to master the identical academic, clinical, and practical
components of the midwifery education program.

3. Upon successtul completion and graduation, all must pass the New
York State Board of Midwifery-approved midwifery examination.

4. Any midwife who meets all prerequisites and who successfully
passes this examination and pays the fee is eligible for New York
state licensure to fully practice professional midwifery (CNMs
and CMs).

+ As was required prior to the new legislation, all private and pub
lic I1‘|I'dw'lfcr_\' education programs have to seek approval via the
NYS Education Department to educate midwives for practice in
New York state

To this day, the original New York DEMs continue to wonder what
would have happened if they had
the NYSNA nurses to pre :
of direct-entry midwife and to get a law of their own. They refused
such an alliance because of their commitment to midwifery and reluc-
tance to associate with nursing
impede the CNMs’ legislati n;
the same time, the CNMs
birth direct-entry mid
without incorpor

entered into a political alliance with
vent the CNMs from creating their new type

» and because they did not want to
they just wanted to be included in it. At
are certain that no matter what the home
wives had tried, they
ating university educatior

would not have succeeded

ation into their training because
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of New York’s strong and long-standing emphasis on higher education
for all professions. Dorothea continues to emphasize the importance of
university-based credentials—her vision included “multiple pathways
giving university credit for a variety of prior education and would
include extra courses in pharmacology, well-woman care—whatever
would help the DEMs meet CM or CNM requirements.” But Hilary
Schlinger, who went on to become a CNM, stated, “What we needed
was not more education, but a way to validate our education. From my
perspective now, having become a CNM. my education at the time was
more adequate than that of many CNMs I have met.” She continues:

University-based education is not the issue. The issue is who gets
to define what this education looks like. A university education
based on Anne Frye’s Holistic Midwifery looks very different
from one based on Varney’s Midwifery. To us it was about direct-
entry midwives being able to define midwifery education. What
we saw was a model of (medicalized) direct-entry midwifery
education being offered up that looked like (medicalized) nurse-
midwifery minus the nursing. Again, it was a fundamental issue
of who got to define the word “midwife,” starting with who got
to define the parameters of midwifery education. It [the pro-
posed direct-entry education] didn’t incorporate the midwifery
I'know. (Personal communication, 2005)

\nthropologically speaking, Hilary is correct: education and identity
are intimately linked. The way a midwife is educated and thus social-
zed into midwifery does indeed have a profound effect on the kind of
midwife she is likely to become (see Benoit et al. 2001). Fundamental
disagreements about identity will lead to fundamental fights about
education, as happened among the midwives of New York.

THE CREATION OF THE CERTIFIED MIDWIEFE

The New York State Professional Midwifery Practice Act was passed in
1992, and in 1994 the New York State Education Department
established a Board of Midwifery to provide regulatory governance
over the profession of midwifery separate from nursing and medi-
cine—a situation unique in the United States for nurse-midwives.-q_
Thus the New York CNMs were the first to create a new classification of
hospital-based midwife for whom licensure as a Registered Nurse (RN)
would no longer be a requirement.
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' of resistance to the idea of direct-

I | e ﬁrs{h[:e;it‘?fsjcgbziitrg:amlbers who were deeply committed to

i | ;ﬁtt;'lyt{})lgitr nfrsing and midwifery idcnlities_ and wanted to keep an

i I unbreakable link between the two, bUF.LI![lInJ[CI}' most New Y“T]\

' ‘l CNMs came to support the legislation. This large-scale membership
‘

support was in many ways a direct result of strategic efforts by a

strong, informal national coalition of midwifery leaders who had
] y : : ;

been meeting and strategizing how to convince ACNM members

i that direct-entry midwifery should be embraced by the ACNM. The
‘l::'] members of this informal national coalition included Dorothea
51!1 Lang, Elaine Mielcarski, Helen Varney Bt_lrst il]h.:n [).ruqﬁ.g- of {h.
!’lil Nurse-Midwifery Program at Yale and of the ACNM’s Division of

(il § Accreditation [DOA]), Joyce Roberts (then President of ACNM),
it Katherine Camacho Carr (then Vice President of ACNM, elected
I I President in 2005), Richard Jennings (then Director of Midwifery at
l Pennsylvania Hospital and Chapter Chair for the ACNM in Pennsyl-
Hi vania), and nationally known researcher and midwifery proponent
i Doris Haire. The articles they wrote and their informational and
il ;' lobbying efforts within ACNM generated agreement among most of
i the membership that the time had come to open the ACNM to
direct-entry education. Many CNMs began referring to the oppo-

i| nents of direct-entry as “the old guard” who were “stuck” in their
{1 commitment to nursing.
fHiti One of the agendas of this informal coalition of ACNM leaders was

i to stave off the crisis that would result if New York midwives estab
I|Ir§ || lished their own credentialing exam. If necessary, the New York CNM:s
! l were prepared to “go it alone,” meaning that the New York Department

J of Educgtion would create its own testing for licensure. But from the

I";” standpoint of New York’s CNMs, it made much more sense for the
il ACNM Certification Council (ACC) to be the testing agency for all
| Ne?w York midwives—both nurse-midwives
]|i m}dwife_ This would allow for the im mediate licensure of nurse-mid
| wives under the new Board of Midwifery. New York CNMs also
believed that using the ACC exam would
for this new direct-entry midwife.

In the end, the ACNM, ACC, and DOA leaders endorsed the con-
cept rather than have
Joyce Roberts,

and the new direct-entry

provide increased legitimacy

New York create its own licensing mechanism.’
then President of ACNM, worked with the DOA to
| carry out a DeI.Phi Study to identify “the nursing knowledge, skills,
I | and Competencies that are essential for midwifery.” The DOA reached

“

cons » ; _ . ‘
| efl§us on these items and then developed “a mechanism for
| accrediting nop-

1 nurse midwifery education programs” based on
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criteria “developed for accreditation of basic midwifery educational
programs” (Roberts 1996:1-2). The ACC subsequently adapted its
national certifying exam to test both nurse- and direct-entry mid-
wives for ACC certification, which would then qualify them for state
licensure in New York as a Certified Midwife (CM). This series of
events made it possible for the nurse-midwifery program at the
SUNY Health Science Center at Brooklyn {informall}' referred to as
SUNY Downstate) to expand its program to encompass direct-entry
students and develop a means of teaching this identified set of skills
to di!'L‘L‘I—L"]]II}' students (those without a nursing degree). Over 100
potential students and others attended SUNY Downstate’s first pre-
sentation of the new direct-entry program to the public. Six students
were accepted into the first class, which began in 1996, Originally
desiring to make the PTocess so streamlined that the educational pro-
gram would take only one year, the downstate educators, with feed-
back from students, realized that the learning curve was too steep,
and 5o in 1999 expanded the program to two years and offered a Mas-
ters of Science in Midwifery degree at completion. A student with a
baccalaureate degree in any field can take any of the thirteen basic sci-
énce prerequisites she has not already had (which for liberal arts stu-
dents may take one year), and enter the SUNY Downstate program
and graduate as a midwife two years later.”

For years, CNM leaders debated the question of what to name this
new kind of midwife. In articles calling for her creation, Helen
Varney Burst had tentatively titled her a Certified Professional Mid-
wife (CPM). Some ACNM members favored this term, while others
felt that to call her a professional might imply that nurses were not
professionals. The issue became moot when MANA members met in
October 1994 to choose the name of their own new kind of certified
direct-entry midwife. In an ironic twist of history, their meeting
took place a few months before the meeting in which the ACNM was
to pick its name for its own new kind of certified direct-entry mid-
wife. Because they felt a strong need to identify themselves as profes-
sionals in order to rid themselves of the “lay” appellation, the
members of MANAs Certification Task Force chose Certified Profes-
sional Midwife, CPM (see chapter 3), as the title for their new certi-
fication, leaving the ACNM with little choice but Certified Midwife
(CM). At first some ACNM leaders felt deep resentment about this
“preemption” of their designation, but later came to embrace the
term, as “Certified Midwife” satisfied their deep desire to be mid-
wives,?
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EFFECTS OF THE NEW YORK
MIDWIFERY PRACTICE ACT
ON DIRECT-ENTRY HOMEBIRTH
MIDWIVES IN NEW YORK

The new law has resulted in both winners and losers in New York state.
The winners, whose dream turned into reality, have been nurse-mid-
wives, the new certified midwives (CMs), and consumers seeking a
hospital birth assisted by a recognized professional midwife. T hc losers,
whose experience turned into a nightmare, have bee_-n homebirth con-
sumers, especially in upstate New York, and the unlicensed homebirth
midwives who served them. While not legal under the previous stat-
utes, these midwives had nevertheless practiced openly, providing
homebirth services mostly in upstate communities. The new law
resulted in redefinition: practicing midwifery without a license, for-
merly a misdemeanor, became a felony. Dorothea Lang (personal com-
munication, 2005) reemphasizes the point that “any professional
midwifery act would have had the same result.”

The effects of this redefinition were not immediate. It took until
1994 for New York state to form the New York Board of Midwifery. The
first elected chairman was Elaine Mielcarski. Licenses to practice mid-
wifery were issued to approximately 450 nurse-midwives who had held
permits to practice under the old law. Some months later, New York’s
practicing direct-entry midwives were invited by the Board of Mid-
wifery to apply for licensure; approximately thirteen did so. This invita-
tion appeared sincere: some board members hoped that at least some
of the practicing DEMs would meet the criteria for state licensure,
which would entail evaluation of their education and passing the ACC
exam. Following ten months without a response, all applicants received
a letter ofdt‘:nial from the board, dated December 8, 1995, with the rec-
ommendation that they “attend a registered midwifery program, to
Wﬂl'k- lm'vards a certificate of midwifery” (Linda Schutt, personal com
Mmunication, 2004). The fact that the educations of Linda’s direct-entr
hOmebll’ﬂ’! col]eague§ were not deemed by the New York State Office of
E:;:rﬁﬂg:l\'; Et_iucaﬂon to m‘eet Ehe _standards for nursing equivalency

€ the basis for the state’s rejection of their license applications.

tioﬁg]a:l;, ftrl'?;n ta]:: g;rl:pec;ive 0fnurse~midwivgs. this was not inten-
hoped to creati:e ma o membfrs. o descr_ll_)ed z!bm'e. they had
for the practicin h:ri E_Pflf: dc_)ors' to the requisite ‘hngher education
ottt beiing thisgeffone irth midwives. But the funding they hﬁoped to
teen years after passa ';f\'t?l' I:ame L e (2003, thie
program is still (eff ge of the New York !;fw, the SUNY Downstate

ellectively) the only one of its kind in the nation—an
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ACNM/DOA-accredited midwifery educational program in which stu-
dents can become an ACC-credentialed midwife without also obtain-
ing a nursing degree.

Hilary Schlinger expresses a common feeling among New York’s
DEMs: “1 believe, but have no proof, that the information given in our
original applications was then used in prosecuting us—perhaps passed
on to investigators within the department. I do know that cease-and-
desist orders quickly followed.” On December 13, 1995, five days after
receiving her letter of rejection from the Board of Midwifery, DEM
Roberta Devers-Scott of Syracuse was arrested in her home, taken away
in handcuffs, and charged with the felony of practicing midwifery
without a license. Within days, ten or so homebirth midwives received
cease-and-desist orders from the state of New York. (Hilary received
her cease-and-desist order in January 1996.) Three were arrested and/
or prosecuted, and some homebirth clients were investigated and
harassed. These actions were carried out by the Office of Professional
Discipline, the enforcement office within the Office of the Professions
of the State Education Department. Members of the Board of Mid-
wifery denied that they had anything to do with these events, and
nurse-midwives central to the statutory process insisted that the inclu-
sion of a felony count was not initially part of the wording of the bill. It
was placed into the bill at the end by legislative staff because in New
York, it is a felony to practice any profession without a license. (It is
important to remember that nurse-midwifery in New York was not a
licensed profession until the passage of this bill. Nurse-midwives were
licensed only as nurses, As midwives, they received a “permit” to prac-
tice under the 1907 Sanitation Code.) Several nurse-midwifery leaders
stated, “We didn’t know that was going to happen. We just didn't
know.” Pat Burkhart, director of the nurse-midwifery educational pro-
gram at New York University, who became a member of the New York
Midwifery Board, expressed their feelings:

We nurse-midwives in New York state who were working des-
perately to obtain passage of the bill were focused on fighting off
the state medical and nursing societies and did not stop to con-
sider the ultimate consequences of legalizing ACNM-certified
direct-entry midwives. Once the law passed and was heipg
implemented, most of us were shocked to realize that the practice
of unlicensed midwifery had been transformed into a felony.
When the members of the new Board of Midwifery became
aware that the state attorney’s office had begun prosecuting unli-
censed midwives, we were appalled and we did not understand

‘7—'
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why they were doing so. We were lold‘ that cnmplairm e m con-
sumers were what led to the prosecutions, but our furth?r inves-
tigations did not completely verify !_hat statement. We ‘_“_““'d
with the state attorney’s office, asking them to back off and
insisting that unless there was clear indication of a need to inves-
tigate a particular midwife, there was no reason to enforce a law

just to enforce a law.

Nevertheless, the history of negative political interactions with
nurse-midwives ensured that the New York DEMs would be quick to
assume that the criminalization of their practices was intentional
on the part of the CNMs who had promoted the bill. They met the
denials of intent with skepticism, and accusations were made that
a “witch hunt” was underway. Their sense of injustice, and that
of their consumer supporters, were expressed in various public dem-
onstrations in favor of the homebirth midwives who had been
harassed.

Justified or not, the feelings of betrayal, anger, and grief on the part of
New York direct-entry midwives have been and remain profound.
Sharon Wells went for an interview to try to achieve a place on the
board but was turned down. She received a cease-and-desist order from
the state telling her to stop practicing, but after an expensive legal battle
was never actually charged. Disillusioned and emotionally wounded,
Sharon moved back to the Farm in Tennessee, where she continued to
work with the North American Registry of Midwives to develop its
own national certification for direct-entry midwives, the CPM (see
chapter 3). Roberta Devers-Scott eventually plea-bargained her case and
move.d to Vermont, where she became licensed and opened a homebirth
PraCIlct_r. Defeated and newly terrified of arrest and prosecution, most
homeblr_th direct-entry midwives also left the state, mov ing to New
Hampshire or Vermont, where they can practice legally. Alice Sammon
moved to !V[aine, where she continues to work as a homebirth midwife
::d " ad]unc‘[ faculty at Birthwise Midwifery School in Maine (a
mEI‘;C;?g:SJ;:’hPTSTQmL Hilary Schlinger moved to Allwuqurqu-\.
legislative l‘equiren?eii?cfe‘ &:d pr?ceede.d to \\'t)rk_l(}x\'nird meeting Tf_1 e
licensure as a CNM aﬂer{:r e York lict“n.suru She did finally gain
state’s distance learnin mecemni e deg‘ree thmughl New Toek
New York to open a hgrgeb?rr?hm, l. Eegeats Collegs. Moving b‘.‘(k o
requisite written physician a RN A kbl to obiain the
Albuguerque. The few UHIicegreijme-m and has recenti_‘v rctu_rm-q “T
who remain have 1o s nse 'c'llrecbentry" homebirth U'lld\-\.‘l\'t.‘:j

as invisibly as possible. The end result has
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been to make access to homebirth very difficult in upstate communities
where few CNMs or CMs provide homebirths.

The small number of CNMs and CMs licensed under the new law in
New York who offer homebirth services find themselves traveling
longer distances to serve consumer demand for homebirth and/or suf-
fering from a lack of physician backup. These legal homebirth mid-
wives also find themselves overcome by illegitimate complaints from
hospitals, doctors, and labor and delivery room nurses who do not
understand homebirth. The Disciplinary Committee within the
Department of Health takes up these complaints and has been particu-
larly aggressive in pursing complaints against homebirth midwives,
legal and illegal, creating financial as well as emotional distress for these
few legal homebirth midwives. As a result, there has been a further
marginalization of, and lack of access to, homebirth in communities
previously served by unlicensed direct-entry midwives.

Alice Sammon’s and Sharon Well’s New York “nightmare” did not
diminish their commitment to homebirth midwifery. Asked how she
felt about devoting ten years of hard work to the New York legislative
process, Alice responded with a resigned smile, “some good had come
out of it after all.” She and Sharon both noted that had they been
included in any way in the New York legislation, they would have
thrown all of their prodigious energy into working together with the
CNMs for the future of midwifery in New York. Rejected and excluded,
they turned their attention to the national level and were instrumental
in realizing the wider dream of generating a national certification
designed to support and preserve the apprenticeship training and the
midwifery model of care they value so highly (see chapter 3). In 1995,
both Alice and Sharon became CPMs. Their critical involvement in this
national process—a direct result of being “shut out” in New York—is
yet another example of how formative the events in New York have
been for American midwifery as a whole.

Like the massive ripples created by dropping a large boulder in_tu a
small pond, what happened in New York has affected legislative efforts
in other states and has had a hugely negative impact nationwide on
reialiumhips between CNMs and homebirth direct-emry midwives,?
Local nurse-midwifery leaders in a few states have attempted to intro-
duce legislation similar to New York that would establish the Certified
Midwife as the only legal direct-entry midwifery credential, and have
attempted to block legislative efforts to legalize CPMs. Perhaps most
sadly, because of the suspicion engendered by events in New_ York, even
when local ACNM leadership proffers no opposition to direct-entry
licensure, DEMs in various states have assumed that such opposition
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exists. Their distrust has led them to reic_(l T't‘_d] ”PP‘""U'“["L" If’ work
with nurse-midwives on various types of legislation, cngendc ring the
same lack of trust on the other side. For ‘ll_]t‘ most part, this l'dt_.‘]-& ui.t{u\t
comes from DEMs’ felt sense thallt even if they c‘\‘-xllahnrknc \\'ltl.l CNMs
on legislation, the CNMs cou.h_j ‘sell them out at the |.‘Il.s{ mn.mfc by
making agreements with Ph?«’-“lu’la‘ns that the lcgn!.in-un W ill not include
them after all. DEMs think this is what happened in New York—that
the nurse-midwives sold them out to the doctors at the end. In con-
trast, the nurse-midwives think they did no such thing; they insist that
their last-minute agreement with the doctors to accept written practice
agreements had nothing to do with the unl.ucnwd hnn_u'-ln.rth mid

wives of New York: “It was never about them.” But perception is power-
ful, and the perception among DEMs around the country of a “New
York sellout” has been a major impediment to establishing trust
between these groups.

After both the positive and negative effects of the passage of the New
York Midwifery Practice Act of 1992 became clear, many New York
CNMs came to deeply regret its results for the practicing DEMs, and to
wish for means for them to achieve licensure in New York. Linda
Schutt, the British-trained midwife who practiced (illegally) for years
as an independent, unlicensed, homebirth midwife in upstate New
York, was one of the original thirteen unlicensed homebirth midwives
to apply for licensure (her application was initially denied). Her direct-
entry training in England met the New York educational standard for
midwifery education, but she had to meet the nursing equivalency
requirement by taking courses at SUNY’s Regents College. Eventually
allowed to sit for the ACC exam, which she passed, she became the first
midwife to obtain CM certification in New York state (and thus in the
nation). Her example made it clear that the New York midwifery legis
lation can work for foreign-trained midwives, who previously would
have had to complete an American nurse-midwifery program in order
to be licensed. Linda Schutt is now (2005) the chair of the New York
Board of Midwifery—a fact that New York nurse-midwives point to
with pride and view as proof that
the end result they intended.

Julia Lange-Kessler, a longtime homebirth midwife practicing in
Jrange County, New York, who became a CPM in 1995, did walk
Lhrmfgh A{:NM‘S open door. Receiving twenty-two hours of credit for
CSL:;EQ«S;ZTE‘:};;?‘IE];T;{'r-‘{i‘r\'-] SL-S“._[)“\‘V!N;IEL- and taking basic science

INY Downstate’s
ated, and is now both a CPM and
birth services in her community,

the legislation is ultimately leading to

direct-entry program, gradu-
a licensed CM providing hospital
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When we asked other New York direct-entry homebirth midwives
why they did not, like Julia, choose to walk through ACNM’s open
door by becoming CMs, they were passionate in their responses,
emphasizing the “offensiveness” of the compromises that would be
entailed. For example, Alice Sammon, already an RN with a college
degree who probably would have had easy ingress into the new direct-
entry (CM) program, exclaimed:

It’s because direct-entry midwives were not included in the cre-
ation of that program. That is a nurse-midwifery program that
they are sayingis a direct-entry midwifery program. You want to
be a midwife, and you don’t want to be a nurse, and you start
out with these high ideals, and then you comply and compro-
mise in your educational program, saying, “Oh, I'll just go
through these hoops because then, when | get out, I can work
the way I want to and I can make jt change. Then because you
have to pay back loans, or you need a steady salary, you take a
job. Now you're dependent on that job. Your vision of working
for women and changing the system fades as you do what you
have to do to keep your job,

The job situation for CNMs in New York has been very chal-
lenging. I have listened to them over and over again complain
about how they cannot do midwifery care. They are required to
provide a medical model of prenatal and birthing services. The
fore you are criticized or your position is jeopardized, the more
you attempt to conform, do it right, achieve higher educational
standards, because now we will be accepted and now we will be
able to give midwifery care. Well, acceptance has come at the
price of compromising the model of care. Increasingly CNM
services and birth centers have been closed. The compromises
are not providing a diversity of services.

[ think that we hold truths that keep a balance. There
needs to be a mechanism for me, and women like me, to be
legal. Creating a program based on ACNM standards, and
telling me I have to go through that, is not providing a mech-
anism for me to be licensed, acknowledging who I am and
the skills I hold, and the whole system that we have created
that is equally as valid. I could see them for political reasons
deciding they have to survive but to ignore the truth makes
them part of the same thing that they think they’re fighting
against.
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Another original direct-entry homebirth midn;ife stliil questions {.hc
right of the CNM legislative proponents to define Idlrccl—_cmr‘\' mui-_
wifery, noting that women are taken care of in I‘hc ne1gh'tmrmg_s{-.m-h of
New Hampshire and Vermont by statc~llcrnf;e?1 ho_mchlrth 1)[:;\Ils “-}1_'”
are competent practitioners but whose training is not recognized in
New York. And Hilary Schlinger noted sadly that

whereas once central New York was a hotbed of birth activism,
the place where the Cesarean Prevention Movement arose,
where there were vital consumer organizations like Syracuse’s
Advocates for Choices in Childbirth, where we had an ongoing
midwifery study group for more than a decade, where midwives
from diverse communities (I mean diverse—Mennonite, Native
American, Lesbian, Fundamentalist Christian, among others)
unitd to work on a common cause, there is now a void—no con
sumer groups, no homebirth midwives, seemingly little demand
for homebirth. If the intent of the nurse-midwives, in laying
claim to the title of “midwife,” had been to destroy any vestige of
the fact that other midwives had ever existed, then they suc-
ceeded. (Personal communication, 2005)

ANALYSIS: PLACE OF BIRTH AS A STRUCTURAL FACTOR

While education and identity are core issues in this New York midwifery
struggle, place of birth is the underlying determinant of the differences
in approach to these issues. Nationwide, ninety-seven percent of CNMs
attend births only in hospitals, while ninety-seven percent of DEMs
attend only births at home. The ACNM states that standards of care are
(h;‘ same regardless of place of birth. But the place of birth inevitably
affects the nature of the birth experience for both mother and midwife.
Inlhospitals the childbirth milieu reflects the competing care models of
mlldwifer)-' and obstetrics, and everyday decision-making by nurse-mid-
wives lpvolves negotiation and compromise between tIﬁc.w models.
Homebirth midwives do not wish to make such compromises: they tend
to see their integrity as midwives as part and parcel of their autonomous
homebirth practice under a holis

e tic model of birth that honors the
woman’s individual rh

ythms, not hospital protocols and routines. (Free

standmg_birth centers, in which both CNMs and CPMs attend births,
account for fewer births than at home, M

of malpractice costs and reimbursement
The educational traditions of
place of birth, The intimate and

any are forced to close because
problems.)

each group reflect this division in
complex nature of apprenticeship




Idealism and Pragmatism in the Creation of the Certified Midwife o 143

training is particularly fitting for a focused, specialized training in
homebirths, which are intimate, complex, and unique. University
training, combined with clinjca) experience in a hospital and commu-
nity-based public health setting, is more appropriate to the exigencies
of hospital practice and to the full-scope Primary care for women of all
ages that CNMs now provide.

Throughout the process of working for the Midwifery Practice Act,
the call by New York nurse-midwives for “one type of midwife, one
standard of care” became a mantra encoding the political and philo-
sophical rationale for the development of direct-entry midwifery by
nurse-midwives. Many CNMs see the knowledge base of nurse-mid-
wifery and hospital care as more complex and superior to that of
homebirth midwifery, insisting that if a midwife is experienced as a
hospital midwife, she is capable of doing homebirths, and that mid-
wives must first become proficient at attending births in hospital. (The
reality is that New York midwifery students in ACNM/DOA-accredited
university programs who desire exposure to homebirth are rarely able
to achieve it because these programs are not allowed by malpractice
carriers to incorporate homebirth.) In contrast, DEMs see homebirth
as primary:

The direct-entry view of midwifery education holds that we first
learn birth from women, from observing un-interfered-with
normal birth that can best be seen at home. All other knowledge
builds from this base. It holds that the physical realm empha-
sized by institutionalized, medical-model practice and educa-
tion leaves out the many other dimensions of the birthing
process. It holds that midwives cannot truly understand birth by
learning in a system that provides fragmented care. It holds that
the emphasis on classroom learning often occurs at the expense
of actual experience, that it is experience with birth that dissi-
pates fear of birth. It holds that fear of birth motivates interfer-
ence, while knowledge of, and respect for, the process make such
high rates of intervention unconscionable. (Hilary Schlinger,
personal communication, 2005)

Alice Sammon expands upon Hilary’s point, again illustrating the pri-
macy of place of birth:

Rather than the emphasis on learning care of the women as a
totality and as a whole unit, the education is fragmented. You’re
taught to give fragmented care, and you're not taught to see the
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person as a whole system. They're S?CI] in ]:ilvcc_n‘, }nd ?-‘uulr cdu;
cation supports that because youre taught in pie ke A I.rm
apprenticeship program . .. you It:‘arn as the situation comes up
to you. So if you, in a clinical setting, are clnnmmtcd with post-

artum hemorrhage, or shoulder dystocia, or whatever, then
you build your didactic learning for that week or month . . . on
what you've just seen. : . _

The approach is backwards in an institutionalized ed uca

tional system. It’s Thursday, so on Thursday we are studying
pre-eclaﬁlpsia. Well it doesn’t matter that yesterday you just saw
a postpartum hemorrhage. This is Thursday and you re st udying
pre-eclampsia. Or this semester we're doing microbiology . . .
you know . . . or whatever else.
" Rather than expanding, this kind of education funnels mid-
wives' thought processes. It creates a mentality that’s dependent
on a system to provide you answers rather than building inher
ent knowledge and an intuition base so that the midwife learns
to trust that whatever she needs at that time is available to her.
You're taught to depend on only what you can see in books . . .
only what you can call down to the doctor for ... I'm a firm
believer that there needs to be very strong didactic education. But
this other component is missing in institutionalized education
And I think that is the heart and soul of midwifery.

The lack of concern regarding the impact of the New York legislation
on access to homebirth service and independent practice throughout
the state has been justified by the idea, stated by several nurse-mid
wifery leaders, that “first we must be strong in the hospital, then we can
push outwards to include homebirth”—a st rategy often heard from
those same midwives who call for “one type of midwife, one standard
of care” Implicit in this strategy is the notion that the homebirth DEM
is less than the nurse-midwife. more on a par with the traditional birth
attendant—someone who needs to be
ACC-certified midwife.

New York’s original DEMs
ity of diversity within Americ

“brought up” to the level of the

argue that this viewpoint belies the real-
an midwifery in both place of birth and
a hierarchical philosophy of knowl-
ntry believe that homebirth consti-
rent kind of midwifery with a distinct if
se. Homebirth may appear simple to the
tandard of avoiding unnecessary interven-
ke up a successful homebirth are as complex

educational tradition, and reflects
edge. Many DEMs around the cou
tutes a fundamentally diffe
nw;rlapping knowledge ba
uninitiated because of jts s
tion. Yet the pieces that ma
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as those comprising a hospital birth. The homebirth midwife dances a
fine tango with the birthing mother and family. The ability to refrain
from inserting oneself into the birthing situation while at the same
time keeping the ability to observe, draw conclusions, and carry out a
safe birth are skills not easily honed in the hospital. Also, the hospital-
based midwife easily becomes accustomed to the support of nursing
staff, on-call physicians, etc. Homebirth midwives become used to
independence and the reality that the buck stops with them. They must
be able to manage the entire range of prenatal care, labor and delivery,
postpartum care, observation of the neonate, education on breastfeed-
ing, and support for the family in the home during the first few days
and weeks after birth, Additionally, as they are almost always self-
employed practitioners, they develop an entrepreneurial spirit and the
skills necessary for managing a small health-care practice.

In spite of these differences, a growing trend within the grassroots of
midwifery recognizes that home and hospital midwifery, nurse- and
direct-entry midwifery, share a knowledge base and skills even as each
holds unique characteristics. This trend is reflected in the growing
respect among many nurse-midwives for the knowledge base of the
CPM as evaluated and validated by NARM. One result is that in New
York, some CNM leaders are now working to create streamlined routes
for CPMs who hold baccalaureates and graduate from MEAC-accred-
ted programs to become CMs in New York, despite their lack of hospi-
tal experience (Mary Ann Shah, personal communication, 2004),
Already, several midwives who graduated from MEAC-accredited
direct-entry midwifery programs in other states (including the Seattle
Midwifery School and the National College of Midwifery) have had
their education deemed to meet nurse-midwifery equivalency, have
taken and passed the ACC exam, and have been licensed in New York_ 10

In December 2003, NARM presented its certification process and
€xam to the New York Board of Midwifery and the New York State
Education department, which had long stated that it would consider
the NARM exam as a possible route to licensure for midwives in New
York state. The committee that reviewed the exam found it “to have
Matured and improved significantly over the years,” but “still lacking in
well-woman and primary care as well as pharmacology, all necessary
for the NYS scope of practice” (Linda Schutt, personal communication,
2005). Having committed itself to the ACC (ACNM) exam, New York
State is loath to incorporate a second exam into its licensure process.

Sharon Wells describes an irony in this story that cannot be lost. The
numbers of CPMs nationwide have far outpaced the numbers of CMs
over the past ten years.

B i i L b




146 * Maureen May and Robbie Davis-Floyd

The CM and the CPM were created basically at the same time,
Now l.llwre are about fifty CMs and over 1,000 CPMs. As of Sep-
2005, the CPM process is used as part of the regulatory

tember d : .
process in twenty-one states. The number of CMs is quite small
compared to this growing number of CPMs. In fact, I do not see

how an institution of higher education can continue to support
a degree that produces so few grddudtc.\', On the other h.ll‘.(li, t!u.-
CPM is steadily increasing and now with the recently published
Johnson-Daviss [2005] journal article documenting homebirth
outcomes, out-of-hospital birth with a CPM has been shown to
be a safe option. (Sharon Wells, personal communication, 20(

THE SITUATION IN NEW YORK TODAY

The health care system in New York City continues to hold national
significance. In the 2002-2003 academic year, 14.8 percent of our
nation’s medical residents and 14.3 percent of the obstetrical residents
nationwide were trained in New York state, the majority within the
New York City hospital system, even though New York state represents
only six percent of the population nationwide. This large concentration
of medical residents is a major source of health-care dolla
federal government, which helps keep the New York City hospita

tem afloat (Physician Workforce Studies Unit, Center for Health Work
force Studies, SUNY Albany, personal communication, 2004).

New York City in particular depends on medical residents to provide
care to the underserved. There is a financial incentive for the hospitals
to have as many residents as possible; for example, in downstate D
York, hospitals are given a $150,000 premium for each obstetrical resi

s from the

dent. This situation is complicated by recent changes in state regu
lations limiting the number of hours a resident may work. 1
midwifery services within the city’s hospital system, some at larg
teaching hospilais, have been players in health-care politics and com
pete toe to toe with obstetrical residents for space, money, and clients
as well as with nursing for funding. “Where once there were no res
d‘ents, now residents compete with midwives for the deliveries
Thwoughout lh_e system in New York City midwives are asked to work
1(1‘nger hours, for less pay and with less ﬁlppnrl," stated a nurse-mid
wife who works at a long-established midwifery service.
llt:;:r}l[;(r)zirgi jﬁ:gf\iﬂdl inh_‘;fi(l'ﬁ 1. h:.:.id a New \Hl'k_h[ . oo,
furnish thei v :1n.. f“_l .erid\\lnu.x .\"m JPPI_\'.!nr ch.umm- L?lw
- Ofﬁclza(:?(“e{zzc U'l.dti‘illdjh to lll‘w New York State Education Depart
omparable Education

ate midwitery

to be screened for n|l|j\'!|c11¢_‘»-
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Despite a growing trend among nurse-midwives toward employment
with physician groups, in 1997, thirty-two percent of New York state
licensed midwives (all of whom are CNMs or CMs) were employed by
hospitals. Nineteen percent reported working in a midwifery group
practice, and three percent in a freestanding birth center (New York
State Department of Health and the New York State Education Depart-
ment 1997)." Throughout the state, the number of births attended by

in New York City, midwifery births have declined. In 1997 nurse-mid-
wives accounted for 12.2 percent of Big Apple births, falling to 9.7 per-
cent in 2002 (Perez-Pena 2004), Causes for this decline include: the
closing of Iong-standing mjdwifery services, reimbursement issues,
changes in birth certificate information (e.g., physician signing birth
certificates for midwife deliveries), hospital reorganizations, a growing
liability insurance crisis involving all childbirth professionals, the com-
petition between midwives and OB residents over normal deliveries,
and high transfer rates out of midwifery services due to restrictive
protocols. These collectively constitute a threat to midwives’ share of
normal deliveries. Recent economic pressures on city-owned hospitals
and the Health and Hospital Corporation of New York (previously the
Department of Hospitals) have placed some midwifery services at risk.

The Elizabeth Seton Childbearing Center, a freestanding birthing
center associated with St. Vincent Catholic Medical Center (previously
known as the Maternity Center Association Childbearing Center) has
shut down. This leaves only two freestanding birth centers operating in
New York City—Morris Heights Childbearing Center in the Bronx and
the Brooklyn Birth Center. In nearby New Jersey, the only three inde-
pendent birthing centers run by midwives have also closed. In all cases,
drastic rises in malpractice insurance have been cited as the reason for
the closings. The popular September Hill Birth Center near Ithaca,
New York, also closed, leaving upstate New York without a freestanding
birth center. Midwife Lonnie Morris, who attended more than 7,000
births in twenty years, shut Englewood New Jersey Birth Center after
her malpractice rates jumped from $30,000 to $300,000 a year, She
simply stated, “I couldn’t pay my bills” (personal communication,
2004). The Columbia/Presbyterian Midwifery team at the Allen Pavil-
ion Hospital, considered a mainstay of New York City midwifery ser-
vices along with North Central Bronx, has become greatly restricted in
its labor and delivery service, presently doing very few births. This
development has been a sore point for New York City midwives, as the
midwifery service at Columbia/ Presbyterian Hospital in New York City
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was the first New York hospitallm permit a nurse-midwifery delivery
(in 1955 on an experimental h:l_slsL TR i | .

As elsewhere, rising professional ha}bllll}' insurance rates, low pay-
ment rates, and the difficulty of being‘mcludcd in m.umgc.d care panels
have become major obstacles in carrying out the g?re;‘.m. of an indepen-
dent midwifery in New York state. ‘.-\-"hgn Mcdludt Liability ,\.Iun_m!
[nsurance Company (MLMIC), the primary insu rance carrier for
obstetricians and nurse-midwives in New York, was denied a sixty-one
percent policy rate increase and was an_rvd only a ten percent increase
for Licensed Midwives by the New York Insurance Department,
MLMIC informed New York Licensed Midwives that new applications
for coverage would be denied and that existing policies would not be
renewed. MLMIC will continue to provide policies to hospitals that
employ midwives, but not to private physicians who employ midwives
(personal communication from New York Friends of Midwives 2004 ).
TIG Insurance Company, underwriter for ACNM’s malpractice insur-
ance, announced that it would no longer accept new applications and
would not renew policies after June 30, 2003 (letter from Kathleen
McMahon CNM to Gregory Serio, New York State Insurance Depart-
ment). The new malpractice carrier for ACNM, Contemporary Insur
ance Services, is placing high prices on individual midwives, with
yearly policies starting at $16,000 and annually rising incrementally to
$25,000 in the fourth year.

[n New York state the trend toward group practice and shared liabil-
ity is particularly strong. The parameters of clinical decision-making
and practice guidelines have become the purview of the physician
group, as opposed to the individual clinician. As a result, the rise in
group practice has made the tradition-bound profession of medicine
all the more conservative. Solo practitioners, particularly those with
untraditional, innovative practices (the very practitioners most likely
to support homebirth) are increasingly the targets of state investiga
tions in New York.

Tbe statutory requirement of a written practice agreement witl
physician (the compromise made by nurse-midwives with the New

York Medical Association in order to achieve the right to create licensed

qlrecl-enlr}' midwifery in New York) presents a powerful barrier to
independent practice
New York, as well as
birth midwives practi
York, although most
physicians are willin
ing homebirths o i

» including homebirth, by licensed midwives in
in other states. (Unlicensed direct-entry home-
ced without formal practice agreements in New
had informal arrangements with physicians.) Few
g to enter into formal practice agreements involv-
ndependent midwifery practice, and even those few
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who are privately supportive find themselves hindered by the realities
of professional politics and e€conomics, including ACOG’s anti-home-
birth stance, which makes professional marginalization a likely end for
any physician who enters into a practice agreement with a midwife who
practices independently and/or delivers in the home—legal or illegal.
Family practice physicians who practice obstetrics risk losing referral
arrangements with obstetricians if they enter into such arrangements,
Thus, although many New York CNMs have expressed to us that they
would prefer to practice independently and attend births at home, by
2005 only about twenty licensed midwives (out of 1000+) have been
able to obtain the requisite agreements with physicians.

Just as New York midwives find it difficult to attend homebirths, so
women who wish to birth at home find it difficult to find a midwife
since passage of the midwifery legislation, Carolyn Keefe, a childbirth
activist representing New York Friends of Midwives (NYFOM), reports
that “consumers and midwives who move into most of New York state
are pretty stunned at how hard it can be to find homebirth services and
at the ways the law impedes access to those services" (personal commu-
nication, 2004), Keefe goes on to state:

Midwifery in New York state remains at the mercy of the medi-
cal profession. In most cases, it is the doctor who decides the
midwife’s scope of practice. Midwives are dependent on the
individual doctor’s recognition of midwifery’s value—whether
medical, philosophical, or economic. -+« As long as the written
practice agreement is in place that will continue to be the case, It
makes midwives reluctant to challenge the obstetrical commu-
nity and organization.

It’s also important to note that a concentrated effort by medi-
cal and obstetric organizations to eliminate midwifery in New
York state would be frighteningly easy. By putting pressure on
physicians and hospitals, most, if not all, of the written practice
dgreements could easily be pulled and access to midwifery in
New York state all but eliminated. This state regulated midwives
nearly out of existence once and could do so all too easily again,
this time using liability insurance as an excuse. That’s one of my
fears as a consumer advocate, and I fear that the lack of con-
sciousness about this risk allows midwives to remain divided.

Nurse-midwives nationwide share the barriers to practice descril.}ec[
above. However, in New York it is significant that the unique legislation
granting the profession its own board and its own professional oversight

L R O T T R R O g e s
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d to insulate nurse-midwives from these barriers. The leg-
ided any special protection or power, nor has it
ew York licensed midwives to establish inde-
the large midwifery services within the

has not serve
islation has not prov
improved the ability of.I.\‘
pendent practices. Additionally, 1 s within -
New York City hospital system, long a source of great pride for New
York midwives, have become partic ularly vulnerable to the systemic
shake-up occurring at this time within the American h_calrh care system,
New York licensed midwives have organized a statewide association to
begin to take on these barriers to practice and to initiate reform ini-
tiatives—the New York State Association of Licensed Midwives

(NYSALM) (www.nysalm.org).

CONCLUSION: “WE'RE ALL MIDWIVES NOW”
Nurse-midwifery as we know it today, particularly in New York state,
has its roots in the intersection of significant historical trends that cul-
minated in the shift from home to hospital birth and the elimination of
the traditional midwife. As we have seen, the profession grounded its
beginning in the rise of the modern health care system and has devel-
oped a professional culture characterized by pragmatism, flexibility,
and resilience, all of which have allowed it to survive within a medical
model of care often at odds with the midwifery model. Our analysis of
this culture has been informed by James Scott’s (1985, 1990) analysis
of “everyday acts of resistance” by subordinated classes against power
ful dominating forces. It is both too easy and inaccurate to view the
seeming acquiescence and daily conformity of the CNM to obstetrical
(ilt{nlinatit'an of childbirth as representing “false consciousness” (iden
tification with one’s dominator). The goal of the profession nation-
wide is to practice midwifery to the greatest extent possible under
obstetrical and nursing regulatory authority. Symbolic conformity to
some nt:sletrical norms, what Scott (1985) would call a “mask of com
Phi‘f‘ff» often shapes a strategy for resistance. Core values of the pro
ffSSli).n-.—avoidance of open confrontation, patience, flexibility, and
:ftgs";lfa:;gg;-:iar:ti‘tlﬁrize;hihs1rn?sk u.t' cum‘p'lianuc_ with its everyday
thing they had hc; d fuug-' Kok (.‘h:\_h d“‘_] NPT SR eV

ped for with the passage of their legislation, it can be

und i ' ic series of gi
erstood f‘mm their standpoint as a pragmatic series of giant steps
toward survival and a st ‘
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The legislative success of New York state CNMs in achieving their
goals through pragmatis
failure of the homebirth

m, strategy, and negotiation, along with the
dlrect—entr}' midwives to be included in the
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law, is the essence of the story we have told in this chapter. In temporal
terms, this discussion is moot: ACNM-certified midwives (CNMs and

regulated by their own Board of Midwifery and they have created a new
kind of culture around their inclusion of the CM, dropping the term
nurse-midwife in most circumstances and insisting that in New York,
“we're all midwives now” The gains that have been made, the unique-
ness of the midwifery services within the city’s hospital system, and the
fiumerous women in many walks of life that are served by the city’s
midwives, constitute a source of deep pride among nurse-midwives,

TIMELINE OF EVENTS IN NEW YORK MIDWIFERY

1906 New York City midwives are studied by the Public Health
Commission of the Association of Neighborhood Workers.
Its report paints a negative picture of New York City’s tradi-
tional midwives,

1907 New York state changes the state Sanitation Code to establish
regulations for midwives under the State Health Department,
New York City midwives are regulated and given permits to
practice by the City’s Health Department.

1912 The concept of nurse-midwifery is publicly articulated for the
first time by Clara Noyes, a New York nurse educator, at the
International Congress of Hygiene and Demography.

1914 Dr. Fred Taussig, at the annual meeting of the National Orga-
nization of Public Health Nurses, endorses the concept of
establishing schools of midwifery limited to “graduate nurses.”

1917 The Women’s City Club of New York City establishes the
Maternity Center Project, providing prenatal care to 2,400
women in its first year of operation.

1918 The Maternity Center Association is established, its goal to
set up neighborhood clinics bringing “every pregnant mother
-« . under medical and nursing supervision.” In 1921, the
Maternity Center Project is turned over to the MCA.
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A nurse-midwifery edu.;gti_unal program, .thc I,\nhcm[ine
Clinic and School of Midwifery (affiliated with MCA) opens
its doors. i o g
New York City’s Midwifery Board t‘lllt‘.ll];\}cs itself, cmng a
lack of granny midwives to rcgula(\& In 1934, granny mid-
wives held 1,997 permits. Within five years, Ihc_\'. held only
270 permits and their numbers continued to _dmndic, T'he
number of nurse-midwives did not make up IQ:' the losses,
For decades, pmfession.}l recognition and clinical positions
remain almost nonexistent. In 1962, only twenty-one nurse-
midwives hold a permit to practice in New York City.

MCA’s School of Nurse-Midwifery moves to Kings County
Hospital in Brooklyn (precursor to SUNY [_}.own»[.m-
becoming the first hospital-based nurse-midwifery educa-
tional program.

New York City’s Health Code is amended, making both RN
licensure and nurse-midwifery certification requirements for
obtaining a midwife permit.

The Maternal and Infant Care Project of New York City (part
of the federal public health campaign aimed at improving
infant mortality rates, arising out of Social Security Act of
1963) establishes the first hospital-based nurse-midwifery
service in New York at Delafield Hospital’s Obstetrics and
Family Practice Center with permission to attend births at
Columbia/Presbyterian Hospital.

The first urban freestanding birth center is opened in New
York City by the Maternity Center Association (MCA).
Legislative campaign begins to pass what ultimately becomes
the Midwifery Practice Act.

The Professional Midwifery Practice Act passes the New York
House and Senate and becomes law.

The New York Board of Midwifery is formed. Licenses to prac-
tice midwifery issued to 450 CNMs who held permits under
the old law. Nurse-midwifery-attended births are at eight per-
cent in New York state, having increased from four percent in
1981. Twelve DEM:s apply for state licensure and are denied ten
months later,

ACC/ACNM choose Certified Midwife as the title for the new
ACC-certified direct-entry midwife. Thirteen DEMs apply for
state licensure and are denied. Cease-and-desist orders sent to
approximately ten unlicensed homebirth DEM:s.
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1996 SUNY Downstate’s direct-entry educational program initi-
ated. Linda Schutt CPM becomes the first CM.

1997 ACNM gives full voting privileges to CMs.

2000 The New York State Association of Licensed Midwives
(NYSALM) is formed. (Www.nysalm.org)

2003 NARM process and €xam evaluated by New York State Edu-
cation Department, but not accepted for New York.

2005 Over 1,000 CNMs and around fifty CMs hold New York state
midwifery licenses,
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ENDNOTES

l. When we speak of hospital-based midwifery services, we are referring to midwifery
services that are distinct from traditional labor and delivery services, administered by
a Midwifery Service Director and where nurse-midwives are salaried by the hospital or
by the Ob/gyn department faculty practice, to work in its midwifery service. In New
York state these midwifery services are mainly found in New York City. Outside of
New York City there are only several such services in New York state. Most New York-
licensed midwives are employed by an Ob/gyn physician group and attend hospital
births in this capacity.

2. Lilian Wald, an RN, public health nurse and personal friend to some of the earliest
nurse-midwives, was one of the movers and shakers in the settlement house move-
ment, establishing the Henry St. Settlement House in New York City.

3. During the 1930s and 1940s, several other nurse-midwifery schools and services were
established in other states, In 1939, the Frontier Nursing Service established the Fron-
tier Graduate School of Nurse-Midwifery in Hyden, Kentucky. In 1941, the Alabama
Department of Health established a nurse-midwifery educational program at Tuske-
gee College as well as a homebirth service demonstration project. The ‘Tuskeglce
project closed after only five years, but its demonstration of the ability of trained m|d
wives to significantly decrease maternal infant mortality rates in rural Alabama within
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Shah, then President of ACNM, sent a cease-and-desist letter to the New Hampshire
Midwives Association warning them to Stop using the title or face legal action. New
Hampshire’s Attorney General ruled that the federa] trademark of the CM title held
no legal validity in New Hampshire, In order to differentiate themselves, the New
Hampshire direct-entry midwives began calling themselves New Hampshire Certified
Midwives (NHCM). In 1999 4 second midwifery statute passed the New Hampshire
legislature further regulating direct-entry midwifery. This second statute mandated
CM licensure for direct-entry, homebirth midwives. It estab]
wifery, which would oversee the practice of state-licensed Certified Midwives, Further,
the statue makes the NARM exam the certification exam for New Hampshire Certified
Midwives. Despite the threats of the ACNM, the statute did not change the title of
Certified Midwife. One midwifery leader in New Hampshire stated, “We could have
chosen to change the title from Certified Midwife to Certified Professional Midwife at
that time . . . but we had been practicing under the title Certified Midwife since 1980
and we didn’t want to give it up. We wanted the historical continuity that the title gives
us here in New Hampshire. It’s what we have been called, and called ourselves, for so
many years,”

In an extreme irony, an ACC-certified CM from New York applied for licensure in
New Hampshire. New Hampshire’s Attorney General has ruled that any ACC creden-
tialed CM, in order to obtain 1 license to practice midwifery in New Hampshire, must
first take the CPM exam and then apply to the Board of Midwifery as a CPM for CM
state licensure.

As an example, in Texas a law beneficial to DEMs was defeated by CNMs because of
failed communications between the two groups resulting directly from the mistrust
engendered by the New York situation. In Ohio, a bill revising nurse-midwifery regu-
lation, which would have made direct-entry midwifery illegal, was changed only
through the efforts of direct-entry midwives, In Utah and Tennessee, legislative efforts
by DEMs to become legal were fought by local CNMs. Nevertheless, DEM legislation
was successfully passed in both states,

As of February 2005, there were forty-eight CMs: twenty-nine graduates of SUNY
Downstate, two graduates of other DOA-accredited programs, and twenty graduates
Of programs not accredited by the ACNM (some of these are foreign-trained and
some are graduates of MEAC-accredited schools). The breakdown of the ( ‘Ms who
did not graduate from SUNY Downstate is as follows. One CM, who had previously
practiced as an unlicensed direct-entry midwife and a PA, graduated from a DOA-
accredited direct-entry track created especially for her by the nurse-midwifery pro-
gram at the Baystate Medical Center in Springfield, Massachusetts. She remains the
only direct-entry graduate of this program, although other PAs could apply.
Another CM graduated from the now-defunct EPA program in California. Of the
twenty CMs who graduated from midwifery schools not accredited by the ACNM,
two were educated in the United Kingdom, and one each in the Netherlands, Peru,
Chile, and Iran. At least five graduated from MEAC-accredited programs: one from
deattle Midwifery School; three from the National College of Midwifery; and m:n:
from the natu r:}bathic midwifery program at Bastyr University. One is a PA in
Washington state. On the other seven, we could find no information. (Our thanks to
Ronnie Lichtman, Director of the SUNY Downstate program, for much of this
information.)

. These figures represent midwives throughout the state and are not broken down by

regions. Because there are few hospital-based midwifery services outside of New \_ork
City, the percentage of New York City midwives who work within one of the city’s
midwifery services is most likely greater than shown by these numbers.
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