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DEDICATION

This research is dedicated to Georgia’s midwives. Their steadfast work caring for 

women and infants has endured for centuries. As one o f the granny-midwives explained, 

“After a little rest, I’ll be right back there to take hold and help out with sick folks and 

babies” (Campbell, 1946).
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ABSTRACT

EILEEN J. B. THROWER
BLAZING TRAILS FOR MIDWIFERY CARE: ORAL HISTORIES OF GEORGIA'S 
NURSE-MIDWIVES
Under the direction o f  SUSAN S. GUNBY, PhD, RN

The first nurse-midwifery practice in Georgia was founded by Dr. Elizabeth Sharp 

in 1971 at Grady Memorial Hospital in Atlanta. The profession o f nurse-midwifery 

expanded in the 1970s and 1980s due to the work o f pioneering nurse-midwives who are 

now mostly retired. The oral histories o f Georgia’s pioneer nurse-midwives hold 

valuable lessons for today’s nurse-rrridwives as they continue providing high-quality care 

to women and newborns. The purpose o f this study was to collect and preserve nurse- 

midwives’ oral testimonies surrounding the establishment o f the midwifery profession in 

Georgia in order to increase understanding o f economic, political, and social influences 

impacting nurse-midwifery and maternity care.

For the purposes o f this study, oral history served as both framework and 

methodology. Oral history interviews o f 14 pioneer nurse-midwives were conducted. 

Additional historical data were incorporated in order to reconstruct the historical picture 

portrayed in the narrators’ testimonies. Four themes were identified including “This 

Odyssey”; Blazing Trails, Building Fences, Raising Towers; Stand Your Ground, But 

Know When to Compromise; and It W asn't Easy, “But I had a Helluva Time.”



This research provided an account o f the establishment and development o f nurse- 

midwifery in Georgia, which was previously undocumented. The oral history interviews 

provided a narrative rich with descriptions o f hard-work, commitment, compassion, and 

scholarship that explain the successes and challenges o f  these nurse-midwives in Georgia. 

The pioneer nurse-midwives dedicated themselves to providing a unique type o f 

maternity care based on inter-disciplinary cooperation and continuity o f care.

Further examination o f nurse-midwifery practices established during the 1970s 

and 1980s in areas not included in this study would provide a more complete history o f 

midwifery in Georgia. Expanding racial ethnic, and gender representation could reveal 

different historical experiences and insights. Examination o f the decades following the 

1980s would increase understanding o f the ongoing development and changes within the 

nurse-midwifery profession. Feminist philosophy impacted the establishment and 

development o f nurse-midwifery. Further exploration o f the connections between 

feminist philosophy and nurse-midwifery is needed.

xiv



CHAPTER 1 

INTRODUCTION TO THE STUDY 

The developmental stages o f nurse-midwifery education were described in terms 

o f trail blazing, fence building, and tower building by Elizabeth Sharp in her 1983 

historical review o f nurse-midwifery education. Sharp was the founder o f the oldest 

nurse-midwifery service in the metropolitan area o f Atlanta, Georgia and the sole nurse- 

midwifery education program in the state o f Georgia (Emory University School o f 

Medicine, 2015; Yale School ofNursing, 2015). She used trail blazing as a metaphor for 

the work o f  pioneers in nurse-midwifery as they identified a need in society and began 

working toward a solution. Fence building represented the stage after these pioneers 

staked out the initial territory that defined their role, addressed who would be allowed to 

join, and how others could become members. Towers were raised as the profession 

publicized its role in helping society and entered institutions o f  higher learning. Sharp’s 

contributions to the Emory University Nurse-Midwifery Program and the Emory 

University Nurse-Midwifery Service, within the Grady Health System, helped blaze 

trails, build fences, and raise towers for the profession o f nurse-midwifery in Georgia.

Her pioneering work serves as an example for guiding the future o f  nurse-midwifery.

The oral histories o f Georgia’s pioneer nurse-midwives hold valuable lessons for 

nurse-midwives today as they continue the work o f trail blazing, fence building, and

1
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tower raising in the provision o f  high-quality care for women and newborns. These 

pioneering individuals established nurse-midwifery in Georgia in the 1970s and 1980s, 

and are now largely retired. If these unique and irreplaceable stories are to be captured, 

the time to do so is now while potential participants are available. Sadly, Sharp, who had 

been feeing health issues, died during the conduct o f this research. It was my goal to 

interview pioneer nurse-midwives in Georgia in order to collect and preserve their stories 

and learn from their experiences.

Identify the Phenomenon o f Interest 

The United States currently ranks 64th in maternal mortality rates among countries 

in the world, with the largest increase in maternal deaths from 1990 to 2013 o f any 

country (World Health Organization, 2014). Infent mortality rates also compare poorly, 

with 30 countries in the world having lower rates o f  infent deaths than the United States 

(You, Bastian, Wu, & Ward law, 2013). Agrowing consensus exists among public health 

professionals regarding the importance o f  midwifery care, as provided by nurse- 

midwives in the United States (U.S.), for high quality maternal and newborn services 

(National Institute for Health and Care Excellence, 2014; Renfrew et al., 2014). Potential 

inprovements related to maternal and newborn morbidity and mortality, stillbirth and 

preterm birth, numbers o f unnecessary interventions, and psychosocial and public health 

outcomes have all been found to be within the scope o f nurse-midwifery care.

Despite evidence that nurse-midwife-led care is the safest option for most womea 

only eight per cent o f  births are currently attended by nurse-midwives in the United 

States, representing about 12% o f vaginal births (Johantgen et a l, 2012; Mac Dorman & 

Mathews, 2009; M artia Hamiltoa Ostermaa Curtia & Mathews, 2015; National
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Institute for Health and Care Excellence, 2014; Renfrew etaL, 2014; Turnbull etaL, 

2009). This is not a new phenomenon in maternity care. Professional midwifery arose in 

the 1920s; however, traditional, informally trained midwives cared for women during 

childbirth beginning in colonial times. Dawley (2003) reported 50% o f babies were 

delivered by traditional midwives at the beginning o f the 20th century. By the 1930s, 

traditional midwives had been largely replaced by obstetricians. Traditional midwives 

cared for only 15% o f women in childbirth despite outcomes being significantly better for 

women attended by midwives than for women attended by physicians at that time.

Nurse-midwives attended 15% o f all births in Georgia in 2012, nearly twice the 

national average (American College o f Nurse-Midwives, 2014a). The success o f  nurse- 

midwifery in Georgia has its roots in the 1970s, when nurse-midwives began to create 

clinical and education programs, led by pioneers such as Sharp. Nurse-midwives in 

practice in Georgia during the 1970s and 1980s witnessed the birth o f the professioa 

These pioneer nurse-midwives demonstrated courage, creativity, and commitment by 

going outside o f  existing norms to establish the profession o f nurse-midwifery and to 

meet the healthcare needs o f women and infants.

In the United States today, nurse-midwifery continues to be undervalued and 

underutilized despite an emerging mandate for a change in U.S. healthcare policy related 

to nurse-midwifery and maternity care (American College o f Nurse-Midwives, 2015). 

Continued development and expansion o f nurse-midwifery in the United States is critical 

for achieving this mandate and improving the health and healthcare experiences o f 

women and infants. The oral histories o f Georgia's pioneer nurse-midwives teU the 

stories o f how nurse-midwifery was established, developed, and expanded in the state.
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Insight may be gleaned from these oral histories and offer guidance for nurse-midwifery 

practice, education, and research today and in the future.

Purpose o f  the Study 

The purpose o f this study was to collect and preserve nurse-mid wives’ oral 

testimonies surrounding the establishment o f the midwifery profession in Georgia in 

order to increase understanding o f economic, political, and social influences impacting 

nurse-midwifery and maternity care.

Research Questions 

Research questions guiding the study were:

1. What were the experiences o f nurse-midwives in clinical and educational practice 

in Georgia in the 1970s and 1980s?

2. From the perspective o f the pioneer nurse-midwives, what were the economic, 

political and social factors facilitating the establishment o f nurse-midwifery in 

Georgia?

3. From the perspective o f  the pioneer nurse-midwives, how did economic, political, 

and social factors hamper development o f the practice and profession o f  nurse- 

midwifery in Georgia?

4. How do the pioneer nurse-midwives identify economic, political, and social 

factors impacting birth outcomes and quality o f maternity care in Georgia in the 

1970s and 1980s?

Conceptual Framework 

This historical research study was conducted using a women's oral history 

framework emphasizing economic, political, and social history perspectives. Nurse
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historians Lewenson and Herrmann (2008) claimed “history teaches us who we are" (p.

2). History explains what happened in the past, sheds light on current issues, and offers 

insight into the future. Haflett and Fealy (2009) discussed the illuminating potential o f 

historical research for shedding light on the issues, problems, and practices o f “enduring 

importance” (p. 2681) to the profession o f nursing. They described “subtle insights" (p. 

2681) arising from historical research that are not found in “present-minded" (p. 2681) 

research. These insights challenge assumptions and preconceived notions.

Understanding nursing’s history informs critical decision making in healthcare, providing 

the possibility o f what D’Antonio (2004) called a “new paradigm for nursing knowledge"

(p. 1).

Lynaugh (2008) described historians as creators o f  the past, rather than recorders 

o f it. The process o f critically questioning, exploring, analyzing, and narrating enables 

nurses to create nursing history (Lewenson, 2008). Historiography provides the 

opportunity to write, analyze, and interpret nursing history. The Merriam-Webster 

Online Dictionary (“Historiography," 2015) defined historiography as “the writing o f 

history based on the critical examination o f sources, the selection o f particulars from the 

authentic materials, and the synthesis o f  particulars into a narrative that will stand the test 

o f critical methods.” Historiography has been used by nurse researchers to explain and 

understand the history o f nursing, thereby, providing guidance for the future (Miller - 

Rosser, Robinson-Malt, Chapman, & Francis, 2009).

Polit and Beck (2012) described the goal o f historical research as answering 

questions about events in the past that may explain present day phenomena. Nursing 

practice and theory can be better understood by examining the history o f nurses and the



professioa The approach o f  historiography focuses not only on the events o f the past, 

but also on the changing interpretation o f those events (Miller-Rosser et a l, 2009). 

Historiography allows the nurse researcher to examine how nursing was lived and 

experienced by nurses, using oral testimonies as primary sources (Lundy, 2012).

Oral History

Oral history has been defined as collecting “memories and personal commentaries 

o f  historical significance through recorded interviews" (Ritchie, 2003. p. 19). Despite the 

apparent simplicity o f this definition, Thompson (2000) argued for the potential o f oral 

history to bring about “an underlying change in the way in which history is written and 

learnt, in its questions and its judgements [sic], and in its texture" (p. 83). He described 

the achievements o f oral history as giving voice to the otherwise voiceless, correcting 

existing historical records, and “transforming the ‘objects’ o f study into 'subjects,' 

[making] for a history which is not just richer, more vivid, and heart-rending, but truer" 

(p. 117).

Oral history has existed since the time o f antiquity, dating back to the Zhou 

dynasty in China three thousand years ago collecting oral accounts for court historians 

and to Thucydides interviewing participants in the Peloponnesian War (Ritchie, 2003; 

Yow, 2015). Personal testimonies, obtained through interviewing, have been used to 

explore society since history was first recorded (Ritchie, 2003; Yow, 2015). Recording 

these interviews became much easier in the twentieth century, with the development o f 

recording machines (Yow, 2015). In the 1940s, the term “oral history” began to be 

attached to interviewing when Joseph Gould collected the stories o f ordinary people in
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their everyday lives (Ritchie, 2003). Gould’s personal writings which he called “An Oral 

History o f Our Time” did not survive, but the name did.

The first organized oral history project was conducted by Alan Nevins in 1948 at 

Columbia University in an effort to preserve the voices o f elite members o f society (Yow, 

2015). The University o f  California at Berkeley launched an oral history project in 1954, 

followed by a similar project at UCLA in 1958 (Ritchie, 2003). The Oral History 

Association was founded in 1967 with an international membership (Ritchie, 2003). Oral 

history projects have since been conducted on every continent and across multiple 

disciplines (Ritchie, 2003; Yow, 2015).

Boschma, Scaia, Bonifacio, and Roberts (2008) described the recording o f 

personal testimonies as an approach to historical research beginning in the 1970s.

Founded in critical social theory, the oral history method reflected a movement away 

from traditional historiography approaches, exploring instead the voices and stories o f 

ordinary people. These authors used the term “coconstructing" (p. 79) to refer to the 

dynamic process between the narrator and the interviewer resulting in creation o f 

historical evidence. This process allows for exploration o f phenomena largely 

unrecorded in written form; a telling o f history “from the bottom up” (Ritchie, 2003, p. 

23). Oral history adds the perspective o f  ordinary or marginalized people to the grand 

narratives traditionally recorded from the viewpoint o f the elite and powerful (Boschma 

et aL, 2008). As such, it reveals evidence regarding work and life experiences that would 

otherwise be unaddressed (Boschma et a l, 2008).

This framework o f “history from below” facilitates the exploration o f nursing’s 

history, which has often been poorly documented (Boschma et aL, 2008; Reid, 2004).
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Oral history offers a framework and a methodology for examining the rapidly evolving 

worlds o f  healthcare and nursing from a historical perspective, offering guidance for 

practice and policy dilemmas faced by nurses today (Boschma et aL, 2008). Oral history 

as a framework and a methodology offers testimony to clarify written documents, reveals 

underlying assumptions and motives, and presents missing evidence needed for a 

complete understanding o f events (Biedermana 2001). Oral history provides a path for 

greater understanding o f nursing's past in order to illuminate its future (Biedermana 

2001 ).

Thurgood (2010) reported using oral history as an approach to studying the 

development o f  the nursing profession in the United Kingdom. He used the West 

Yorkshire Nursing Oral History Collection to address a gap in the literature related to 

provincial and regional nursing history and the work o f nurses in these areas. Historical 

details o f nursing and healthcare were placed within a context o f the twentieth century, 

providing details o f the nurses’ family lives, education, religion, and work experiences 

(Thurgood, 2010). Hallet, Madsen. Pateman, and Bradshaw (2012) used oral history 

methodology to examine retired British district nurses and Australian domiciliary nurses 

practicing between 1960 and 2000. These authors described insights drawn from 

interviews into the changes in community nursing practice in the last four decades o f  the 

twentieth century. Specifically, the dilemmas these nurses faced as they struggled with 

increasing efficiency demands o f this time period were presented.

Oral History and Memory

Conducting oral history interviews necessarily relies on participants' memories o f 

past experiences. Hoffman and Hoffman (2006) argued for the reliability o f memory
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despite common concerns related to “memory failures and distortions” (p. 290), allowing 

the interview process to be used as a primary source o f  knowledge if approached with 

appropriate historical scholarship. Individual or autobiographical memory relies on the 

perception o f what is personally relevant or interesting (Ritchie, 2003; Thompson, 2000; 

Yow, 2015). Events are encoded according to the past experiences, knowledge, and 

needs o f  the individual person, with increasing interest and need resulting in more 

accurate encoding (Thompson, 2006).

Memory is a social as well as an individual process (Thompson, 2006). Ritchie 

(2003) described shared experiences with others as leading to identification with a larger 

group and common thinking among group members. This collective memory influences 

what is important to remember, and provides a basis for interpreting shared memories. 

Ritchie suggested oral historians assume individuals’ memories will be influenced by 

social processes, however, individual and social memories are distinct phenomena. The 

goal o f  oral historians is to move beyond public memory in order to focus on personal 

experiences (Ritchie, 2003).

Thompson (2006) emphasized the active nature o f recalling memories. Stories 

may be told differently for differing audiences and settings. The participant’s willingness 

to remember also impacts interviewing. The expectations and social presence o f  the 

interviewer, presence o f  others at the interview, and the location o f the interview may all 

impact the narrative obtained and thus, create bias. The aim o f the oral historian, 

according to Thompson, is to reveal possible sources o f bias rather than to eliminate 

them. A human researcher encouraging self-expression on the part o f a human 

participant forms the basis for the interview relationship.
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Yow (2015) similarly expressed concern for how participants interpret their life 

experiences when the interviewer is juxtaposed into the process. The narrator and 

interviewer are both influenced by the culture in which they live. Knowledge, gender, 

race, class, and age impact power in the interview situation. Yow (2015) presented both 

interviewer and narrator bringing knowledge to the interview, while also lacking 

information and understanding. The interviewer brings a perspective and knowledge 

based on research in a discipline, while the narrator brings personal knowledge o f his or 

her own life, offering a different perspective. The interview process is, therefore, 

collaborative. Conducting, transcribing, and analyzing the interview are responsibilities 

o f the interviewer. The subject o f  the interview is the domain o f  the narrator who has 

lived it.

Sandino (2007) explored many o f these concepts related to memory, the narrative 

process, and situating meaning in her oral history research o f artists and their works. She 

expounded on the memories o f one artist’s education in the 1960s, pointing out the 

mediation o f  the text through cultural context. Sandino highlighted the destabilization o f 

the dialogue between interviewer and interviewee through conversation in which 

statements are questioned and reinterpreted. Oral histories, she concluded, “provide a 

rich text o f the ongoing strategies o f meaning-making captured in the moment o f the 

dialogic encounter o f the recording” (p. 198).

Women’s Oral History

In 1977, Gluck exclaimed, “Refusing to be rendered historically voiceless any 

longer, women are creating a new history -  using our own voices and experiences. Using 

an oral tradition, as old as human memory, we are reconstructing our own past” (p. 3). In
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this early article, Gluck discussed women's oral history as a distinct genre, separate from 

other forms o f oral history. However, in her later writings, Gluck (2006) cautioned 

against the notion that the study o f women, by any woman, constitutes women’s oral 

history. Instead, a feminist perspective is requisite to classify research as women's oral 

history. Approaching oral history from a feminist perspective necessarily encourages 

exploration into layers o f meaning in women’s narratives, sensitivity to pluralism, 

awareness o f intersubjectivity, and balancing o f  the interviewer's and narrator’s agendas. 

Gluck (2006) supported women’s oral history as a tool to both empower and advocate for 

women by documenting their experiences o f discrimination and subordination

Feminist oral history was presented by Boschma et aL (2008) as an important 

framework for analyzing nursing history because it “foregrounds gender as an analytic 

category as well as the intersection o f the categories o f gender, race, and class” (p. 83). 

Nursing and midwifery have traditionally been considered women's work, and as such 

have been neglected by historians (Boschma et al„ 2008; Reid, 2004; Thompson, 2000). 

Focusing on women’s voices and life experiences, feminist oral history challenges basic 

assumptions about social structure, gender roles, balance o f  power, and the relationship 

between work and self-concept (Boschma et aL, 2008; Thompson, 2000).

Life history interviews were conducted with British women bom in the 1940s, 

following the Second World War, by Abrams (2014) using a women's oral history 

approach. She examined gender relations, religious discourses, and socio-economic and 

educational factors impacting the women's sense o f self Labeling the narratives as 

liberation stories, Abrams described how the women she interviewed aligned their past 

selves with their present selves, revealing a transition to a modem female selfhood.
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Additionally, she argued for the importance o f  collaboration between interviewer and 

interviewee in women’s oral history and the revelatory potential inherent in this dialogue. 

Economic History Perspective

Thompson (2006) listed statistical data, national and international activity, and 

records o f trades and industries as traditional sources o f economic history. These sources 

reflect ‘1116 priorities o f the majority o f the profession even if no longer o f  the ruling class 

itself -  in an age o f bureaucracy, state power, science, and statistics” (p. 27). Thompson 

pointed out that to document history in any other way remains a challenge “requiring 

special ingenuity” (p. 27). Oral history shifts the focus o f historiography such that 

employers and workers become central. Economic history is viewed from a vantage 

point o f “social beings . . .  at their ordinary work, and so come closer to understanding 

the typical economic process, and its successes and contradictions” (p. 29).

The changes in community nursing from 1960 to 2000 documented by Hallett et 

aL (2012) were driven largely by economic forces. Rapidly soaring healthcare costs 

placed pressure on British and Australian nurses to increase efficiency which led to 

changes in the nurses’ everyday work. Rather than focusing on experiential time with 

patients, these nurses began to measure time according to schedules and tasks.

Responding to external economic forces, they struggled to balance technical proficiency 

with the holistic needs o f patients. Some o f the nurses interviewed in Hallett and 

colleagues’ study identified increased professionalism as a positive outcome o f the 

economic changes. Other nurses expressed concern regarding the narrowing o f  the role 

o f community nurses, and weakening o f nurse-client relationships which resulted from 

economic pressures. Traditional economic history methodology would have overlooked
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the inpact o f economics on the practice and profession o f nursing that Hallett et aL 

identified in their oral history project.

Political History Perspective

In his discussion o f its many potentialities, Grele (2006) wrote, “oral history, 

while it does tell us about how people lived in the past, also, and maybe more 

importantly, tells us how that past lives on into and informs the present” (p. 61). Political 

history is one o f the perspectives Grele outlined as appropriate for oral history. Similarly, 

Thompson (2000) emphasized the use o f oral history to expbre political history.

Political attitudes, social backgrounds, relationships, and political activities may be 

elicited in the course o f the interview process.

Hallett and Fealy (2009) pointed out the influence o f  nursing's historical 

alignment with medicine, and the effect o f this positbning on nursing's ability to 

negotiate the power structures inherent in the healthcare environment. The result o f this 

political struggle is a discipline which has had significant inpact on the lives o f patients, 

but little political control over its own work. Nurses have adapted to these political 

constraints by working “around the margins o f authority to set the agenda o f their own 

practice and determine the type o f care that they wish to deliver'' (p. 2682). Political 

history is, therefore, an ideal perspective to empfoy when examining the history o f 

nursing and nurse-mid wife ry.

Caron’s (2014) historiography o f midwives in Rhode Island detailed the political 

struggles midwives faced in that state within both the medical and legislative arenas. 

Caron portrayed “the contentious battle over legislation to empower midwives threatened 

male doctors who were accustomed to dominating obstetrics" (p. 88). Midwives in
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Rhode Island ultimately succeeded due to their commitment to lowering maternal and 

infant mortality among medically underserved women, drawing attention away from 

power struggles within healthcare and toward racial and class disparity in outcomes. 

According to Caron (2014), the success o f midwifery in Rhode Island was also facilitated 

by the work o f  one midwife within a teaching institution. For two decades Diane 

Angelini lead the Division o f  Nurse-Midwifery at Rhode Island's Women’s and Infant’s 

Hospital. Caron identified AngeKni’s work among the residents there leading to large 

numbers o f  obstetricians recognizing the value o f nurse-midwives as coworkers in 

providing maternity care.

Social History Perspective

Thompson (2006) described oral history as “a history built around people . . .

[that] provides a means for radical transformation o f the social meaning o f history” (p. 

31). Drawing on the work ofNoviek, Connolly (2004) defined social history as focusing 

on “the experience, behavior, and agency o f those at society’s margins, rather than on its 

elite” (p. 5). This conceptualization o f  history allows for examination o f  the 

disenfranchised and their struggle to gain legitimacy. Strategies used by individuals and 

groups to wield influence on events and institutions come to the forefront.

Connolly (2004) purported traditional historical accounts o f healthcare were 

frequently physician-centered, emphasizing scientific and technologic discoveries. 

Similarly, nursing history traditionally focused on nursing institutions and heroic nurses. 

The social history movement o f the 1960s and 1970s influenced nursing historiography, 

leading to exploration o f factors such as race, gender, politics, and the balance o f power.
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Sociocultural contexts including the hospital culture, wom ens history, and labor relations 

offer significant insights into healthcare and nursing.

In their examination o f retired community nurses' responses to demands for 

efficiency in healthcare, Hallett et aL (2012) focused on the way social changes affected 

the quality o f the nurses' working lives and their relationships with their families. These 

authors described pressure for increased efficiency causing dilemmas as the nurses 

struggled to adapt to changing social norms. Pursuit o f professional recognition by 

nursing and a push for the deinstitutionalization o f care were listed among the social 

changes affecting these community nurses.

Abrams’ (2014) study o f the life stories o f post-World War II British women is 

another example o f approaching oral history from a social history perspective. 

Concentrating on middle and working class women in an era o f expansive employment 

opportunities, her interviews covered the women’s upbringing education, work, and 

personal life. These women’s  stories were examined to reveal how the women 

articulated their sense o f selfhood. Abrams concluded oral testimony is the outcome o f a 

process, revealing how individuals integrate themselves into social constructs and social 

change.

Significance o f  the Study

A recent series o f articles in The Lancet focused on the importance o f  midwifery 

as a critical component o f quality maternal and infant care (Homer etaL, 2014;H oope- 

Bender et aL, 2014; Renfrew etaL, 2014; Van Lerberghe etaL. 2014). Midwifery was 

highlighted as an essential component o f a framework leading to improvement in 

maternal and newborn outcomes and in quality o f care (Renfrew etaL, 2014).



Midwifery care has long been underutilized in the United States, despite evidence o f  the 

benefits o f this approach to women and inlants. Giving voice to Georgia’s pioneer nurse- 

midwives through oral history interviews provided understanding o f the economic, 

political, and social factors that impacted the development and expansion o f nurse- 

midwifery, both in Georgia and in the United States. Insight from these testimonies may 

be applied by the profession o f nurse-midwifery as it strives to improve the quality o f 

care for women and infants today. This oral history o f Georgia's pioneer nurse-midwives 

led to further understanding o f the development o f nurse-midwifery, lending knowledge 

o f facilitators and obstacles to quality maternity care and inproved outcomes for women 

and infants.

Assumptions and Biases

Oral history interviews involve interaction between the narrator and the 

interviewer, with the interviewer necessarily taking an active role in the process 

(Boschma et aL, 2008). Accordingly, the interviewer's assumptions, biases, and 

background will be present in the conduct and the interpretation o f  the interview 

(Boschma et aL, 2008). Thompson (2000) emphasized the importance o f revealing the 

sources o f bias, indicating bias cannot be removed from the interviewer. He proposed 

encouraging free expression from the narrator, while gradually introducing standardized 

questions to elicit desired content to protect the interview relationship.

The primary source o f bias during this research arose from having been educated 

and practicing as a nurse-midwife in Georgia for 25 years. I attended Emory University's 

nurse-midwifery program, and was instructed in a limited capacity by Sharp. 1 then 

began my practice at Grady Memorial Hospital in 1991. Although it was 20 years after



17

the establishment o f the practice, 1 was privileged to work with many o f Grady Memorial 

Hospital’s pioneer nurse-midwives. My personal knowledge o f  and work experience 

with these individuals was present during interviews which were key to this study. After 

leaving Grady Memorial Hospital, I took a position at the Associates in Obstetrics and 

Gynecology practice in Dalton, Georgia. This midwifery practice was started during the 

time frame o f this proposed study and as such was an integral part o f the research 

process. I have professional and personal connections with the nurse-midwives who 

were instrumental in founding the Dalton practice, and who were narrators for this study.

Another source o f my personal bias arises from experience with starting 

midwifery practices. 1 was the first nurse-midwife in practice in two rural west Georgia 

towns. Each o f these practices experienced initial success and growth, but ultimately 

lasted less than ten years. Observing the beginning and ending o f these clinical practices 

has provided me with firsthand knowledge o f how economic, social and political factors 

can inpact the practice o f midwifery. Economic pressure resulting from rising medical 

malpractice premiums, accompanied by decreasing insurance reimbursements, resulted in 

closure o f the first nurse-midwifery practice. Social and political factors were significant 

in the failure o f  the second practice. The takeover o f  our institution by a much larger 

healthcare organization resulted in flailing support for midwifery practice and 

philosophy, and subsequent closure o f the nurse-midwifery service.

Assumptions that I brought with me to this proposed study included the belief that 

physiologic birth is best for fow-risk women with pregnancies reaching 37 to 41 weeks o f 

gestation. Buckley’s 2015 report supporting the benefits o f innate physiological 

processes o f mothers and infants to improve outcomes related to labor, birth, newborn
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transitions, breastfeeding, maternal adaptations, and maternal- infant attachment reflects 

my own beliefs regarding childbirth. As a member o f  the American College o f Nurse- 

Midwives (2014b), I agree with this organization’s philosophy honoring “the normalcy o f 

women’s lifecycle events” (para. 4). This professional organization encourages non

intervention in normal processes, reserving appropriate use o f interventions and 

technology for health problems.

Lynaugh (2008) emphasized the need for historians to approach their work 

seriously, using the best tools available. It is my belief that oral history is an important 

research tool for examining nurse-midwifery. The stories o f nurse-midwives who were 

working during nurse-midwifery’s early days in Georgia contain important insights for 

the care o f women today. New knowledge can be gathered from the oral testimonies o f 

these nurse-midwives, which will be beneficial to the profession as well as to society. It 

is important to interview Georgia’s pioneer nurse-midwives now, while these individuals 

are available to ofler their testimonies. I believe Georgia’s pioneer nurse-midwives

wanted to participate in this study in order to preserve their stories, contribute to the

growing body o f knowledge guiding nurse-midwifery, and enhance the quality of 

maternity care today.

Definition o f  Terms

Key terms for this proposed study were defined as:

• Oral history: A framework and a methodology based on “tape recording

conversations with people, while capturing their experiences o f social 

developments and cultural and life events in which they took part, providing] an
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opportunity to understand changes and occurrences from the perspectives o f those 

who experienced them” (Boschma etaL, 2008, p.79).

• Women’s oral history: Oral histoiy based on a feminist perspective including an 

understanding o f how women’s experiences are gendered which emphasizes 

layers o f meaning in responses, sensitivity to pluralism, and balancing o f the 

narrator’s and interviewer’s agendas (Gluck, 2006).

• Nurse-midwives: Educated in the two disciplines o f nursing and midwifery, 

licensed as advanced practice registered nurses by the state o f  Georgia, and 

certified by the American Midwifery Certification Board, certified nurse- 

midwives provide “a full range o f primary healthcare services for women from 

adolescence beyond menopause. These services include primary care, 

gynecologic and family planning services, preconception care, care during 

pregnancy, childbirth and the postpartum period” (American College o f Nurse- 

Midwives, 2011). For the purposes o f this study, certified nurse-midwives were 

referred to as nurse-midwives.

•  Pioneer nurse-midwives: Nurse-midwives whose work in Georgia was essential 

to the founding o f  nurse-midwifery educational programs or clinical practices in 

the 1970s and 1980s.

•  Quality o f  maternity care: An evaluation o f  healthcare processes impacting 

maternal and infant mortality rates, maternal and infant morbidity rates, maternal 

psychosocial health, economic impact on individuals, families, communities, and 

countries, and appropriate use o f interventions to avoid risking iatrogenic harm to 

women and newborns (Renfrew etaL, 2014).
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•  Interviewer: Eileen J. B. Thrower, doctoral student at Georgia Baptist College o f 

Nursing o f  Mercer University, was the interviewer for all interviews conducted as 

part o f this study.

•  Narrators: Pioneer nurse-midwives available for interviewing as identified by 

professional affiliation with the researcher and subsequent identification through 

the process o f snowballing.

•  Interview recording: The entire recording o f the dialogic interaction between the 

narrator and the interviewer.

•  Gifting or release o f interview recording and transcript: A legal release form 

signed by the narrator granting a copyright or ownership o f the interview to the 

interviewer or to the archives that will receive it. Narrators retain the right to use 

the information in any way they choose (Yow, 2015).

• Primary sources: “Firsthand accounts o f  an event or subject o f interest . . .  [in] the 

form o f personal letters, diaries, organizational minutes, or financial ledgers 

lending insight into a particular place, time, person, or event. Because o f  the 

firsthand nature o f primary sources, these documents may be subject to the 

personal bias o f the author and should be considered a possible limitation o f  the 

study” (Lewenson & McAllister, 2015, p. 11).

• Secondary sources: Materials providing background knowledge o f a particular 

time period or event, supplying context and focus to the topic o f study (Lewenson 

& McAllister, 2015).
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• Testimony: An oral statement speaking to a “mundane, taken-for-granted level o f 

experience” (p. 85) which legitimizes and orders the narrator’s past for both the 

narrator and the interviewer (James, 2006).

• Economic history perspective: Examination o f “both employer and worker as 

social beings and at their ordinary work, and so come closer to understanding the 

typical economic process, and its successes and contradictions” (Thompson, 2006, 

p. 29)

•  Political history perspective: Exploration o f the attitudes, activities, social 

backgrounds, occupations, and relationships o f  ordinary people revealing their 

political struggles and successes (Thompson, 2000).

•  Social history perspective: Approaching history through the lives o f  everyday 

people not traditionally documented by historians, thereby challenging the 

“hegemonic view o f agency and power” (Grele, 2006, p. 48).

Summary

This chapter provided an overview o f historical research in nursing emphasizing 

the use o f  oral history as a framework and a methodology to explore the foundation and 

development o f nurse-midwifery in Georgia. The phenomenon o f interest was identified 

as the contribution nurse-midwifery can make to the quality o f maternity care in the 

United States. Pioneer nurse-midwives’ oral testimonies surrounding the factors that 

impacted the development and expansion o f nurse-midwifery in Georgia offered insight 

into the current status o f nurse-midwifery and quality o f maternity care in the United 

States. In order to pursue knowledge requisite to improving the quality o f maternity care, 

the voices o f Georgia’s pioneer nurse-rrridwives were captured and preserved through
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interviews using a women’s oral history approach focusing on economic, political, and 

social perspectives. The assumptions and biases o f  this nurse-midwife researcher 

resulting from 25 years o f clinical practice in Georgia were delineated, and key terms for 

the study were defined.



CHAPTER 2 

REVIEW OF RELATED LITERATURE 

This chapter reviews the literature relevant to the historical context o f nurse- 

midwifery within the United States. Brief overviews o f  the history o f  midwifery and 

childbirth, the demise o f traditional midwifery, and the development o f  nurse-midwifery 

are presented. Infant and maternal mortality outcomes, as well as political, economic, 

and social factors influencing the practice o f  midwifery are reviewed to shed light on the 

development o f  the profession o f nurse-midwifery in Georgia. The chapter concludes 

with a synthesis o f the literature related to the history o f  midwifery and the use o f oral 

history in nursing research. Gaps in the literature and inferences for the current study are 

discussed.

Context o f the Study 

Historiography has been described as offering guidance for future decision

making through understanding o f the past (Miller-Rosser, Robinson-Mah, Chapman, & 

Francis, 2009). Thompson (2000) defined historiography as a process o f reconstruction; 

assembling pieces o f  the past from the standpoint o f  the present. Oral history is an 

approach to historiography which can reveal layers o f interpretation and understanding 

surrounding historical events (Rorty, 1979). Combining feminist theory, women’s 

history, and oral history contributes further to historiography by challenging established

23
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interpretations o f historical events (Bomat & Diamond, 2007). Oral history is recognized 

as playing a central role in knowledge development across a wide range o f  disciplines 

(Bomat & Diamond, 2007). The use o f oral history is particularly important for the 

discipline o f nurse-midwifery as written accounts o f  history often neglect women, family 

life, and social customs, instead recording the activities o f  men (Reid, 2004).

In his 2002 work, Gaddis wrote, “If you think o f the past as a landscape, then 

history is the way we represent it, and it’s that act o f representation that lifts us above the 

familiar to let us experience vicariously what we can't experience directly: A wider 

view” (p. 19). He argued for the ability o f historians to “interpret the past for the 

purposes o f the present with a view to managing the future” (p. 10). Gaddis (2002) 

insisted a systematic approach is key to meaningful historical interpretatkm Structuring 

historical research are four methodological practices including an assumption o f 

interconnectedness among variables, manipulation o f  variables to judge their relative 

significance and causations, anerrphasis o f contextual specificity, and judgment making. 

Establishing context is foundational to the process o f making meaning and co- 

constructing a historical text in oral history (Lewenson & Herrmann, 2008). The context 

o f this study was situated within the larger histories o f childbirth and midwifery, as well 

as the historical development o f  nurse-midwifery in the United States and in the state o f 

Georgia.

Historical Context

The history o f  midwifery is interwoven with the history o f childbirth, making it 

difficult to understand one without examination o f both. Midwifery and attendance o f 

birth have been described as the responsibility o f women since the time o f  ancient Greek
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and Roman physicians Hippocrates, Galea and Ceisus (Donnisoa 1977; Litoff 1978; 

Rooks, 1997). Male physicians were called only in cases o f difficult or complicated 

births. Biblical writings referred to the work o f Hebrew midwives Shiphrah and Puah 

who defied the king o f Egypt by allowing male intants to live. Litoff (1978) suggested 

biblical references indicated a reliance on and trust in midwifery. Throughout the middle 

ages, rrridwives continued to attend births o f both rich and poor women alike (Donnisoa 

1977; Litoff 1978). The role o f midwives in the sixteenth century was illustrated by a 

requisite oath to the Church o f England vowing help for all women in childbirth, 

prohibiting the exercise o f witchcraft, and cautioning against the presence o f men in the 

lying-in chamber (Ridgway, 2002).

Midwifery and childbirth in the early United States. Originally traveling to 

colonial America on the Mayflower, midwives continued to play a central role in 

childbirth during the first 250 years o f the United States (Litoff 1978; Rooks, 1997). 

Childbirth during colonial times was a social experience (Chaney, 1980; Wertz & Wertz, 

1977/1989). A woman in labor would be attended by a midwife and her female friends 

and family members who would stay for a two to four week “lying-in” period (Chaney,

1980; Wertz & Wertz, 1977/1989). Colonial midwives reflected English traditions, 

receiving no formal training and performing a service considered to be outside the 

medical profession, social and quasi-religious in nature (Wertz & Wertz, 1977/1989). 

Midwives were required to be licensed in some o f the colonies, such as New York and 

Virginia, and held positions o f authority regarding women's health. Foreign-trained 

immigrant midwives were held in high esteem during the early colonial period, being 

provided with housing and a salary (Capituk), 1998; Rooks, 1997). Midwives in the



26

southern colonies were more typically slaves on large plantations attending other slaves 

as well as plantation owners’ wives and farmer’s wives (LitofC 1978; Rooks, 1997;

Wertz & Wertz, 1977/1989).

Knowledge o f the quality and outcomes o f care given by midwives in the colonial 

period is limited (Wertz & Wertz, 1977/1989). Midwives immigrating to the United 

States came with varying levels o f  preparatioa Some midwives were trained in folklore, 

while others had received formal midwifery education in Europe. African midwives 

arrived aboard slave ships prepared with traditions and practices passed down from 

female relatives (Rooks, 1997). Formal education and regulation o f midwifery were rare 

in colonial America. In 1765, the physician William Shippen established a series o f 

lectures on midwifery. Initially training both female midwives and male physicians, he 

soon limited his lectures to male students (Leavitt, 1986). Midwives remained the 

primary maternity care providers, managing simple and complicated births, and meeting 

the obstetric needs o f their communities (Capituto, 1998; Rooks, 1997). By the late 

eighteenth century, however, doctors began to expand their practices to include 

attendance o f childbirth.

The advent o f  obstetrics. The introduction o f the obstetric forceps ushered in 

great changes in childbirth in the nineteenth century which would have major impact on 

midwives (Litoff 1978). Developed by the British surgeon Peter Chamberlain, forceps 

could be a lifesaving intervention for the common problem o f labor dystocia.

Chamberlain and his family kept the forceps secret for nearly a century, but physicians 

gradually began to purchase forceps from the Chamberlains, or made their own.

Midwives could seldom afford to buy the instruments, and were denied training in the use
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o f them (Litoff 1978; Rooks, 1997). The majority o f women in the 1800s could not 

afford doctors and continued to employ midwives. However, upper class women in 

urban settings began to consider it fashionable to call on physicians to attend them in 

childbirth. (Leavitt, 1986; Litoff 1978).

Physicians trained in Great Britain were educated in women’s anatomy and the 

process o f  parturitioa While the majority o f American physicians were not formally 

trained, they enjoyed the elevated status afforded the male gender and the image o f 

superior education (Leavitt, 1986). Protestantism in the colonies helped to facilitate a 

movement away from traditional birth practices and toward increased trust in science. 

Childbirth remained a social event for women in the nineteenth century, but management 

o f it began to be placed in the hands o f men (Wertz & Wertz, 1977/1989).

Throughout the nineteenth century in America, women steadily disappeared from 

the practice o f midwifery (Wertz & Wertz, 1977/1989). Four medical schools had been 

founded, but none admitted female students (Litoff 1978). Women interested in 

midwifery education had to rely on private sources, and were encouraged to attend only 

normal births. The first American midwifery education program opened in 1848 in 

Bostoa The school closed in 1874 due to financial difficulties and harsh criticism from 

the Boston Medical Society (Litoff 1978). A few proprietary midwifery schools opened 

in the Northeast and Midwest United States in the last half o f  the nineteenth century, but 

the quality o f these programs was unreliable (Rooks, 1997). Midwives were, therefore, 

unable to stay current with medical discoveries that were taking place (Litoff 1978).

By 1900, 50 percent o f births were attended by midwives, most o f whom were 

either European or Mexican immigrants, or African American (Dawley. 2003). European
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midwives were likely to have been formally trained, being better educated than the man- 

midwives at the time, while African and Mexican American midwives were typically 

apprentice-trained (Dawley, 2003). These midwives attended women in their own 

communities, who were also either immigrants or rural African Americans (Ettinger, 

2006). As a result, midwifery care began to be considered inferior to physician care by 

middle class women (Ettinger, 2006).

The men attending births at this time were referred to as "man-midwives”

(Ettinger, 2006, p. 6). They were often informally trained interventionists who caused 

more harm to women than did traditional midwives (Ettinger, 2006). Man-midwives 

such as William Smellie and William Hunter popularized the use o f forceps and drugs in 

the delivery room, increasing acceptance o f male birth attendants (Litoff 1978), but may 

have been responsible for as many as one million human deaths (Shelton, 2012). Shelton 

(2012) suggested these two man-midwives murdered subjects for dissection.

Additionally, the dismantling o f home-based midwife care led to a marked increase in

puerperal fever and obstetric interventions, increasing the maternal mortality rate by six

fold, and the infant mortality rate by almost three fold (Shelton, 2012).

Throughout the second half o f the nineteenth century man-midwives, who began 

to be referred to as obstetricians, viewed traditional midwives as competition, attacking 

them publicly (Ettinger, 2006). By the end o f the century, midwifery began to disappear 

among middle class women who were turning to physicians in a belief that science would 

make childbirth safer (Ettinger, 2006). Scientific study had increased the knowledge o f 

reproductive anatomy and physiology, decreasing the reliance on folklore and morality 

(McCool & McCool, 1989). The shift to physician-assisted births brought with it a
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change in the view o f birth reflecting a medical focus on illness and complicated cases 

(Capitulo, 1998). This empirical approach began to increase the view o f childbirth as an 

illness, requiring intervention (McCool & McCool, 1989). An increasing reliance on 

science moved control o f childbirth away from the parturient, her female friends and 

family, and her midwife, into the male-dominated medical arena (McCool & M cCool 

1989).

Movement o f birth to the hospital The beginning o f the twentieth century 

ushered in the movement o f  childbirth into the hospital away from the home (Dawley, 

2003; Ettinger, 2006; Rooks, 1997; Wertz & Wertz, 1977/1989). Growing numbers o f 

hospitals and newly developed automobiles provided increased accessibility to hospital 

births (Litoff 1982). Marketing campaigns were undertaken to attract paying patients, 

claiming modem sterility techniques could make the hospital cleaner than the home. 

Analgesics, anesthetics, labor-inducing drugs, forceps, and episiotomies began to be seen 

as necessary for childbirth (Ettinger, 2006). Women endorsed the belief that the hospital 

offered a safer environment for birth as well as the convenience o f a scheduled, painless 

labor. Additionally, traditional female support networks had become unavailable to 

many urban women, making the assistance o f hospital births the best alternative 

(Ettinger, 2006).

The movement o f childbirth to the hospital was accompanied by increasing rates 

o f maternal and infant mortality (Dawley, 2003; Ettinger, 2006; Rooks, 1997; Tom,

1982). Nearly half o f maternal deaths during this period were due to puerperal fever or 

sepsis (Rooks, 1997). Midwives were delivering about 50 percent o f  babies as late as 

1910 (Litoff 1978), and blame was placed on midwives for the increasing rates o f
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puerperal fever (Tom, 1982). However, women giving birth in the hospital attended by 

doctors were more likely to contract and die from puerperal fever than women attended 

by midwives at home (Dawley, 2003; Ettinger, 2006; Rooks, 1997; Tom, 1982).

Doctors cared for patients with communicable diseases, performed autopsies, and 

delivered babies without washing their hands (Dawley, 2003; Ettinger, 2006; Rooks, 

1997). This resulted in better maternal outcomes being achieved by midwives during the 

early twentieth century than by physicians (Dawley, 2003). Cities in the northeastern 

United States, such as Newark and Philadelphia, reported maternal mortality rates for 

midwife attended births to be only 15 to 25 percent o f the physician attended births 

(Dawley, 2003). Yet, despite the poorer outcomes, more than one third o f  births took 

place in the hospital by 1935, with only 15 percent o f  childbearing women attended by 

midwives (Dawley, 2003; Ettinger, 2006). Nearly 90 percent o f white, middle-class 

women had their babies in the hospital, delivered by a physician by the end o f  the 1930s 

(Ettinger, 2006).

The birth o f a new profession. In response to the alarmingly high maternal and 

infant mortality rates, public health nurse leaders such as Lillian Wald, Carolyn Conant 

van Blarcom, and Clara Noyes created a vision o f combining public health nursing with 

midwifery to create a new specialty: nurse-midwifery (Dawley, 2003; Ettinger, 1999; 

Tom, 1982). To achieve this vision, nurses joined physicians in a campaign to eliminate 

traditional midwifery which had become a source o f competition for the developing 

medical specialty o f obstetrics (Brodsky, 2008; Dawley, 2003). Medical, nursing, and 

public health professions joined together in racist and gender-biased campaigns to portray
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traditional mid wives as ignorant, illiterate, and dirty (Dawley, 2001). This stigmatized 

midwifery as “second best and dangerous’’ (Dawley, 2001, p. 117).

In response to the controversy surrounding midwives in the early twentieth 

century, Frederick Taussig introduced the idea o f the nurse-midwife (Litoff 1978). In a 

presentation to the National Organization for Public Health Nursing in 1914, this St.

Louis physician suggested nurse-midwifery as a solution to the midwife question. He 

argued for establishing schools o f nurse-midwifery so that graduate nurses could be 

trained in midwifery. In an article for the Public Health Nurse Quarterly he wrote, “The 

nurse-midwife will, I believe, prove to be the most sympathetic, the most economical 

and the most efficient agent in the care o f normal confinements” (Taussig, 1914, p. 91).

The concept o f nurse-midwifery grew as the Federal Children’s Bureau, 

established in 1912 to investigate morbidity and mortality o f mothers, infants, and 

children, identified a need for public health nurses to provide care and advice to pregnant 

women. The Children’s Bureau suggested prenatal care provided by trained nurses could 

lower maternal and infant mortality rates (Rooks, 1997). The Sheppard-Towner 

Maternity and Infancy Protection Act, passed in 1921, added support for the development 

o f  nurse-midwifery as part o f states' plans to improve maternal and child health (Rooks, 

1997). Funding provided by the Sheppard-Towner Act resulted in legislation leading to 

the education and regulation o f midwives across the country (Litoff 1978; Rooks, 1997). 

In 1923, the director o f  Maternal and Infant Hygiene o f the Children’s Bureau reported 

funds from the Sheppard-Towner Act had enabled 31 states to address “the midwife 

problem” (p. 987) by providing training and supervision (Rude, 1923). In the northeast.



32

public health nurses began to call for nurses trained in midwifery to provide prenatal care

as well as intrapartum and postpartum home nursing care (Dawley, 2003; Ettinger, 2006).

With support for nurse-midwifery from physicians and nurses, attempts were

made to establish the profession during the mid-1920s. In 1925, the Manhattan

Midwifery School opened to train nurses in midwifery (Ettinger, 2006). The school

existed for six years, graduating less than 20 students, before closing due to insufficient

numbers o f patients to train both nurse-midwives and medical students (Ettinger, 2006).

In 1923, the Bellevue School for Midwives made an agreement with New York City’s

Maternity Center Association (MCA) to allow nurses employed by MCA to receive

training in midwifery. Nurses, working out o f thirty centers set up by MCA throughout

the city, were providing prenatal care and assisting women giving birth at home (Litoff.

1978). In 1939, Hemschemeyer reported outstanding outcomes o f care provided at

MCA. Only four maternal deaths occurred in a series o f 10,740 deliveries attended by

Bellevue midwives, one o f which was from pneumonia:

It would seem that their work must have been well done and well supervised. The 
closing o f  this school in 1932 was no reflection on the midwives’ work nor on the 
school, for coincident with the decrease in this midwife group was a similar 
increase in hospital facilities for maternity care. (Hemschemeyer, 1939)

The Maternity Center Association project foiled when New York City’s commissioner o f

welfere refused to support it (Litoff 1978).

The practice o f nurse-midwifery was first successfully implemented in 1925 when

Mary Breckinridge established the Frontier Nursing Service (FN S)in Hyden, Kentucky

(Breckinridge, 1952). Breckinridge (1927) described her objective in establishing the

Frontier service as:
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The reduction o f the rural maternal and infant death rate by providing a service o f 
public health nurses who are also graduate midwives. The second objective is to 
afford our rural population the same skilled nursing care now regularly provided 
in cities only. (p. 159)

Breckinridge employed nurse-midwives trained in England, recording remarkable

success in decreasing maternal and infant mortality rates (Rooks, 1997).

Nurse-midwives provided maternity services, nursing care, and, eventually, family

planning services to women in rural Appalachia. They traveled by horseback to attend

women in childbirth and other emergencies (Breckinridge, 1952). O f the first nine

thousand women attended by FNS midwives, ninety-eight per cent delivered without the

use o f  forceps or cesarean section This was at a time when women in the rest o f the state

were experiencing these interventions at a much higher rate (Breckinridge, 1952).

The nurse-midwives at FNS functioned in an isolated area where few physicians

practiced. Writing in support o f  training nurses in midwifery in 1934, Kosmak referred

to the midwives at Frontier Nursing Service as p ro o f‘that good and effective work can

be done by well-trained midwives under the most adverse circumstances” (p. 423).

Nearly a century later, Cockerham and Keeling (2012) reached a similar conclusion in

their synthesis o f oral histories gathered through Frontier Nursing University’s Pioneer

Project. These authors described FNS midwives delivering babies in “primitive and

spare mountain cabins,” but nonetheless, providing “state-of-the-art obstetrical care” (p.

34). Frontier midwives in the early twentieth century cared for low-income women at

high medical risk, making their outcomes even more notable (Ettinger. 2006).

The second nurse-midwifery practice in the United States developed in New York

City in 1931 when the Maternity Center Association (MCA) midwifery service opened

(Rooks, 1997). This practice consisted o f only one nurse-midwife, loaned from the
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Frontier Nursing Service, and one public health nurse. Hemschemeyer (1939) described 

their work “in one o f  the poorest districts having a high birth and death rate and poor 

housing conditions” (p. 1186). A school o f midwifery was opened by MCA in 1932 

(Ettinger, 1999; Rooks, 1997). This practice cared for normal maternity patients, as 

delegated by a physic ia a  within a team containing medical and other services 

(Hemschemeyer, 1939). In its 26 years o f existence, MCA achieved a maternal mortality 

rate o f 0.9 deaths per 1,000 live births; the national average at the time was more than ten 

times higher at 10.4 deaths per 1,000 live births (Rooks, 1997).

By the 1940s, nurse-midwives began to practice in rural areas outside o f 

Kentucky, managing labor and birth as well as supervising traditional midwives (Dawley, 

2003; Dawley, 2005b). Hemschemeyer (1943) reported visiting MCA alumnae at work 

in 1941. She described the safe delivery o f  babies by nurse-midwives in North Carolina, 

South Carolina, Maryland, and Alabama. In Santa Fe, New Mexico, the Medical Mission 

Sisters opened the Catholic Maternity Institute (CMI) in 1944 to serve poor Hispanic 

families, offering nurse-midwifery care and training nurse-midwifery students 

(Cockerham & Keeling, 2010). Women, primarily o f Spanish American descent, were 

attended by nurse-midwives either in their own homes, or at a freestanding birth center 

called La Casita. The Catholic Maternity Institute closed in 1969, succumbing to the 

financial burden o f operating La Casita as increasing numbers o f  women opted to deliver 

at the birth center rather than at home (Cockerham & Keeling, 2010).

In 1942, the first nurse-midwife led birthing center opened in Rabun County, 

Georgia, a county with no practicing rrridwives. This service expanded in Georgia to 

include a home birth service in Thomas County, a hospital-based service in Walton
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County, and a second birth center in Lamar County (Dawley, 2003). Counties in which 

these services functioned experienced a drop in maternal mortality rates, an increase in 

the average number o f prenatal visits, earlier initiation o f prenatal care, and increased 

physician acceptance o f nurse-midwives compared to the rest o f the state. However, state 

funding for the projects was discontinued by the early 1960s, leading to their closure 

(Dawley, 2003).

Despite the success o f  nurse-midwifery in these regions o f  the United States, 

expansion o f the profession was slow and opportunities for clinical practice remained 

very limited (Ettinger, 1999; Rooks, 1997). From its beginning, nurse-midwifery was 

conceived o f as a profession that would serve women outside o f  the reach o f the medical 

establishment (Ettinger, 2006). Early nurse-midwives were faced with the stigma the 

medical and nursing establishments had created surrounding traditional midwifery 

(Dawley, 2001; Rooks, 1997). By 1954, there were only three nurse-midwifery practices 

and schools in the United States: FNS in Kentucky, MCA in New York, and CMI in 

Santa Fe, New Mexico (Dawley, 2001; Rooks, 1997). Two other schools had opened to 

educate African American nurse-midwives, one in Tuskegee, Alabama and one in New 

Orleans, Louisiana. Both o f  these schools were short-lived, closing due to issues 

surrounding racism (Rooks, 1997).

Movement o f nurse-midwifery into the hospital. The movement o f  childbirth into 

the hospital provided another obstacle for the development o f nurse-midwifery. All three 

o f the existing nurse-midwifery practices had been founded to attend childbirth at home, 

but by 1950 nearly 90% of births took place in the hospital. Nurse-midwives were not 

welcome in the hospital setting, which was firmly under the control o f physicians (Rooks.
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1997). A small, 25-bed hospital in Hyden, Kentucky was the only hospital in which 

nurse-midwives attended births for 30 years (Rooks, 1997). This began to change after 

the Second World War as a result o f increasing access to health insurance, a growth in 

hospital construction, the “baby boom,” and a shortage o f obstetricians (Dawley, 2003; 

Ettinger, 2006; Rooks, 1997).

Hospitals became much safer places for childbirth throughout the 1940s and 

1950s (Rooks, 1997). The advent o f antibiotics, blood banks, oxytocin, fetal monitoring, 

and X-ray pelvimetry led to increasing prestige and authority for hospitals and 

physicians. Increasing reliance on hospital services, and increasing access to insurance 

coverage caused a shortage in hospital personnel Obstetricians began to look to nurse- 

midwives as a solution to the problem o f large numbers o f  normal deliveries, which left 

little time to pursue other areas o f practice (Rooks, 1997). Nurse-midwifery services 

were established at Johns Hopkins Hospital in 1953 and at Columbia-Presbyterian 

Hospital in 1954, followed by the MCA practice moving into Downstate Medical Center 

in 1958 (Dawley & Burst, 2005; Rooks, 1997). Movement into the hospital created an 

opportunity for expansion o f  the profession. It also required nurse-midwives to 

relinquish control o f  their practice, incorporating interventions previously unused, in 

order to function under the authority o f  physicians (Rooks, 1997).

The natural childbirth movement and nurse-midwifery. Changes in women's 

attitudes regarding childbirth following World War II led to the natural childbirth 

movement (Dawley, 2003; Wertz & Wertz, 1977/1989). By 1940, most women were 

given a combination o f  morphine, scopolamine, and chloroform, known as twilight sleep, 

which relieved the pain o f childbirth, but also caused amnesia o f the event (Rooks, 1997;
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Wertz & Wertz, 1977/1989). By the end o f the decade, public and professional opinion 

began to move away from twilight sleep due to concerns about its effects on mothers and 

newborns (Dawley, 2003). Childbirth had become safer than at any time in history, 

leaving women and providers o f  maternity care the freedom to focus on the psychological 

aspects o f birth (Ettinger, 2006). Nurse-midwives at MCA and at Yale University were 

instrumental in implementing family-centered care, childbirth education, rooming-in, and 

support for natural childbirth nation-wide as articles in popular magazines recounted the 

success o f  these programs (Ettinger, 2003; Walsh, 2015). This brought national 

recognition to the profession, and led to a period o f expansion and development (Ettinger, 

2003).

Professional development o f  nurse-midwifery. By 1940, nurse-midwifery leaders 

began to recognize the need for a professional organization to establish standards guiding 

practice and education (Shoemaker, 1947). The first American nurse-midwifery 

association was established in 1929 as the Kentucky State Association o f Midwives. The 

name was changed to the American Association ofNurse-M idwives in 1940 to allow 

membership to nurse-midwives outside o f Kentucky (Shoemaker, 1947). This 

organization consisted primarily o f Frontier Nursing Service graduates. It foiled to 

become the national organization for nurse-midwifery due to its history o f racial 

exclusion, and a failure to set standards for nurse-midwifery practice (Dawley & Burst, 

2005; Rooks, 1997).

In 1947, a section o f the National Organization o f Public Health Nurses, an 

organization open to nurses o f color, was organized to represent nurse-midwifery 

(Shoemaker, 1947). This section existed until 1952 when the National Organization o f



38

Public Health Nurses was dissolved and the American Nurses Association and the 

National League o f Nursing became the two major national nursing organizations 

(Dawley & Burst, 2005; Rooks, 1997). Both o f these organizations refused to create an 

autonomous section for nurse-midwifery, expressing concern that nurse-midwives 

practiced medicine rather than nursing (Dawley & Burst, 2005). Sister M. Theophane 

Shoemaker led a committee on organization, guiding the formation o f the American 

College o f  Nurse-Midwifery in 1955 (Dawley, 2005b; Dawley & Burst, 2005). Hattie 

Hemschemeyer became president and Sister Theophane Shoemaker became president

elect o f the newly formed organizatioa The American College o f Nurse-Midwifery 

merged with the American Association o f Nurse-Midwives in 1969, becoming the 

American College o f Nurse-Mid wives, as it is known today (Dawley & Burst, 2005).

During the 1960s, nurse-midwives were practicing primarily in Kentucky, New 

Mexico, and New York City, the only three areas which had laws alto wing their practice 

(Ettinger, 2006). Nurse-midwifery had disappeared in Georgia following the closure o f 

the state-funded demonstration projects. The institution o f Medicaid in 1965 set the stage 

for nurse-midwives to participate in maternal healthcare programs. Medicaid set limits 

on the fees which could be charged for services, resulting in physician unwillingness to 

participate in the fee-capped program (Ettinger, 2006). Nurse-midwives stepped in to fill 

the resulting gap in access to care for tow-income women.

The late 1960s and early 1970s were a time o f rapid growth for nurse-midwifery 

practice and education programs. Varney (1997) attributed this growth to the following 

factors:
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• Recognition o f the profession o f  nurse-midwifery by the American 

College o f Obstetricians and Gynecologists in a joint statement with the 

American College o f Nurse-Midwives.

•  The growth o f feminism and the women’s movement which led women to 

seek out nurse-midwives as supporters of natural childbirth.

•  Increasing consumer recognition through articles in major magazines 

related to the satisfaction o f  those experiencing nurse-midwifery care.

•  The use o f nurse-midwives in federally funded maternal-infant healthcare 

projects which introduced other professionals to nurse-midwifery.

•  The post-World War II baby boom and the resulting shortage o f 

obstetricians.

•  Demonstration o f  the efficacy o f the obstetric team concept, and the 

successes o f nurse-midwives in lowering mortality rates.

•  The expansion o f nurse-midwifery services to include family planning and 

other gynecological care providing continuity throughout the childbearing 

cycle, (pp. 12-13)

Nurse-midwifery developed in the United States to care for women lacking access 

to physicians, primarily serving poor women in inner-city or rural areas (Ettinger, 2006; 

Rooks, 1997). Private practice, even in 1970, was unheard o f due to financial limitations, 

resistance from the medical establishment, and a long-standing commitment by nurse- 

midwives to care for underserved populations (Rooks, 1997). Nurse-midwifery’s 

entrance into private practice was facilitated by obstetricians who were so overworked
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with normal deliveries they had no time to practice gynecology, and by women seeking 

nontraditional care within the hospital setting (Gatewood & Stewart, 1975; Rooks, 1997). 

Childbirth and Nurse-Midwifery Today

More than 11,000 nurse-midwives were certified by the American College o f 

Nurse-Midwives in 2014, representing the vast majority o f  midwives in the United States 

(ACNM, 2014c). In 2012, nurse-midwives attended 11.8% o f vaginal births, and 7.9% of 

total births in the United States. Nearly 95% o f nurse-midwife-attended births occurred 

in hospitals, the other five percent took place in freestanding birth centers and in homes 

(Martin etaL, 2013). Nurse-midwives are licensed, independent health care providers 

with prescriptive authority in all 50 states, the District o f Columbia, American Samoa, 

and Puerto Rico. There are currently 39 accredited nurse-midwifery education programs 

in the United States providing graduate degrees which are requisite for entry into practice 

(ACNM, 2014c).

In 2014,441 certified nurse-midwives in the state o f Georgia attended 20,063 

births. This represents 15.4% o f all births in the state, nearly twice the national rate o f 

7.9%. Similar to national statistics, in 2014 nearly 95% o f births attended by nurse- 

midwives in Georgia occurred in hospitals. Georgia has one nurse-midwifery education 

program at the Nell Hodgson School o f  Nursing o f  Emory University, and one birth 

center, located in Savannah (ACNM, 2014a). The Georgia scope o f practice statement 

delineated “independent management o f women's health care, focusing on pregnancy, 

childbirth, the postpartum period, care o f the newborn, and the family planning and 

gynecological needs o f women” (p. 23) as the role o f nurse-midwives (ACNM, 2014a).
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Quality maternity care and outcomes o f  maternity care are o f particular concern 

for the state o f Georgia, which had the highest rates o f maternal mortality among the 50 

states in 2011 (Miller, 2013). The national maternal mortality rate rose from 13.3 deaths 

per 100,000 live births in 2006 to 21 per 100,000 births in 2010. However, it is estimated 

Georgia’s maternal mortality rate rose from 20.5 to 35 maternal deaths per 100,000 live 

births from 2006 to 2011 (Miller, 2014). As a result o f these worsening statistics, the 

Georgia General Assembly enacted legislation requiring the Department o f Public Health 

to review maternal deaths in 2014. The Association o f Women's Health, Obstetric and 

Neonatal Nurses (2013) launched an initiative in 2014 to reduce maternal death rates in 

the United States, focusing on Georgia and New Jersey. The initiative addressed 

obstetric hemorrhage which was identified as a leading cause o f  maternal mortality. 

Increases in the incidences o f obstetric hemorrhage have been linked with increases in 

use o f  labor induction in the state.

Global concern has been raised regarding the overuse o f  intervent b n s  designed to 

manage complications during childbirth (Renfrew etaL, 2014). Iatrogenic harm has 

escalated in high-income countries such as the United States in recent decades as a result 

o f unnecessary interventions (Renfrew etaL, 2014). The result is a worsening o f 

maternal and infant mortality rates in the United States which now ranks lower in 

outcomes than some far less wealthy countries (Renfrew et aL, 2014).

Mounting evidence supports the benefits o f midwifery care for improving the 

quality o f  maternity care and birth outcomes (Buckley, 2015; Johantgen etaL, 2012; 

National Institute for Health and Care Excellence, 2014; Renfrew et al., 2014; Sandall et 

aL, 2013; ten Hoope-Bender etaL, 2014; Van Lerberghe etaL, 2014). Nurse-midwives
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provide safe, effective care with less use o f interventions such as epidurals, labor 

induction, and episiotomy when compared to physicians (Johantgen etaL, 2012; Sandall 

etaL, 2013). Lower rates o f perineal lacerations and higher rates o f breastfeeding occur 

among women cared for by nurse-midwives compared to those cared for by physicians 

during childbirth (Johantgen etaL, 2012). Additionally, a 2013 Cochrane review found a 

reduction in the rates o f  preterm birth among women who received midwife-led care 

(Sandall et aL, 2013).

Nurse-midwifery care which supports the normal physiologic processes o f 

childbirth has significant benefits for low-risk mothers and babies in childbirth and 

decreases the potential harms o f unnecessary interventions (Buckley, 2015; Newhouse et 

aL, 2011). A systematic review o f advanced practice nurse outcomes (Newhouse etaL,

2011) found maternity care by nurse-midwives results in lower rates o f cesarean sections, 

labor induction, episiotomy, labor analgesia, third and fourth-degree perineal lacerations, 

and increased rates o f breastfeeding when compared to maternity care by physicians.

Rates o f low birthweight infants, neonatal intensive care admissions, and tow Apgar 

scores were no different between nurse-midwife and physician maternity care. Further 

support for midwifery care can be found in the United Kingdom’s National Institute for 

Health and Care Excellence 2014 guidelines for intrapartum care o f  healthy women.

These guidelines recommended midwifery-led care for low-risk women in obstetric units, 

birth centers, or at home as a strategy to increase rates o f spontaneous vaginal birth and 

decrease cesarean births, use o f epidural anesthesia, and episiotomy rates.
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Synthesis o f  the Literature 

Historical documentation o f midwifery is limited, reflecting the common absence 

o f  women’s experiences among historical records (Reid, 2004). Allotey (2009) 

commented, “The literary silences in midwives’ history are quite notable against a 

backdrop o f  medical erudition” (p. 131). Zanish-Belcher (2012) addressed the larger 

issue o f  insufficient documentation o f the role o f women scientists in American culture. 

This author recommended oral history as an approach to recording the contributions o f 

women scientists in the late 20th and early 21sl centuries. Oral history methods have been 

used to study the professional development o f various specialties within the nursing 

discipline, offering examples o f  the usefulness o f oral history in nursing research 

(Boschma, 2012; Harmon, 2005; Madsen & Bradshaw, 2006; Reid, 2004; Russell, 1997; 

Safier, 1977; Zalumas, 1995). Historical research has provided insight into factors 

supporting and inhibiting the development o f midwifery and showcased the achievements 

o f  midwives both in the United States and internationally. This synthesis o f  the literature 

discusses the political, social, and economic factors affecting the development o f  nurse- 

midwifery in the United States, the legacies o f pioneer nurse-midwives, and the historical 

development o f midwifery internationally. The contribution o f oral history research to the 

knowledge o f nursing specialties is also delineated.

Factors Affecting the Development o f Nurse-Midwifery

Much o f the existing historical research in nurse-midwifery has been addressed in 

the above historical background section o f this chapter, providing the context for this 

study. Other historical research related to nurse-midwifery contributes to the political 

social and gendered contexts o f  the profession’s development. Feminist philosophy and
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the professions o f  nursing and medicine worked to facilitate the development o f  nurse- 

midwifery. However, economic, social and political factors resulted in the 

marginalization o f nurse-midwifery both in the United States and globally. Despite these 

limitations, pioneering nurse-midwives created a legacy o f  quality care o f women and 

infants. Understanding the factors which influenced the development o f  nurse-midwifery 

and the ensuing relationships with nursing and medicine provide insight into issues 

impacting nurse-midwifery and the quality o f maternity care today.

Nurse-midwifery and feminism. While nurse-midwifery as a whole has not 

openly embraced feminism, the influence o f  feminist thought and philosophy can be seen 

in the history, work, and values o f the profession (McCool & M cCool 1989). The 

Sheppard-Towner Act was passed with the support o f  women who had recently won the 

right to vote. The work o f  feminists in passing this legislation directly influenced the 

development o f nurse-midwifery in the United States (McCool & M cCool 1989). The 

struggles o f nurse-midwives to gain hospital-admitting privileges, third-party 

reimbursement, and legislative authority reflect the feminist view o f inequality afforded 

to women. Lobbying for the health and welfare o f women and infants, and promoting the 

autonomy o f women over their own healthcare mirror feminist thought and goals. 

However, the failure o f nurse-midwives to recognize the political implications o f their 

work as the profession developed resulted in limitations which continue to impact the 

practice o f nurse-midwifery today (McCool & M cCool 1989).

Frontier Nursing Service and Maternity Center Association both played a part in 

limiting the development o f  the nurse-midwifery profession at the very time they were 

working to develop their own institutions. In an attempt to create acceptability, the media
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campaigns used by both organizations portrayed nurse-midwifery as limited in scope and 

applicability (Ettinger, 1999; Tom, 1982). The Frontier Nursing Service glorified the 

nurse-midwife as an exotic figure on horseback, rather than as a modem professional able 

to provide a universal care o f women (Ettinger, 1999). Whereas MCA organized a 

successful campaign promoting safe maternity care, but foiled to mention the nurse- 

midwife as a birth attendant, instead recommending the attendance o f a physician at 

delivery (Ettinger, 1999). In 1939, Hemschemeyer wrote the MCA nurse-midwives “do 

not pose as experts in obstetrics; rather they are, at best, only careful conscientious 

routine assistants to the physician” (p. 1187). The media materials each o f these 

organizations produced revealed financial obstacles, role confusion, and a lack o f 

professional organization which all decreased the autonomy o f nurse-midwives, and 

limited development o f the profession (Ettinger, 1999). The feminist ideal o f equal 

opportunities for women and men gave way to the economic and political realities o f  a 

patriarchal society and the male-dominated world o f medicine.

Nurse-Midwifery’s Relationship to Nursing and to Medicine. The union o f 

midwifery and nursing was sealed when midwifery training was established for nurses 

(McCool & McCool, 1989). At the same time that women gained the right to vote and 

began to participate in the country’s workforce, traditional midwives began to disappear 

and the medical specialty o f  obstetrics began to gain economic, political, and social 

dominance. While physicians and public health nurses joined together to support o f the 

creation o f nurse-midwifery, compromises were made which continue to affect the 

profession today. Burst (2005) pointed out the supporters o f midwifery at the beginning 

o f  the twentieth century realized midwifery could not stand on its own in the United
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States as it did in European countries because “the medical profession was too strong; 

and the takeover o f midwifery by physicians was too complete" (p. 406). Midwifery was 

only allowed as an attachment to nursing and under the direct supervision and control o f 

medicine (Burst, 2005).

Pioneer nurse-midwives worked to establish nurse-midwifery as a nursing 

specialty as a matter o f  professional survival (Burst, 2010). However, this position 

within the nursing profession created confusion regarding professional identity. Role and 

identity conflicts date back to the Nurse-Midwifery Section o f the National Organization 

o f Public Health Nursing (Dawley, 2005a). The purpose o f the section was defined as 

studying nurse-midwifery education, practice, and opportunities. However, the only 

resolution the section passed was one in support o f devetoping nursing leaders to approve 

maternal and child health. Debate continued into the 1970s when members o f the 

American College o f Nurse-Midwives (ACNM) were divided between an identity as a 

nursing specialty and one o f  an independent profession A compromise was reached 

which recognized nurse-midwifery as a separate profession drawing on knowledge from 

both nursing and medicine, and affirmed the ACNM as the professional organization 

responsible for setting educational and practice standards (Dawley, 2005a).

The compromises which allowed for the creation o f the nurse-midwifery 

profession provided legitimacy within the health care system, but resulted in a toss o f  the 

autonomy which traditional midwives had enjoyed (Burst 2010). Ambivalence 

regarding identity as either advanced practice registered nurses or as midwives carries 

over from a century ago. In 1957, Hemschemeyer indicated her belief that nursing and 

midwifery were two distinct professions. Y et in 1958, an ACNM report identified nurse-
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midwifery as a nursing specialty. Responsibility for developing nurse-midwifery 

education programs as well as certification and accreditation for nurse-midwifery was the 

function o f the ACNM by the 1970s (Sharp, 1983). In 1974, the ACNM recommended 

that nurse-midwives seek separate statutory recognition, and in the 1990s they approved 

education, certification, and organizational membership for non-nurses creating the title 

o f certified midwives. In 1982, the Accreditation Commission for Midwifery Education 

was recognized by the United States Department o f  Education as the agency responsible 

for accrediting midwifery education program The American Midwifery Certification 

Board was created in 1990 taking over certification and ongoing competency o f 

mid wives.

Recognizing that most nurse-midwives are licensed as advanced practice nurses, 

in 2011 the American College ofNurse-Midwives, the Accreditation Commission for 

Midwifery Education, and the American Midwifery Certification Board endorsed the 

Consensus Model for APRN Regulatioa A joint statement from these three 

organizations indicated that autonomous midwifery practice without regulatory 

requirement for collaboration, direction, or supervision and under the regulation o f 

boards o f midwifery would allow the professions o f  nursing and midwifery to work 

together to provide safe, effective, and high-quality care to women and their families 

(American College ofNurse-Midwives, 2011). Nonetheless, concern still exists that the 

status as advanced practice registered nurses is “incompatible with this strategic goal to 

be autonomous midwifery practitioners’" (Burst, 2010, p. 409). Burst (2010) suggested 

‘Nvithout autonomy and independence then the concepts o f team and collaboration may
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simply mask the reality o f continuing a century’s worth o f supervision and control by

both medicine and nursing” (p. 409).

The American College o f  Obstetricians and Gynecologists and the American

College ofNurse-Midwives (2011) have a joint statement which supports the

collaborative work o f obstetricians and midwives. This statement identifies obstetricians

and nurse-midwives as:

Experts in their respective fields o f practice and are educated, trained, and 
licensed, independent providers who may collaborate with each other based on the 
needs o f their patients. Quality o f care is enhanced by collegial relationships 
characterized by mutual respect and trust, as well as professional responsibility 
and accountability, (p. 1)

The current relationship o f midwifery to medicine reflects the philosophies o f 

each professbn Medicine, with its empirical view o f the world frequently fails to 

acknowledge the existence or value o f midwifery with its feminist approach o f supporting 

and empowering women This was illustrated in two recent articles related to the history 

o f  progress in the practice o f midwifery. The first by Greene in 2012 employed the 

historical use o f midwifery as anyone attending women at childbirth, and referred 

exclusively to physicians in this role. He discussed technological improvements such as 

blood pressure measuring, cesarean section, HIV treatment, assisted reproductive 

technologies, and prenatal aneupbidy diagnosis, and how these advances have inproved 

the lives o f women

In their 2014 response to Greene's article, Cockerham and King argued for the 

use o f multiple lenses when constructing a complete historical picture o f a professfon. 

These authors used the current meaning o f midwifery, presenting the work o f rrridwives 

filling the gaps in the care o f women and families, and the contributfons nurse-midwifery
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has made to maternity care in the United States. Providing access to care, offering 

options for safe and satisfying care, and involving women in the decisions that affect 

them were listed as hallmarks o f midwifery care that serve women well.

Marginalization o f  midwifery. Marginalization is a common theme in the history 

o f midwifery, both in the United States and globally. Beginning in fifteenth century 

Europe, midwives were labeled as witches. By the sixteenth century, the Catholic 

Church gained control o f  midwives forcing them to either vow to uphold the church's 

code, or be burned at the stake. This external control and subsequent marginalization o f 

midwifery continued as the male-dominated specialty o f obstetrics was established and 

strengthened (Scheuermann, 1995).

Issues o f  gender and race contributed to the marginalization o f  midwifery as 

exemplified in nineteenth century California. The role o f midwives in frontier California 

was documented by Manocchio (2008) through the stories o f two midwives o f  Spanish 

descent. These midwives ’ stories provided examples o f  how women negotiated multiple 

roles o f midwife, minister, godmother, foster mother, and translator. Midwives on the 

California frontier transcended race, class, and gender serving as liaisons between 

indigenous communities and Anglo doctors and priests, and as interpreters for those who 

did not speak English. However, as women and as part o f  a marginalized Hispanic 

population, their contributions to frontier communities went unrecognized (Manocchio,

2008).

Issues o f  race, gender, and power had tremendous inpact on traditional African- 

American midwifery in the southern United States. These early twentieth century 

midwives produced better maternal and infant outcomes than did their physician
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counterparts (Jones, 2004). However, traditional southern midwifery inhabited both an 

African and a feminine ethos, and so fell victim to the interaction o f  racial, class, and 

gender issues. Midwives, who had once delivered more than 70% o f African-American 

babies, became marginalized to the point o f extinctioa Long held values o f “patience, 

fluidity, maternal authority, communal ism, and feminine power” were overpowered by 

“modernity, progress, and science” (Jones, 2004, p. 181).

Legislation often provided the pathway to the marginalization o f midwifery. The 

case o f Hanna Pom from Gardner, Massachusetts at the turn o f  the twentieth century 

provides an early illustration o f the wielding o f  political and legislative power against 

midwives. Declercq (1994) described Hanna Pom as a midwife o f  Finnish descent, 

trained in midwifery at the Chicago Midwife Institute. She served Finnish-Swedish 

clientele from 1897 to 1908 in Gardner. She registered 642 births, maintaining a neonatal 

mortality rate less than half that o f doctors in Gardner at the time. Hanna Pom was 

arrested in 1904, charged with the illegal practice o f  medicine. She battled this charge 

through ten trials over a four-year period, finally being sentenced to three months in the 

House o f Corrections. Her precedent-setting case resulted in the illegalization o f 

midwifery in Massachusetts. Following her release, Hannah Pom continued to serve the 

women o f her community until her death, despite being arrested and fined three more 

times. Her case exemplified the extreme efforts that have taken place to abolish 

midwifery in the United States (Declercq, 1994).

Economic power was similarly used to carry out the unwarranted marginalization 

o f nurse-midwifery. The demonstration projects o f Rabun, Thomas, Walton, and Lamar 

Counties in Georgia thrived for nine years, providing well-trained nurse-midwives to care



51

for poor African-American womea Georgia’s health department concluded nurse- 

midwifery care contributed to the quality o f maternity care for low income women by 

decreasing maternal mortality and increasing access to prenatal care. However, despite 

evidence o f good outcomes, the demonstration programs ended when the state foiled to 

provide ongoing funding (Dawley, 2003).

Marginalization is a phenomenon experienced by rrridwives around the world. 

Understanding the factors contributing to this marginalization offers insight into the 

context o f midwifery in the world today. Disciplinary and legal powers were used by the 

medical establishment in Australia throughout the twentieth century to stigmatize 

midwives as unsafe practitioners (Fahy, 2006). The legal and political marginalization o f 

midwifery in Australia continues to inpact midwifery in that country today. Despite 

recommendations from government reports supporting midwifery led care, medically- 

dominated maternity care persists (Hastie, 2006). Barclay (2007) pointed to an 

orchestrated take over by medicine and nursing to explain the demise o f  independent 

midwifery practice in Australia. Midwives provided the vast majority o f maternity care 

in Australia until the end o f the nineteenth century (Fahy, 2006). However, the 

independent status o f the midwife was subsumed into nursing, and the role o f the 

midwife became that o f an obstetric nurse. This role transition took place despite good 

outcomes from midwifery care (Barclay, 2007).

Medicalization, hospitalization, and “nursification” (Stojanovie, 2008, p. 156) 

impacted midwifery in other western countries such as New Zealand and Scotland in the 

twentieth century (Fleming, 1998; Reid, 2005; Stojanovie, 2008). Medicine gained 

control o f childbirth in western civilizations when women began to give birth in
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hospitals. The 1971 Nurses Act in New Zealand removed the right o f midwives to 

practice autonomously, and midwifery was subsumed by nursing. Midwives functioned 

as obstetrical nurses in New Zealand until pressure from women's groups and midwives 

resulted in passage o f  the Nurses Amendment Act in 1990 which reinstated the right o f 

midwives to practice autonomously (Stojanovie, 2008). Similarly, legislation enacted in 

Scotland impacted the ability o f midwives to practice independently (Reid, 2005). 

Increasing medicalization and hospitalization o f childbirth, accompanied by an 

unfounded assumption o f poor quality care by mid wives placed strict limits on the 

practice o f midwifery (Reid, 2005).

Midwifery in eastern cultures suffered marginalization also. The introduction o f  a 

free market economy in China was accompanied by the movement o f childbirth into the 

hospital, with some hospitals reaching nearly a 100% cesarean section rate (Cheung,

2009). Chinese midwifery education was discontinued in 1993, and the role o f midwife 

was restricted to obstetric nursing. Dramatic social and cultural changes provided the 

context for the marginalization o f midwifery in China. Midwifery was historically 

considered to be a second-class occupation. As such, the profession succumbed to rapid 

economic growth and the increasing medicalization o f  birth (Cheung, 2009). The 

common themes seen across international midwifery histories highlight the impact o f 

economic, political, and social factors on the practice and profession today.

Legacies o f Pioneer Nurse-Midwives

Despite the difficulties faced by midwives throughout recent history, the 

pioneering midwives o f the twentieth century created a legacy which is both inspirational 

and educational. Beginning with Mary Breckinridge’s ground-breaking work to establish
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Frontier Nursing Service, nurse-midwives blazed trails which led to the profession as it 

exists today. Using the oral history collection housed in the Special Collections o f the 

University o f Kentucky Libraries, Schminkey and Keeling (2015) explored how Frontier 

Nursing Service nurse-midwives responded to antepartum emergencies. These nurse- 

midwives managed situations such as preterm birth, eclampsia, malpresentation. and 

hemorrhage in the early twentieth century using the education they received in Great 

Britain. The quality o f  the maternity care these nurse-midwives provided is displayed in 

maternal mortality rates which were significantly tower than the national average at the 

time (Schminkey & Keeling, 2015).

Mary Breckinridge’s legacy at Frontier Nursing Service was carried on by Kitty 

Ernst when she implemented the Community-based Nurse-midwifery Education Program 

(CNEP) in 1991. This distance education program brought Mary Breckinridge’s vision 

o f healthcare for women and families in Appalachia to communities across the United 

States (Osborne & Ernst. 2005). Providing the opportunity for students to remain in their 

own communities for their education and practice, CNEP served as an example o f  how 

distance education could be applied to nurse-midwifery education. The work o f 

pioneering educators at Frontier School o f  Midwifery and Family Nursing, as it was then 

named, built towers guiding nurse-midwifery into the twenty first century (Osborne,

Stone, & Ernst, 2005).

Fences were built which guided the practice o f nurse-midwifery when pioneers 

Marion Strachan and Shirley Okrent at King's County Hospital in New York City joined 

nurse-midwives at Frontier Nursing Service in offering family planning services to 

women (Burst, 1998; Stone, 2000). Prior to the 1960s, rrridwives provided maternity
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care, as well as preventive care o f women and their families, but did not manage 

contraception (Barger, 2005). The addition o f family planning services in the 1960s and 

1970s highlighted the need for nurse-midwives to be trained in office gynecology, 

pharmacology, and health assessment (Barger, 2005; Stone, 2000). Nurse-midwifery 

care o f women during their perimenopausal and menopausal years foBowed in the late 

1970s led by pioneers Bonnie Pedersen and Elaine Pendleton at Downstate Medical 

Center and Mary Ellen Rousseau at Yale-New Haven Hospital (Burst, 1998). The 

midwifery model o f  care as it exists today, including well-woman gynecology and 

primary care, would not have been possible without the foundational work o f pioneering 

nurse-midwives (Burst, 2000; Stone, 2000).

Elizabeth Sharp blazed trails, built fences, and raised towers for the midwifery 

profession in Georgia. Heading both the nurse-midwifery service at Grady Memorial 

Hospital and the nurse-midwifery education program at Emory University, she held 

faculty appointments at Emory University’s Schools o f Medicine, Nursing, and Public 

Health (Georgia Department o f Human Resources, 2006). The establishment o f both o f 

these programs in the 1970s coincided with rapid technological changes in maternity 

care. The introduction o f such procedures as fetal monitoring, ultrasonography, and 

amniocentesis challenged nurse-midwives to balance technology with a focus on the 

normal process o f birth and a philosophy o f non-intervent km  Sharp (1984) reported 

improvements in maternal infection rates, perineal laceration rates, and low birth-weight 

infants during the first ten years o f the nurse-midwifery practice at Grady Memorial 

Hospital. Her pioneering work provided support for the role o f nurse-midwives in 

tertiary care hospitals.



Pioneer midwives in the United States consistently served as community 

advocates, innovators, highly educated and skilled clinicians, and as researchers (Walsh, 

2015). Nurse-midwives at Frontier Nursing Service, the Maternity Center Association, 

and the Catholic Maternity Institute as well as those on the California frontier, the 

Georgia demonstration projects, and at Grady Memorial Hospital developed respectful 

relationships with women and families in communities vastly different from their own 

(Cockerham & Keeling, 2010; Schminkey & Keeling, 2015; Walsh, 2015). They 

identified the needs o f the people they served, developing practices based on these needs 

(Manocchio, 2008; Sharp, 1984; Walsh, 2015).

Innovation was required to meet the needs o f the women and communities in 

which pioneer midwives worked. This was true o f nurse-midwives Hannah Mitchell and 

Marion Cadwallader when they opened four nurse-midwifery services in rural Georgia in 

the 1940s including a hospital, home birth, and two birthing center services (Dawley & 

Burst, 2005). The birthing center concept then spread across the country, as exemplified 

by the Medical Mission Sisters’ La Casita in Santa Fe, New Mexico (Cockerham & 

Keeling, 2010). Ernestine Weidenbach and Sister Mary Stella Simpson introduced 

family-centered maternity care into hospital maternity wards in Connecticut and Illinois, 

while Dorothea Lang established clinical midwifery practice in New York City.

Innovation in clinical problem-solving, intercultural relations, and emergency response 

was displayed as these pioneers worked to establish the profession o f nurse-midwifery 

(Walsh, 2015).

The importance o f education and research was recognized early on in the nurse- 

midwifery professioa Education programs in Kentucky and New York prepared pioneer
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nurse-midwives to provide safe, effective care. These programs collected data which led 

to the incorporation o f research into the objectives o f the American College ofN urse- 

Midwives (Breckinridge, 1952; Kennedy, 2005). Midwife theorists and researchers such 

as Ernestine Weidenbach, Ela-Joy Lehrman, Joyce Thompson, Holly Powell Kennedy, 

Leah L. Albers, Cheryl Tatano Beck, Janet L. Engstrom, Nancy K. Lowe, Lisa L. Paine, 

Joyce Roberts, and Judith P. Rooks have carried on the work o f midwifery research, 

providing the scholarship which supports midwifery practice today (Barger, Faucher, & 

Murphy, 2015).

Documented nurse-midwifery history has focused on the legacies o f key pioneers, 

largely omitting the stories o f clinical nurse-midwives who dedicated their careers to 

caring for women and infants (Moore-Davis, McGee, Moore, & Paine, 2015). The 

Midwifery Legacies Project began in 2005 with an aim o f supporting and acknowledging 

midwife retirees. With sponsorship from the ACNM Foundation, a mission to document 

the personal and professional stories o f senior midwives was developed. As o f 2015. 

more than 120 midwives, stories have been collected and archived. Known as the 20th 

Century Midwife Story Collection, these stories are a valuable resource for midwifery 

education and research (Moore-Davis et al., 2015).

Interviews in the 20th Century Midwife Story Collection included leaders o f  the 

midwifery profession and clinical nurse-midwives known only to their communities. A 

uniting thread throughout the collection was the pivotal role the nurse-midwives’ work 

played in sustaining and expanding midwifery in the twentieth century (Moore-Davis et 

a l, 2015). Common themes among the interviews included challenges o f practice, legal 

limitations on practice, and various interpersonal conflicts. The medical profession.
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practicing in isolation, hospital administrations, politicians, individual physicians, 

legislation, and facility policies were identified as barriers to practice. Midwives 

regretted the amount o f time their work took away from their families, but many felt a 

calling to midwifery that could not be denied (Moore-Davis et a l, 2015).

The Midwife Legacy Project accepts interviews for its Twentieth Century 

Midwives collection from members o f  the ACNM as part o f the Midwife-to-Midwife 

Interview Project and from midwifery students as part o f the Student Interview Project 

(ACNM Foundation, 2015). This project recognizes the personal commitments, 

determination, and accomplishments o f  midwives working in the 1900s. The collection 

and preservation o f midwives, stories serves to inspire and inform students and practicing 

midwives. The stories are archived at the ACNM Foundation headquarters, and are 

available for use in print and electronic form to support the midwifery profession 

(ACNM Foundation, 2015).

Oral Histories o f Nursing Specialties

Oral history is an important approach when examining the history o f nursing and 

nursing specialties. A full account o f events, decades, and careers may be captured 

through oral histories revealing new aspects, and challenging accepted beliefs (Reid. 

2004). Women’s experiences have frequently been omitted from historical records 

resulting in few details o f midwifery practice and the careers o f  midwives. The oral 

testimonies o f midwives in Scotland between 1916 and 1983 provided details o f the 

work, careers, and personal lives in a way unattainable through archival sources (Reid, 

2004). Oral history research offers the opportunity to expand knowledge, enhance the 

practice o f  midwifery, and improve the quality o f  maternity care.
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The stories o f women’s health nurse practitioners offered insight into the 

evolution o f  a nursing specialty, providing an exemplar for the use o f  oral history to study 

nurse-midwifery (Fontenot & Hawkins, 2011). Legal, regulatory, and economic factors 

impacted the practice o f pioneer women’s health nurse practitioners. These nurses 

witnessed expansion in their scope o f practice and evolution in the roles they filled during 

their careers. Despite challenges faced in a new role, these nurse practitioners worked to 

establish and sustain a nursing specialty (Fontenot & Hawkins, 2011).

The usefulness o f  oral history to enrich the description o f nursing history has been 

demonstrated through mental health nursing research (Boschma, 2012; Harmon, 2005; & 

Russell, 1997). Russell interviewed 22 mental health nurses in London, England 

regarding various aspects o f their nursing experiences between 1928 and 1975. Details o f 

day-to-day care were gathered with minute detail, allowing for comparisons and contrasts 

with modern-day care. Expressing dissatisfaction with existing historical nursing 

research, Harmon (2005) used oral history methods to examine nursing care in a Virginia 

state mental hospital during the years 1950 to 1965. Harmon's work revealed challenges 

mental health nurses faced including unqualified physicians, inadequate resources, and 

overcrowded wards. Her interviews also revealed factors which sustained these nurses 

including bonds o f camaraderie among nurses which helped them cope with the 

frustration o f a thankless job (Harmon, 2005).

The role and professional identity o f  community mental health nurses in the 

Canadian province o f  Alberta was revealed through oral history interviews (Boschma,

2012). The creation o f a new professional identity and an expanded scope o f practice 

took place during transition from institutional to community-based mental health care in
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Alberta. Financial restraints and heavy patient loads were identified as major challenges 

to these nurses (Boschma, 2012).

Research examining domiciliary nursing in Queensland, Australia during the 

latter years o f the 20th century further supports oral history in nursing research (Madsen 

& Bradshaw, 2006). Interviews o f 13 nurses working in clients' homes from 1960 to 

1990 revealed a lack o f resources and social supports which the nurses were able to 

overcome. The nurses were shown to be adaptable, often providing resources 

themselves, in order to provide the services their clients needed. The work o f these 

home-based nurses, the challenges they faced, and the support systems they relied on 

would have remained unknown without the preservation o f their stories in the form o f 

oral testimonies (Madsden & Bradshaw, 2006). Economic, social political and 

interpersonal details o f nurses’ liv es and careers are revealed through the work o f oral 

historians.

Inferences for Current Study 

Nurse-midwifery developed in the United States out o f concern for poor maternal 

and infant outcomes, inadequate obstetrical training for physicians, and the unregulated 

practice o f  traditional midwifery. Childbirth, which had once been a social event for 

women, under the control o f women, and managed with the noninterventionist approach 

o f  midwifery, became an isolated experience in an unfamiliar setting under the control o f 

male physicians. Advances in medical science, the natural childbirth movement, and the 

efforts o f public health nurses led to the creation o f the profession o f nurse-midwifery, 

offering care for women without access to the medical establishment.



60

Nurse-midwifery has developed into the autonomous care o f  women across the 

lifespan, resulting in equal or better outcomes for most women and their iniants 

(Johantgen, 2010; Sandall, Sohani, Gates, Shennan, & Devane, 2013; Turnbull etaL,

2009). However, in 2013, nurse-midwives attended only 12 percent o f vaginal births in 

the United States (Martin, Hamilton, Osterman, & Mathews, 2013). Midwifery has been 

underutilized and undervalued from the traditional midwives in the twentieth century, to 

the practice o f nurse-midwifery today. Existing research reveals that legislative, 

regulatory, and economic power were combined with racial and gendered biases to 

marginalize the professions o f midwifery and nurse-midwifery. Despite consistent 

evidence o f good outcomes o f midwifery care midwifery, the medical profession 

assumed and continues to maintain control o f maternity care in the United States and 

many countries around the world. An understanding o f factors influencing the 

marginalization o f midwifery, and methods used to accomplish this marginalization can 

be used to create strategies for bringing midwifery into the mainstream today.

Feminist ideals supported the creation o f the nurse-midwifery profession, yet few 

studies have examined the influence o f feminism on midwifery in the United States. 

Further research is needed to expbre how feminist phibsophy contributed to creating and 

sustaining nurse-midwifery. Interpersonal relationships are an important element o f  the 

work o f  nurses and midwives. Examinatbn o f  the relationships which supported pbneer 

nurse-midwives throughout their careers olfered lessons for nurse-midwife leaders and 

clinicians today.

Nurse-midwifery has experienced a complicated relationship with the nursing and 

medical professbns. With roots in nursing, medicine, and midwifery, the nurse-
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midwifery profession has struggled to develop a strong role identity. Oral history 

research o f pioneer midwives offers an opportunity to explore the relationship between 

nurse-midwifery, nursing, and medicine in Georgia. Knowledge o f the positive and 

negative facets o f these relationships added to the understanding o f the profession within 

the current healthcare environment.

No oral history research exists examining the careers o f  nurse-mid wives who 

founded clinical and educational practices in the state o f Georgia. Yet, these practitioners 

worked outside o f the mainstream medical establishment to establish a profession serving 

and protecting women and infants in Georgia. Stories contained within the personal 

testimonies o f Georgia’s pioneer nurse-midwives revealed the challenges and obstacles 

they overcame to establish the profession in Georgia, as well as the supporting factors 

which sustained them. The narratives these nurse-midwives provided held valuable 

lessons for the profession including insight into the political, social and economic factors 

which influenced the careers o f  these founders o f nurse-midwifery.

Summary

This chapter provided a brief review o f the history o f  childbirth and midwifery in 

the United States, describing the evolution o f childbirth from an in-home, social event 

among women to a hospital-based, solo experience attended by men. A portrayal o f  the 

decline o f traditional midwifery as it was overtaken by physicians trained in obstetrics 

was presented. Elimination o f the profession, with the exception o f midwives caring for 

poor, underserved women in the rural south and immigrant women in the northeast and 

southwest regions o f the United States was described. The subsequent development o f 

nurse-midwifery in response to high maternal and infant mortality, along with growth o f
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the profession as women sought alternatives to heavy sedation used by obstetricians was 

outlined. The story o f  childbirth and midwifery during the first two centuries in the 

United States served as the historical context for this study. Gender, race, economics, 

political power, and feminism were identified as factors influencing the development o f 

nurse-midwifery. The complex relationships between and among nurse-midwifery, 

nursing, and medicine were reviewed, along with a brief overview o f the legacy o f 

pioneer midwives. Oral history research o f  nursing specialties demonstrated the 

usefulness o f  this approach for studying nurses and the profession o f  nursing.



CHAPTER 3 

METHODOLOGY 

This chapter outlines the research method and design utilized in this study, 

providing a rationale for the suggested approach. Setting and narrators are discussed, 

along with steps to ensure the protection o f narrators. The plan for data gathering, 

processing, and analysis are also delineated.

Research Method and Design 

The discipline o f history, as Hamilton (1993) noted, is rooted in antiquity yet to 

date has not formulated a standardized methodology. Lewenson (2008) argued no single 

method exists to guide historical research, but similarities can be found among various 

methodologies. She proposed six steps in conducting historical research including 

identify an area o f  interest, raise questions, formulate a title, review the literature, 

interpret the data, and write the narrative. Lewenson emphasized the fluid nature o f  these 

steps. Chronological order does not pertain, as the steps may be completed sequentially, 

concurrently, or randomly.

The topic o f interest is foundational to the historical study. Self-reflection 

regarding the choice o f topics may hefy) the researcher understand her or his personal 

interest in the subject, revealing personal values that may influence the research.

Lynaugh and Reverby (1987) discussed the “conceptual ambiguities, missing evidence, 

and conflicting viewpoints” (p. 4) inherent in historical work. Lewenson (2008)

63
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encouraged fluidity when faced with the inherent ambiguities o f  historical study by 

approaching the area o f interest from various perspectives in order to create meaning and 

understanding.

Lewenson (2008) argued that questions are raised throughout the research process 

providing guidance for data collection, interpretation, and narratioa Appropriate 

questions arise from funding sources, Institutional Review Board requirements, the 

intended audience, and open-minded reflection by the researcher. Rather than limiting 

the study, questions focus the area o f study, isolating a manageable part o f a larger whole. 

Conclusions from the research are applied to the whole, and thus, provide relevance for 

the study.

Lewenson’s (2008) step o f formulating a title is a significant part o f historical 

research. The title focuses the research, offering information regarding the topic being 

studied as well as the approach taken. Additionally, the title serves as enticement to read 

the study, sparking interest in the topic from the audience (Lewenson, 2008). The review 

o f literature is an ongoing, recursive process, according to Lewenson (2008). Immersion 

in primary and secondary sources begins when the area o f  interest is identified. The 

literature review answers questions which have been raised, and presents new questions 

to be answered. Focusing on the topic and timeframe found in the working title guides 

the literature review, and leads to refinement o f the title (Lewenson, 2008).

D’Antonio (2005) described Gaddis’ principles o f  historical interpretation as (a) 

the belief that aD variables are interconnected; (b) manipulation o f  variables bringing into 

focus factors that might have otherwise remained hidden; (c) application o f contextual
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specificity; and (d) rendering judgments. Lewenson (2008) described the work o f 

historical researchers as making decisions about data which may be inconclusive or 

conflicting. Such decisions are influenced by the researcher’s assumptions, biases, and 

values. She emphasized the importance o f ongoing self-reflection to identify biases, 

allowing for meaningful data interpretatioa Telling the story, delineating findings, 

answering questions, revealing conflicts, exposing ambiguities, and bracketing biases are 

aB part o f writing the narrative. An engaging narrative ‘"fills our minds, so we enjoy it 

for its own sake; it helps us gain identity and personal meaning in our work, improves our 

comprehension and our planning, and validates social criticism" (Lynaugh, 1996, p. 1).

For the purposes o f  this study, oral history served as both framework and 

methodology. Ritchie (2003) described oral history as a research method employing 

interviews to reveal the past, preserving it for the future. Yow (2015) defined oral history 

as “the recording o f personal testimony in oral form with purposes beyond the recording 

itself’ (p. 4). Recorded memoirs, the resulting transcripts, and use o f  in-depth interviews 

to conduct historical research are all correctly referred to as oral history, according to 

Yow. Recorded testimonies regarding narrators’ professional lives and experiences 

offers an understanding o f events from the perspective o f the individuals who 

experienced them. Oral history methodology gives voice to subjects who may otherwise 

remain unrecorded in traditional historical methods (Boschma et aL, 2008).

Oral history methodology utilizes narrative as a research strategy. Yow (2015) 

purported story-telling exists in every culture, albeit with varying forms and purposes.

She described use o f  narratives as an approach to research achieving acceptance across 

multiple disciplines over the past 30 years. Qualitative researchers, questioning
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positivistic approaches, employ narratives to expand understanding o f  personal, social 

cultural and historical aspects o f  human experiences. Additionally, Yow suggested the 

postmodernist view o f observation as fluid, reflecting cultural contexts, places narratives 

on par with any other type o f  evidence. Narratives supply meaningful information 

regarding events from the standpoint o f  a specific time, place, and social class. Truth is 

found outside o f  authoritative texts from the postmodernist perspective. Stories allow 

individuals to make sense o f experience, reflecting truth for narrators.

Making meaning from oral history interviews involves the narrator’s 

interpretation o f experiences, as well as the interviewer’s influence on this interpretive 

process (Yow, 2015). Boschma et al. (2008) explained as the narration unfolds, its telling 

and its meaning are influenced by the setting o f  the interview, current life events feeing 

the narrator, and the relationship with the interviewer. Following transcription o f the 

interview, the researcher seeks meaning from the narration considering the interviewer's 

viewpoint, language structure, passage o f  time, chronology, and social contexts. Analysis 

o f oral history interviews requires sensitivity to fectors impacting the narrative and 

description o f this dynamic process. Boschma et a l (2008) pointed out “oral history is 

not merely a means o f corroborating written records, but it is a source o f  historical 

testimony in its own right” (p. 80).

Yow (2015) wrote oral history’s “subjectivity is at once inescapable and crucial to 

an understanding o f the meanings we give our past and present” (p. 26). As a qualitative 

research methodology, oral history reveals meaning in lived experiences. Recounts o f 

lived experiences may, at times, contain discrepancies related to dates or events.

However, Yow emphasized these inaccuracies may reflect the narrator’s truth. Attending



67

to the discrepancies within the narrative may provide for a new interpretation o f events 

symbolic o f  the experience for the narrator and those living the events.

Oral history may also uncover habitual ways o f  thinking common among a 

particular culture, according to Yow (2015). Narratives expose layers o f thinking that 

develop out o f the culture in which the narrator is situated. Individual testimonies, 

reflecting the shared voice o f the larger group, may express a shared reality o f the culture. 

Common values, patterns o f thought behaviors, and associations provide significance for 

events and experiences o f narrators. Collated insights from mult p ie interviews combined 

with information from archives and artifacts produces a deeper understanding o f the 

historical area o f interest.

Rationale for Research Approach

Oral history methodology has existed for centuries, yet has only achieved 

widespread acceptance as a legitimate research method in recent decades (Thompson, 

2000). Beiderman (2001) observed nursing shares this discplinary struggle for 

legitimacy and acceptance. She proffered oral history as an important approach to 

nursing research. Nurse-midwifery, as a specialty o f  nursing, feces similar professional 

challenges. Oral history provides knowledge o f  undocumented events and events 

traditionally recorded only from the vantage point o f  the powerful making it ideal for 

historical research o f nurse-midwifery (Reid, 2004).

Yow (2015) delineated the usefulness o f  oral history as a research method. 

Preserving a historical record in situations where documentation no longer exists may 

lead to knowledge o f  underlying facilitators and inhibitors o f decisions. Information 

inappropriate or unimportant for official records may by discovered during oral history
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interviews. Oral transactions, political activities, and relationships among members o f all 

socioeconomic classes are captured by oral history research. Interviews provide a voice 

to individuals typically omitted from historical records, revealing significant details o f 

work and home life. Unwritten rules o f relating, power dynamics among group members, 

and the inpact o f relationships on the work environment may be identified through 

narratives. Temporal aspects o f individual narratives may be arranged collectively to 

reveal developments over time. Artifacts, symbols, and images identified through 

interviews paint a picture o f experiences for narrators, displaying reality and meaning o f 

life events. Oral histoiy narratives may provide correction o f  inaccurate historical 

assumptions where no primary documentation exists. Oral histoiy may reveal narrators' 

collective memory, highlighting shared values. Finally, oral history contributes a 

recorded stoiy, preserving the voice o f otherwise voiceless narrators (Yow, 2015).

Oral history interviews were conducted by Fontenot and Hawkins (2011) in order 

to document the origins o f the women's health nurse practitioner specialty. Narrators 

were identified as pioneers in establishing models o f  care to meet the unique healthcare 

needs o f women across their lifespaa The evolution o f the women’s health nurse 

practitioner specialty within healthcare took place outside o f established norms. Courage 

was required to practice in the face o f public mistrust and misunderstanding. Legal 

political and economic factors impacting the expansion o f the specialty were identified 

(Fontenot & Hawkins, 2011). Implications for future practice within a context o f 

healthcare reform were gleaned from findings o f this oral history research.
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Setting

The setting for qualitative research was described by Streubert and Carpenter 

(2011) as the place narrators experience life. Streubert and Carpenter encouraged 

maintaining natural settings by conducting interviews in homes, offices, classrooms, or 

other sites where narrators have experienced life. Polit and Beck (2012) similarly argued 

the benefit o f naturalistic settings for interviews. Privacy, protection from interruptions, 

and a suitable recording environment were delineated by these authors as important 

considerations when choosing the interview setting. The Oral History Association 

(OHA, 2009) specified the interview should be held in a quiet room with minimal 

background noise unless ambient sounds are relevant.

Conducting interviews where narrators are most comfortable may enhance rapport 

(Morrissey, 2006). Streubert (2011) emphasized the reciprocal nature o f decision making 

inherent to conducting interviews in the field. Narrators decide what they will share 

during the interview. Placing the decision for the interview setting with the participant 

may act as a first step in establishing a relationship o f mutual trust. Good interpersonal 

skills and a willingness to relinquish control represent additional strategies for developing 

a trusting relationship with the participant. Trust is necessary for the participant’s 

willingness to share personal information and their ability to maintain a sense o f  control 

Streubert and Carpenter (2011) also purported the quality o f the relationship established 

between the interviewer and narrator will facilitate or limit access to information and 

thereby, the strength o f the resulting research. The setting for data collection in this study 

was the narrators’ homes for 12 o f the interviews, and a classroom at the Georgia Baptist 

College o f  Nursing o f Mercer University for two interviews.
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Narrators

Purposeful sampling was used to select participants, who were referred to 

throughout as narrators, for this study. Boschma et aL (2008) described the intent o f 

purposeful sampling as “the representativeness o f the experience under study that is 

sought, not the generali2ability o f the data” (p. 85). Personal knowledge o f events as well 

as an ability and willingness to communicate this knowledge are requisite to 

participatkm The research purpose and questions guided selection o f narrators.

The first clinical nurse-midwifery practices in Georgia began to be established in 

the early 1970s and continued to appear across the state throughout the 1980s. Notable 

practices that arose during these years include the Grady Memorial Hospital Nurse - 

Midwifery Service in 1971; the nurse-midwifery practice at Associates in OB/GYN in 

Dalton, Georgia in 1975; Athens Regional Midwifery Practice in Athens, Georgia 

ini 976; and The Family Health and Birth Center in Effingham County, Georgia in 1987, 

among many others. Nurse-midwives working in Georgia between 1970 and 1989 were 

the focus o f this study, as this represented the time frame when nurse-midwifery was 

established in the state.

In order to identify nurse-midwives practicing and teaching in Georgia between 

1970 and 1989, my professional colleagues from Emory University’s nurse-midwifery 

program, as well as the coordinator o f the Midwife Legacies Project were contacted. A 

list o f potential narrators was developed. The practice o f  snowballing was then used to 

locate other potential narrators. Suggestions for appropriate narrators were sought from 

nurse-midwives willing to participate in this study. An attempt was made to interview 

narrators initiating their careers in Georgia throughout the time period from 1970 to 1989,
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and across a wide geographical area o f the state. The number o f  completed interviews 

was 14.

Inclusion Criteria

Narrators in this study were individuals who were licensed by the state o f Georgia 

as registered nurses and certified as nurse-midwives by the American College o f Nurse- 

Midwives during the years they practiced. Nurse-midwives working in clinical practices 

and education programs in Georgia between 1970 and 1989 were considered for 

inclusioa Potential narrators were limited to those currently living in the Southeastern 

United States. The sole exclusion criterion was lay midwives who practiced without 

formal training and licensure in Georgia during the years under study.

Data Gathering

The Oral History Association (OHA, 2009) outlined principles guiding oral 

history and best practices related to pre-interview, interview, and post-interview conduct 

o f oral history projects. These principles were foundational to the gathering o f  data for 

this study. According to the OHA, oral history interviews are distinct from other 

qualitative research interviews. In-depth stories o f personal experiences along with the 

narrator’s reflections on events are sought in oral history interviews. Narrators are folly 

informed o f  the nature and purpose o f the interview, and their written consent is obtained 

prior to conduct o f the interview. Recordings o f oral history interviews are historical 

documents, preserved for future use by researchers and the public.

Pre-Interview Procedures

Initial contact was made with potential narrators in letter form sent via email or 

postal mail. This letter included a description o f  the study, an introduction o f the
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researcher, and an explanation o f  the researcher’s interest in the study. A copy o f this 

letter is included in Appendix A. Following receipt o f this letter, narrators were 

contacted by telephone or follow-up email to schedule a preliminary meeting at the 

narrator’s convenience. This non-recorded, pre-interview meeting allowed for dialogue 

concerning the purpose o f the interview, topics o f interest, the interview process, and the 

importance o f  informed consent and release forms. The interview was scheduled during 

the pre-interview meeting, accommodating the narrator’s needs regarding location and 

timing o f the interview.

During the pre-interview meeting, I described the purpose and procedures 

employed during oral history research in general. Details o f this particular study were 

described, including possible uses o f research findings. The narrators’ rights to the 

interview recording were delineated including editing, access, copyright, and expected 

disposition and dissemination o f the recordings and the transcripts o f  the interview. It 

was also explained that the recordings remained confidential until the narrator signed a 

written release.

In preparation for the interviews, I created a file containing identifying 

information for each narrator as found in Appendix B. A copy o f  the narrator’s 

curriculum vitae was requested. If the narrator did not have one available, biographical 

data were collected using the form found in Appendix C. If the narrator agreed, a 

photograph o f the nurse-midwife and myself was taken at the time o f  the interview. 

Photographs and archival documents related to narrators were filed along with notes from 

relevant written records. A master log was maintained recording dates for preliminary 

and recorded interviews, receipt o f  release forms, completion o f thank-you letters, and



73

notes related to borrowed photographs or documents to be returned. This master log also 

included dates when transcribing began and was completed, name o f transcriber, and 

dates when transcripts were sent to narrator and returned. The form for this master log is 

found in Appendix D.

Interview Procedures

Conduct o f the interviews was directed by an interview guide. According to Yow 

(2015), the interview guide should provide planned topics to be discussed during the 

interview, but does not limit dialogue to only these topics. The interviewer will ask 

open-ended questions, retaining the freedom to suggest topics not on the interview guide 

in response to the narration as it unfolds. The interviewer will remain flexible when 

laced with unexpected information, learning from the narrator while ensuring that 

relevant topics are covered. Probing questions and follow-up questions based on the 

narration will be used in an attempt to obtain complete information o f lasting value 

(Yow, 2015). The interview guide used in this study can be found in Appendix E.

The narrator’s rights to refuse to discuss certain topics, to access the recorded 

interviews, and to remain anonymous were reviewed prior to beginning the intervie w. 

Written informed consent was obtained prior to the interview. It was explained that the 

narrator would be asked to sign a release following the interview granting ownership o f 

the interview to Mercer University. This release was granted via the form found in 

Appendix G.

Interviews were conducted in a quiet location conducive to audio recording. Two 

digital audio recorders were utilized to ensure capture o f the interview. In accordance 

with the Oral History Association’s (OHA) best practice recommendations (2009), each



74

interview began with a recorded lead, focusing on the goals for the sessioa This lead 

included the names o f both the interviewer and the narrator, date and location o f the 

interview session, and the subject o f the recording. Relationships the interviewer has 

with the narrator were disclosed during this recorded lead-in to the interview. A mutually 

agreed upon duration for the interviews was established, generally between 60 and 90 

minutes. Accommodations were made in accordance with the narrator's comfort and 

wishes. 1 concluded the sessions by thanking the narrator, and stopping the recording. If

the narrator thought o f additional information, the recording was restarted and a brief lead 

recorded.

Post Interview Procedures

Following completion o f  the interview, use o f the recording was explained to the 

narrator including the narrator’s review and correction o f  transcriptions as well as my 

analysis o f the interviews for purposes o f this study. The use o f content from the 

transcripts in future publications and presentations along with electronic storage o f the 

audio recordings and verbatim transcripts by Mercer University were discussed. Field 

notes describing, in detail the context o f  the interview were recorded immediately 

following the interview, and later transcribed. A thank you letter was written and mailed 

to the narrator as soon as possible after the interview. Narrators were mailed the release 

o f ownership o f the recording, along with a self-addressed stamped envelope, at the time 

transcripts were sent for their review.

Protection o f Human Subjects 

Shopes (2006) characterized the goal o f oral history as creation o f “a record 

worthy o f preservation, one that is accurate, expansive, and thoughtful and hence o f  value
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not only to scholars but also to society’s collective understanding o f the past” (p. 137).

She argued respect for the narrator is key to achieving this goal Informed consent 

demonstrates respect for the narrator by providing the necessary information for the 

decision to participate in an interview and to continue the interview once it has started.

Yow (2015) pointed out difficulties related to consent in oral history interviews. 

The conversational nature o f the interview precludes prior knowledge o f all possible 

subject matter to be discussed. Informed consent indicates willingness to begin the 

interview, but the interviewer must be sensitive to the narrator’s ongoing consent to 

proceed. According to Yow, a narrator reserves the right to discontinue the interview, 

retain possession o f the recording, or to erase the recording. It may be necessary to 

redact portions o f  the recording if information that may prove harmful or embarrassing to 

the narrator is revealed. If troublesome topics arise during the interview, Yow advised 

steering the conversation away from these areas. If problematic areas are recognized 

following the interview, the interviewer should seek the narrator’s wishes regarding 

inclusion o f the segments in questioa Yow (2015) emphasized caring for the good o f the 

narrator over pursuit o f  relevant or significant informatioa

Respect must be shown to the narrator related to ownership o f recorded interviews 

and transcripts. Shope (2006) described the interview as “a creative work owned by the 

interviewee and hence is subject to the laws o f copyright” (pp. 141-142). She explained 

release o f this copyright must be obtained once the interview is completed in order for the 

interview to be used by anyone other than the narrator. A deed o f gift o f  the copyright 

grants ownership to the archiving institutioa allowing the right to use, disseminate, and 

reproduce the interview. Additionally, this precludes the illegal use o f  the interview by
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others. As cocreator o f  the interview, the interviewer is recognized as a joint author 

unless a prior agreement to the contrary exists (Shopes, 2006). As such, I signed a 

release o f  copyright prior to releasing the recorded interviews and transcripts for 

archiving to Mercer University (see Appendix H). Copyright protection continues for 

seventy years, after which the interviews enter the public domain (Shopes, 2006).

The analysis o f  oral history interviews requires interpretation on the part o f the 

researcher, raising concerns for the subjective nature o f oral narratives. Shopes (2006) 

described the interview as “a narrative account, an artifact o f  memory, ideology, 

language, and the social interaction between interviewee and interviewer, to be 

interpreted as a text” (pp. 158-159). This act o f interpretation necessarily moves the 

focus away from the narratives themselves, toward an explanation o f their meaning. 

Respect for a narrator requires the researcher to balance an accurate portrayal o f the 

narrator’s meaning alongside interpretation o f the narratives. Shopes posited an 

interweaving o f  the researcher’s and narrator’s voices may reveal “an underlying 

coherence in a cacophony o f  voices” (p. 160).

Oral history is based on the relationship between two people, and as such is 

governed by rules and standards o f  behavior. The social standing o f  both individuals 

impacts the narrative and its interpretation (Thompsoa 2000). Concern has been raised 

over power in the relationship o f  the interviewer and narrator (Shopes, 2006; Yow, 2015). 

Frequently, the interviewer is seen as holding more power in the interview relationship.

The interviewer’s voice in the interpretive process may dominate, assuming interpretive 

authority (Yow, 2015). Shopes (2006) suggested this issue may be o f  little importance 

when the interviewer and narrator share similar perspectives on the topic o f interest.
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However, Yow (2015) warned that admiration for a narrator may influence the 

interviewer in a positive direction. This “unconscious advocacy” (p. 175) may lead to 

omission o f evidence, diminishing negative aspects, or presenting an overly favorable 

representation o f narratives. Yow called for acknowledgment and reflection on these 

favorable biases, just as with negative biases. Ethical concerns in oral history arise from 

social constructs, and as such are fluid, requiring constant attention on the part o f  the 

researcher (Shopes, 2006).

Confidentiality

Narrators are identified by name in oral history interviews in order to provide 

context and identity to the content o f  the narrative (OHA, 2009). Yow (2015) argued 

anonymous narrators are not responsible for their statements. Moreover, the relationship 

o f an anonymous narrator to events is unknown, and therefore lacks credibility. While 

anonymity is not generally provided to the narrator in oral history projects, the interview 

remains confidential until the narrator gives permission for its use (Yow, 2015). The 

narrator may request restrictions related to the use or dissemination o f the interview, and 

these restrictions must be followed. Release forms should allow for delineation o f any 

restrictions the narrator may place on the use o f  the recorded interview (Yow, 2015).

Data Processing

The practice o f oral histoiy, as Maze (2006) pointed out, preceded the advent o f 

recording technology. Antecedents o f modem oral histoiy were, o f necessity, preserved 

in written form only. However, “when recording interviews for historiographic purposes 

became the discipline o f oral history, whether and how to transcribe the recordings 

became matters o f perennial concern” (Maze, 2006, pp. 238-239). Creating a transcript
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o f the recorded interview fecilitates use o f the interview, increases accessibility o f the 

interview, and preserves the interview in a more lasting manner than digital media.

Maze (2006) questioned the ability o f written text to capture the story-telling 

event o f an oral interview. Preserving laughter, intonation, inflection, pauses, and other 

aspects o f spoken words are challenges for the transcript ionist. The process o f 

transcribing and editing interviews creates a new text rather than a replica o f  the oral 

interview. However, Maze suggested the interviewer’s correction and editing o f  the 

transcript may increase the authenticity o f the narrator’s testimony. She argued for the 

necessity o f transcripts in historical research and scholarship, positing transcripts 

represent an accurate record o f the narrator’s meanings, if not the precise spoken words.

The interview recordings were uploaded to Dropbox, a secure file storage and 

sharing service, and the files were shared with the transcriptionist. Prior to sharing the 

first recording, a confidentiality agreement was obtained from the transcriptionist (see 

Appendix I). Upon completion, each transcript was audit checked by myself for accuracy 

by listening to the recording while reading the verbatim transcript. Any discrepancies 

between what was transcribed and what was spoken were corrected (Maze, 2006).

Minimal editing, including spelling and punctuation corrections and verification o f 

proper names and unfamiliar terms, was completed. Following audit checking and 

editing, a digital copy o f  each transcript was sent via electronic mail to the corresponding 

narrator for review. An attached letter explained that the transcript is intended to reflect 

the narrator’s oral testimony as closely as possible (see Appendix J). The narrator was 

asked to correct spelling o f names or terms, and clarify misunderstood words, but to 

avoid deleting material or changing meanings, if possible. A completion deadline
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allowing two weeks following the narrator’s receipt o f  the transcript was included. It was 

explained in the informed consent document that if no reply was received after two 

weeks, it would be assumed no corrections were to be made, and transcripts would be 

finalized. Narrators were asked to notify me if additional time was needed to complete 

corrections.

Data Analysis

The essence o f historical research lies in deriving “from the study some kind o f 

pattern, some kind o f explanation or understanding, but also a story that informs and 

enlightens the reader” (Hamilton, 1993, p. 47). Thompson (2000) echoed this idea o f 

interpretation as the “heart” (p. 265) o f historical research. He described historical 

analysis as wrenching “the evidence on each issue from a whole series o f  interviews, 

reassembling it to view it from a new angle, as if horizontally rather than vertically; and 

in doing so, place a new meaning on it” (p. 269). Historical experiences are contained 

within the stories o f  individual lives. Meaning can be found by relating the evidence to 

historical patterns, developing new interpretations, confirming existing interpretations, 

and expressing the feelings o f  experiences.

Narrative analysis and reconstructive cross-analysis are two possible forms o f  oral 

history, according to Thompson (2000). He described narrative analysis as a focus on the 

interview itself as an oral text. Meaning is drawn from the language, themes, repetitions, 

and silences o f the interview. The concern o f narrative analysis is the narrator’s 

experience, remembrance, and telling o f  the life story, and how this story reflects the 

wider society. In contrast, reconstructive cross-analysis uses oral evidence to illustrate
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patterns o f  behavior or events from the past. This requires a comparison o f  evidence 

from one interview with evidence from other interviews and other historical sources. 

Analyzing Oral History

Miller-Rosser and colleagues (2009) pointed out the lack o f  methodological 

standards for analyzing oral histories. Instead, they argued common stages may be 

identified within historical research. Based heavily on Thompson's descriptions o f 

narrative analysis and reconstructive cross-analysis, Miller-Rosser and her colleagues 

outlined a method for analyzing oral history for nurse researchers. The analyzing oral 

testimony model delineated four levels o f data analysis to be used in nursing 

historiography including: (a) interviews: collecting oral testimonies, (b) portraits o f 

meaning: biographies, (c) seeds o f meaning: telling extracts, (d) collective meaning: 

historiography. Each level relates to the proceeding level with the final level relating 

back to the first providing a recursive framework for analyzing oral testimonies.

Voices o f narrators preserved through recorded interviews provide authenticity 

for historical research in the first level o f Miller-Rosser and colleagues' (2009) model. 

Whether closed or open-ended questions are used, the goal o f the interview is to enable 

“the narrators’ unobstructed connection to their history and therefore their meaning 

making” (p. 478). Recorded interviews recognize the oral testimony o f the narrator as a 

primary source o f knowledge related to historical experiences and events.

Level two represents the first level o f  interpretation in the analyzing oral 

testimony modeL Miller-Rosser and colleagues (2009) defined biography as “another 

person’s account interpretation o f an individual's life experience” (p. 478). The 

researcher’s goal in this level was identified as inparting biographies in the words and
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language o f the particqjant, not as a verbatim transcriptioa but rather as reconstruct io a  

Thompson (2000) posited the objective o f narrative reconstruction is to gain an 

understanding o f  the workings and changes in social context and historical elements. 

Reconstructing biographies paints a picture o f the narrator’s social, cultural, work, and 

living environments.

The third level o f  data analysis focuses on identifying seeds o f meaning or telling 

extracts among the biographies. Thompson (2000) wrote, “The oral evidence is treated 

as a quarry from which to construct an argument about patterns o f behaviour [sic] or 

events in the past” (p. 271). Miller-Rosser et aL (2009) described this level as validation 

o f the research through reconstructive cross-analysis. Common themes are identified 

among the biographies. These telling extracts reflect the collective meaning o f the 

narrators’ oral testimonies, and form the basis o f  the final historiography. Cross-analysis 

o f evidence from multiple interviews combined with evidence from other sources allows 

for systematic historical interpretatioa Thompson (2000) explained analysis o f 

biographies creates an argument based on the inner logic o f  the evidence, supported by 

brief quotations from the narratives.

The final level o f  data analysis represents the collective story, or historiography 

reconstructed from the telling extracts framework. Miller-Rosser et al. (2009) described 

this level as “the researcher’s interpretation o f  all the narrators' testimonies in one story” 

(p. 479). Additional historical data may be incorporated at this level in order to 

reconstruct the historical picture portrayed in the narrators' testimonies.

The four-stage approach to data analysis described by Miller-Rosser and 

colleagues was used by Wang, Li. Hsu, Lin, and Kuo (2014) to explore how pregnant
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women in Taiwan dealt with their spouses’ continued smoking during their process o f 

quitting smoking. These nurse-midwife researchers described conducting oral history 

interviews, then reading verbatim transcripts to identify the narrative logic o f  the 

narrators. Life experiences were distinguished from issues for discussion and analysis.

The researchers emphasized their focus on the women's voices and views while 

immersing themselves in the data. Next, the interviews were read for identification o f 

narrative segments serving as telling extracts. Connections were made among issues 

emerging from each participant’s story. Finally, the stories were integrated and 

summarized (Wang, etaL, 2014).

Five major themes were identified by Wang and colleagues (2014) during 

analysis o f their data. These included: (a) coping with tobacco on their own, (b) creating 

a non-smoking section or environment at home, (c) dealing with passive smoke, (d) 

conflict over the wife's sensitivity to her spouse’s residual tobacco smell and (e) 

allowing the husband to continue smoking to avoid conflicts. Direct quotes and 

narrative excerpts from various narrators supported each o f these telling extracts. A 

synthesis (Wang et aL, 2014) o f the telling extracts provided a vivid description o f the 

experience o f  pregnant women in Taiwan struggling with smoking cessation and second 

hand smoke.

The work o f Iranian nurses during the Iran-Iraq war was examined by 

Firouzkouhi, Zargham-Boroujenl Nouraei, Yousefi, and Holmes (2013) using oral 

history methodology. These researchers employed Miller-Rosser and colleagues' model 

o f analyzing oral history to produce a narrative richly descriptive o f wartime nursing.

They identified themes providing guidance for reconstruction o f experiences o f nursing
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practice during two discrete wartime periods. Themes o f sweet and bitter memories, 

adaptation to the nature and level o f caring roles, and a growing awareness o f therapeutic 

interaction and its effect on patient outcomes were described (Firouzkouhi et aL, 2013).

In her 2014 dissertation, Godwin employed the analyzing oral history method to 

explore the experiences o f nursing students at the Georgia Baptist School o f  Nursing 

during the 1960s. She identified five themes including: (a) taking advantage o f 

opportunities, (b) from my dorm window, (c) through the tunnel, (d) a power situation, 

and (e) “all the friendships and honor GBH has shown.” Godwin supported these telling 

extracts with thick descriptions from the narrators' own words, allowing the narrators' 

voices to be heard. Telling extracts were then analyzed to answer six research questions 

related to the narrators' educational experiences. Godwin emphasized the ability o f oral 

history to give voice to this non-hegemonic group o f nurses. Through the use o f oral 

history analysis, Godwin (2014) discovered how these women took advantage o f the 

opportunities nursing education afforded them to change their lives, communities, and 

nursing itself

Trustworthiness / Rigor

The nature o f  memory . . .  bring[s] unexpected rewards to a historian who is 
prepared to appreciate the complexity with which reality and myth, ‘objective' 
and ‘subjective,’ are inextricably mixed in all human perception o f the world, 
both individual and collective. (Thompson, 2000, pp. 156-157)

These words by Thompson reflect both the ambiguity and the reliability o f oral history.

Thompson explained the very subjectivity o f oral testimony provides its value. What

narrators believe happened is as much a part o f history as what did, in feet, happen. He

argued history consists o f experiences and remembrances alongside events, structures,

and patterns o f  behavior. Thompson (2000) outlined three strengths o f remembered oral
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testimonies including an ability to reveal significant unique information, conveyance o f 

individual and collective consciousness integral to the past, and a living humanity 

providing long-term meaning to history.

Streubert and Carpenter (2011) argued assessment o f rigor in qualitative research 

is a judgment call as no single set o f criteria is applicable to every research study. These 

authors described the goal o f rigor in qualitative studies as an accurate portrayal o f 

narrators’ experiences. Rigor is demonstrated through attention to and confirmation o f 

information discovery. Lincoln and Cuba (1985) delineated criteria for establishing 

trustworthiness in qualitative research as an approach to defining rigor. Establishing 

credibility, transferability, dependability, and confirmability attest to the trustworthiness 

o f  historical research, just as with any other qualitative research.

Criteria for Establishing Credibility

Prolonged engagement is one technique suggested by Lincoln and Guba (1985) 

for establishing credibility. Grypma (2008) echoed this need for long-term immersion in 

the lives o f subjects and available source materia L Valid patterns may emerge as 

researchers begin to know their subjects as complex living individuals. Researchers may 

form opinions, both favorable and unfavorable, regarding subjects. However, Grypma 

(2008) argued honesty in analysis, reflection, and writing allow for creation o f credible 

findings.

Lincoln and Guba (1985) suggested the use o f multiple data sources, or 

triangulation, to verify findings. Thompson (2000) posited historical interpretations 

become credible when consistent patterns o f evidence are drawn from multiple 

viewpoints. Validation o f a historical argument is strengthened with evidence from
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varying conditions. However, Thompson pointed out it may be inpossible or undesirable 

to compare unique experiences among various groups in a given setting. Frequently, 

evidence must be evaluated within a single testimony, counter-checking as much as 

possible. The likelihood o f bias in a narrative is assessed in the process o f interpretation. 

Thompson suggested cross-checks among interviews and with archival material may help 

uncover hidden truths behind official records. Oral evidence which confirms written 

accounts may be illustrative, but unconfirmed testimony can provide new interpretatioa 

Oral testimony is unique, its authenticity may be assessed, if not always confirmed 

(Thompson, 2000).

The tendency to mythologize or symbolize can be identified during the reading o f 

transcripts (Thompson, 2000). Narratives containing significant mythologizing may be 

viewed as symbolic representation rather than factual evidence. Suppression o f 

information in narratives may be revealed through the narrator’s avoidance o f  discussion 

o f  a particular topic or through contradictions in details. Thompson (2000) argued minor 

inconsistencies will always be present, but significant suppression or invention in 

narratives will be obvious. Inconsistencies may hold clues to meaning, as conflicts 

between remembered and actual values may reflect significant social changes.

Member checks represent another approach to establishing credibility in 

qualitative research. Transcripts, themes, interpretations, and conclusions can be 

reviewed and confirmed by group members both formally and informally in order to 

establish validity. Lincoln and Guba (1985) endorsed the use o f member checks for 

correction o f errors, addition o f information, and assessment o f results. However, editing 

verbatim transcripts may change the meaning o f the original narrative (Cohen &
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Crabtree, 2006). For the purposes o f this study, narrators were asked to correct errors in 

spelling, clarify proper names, or complete unintelligible portions o f  text. Upon the 

request o f  the narrator, textual omissions or corrections were made, but preservation o f 

meaning was emphasized.

Criteria for Establishing Transferability

Establishing that findings are applicable to other contexts is the second criterion 

for evaluating trustworthiness outlined by Lincoln and G uba(1985). Rich, thick 

description providing detailed accounts o f experiences allows for an assessment o f 

whether findings can be transferred to other contexts. Detailed descriptions o f settings, 

situations, culture, and social relationships surrounding a phenomenon provide the 

context for judging external validity. According to Thompson (2000), provision o f 

reliable details regarding time, place, and social class allows historians to evaluate 

evidence within a wider context. Thick descriptions provide the database on which 

transferability judgments are based (Lincoln &Guba, 1985). Thick descriptions were 

provided in the presentation o f findings and data synthesis portions o f this study.

Criteria for Establishing Dependability

Once credibility has been established for a study, then dependability can be 

evaluated. Lincoln and Guba (1985) suggested dependability may be demonstrated by 

careful documentation o f the process used to reach conclusions. This allows a judgment 

o f  whether similar findings would be expected for other research in a similar context.

The use o f an audit trail, triangulation, and demonstration o f confirmability all contribute 

to dependability. Wolf (2003) described the audit trail as a method for documenting the 

analytic strategies used by investigators in order to provide evidence o f the rigor and
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trustworthiness o f a study. She suggested a three-step approach to the audit trail 

including raw data, data reduction and analysis products, and data reconstruction and 

synthesis products. For the purpose o f this study, raw data included interview transcripts 

and archival materials provided by narrators and discovered by myself Detailed field 

notes related to interviews, research activities, thought processes, and logic employed 

reflected analysis products in this study. Synthesis products were the telling extracts 

identified. Narrative description o f  the interpretations and inferences o f  this study 

completed the audit trail, and provided evidence o f the quality o f  results (W olf 2003). 

Criteria for Establishing Confirmability

Confirmability refers to substantiation that interpretation and analysis are 

grounded in the data. A transparent description o f the steps taken throughout data 

collection, processing, and analysis aids in the demonstration o f  confirmability. The 

researcher is immersed in the data throughout collection, interpretation, and analysis and 

is, therefore, ideally situated to assess confirmability o f the findings. Detailed notes were 

maintained throughout this research study in order to provide clear descriptions o f the 

links between the data and findings.

Limitations

Limitations inherent in oral history methodology were outlined byY ow (2015). 

She cautioned the use o f oral history interviews “may result in a picture that is narrow, 

idiosyncratic, or ethnocentric” (p. 20). Interviews with Georgia's pioneer nurse- 

mid wives gave voice to individuals who were key figures in the establishment and 

expansion o f this nursing specialty. Missing were voices o f  nurses, physicians, support 

staff administrators, and politicians who may have had considerable inpact on the
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phenomenon o f interest. However, the purpose and questions o f this study were best 

addressed by the voices o f  midwives and were, thus, the focus o f  this study.

A second concern associated with oral history relates to the selectivity of 

narrators. Y ow (2015) posited the most articulate individuals are more likely to volunteer 

to be interviewed, perhaps painting an incomplete picture o f a phenomenon. Sty, 

private, or inarticulate individuals may tell a different story than more enthusiastic 

volunteers. Narrators for this study were recruited from nurse-midwives working in 

nurse-midwifery practices and education programs in Georgia between 1970 and 1989. 

This represented a small number o f  individuals, most o f whom were contacted for 

participatioa Selectivity, therefore, will have minimal inpact on this study.

Oral history interviews rely on memory o f  past events, presenting only 

retrospective evidence. Yow (2015) argued people become more willing to share 

information with the passage o f time. Interviews for this study focused on the work and 

life experiences o f nurse-midwives whose professional careers were at, or nearing, an 

end. This retrospective perspective may have facilitated an honest appraisal o f  past 

experiences. However, this appraisal relied solely on narrators' memories. Health, 

cognitive status, interest in the topic, questions asked, associated pain or pleasure, and 

willingness to partiepate all inpact recall Memory theory explains that significant 

events are frequently remembered in detail particularly when these events are associated 

with strong feelings (Yow, 2015). Nurse-midwives interviewed for this study were asked 

to discuss significant events shaping the formation and growth o f long-lasting clinical and 

educational organizations. People and events which facilitated and obstructed the
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development o f these organizations impacted the careers and lives o f  this study’s 

narrators and were likely to be remembered.

The final limitation o f oral history delineated by Yow (2015) referred to 

interpretation o f  events by the narrator: “A human being’s past experience is what he or 

she makes o f  it before the researcher even begins to interpret it” (p. 24). Yow argued 

conclusions can be drawn based on critical review o f available evidence. The meaning 

assigned to events and memories o f the past is indicative o f their significance. Yow 

explained history consists o f the meanings given to events by the people who lived 

through them, and the meanings drawn from study o f their narratives.

Summary

“Unique, often disarmingly simple, epigrammatic, yet at the same time 

representative, the voice can as no other means bring the past into the present”

(Thompson, 2000, p. 305). This chapter presented an overview o f historical research and 

oral history methodologies used in this study alto wing the voices o f  Georgia’s pioneer 

nurse-midwives to be heard. Oral history provided an ideal approach to exploring the 

development and expansion o f nurse-midwifery in Georgia as it approaches history from 

the bottom up. Nurse-midwives identified as leaders contributing to the establishment o f 

clinical practices and education programs in Georgia between 1970 and 1989 comprised 

the sample for this study. In depth interviews were recorded, transcribed, and analyzed 

using the analyzing oral history method. Steps to ensure protection o f human subjects 

were taken throughout the study. Criteria for establishing trustworthiness was 

incorporated to address rigor during data collection, processing, and analysis. 

Acknowledgment o f the limitations associated with oral history addressed issues related
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to ethnocentric ity, retrospection, selectivity, and memory along with possible inpact o f 

these issues on study findings.



CHAPTER 4 

PRESENTATION OF FINDINGS

This chapter addresses data management and analysis, as well as findings o f  the 

study. Included are brief biographies o f the narrators, telling extracts gleaned from the 

narrators’ testimonies, and a historiography o f  the narrators’ collective story. Historical 

data gleaned from my research process are included, aiding in the construction o f the 

historiography.

Data Management

A contract was secured between myself and a professional transcriptionist prior to 

conduct o f  the first interview. Upon completion o f each interview, the digital recording 

was transferred to Dropbox, a file hosting service, allowing for secure storage and 

sharing o f files. Digital files were shared electronically with the transcriptionist, who 

typed each interview verbatim into a Microsoft Word document. The transcriptionist 

created a separate Dropbox file, where she stored each Word document and subsequently 

shared the file with me.

After receiving the Word documents, I listened to each audio recording and edited 

the verbatim transcripts. Accuracy o f  content was ensured, to the greatest extent possible 

by myself An electronic copy o f the transcripts was then sent to the corresponding 

narrator for review. Corrections were made to the transcripts according to the narrators' 

specifications. Final versions o f  the transcripts were saved to the Dropbox file, and

90
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printed for my use. A copy o f  each transcript was then mailed electronically to the 

committee chair.

Data Analysis

Miller-Rosser and colleagues’ (2009) work on analyzing oral history was 

emptoyed to guide data analysis, while Saldana's 2013 text provided the approach used 

for coding the data. The first level o f data analysis in the study consisted o f collecting the 

oral testimonies o f  14 o f Georgia’s pioneer nurse-midwives. Open-ended interviews 

were conducted in a quiet location chosen by the narrators. The narrators’ homes were 

the location o f 12 o f  the interviews and the Graduate Study Office at the Georgia Baptist 

College o f Nursing was used for two interviews. Regular communication was 

established between myself and the dissertation committee chair to review transcripts, 

discuss data analysis, and identify code data.

Analysis o f the oral history transcripts continued in accordance with Miller- 

Rosser and colleagues’ (2009) second level o f oral history analysis. Following the 

interview process, biographies o f  each o f  the narrators and a timeline o f events were 

constructed by myself. Interpretation and validation o f the accounts were performed 

providing context for the narrator's accounts. During the third level o f  analysis, key 

concepts were examined and cross-analyzed from each o f the testimonies. Words 

describing the narrators’ lived experiences were handwritten in the margin o f each 

transcript.

Descriptive, in vivo, and process coding methods were utilized to code each 

transcript. These codes were identified by Saldafla (2013) as methods o f  first cycle 

coding. Descriptive codes summarized, in a word or short phrase, the topic o f a passage
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o f data. Saldana pointed out descriptive codes represent what was talked about by the 

narrator. Descriptive coding provided a summary o f the data’s content (Saldafia, 2013). 

Salient words or phrases spoken by the narrators provided in vivo  coding (Saldana, 2013). 

Data which qualified for highlighting or underlining in the transcripts were identified for 

in vivo coding, and placed in quotation marks to differentiate them from researcher 

generated codes. In vivo codes captured meaning, imagery, and metaphors within the 

data (Saldana, 2013). Process coding used gerunds to portray observable and conceptual 

action within the data (Saldana, 2013). Action within human behavior and action 

incorporated within the dynamics o f  time were coded. Process coding allowed for 

identification o f emerging patterns o f behavior and changes experienced by the narrators.

The second cycle pattern  coding method was used to code the data following the 

first cycle coding process. Saldana (2013) defined pattern codes as explanatory codes 

which identify emerging themes. Pattern coding distilled large quantities o f  data into 

meaningful units o f  analysis. Pattern codes were used to develop similar themes which 

became “telling extracts” (Miller-Rosser et aL, 2009). The telling extracts supported the 

collective meaning o f the interviews. Regular comparisons for congruence in coding 

performed by myself and the dissertation committee chair enhanced the rigor o f the 

study. The final stage o f data analysis resulted in a historiography reflecting the 

collective story found within the interviews.

Informal communication with two pioneer nurse-midwives and two physicians 

took place via email and telephone. These two nurse-midwives were part o f Georgia’s 

first private nurse-midwifery practice. They were unable to participate in the foil 

interview process, but were willing to share important recollections. The physicians
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worked closely with nurse-midwives in the 1970s and 1980s. Both o f these physicians 

communicated their appreciation and respect for the contributions o f the pioneer nurse- 

midwives. Data from these informal exchanges were used as source material to 

corroborate the narrators’ stories.

Additional source material was derived from a set o f cassette tapes given to me 

during the interview process. The cassettes contained an oral history recording o f  Dr. 

Elizabeth (Liz) Sharp from an interview conducted in 1996 by Kay Johnson, another o f 

Georgia’s pioneer nurse-midwives. In a personal communication with me, Johnson 

explained her unsuccessful attempts to archive the recordings. Johnson eventually gave 

the tapes to Mickey Giflmor who had worked with Sharp for many years and was on staff 

with the Grady Memorial Hospital Nurse-Midwifery Service at the time. In her 

interview, Gillmor (2016, p.21) explained Johnson “couldn't get anybody in the 

midwifery legacy business at ACNM to care about. And I was gonna go interview Liz 

and never did it." Gillmor gave me the tapes stating, “1 think she'd be fine" (Gillmor, 

2016, p. 22.), referring to Johnson. Johnson provided me with written permission 

allowing unrestricted use o f the recordings. Additionally, I secured written permission 

from Sharp’s brother and next o f kin, A. E. Sharp, to utilize the 1996 recordings o f 

Sharp’s oral history and to place these recordings in the Mercer University Archives. 

Sharp’s oral testimony provided additional source material for this study.

Narrator Biographies 

Until the middle o f  the twentieth century, midwifery in Georgia was practiced by 

apprentice-trained “granny-midwives" (Campbell, 1946; Sharp, 1987). By the 1940s, 

Georgia’s Department o f  Public Health acknowledged large numbers o f  women
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depended on traditional midwives and required the granny midwives be educated, 

certified, and supervised (Melber, 1987). The numbers o f granny midwives decreased 

significantly following this requirement for certification In her 1946 work, Campbell 

quoted one o f the grarmy-midwives as saying “we just hope we can hold out faithful,” 

referring to her concern for finding someone to take the place o f these traditional birth 

attendants. At this time, public health nurses were sent to other states for education in 

midwifery. In 1946 and 1947, the State Health Department employed two nurse- 

midwives to assist county health departments with training and supervision o f  the granny 

midwives, and to educate public health nurses in maternity care (Melber, 1987; Sharp, 

1987). Nurse-midwife demonstration projects began between 1947 and 1951 in three 

Georgia counties. The projects were shown to be effective, but were discontinued due to 

financial constraints and lack o f available nurse-midwives (Melber, 1987; Sharp, 1987).

Midwifery nearly ceased to exist in Georgia during the 1960s; granny midwives 

were becoming rare, and no nurse-midwives were practicing in the state. But change was 

on the horizoa In 1971, Elizabeth Sharp established a nurse-midwifery service at Grady 

Memorial Hospital in Atlanta, providing an answer to the supplication o f  one o f  the 

granny-midwives at her retirement when she petitioned “the Almighty to give folks the 

minds to know and the strength to do, so they can manage for better ways o f  looking after 

their women folks when they birth their babies” (Campbell, 1946, p. 9).

In 1970, nearly 8,000 babies were bom at Grady Memorial Hospital (Sharp,

1987). Residents from the Emory School o f Medicine were overwhelmed attending this 

large volume o f deliveries. At that time, a Maternal and Infant Project focused on high 

risk patients, but there was an increasing need for care o f low risk patients. One o f the
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attending physicians, Dr. Newton Long, had worked with Sharp at Johns Hopkins 

University. Long, recognizing the value o f  nurse-midwives in the care o f low risk 

patients, convinced Sharp to undertake the establishment o f  a nurse-midwifery service at 

Grady (Sharp, 1996). Sharp brought students and faculty from Yale University to Grady 

Memorial Hospital for clinical experiences in the summer o f  1971 (Sharp, 1987). 

Permanent midwifery staff were then recruited, and two o f  the faculty and one student 

from Yale were employed (Sharp, 1987). Below are biographies o f the narrators, gleaned 

from their interviews for this study. The biographies are presented in chronological order 

based on their entrance into nurse-midwifery in Georgia, beginning with one o f  the early 

nurse-midwives Sharp recruited to work at Grady Memorial Hospital.

Katherine Wordeman and the Grady Memorial Hospital Nurse-Midwifery Service

Katherine Wordeman attended St. Mary’s Memorial Hospital School o f  Nursing 

in Knoxville, Tennessee after her mother casually suggested she consider becoming a 

nurse. Graduating in 1950 as a dploma nurse, Wordeman was awarded a scholarship and 

immediately began pursuing a bachelor o f science in nursing. She worked in a wide 

variety o f nursing positions, including school nurse, hospital staff nurse, and nursing 

supervisor. Speaking o f her experience as a nurse in obstetrics, Wordeman described 

administering ether to women during labor and ’trying to pull them back in bed most o f 

the time” (2016, p. 3). She enjoyed her work as a nurse, but aspired to do more. 

Wordeman was drawn to nursing education and administration She, again pursued 

higher education earning a master o f science in nursing in 1958. She then served as a 

nursing instructor and as director o f the school o f nursing at St. Mary’s Memorial 

Hospital. However, by 1961, Wordeman was “getting restless” (W ordeman 2016, p. 4).
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Knowing that Wordeman wanted to further her career, a librarian introduced Wordeman 

to Mary Breckinridge’s book Wide Neighborhoods. Wordeman’s (2016) response was 

“that’s just for me, sounds great” (p. 5), and she decided to pursue a career in nurse- 

midwifery.

Wordeman spent five years at Frontier Nursing Service, in Hyden, Kentucky, 

earning her certificate in midwifery in 1963. She started as a staff nurse-midwife and 

went on to become dean o f  the Frontier Graduate School o f Midwifery. During her years 

in Kentucky, Wordeman received further education in public health and took time off 

from her duties at Frontier to work with a team establishing the federal Head Start 

Program. Wordeman left Kentucky in 1965, traveling to Trujillo, Peru to work with 

Project Hope starting a school o f nursing. After two years in Peru, she returned to 

Knoxville, Tennessee to care for her aging parents. While there, she again worked with 

Head Start, establishing a program in Knoxville. She also met and married her husband, 

whom she later accompanied to Atlanta, Georgia for his studies at Georgia Institute o f 

Technology.

Wordeman began working at Grady Memorial Hospital in 1969 as the chief 

liaison nurse o f the Maternal and Infant Care Project. Nurse-midwives frequently 

worked in positions such as consultants to obstetric departments at the time (Varney & 

Thompson, 2016). Wordeman continued working with the Maternal and Infant Care 

Project during the initial year o f  the nurse-midwifery service at Grady. Sharp recruited 

her to join the nurse-midwifery program in September 1972. upon Wordeman’s return 

from maternity leave. Wordeman worked with the Grady Memorial Hospital Nurse-
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Midwifery Service until her retirement in 1997, acting as clinical director during her final 

years there.

Priscilla Craw and the Archbold Memorial Hospital Nurse-Midwifery Program

Priscilla Craw dreamed o f being a medical missionary as a child. Her parents 

were well-educated, and encouraged her to seek a college degree. With her goal o f 

medical missions in mind, she earned a four-year degree in nursing and immediately 

began looking for postgraduate opportunities. Craw discovered midwifery as one o f  the 

few options available for furthering her nursing expertise. In 1967, she left New York for 

Hyden, Kentucky and the Frontier Nursing Service. Despite experiencing some culture 

shock, Craw graduated from the Frontier Graduate School o f Midwifery in October 1968. 

In November 1968, she entered the mission field, going to Nigeria with the Lutheran 

Church. Her time spent as a family health nurse and as a nurse-midwife at Frontier 

Nursing Service prepared her well for the work she found in Nigeria. She spent five 

years there doing what she termed “shotgun medicine . . .  treating] everything under the 

sun” (Craw, 2016, p. 10). Her career as a medical missionary was cut short when she 

contracted filarias is, and was forced to return home to seek treatment.

Craw practiced very little midwifery in Nigeria. After regaining her health, she 

returned to Frontier Nursing Service to refresh her midwifery skills. While at Frontier, 

she learned o f a job opportunity in Thomasville, Georgia. A nurse-midwifery program 

had been instituted at John D. Archbold Memorial Hospital the site o f the 1947 Thomas 

County nurse-midwifery demonstration project. Archbold Memorial Hospital and the 

Thomas County Health Department used state funding and worked together to create a
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nurse-midwifery program providing prenatal care and delivery services to indigent 

women in Thomas and surrounding counties.

Kate Ireland, a Thomas County plantation owner, spent her summers as a courier 

for Frontier Nursing Service as a teenager (Treadwell 2006). Couriers were young 

female volunteers who tended the horses used by the midwives to make home visits 

(Cockerham, 2014). In 1973, when Thomas County was seeking to establish a nurse- 

midwifery program, Ireland was a member o f  Frontier Nursing Service’s Board o f 

Governors and Archbold Memorial Hospital’s Board o f Directors. Obstetricians from 

Archbold contacted Ireland, seeking nurse-midwives from Frontier to establish a nurse-

midwifery program in Thomasville. Ireland’s connections with Archbold Memorial

Hospital and Frontier Nursing Service resulted in Craw joining the Archbold nurse- 

midwifery program in July 1974. Craw remained a part o f this practice until her 

retirement; she helped over four thousand babies into the world.

Ellen Martin’s Journey from Dalton to Atlanta and Back Again

Ellen Martin grew up in Dalton, Georgia, where she earned money baby-sitting as 

a teenager. After attending nursing school she worked in labor and delivery, moving 

into nurse management. Unsatisfied with the manager role, Martin began looking at 

options for advancing her career. A former nursing instructor suggested Martin consider 

midwifery. Martin stated, “I’d never even thought about it . . .  it just sort o f sounded 

good” (2016, p. 4). She pursued further education at Columbia University, becoming a

nurse-midwife even though she was not sure she would be able to find a job. After

graduate school Martin interviewed with Sharp at Grady Memorial Hospital in Atlanta. 

She joined the nurse-midwifery service and worked there for two years.
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While at Grady, Martin received a call from an obstetrician, James Gregory in 

Dalton, Georgia whom she knew from her work baby-sitting. Gregory learned about 

nurse-midwives while working with Schley Gatewood and Richard Stewart in Americus, 

Georgia. Gatewood and Stewart added two nurse-midwives, Maureen Turner and Ann 

Schorfhekle, to their obstetrical practice in 1973. Gregory and an administrator from 

Hamilton Medical Center in Dalton, Georgia, attended a Southeastern Regional 

Consortium conference on improving perinatal outcomes in 1976. Following the 

conference, they decided nurse-midwives would be a good addition to the obstetrical 

services at Hamilton Medical Center. Martin returned to her hometown o f Dalton, 

joining Gregory’s private obstetrics and gynecology practice, where she remained until 

1983.

Martin’s next career move resulted from a connection she had made while 

working at Grady Memorial Hospital. Denise McLaughlin was a nurse-midwife Martin 

worked with at Grady Memorial Hospital McLaughlin was married to Dr. Michael 

Robinowitz, one o f the obstetrical residents at Grady when Martin was on staff there as a 

nurse-midwife. Robinowitz was working with Prudential Insurance Company to 

establish an obstetrical service as part o f  its health maintenance organization 

McLaughlin suggested Robinowitz recruit Martin Martin joined Prucare, establishing a 

nurse-midwifery practice at West Paces Ferry Hospital in Atlanta in 1983. This move 

represented the first private nurse-midwifery practice in the metropolitan Atlanta area. 

Martin worked at Prucare for 17 years until the practice closed as a result o f changes in 

the insurance industry. She then practiced atNorthside Hospital and continues to work 

as faculty for Georgetown University’s nurse-midwifery education program Martin is a
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fellow o f the American College o f  Nurse-Mid wives (ACNM )and currently serves as 

chair o f the board o f governors o f the ACNM fellowship.

Denise McLaughlin and the Grady Memorial Hospital Nurse-Midwifery Service

Denise McLaughlin started working with the Grady Nurse-Midwifery service in 

January 1976. McLaughlin had attended a three-year diploma nursing program at St. 

Joseph’s Infirmary in Atlanta, Georgia. She reported hating obstetrics and twilight sleep 

where women were “put to sk eP ■ • • [and] didn’t know anything" (McLaughlin, 2016, p. 

6) during childbirth. As a new nurse, the only job available to her was in obstetrics. She 

“reluctantly took it, and really fell in love with it’’ (McLaughlin, 2016, p. 8). McLaughlin 

became the nursing supervisor for the hospital where she worked and soon decided 

administration was not for her. She became interested in nurse-midwifery when she read 

about the profession in a nursing magazine. McLaughlin attended the nurse-midwifery 

education program at Downstate Medical Center in New York. After graduating, she 

interviewed with Sharp and accepted a position with the Grady Memorial Hospital Nurse - 

Midwifery Service where she met and married Robinowitz.

McLaughlin began her nurse-midwifery career at Grady Memorial Hospital in 

1976, retiring as director o f  the practice in May 2016. Her forty-year career followed a 

winding path. After two years working as a nurse-midwife, she earned a master’s degree 

in public health from Columbia University in New York, New York. She then returned 

to Atlanta and worked as a maternal nurse specialist for the Fulton County Health 

Department, overseeing 22 neighborhood clinics. She next worked with Emory 

University’s Regional Training Center training public health nurses as maternal nurses.

In 1989, Wordeman, who was then director o f  the Grady Nurse-Midwifery Service,



101

called McLaughlin and asked her to come back to Grady. McLaughlin returned to Grady, 

working as a nurse-midwife providing ambulatory care throughout the 1980s. She 

resumed providing full-scope care including intrapartum care by 1989, assuming the 

position o f  director o f the service in 2007. McLaughlin was named a fellow o f the 

American College o f Nurse-Mid wives in 2016, and received that organization’s 

Distinguished Service Award for her 40 years o f  service.

Linda Segal and Home Birth

When describing her journey to becoming a nurse-midwife, Linda Segal started 

with the words, “I was in nursing school in Florida, and I loved OB’’ (Segal 2016, p. 1). 

She read about the nurse-midwifery education program at the Catholic Maternity Institute 

in Santa Fe, New Mexico in her obstetric textbook and reported thinking, “Ooh, that’s 

what I want to do” (Segal 2016, p. 1). Segal did not know the Santa Fe program had 

closed in 1969 (Cockerham & Keeling, 2010). She later learned about, and was accepted 

to the nurse-midwifery education program at the University o f Mississippi. She took her 

two-year-old and four-month old children with her to Jacksoa Mississippi and reported, 

“I’d bring him to class and I’d nurse h im ”

Segal graduated from the University o f Mississippi program in 1976, and returned 

to her home in Atlanta, Georgia. She applied to work with the nurse-midwifery service at 

Grady Memorial Hospital but was refused a position by Sharp due to her experiences 

with home birth. Segal instead began working as a postpartum nurse at, what was then, 

Crawford W. Long Hospital in Atlanta, Georgia. During that summer, Segal was 

contacted by Stewart, one o f  the obstetricians from Americus, Georgia who had been 

working with nurse-midwives. Stewart was starting a practice in Douglasville, Georgia,
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and was looking for nurse-midwives. Segal joined Stewart’s practice, and delivered 

hundreds o f  babies at Douglas General Hospital over the following three-year period.

After giving birth at home two more times, Segal decided to pursue her goal o f 

providing home birth services. She resigned from Stewart’s practice and opened her own 

home birth practice, which continued for 17 years. When her last child graduated from 

high school, Segal decided to return to clinical practice. She earned a master’s degree in 

midwifery in order to become recertified. She attended births in the hospital setting for a 

time, however, she returned quickly to her home birth practice, which she continues at 

the time o f this writing.

Angie Best and the Athens Regional Nurse-Midwifery Practice

Angie Best graduated from the University o f Mississippi’s nurse-midwifery 

program in 1975. Best attributed her decision to become a nurse-midwife to an article 

she read in RN  magazine. The article entitled “Nurse-Midwives: Can They Fill the OB 

Gap?” (Ledney, 1970) described the National Institutes o f Health grant which covered 

tuition and a stipend for students attending the certificate program at the University o f 

Mississippi Medical Center. She was working as a nurse in a labor and delivery unit 

when she learned about nurse-midwifery and “liked the idea o f  starting in prenatal care 

and seeing someone all the way through” (Best, 2016, p. 4).

After completing the Mississippi program, Best was obligated to work for one 

year in the Southeastern United States. She, and two o f  her fellow graduates, opened a 

practice in conjunction with the health department in Dillon County, South Carolina.

Best provided care to low-income families in Dillon County for one and a half years, 

until the practice closed due to funding limitations. Needing jobs. Best and one o f  her
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partners, Betty Dan, responded to an advertisement in the Journal ofNurse-Midwifery.

The advertisement had been placed by the director o f  nursing at Athens Regional Medical 

Center. She was recruiting nurse-midwives to attend births o f low-income and indigent 

women. Best and Dan opened the Athens Regional Midwifery Practice in 1977, initially 

providing obstetrical care for uninsured and indigent women. As time went by, the 

nurse-midwives expanded their role to offer gynecologic services, and began accepting 

all women, regardless o f income and insurance coverage. Best worked with the Athens 

practice until her retirement in 2000 .

Jane Mashbum and the Emory University Nurse-Midwifery Education Program

Jane Mashbum worked with nurse-midwives as a labor and delivery nurse in the 

early 1970s. She stated, “They took care o f poor patients that the doctors didn’t want to 

take care o f  and I loved that, so I wanted to be one” (Mashbum, 2016, p. 1). Mashbum 

applied to graduate school at Emory University’s Nell Hodgson Woodruff School o f 

Nursing prior to its establishment o f a nurse-midwifery education program After she 

was accepted, she received a letter from the school o f nursing asking if she would be 

interested in nurse-midwifery. She reported “it dropped into my lap, that this was what I 

was gonna do and be” (Mashbum, 2016, p. 1). Mashbum graduated from Emory 

University in 1978 as part o f the first class o f students receiving a master o f nursing 

degree with a specialty in nurse-midwifery.

Following Mashbum's graduation. Sharp encouraged Mashbum to consider 

teaching nurse-midwifery. Mashbum stated Sharp “pushed me, and pushed me” (2016, 

p. 1). However, Mashbum ‘just wanted to be a clinician” (Mashbum, 2016, p. 1). She 

joined the Nurse-Midwifery Service at Grady Memorial Hospital resisting Sharp’s
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suggestion that she teach. After five years practicing at Grady, Mashbum obtained a 

position at the short-lived Birthing Center o f  Atlanta. When the birthing center closed for 

financial reasons, Mashbum joined the nurse-midwifery faculty practice at the Emory 

University Clinic. There, she worked half-time in clinical practice at Crawford Long 

Hospital, and half-time teaching and precepting nurse-midwifery students at Grady 

Memorial Hospital. Finally, at Sharp’s urging, Mashbum wrote and published an article 

in the Journal ofNurse-Midwifery. Thinking back on that experience, she stated,

“Finally I got it, that I could do both” (Mashbum, 2016, p. 1) teach and practice 

clinically.

By 1988, Mashbum was a full-time faculty member at Nell Hodgson Woodruff 

School o f Nursing. She became the coordinator o f the nurse-midwifery specialty, then 

director o f  the MSN program, and eventually served as interim assistant dean. She 

published and presented numerous scholarly works, served extensively in professional 

academic, and community positions, and is recognized as a Fellow o f the American 

College ofNurse-Midwives.

Sanna Wagner and the Nurse-Midwives o f Associates in Obstetrics and Gynecology in 

Dalton, Georgia

Sanna Wagner became a registered nurse in 1963. She worked in labor and 

delivery at Hamilton Medical Center in Dalton, Georgia, where, in 1975, she was offered 

the position as maternal care coordinator. Wagner had been in this role for more than a 

year when an obstetrician on staff Gregory, “decided to hire a nurse-rrridwife, who was a 

local girl and bring her into private practice” (Wagner, 2016, p. 1). Wagner (2016) 

stated,
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Ellen Martin was just accepted very warmly by the nursing staff and patients 
began to like her. It was quite a different concept. She stayed with her patients 
during labor. She was very kind to all the nursing staff and we all grew to love 
her. (p. 3)

When Wagner was offered the director o f  nursing position at Hamilton Medical Center, 

she realized “I didn’t want to get away from patients. I wanted to get closer to patients” 

(Wagner, 2016, p. 4). When questioned about her hesitancy regarding the director 

position, Wagner replied, “Well, I’d rather be a nurse-midwife” (2016, p. 4). That was 

the first time she had realized this feet. Wagner’s husband reassured her their children 

would be fine; therefore, she left her femily for a year and attended the nurse-midwifery 

education program at the University o f Mississippi She graduated in 1978.

As part o f her clinical experiences in school, Wagner spent time working with the 

Nurse-Midwifery Service at Grady Memorial Hospital. Following her graduation, she 

joined Martin and a second nurse-midwife, Susan Cockbum, at Associates in Ob/Gyn 

This was Gregory’s private practice in Dalton, Georgia. Wagner remembered not being 

very busy initially. “We were selling midwifery” (Wagner, 2016, p. 7), she stated. She 

taught childbirth classes, spoke to local clubs and organizations, and helped expand the 

nurse-midwifery practice to include five nurse-midwives providing both obstetric and 

gynecologic care. Wagner worked at Associates in Ob/Gyn for 31 years. After being 

retired for nine months, she returned to work part-time, first at the local health 

department, and then at another private obstetrics and gynecology office in Dalton.
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Georgia. At the time o f our interview in 2016, Wagner had folly retired, explaining,

“I can’t do the computer” (p. 17).

Maureen Kelley and the Nell Hodgson Woodruff School o f Nursing o f  Emory University

Maureen Kelley began her oral testimony by stating, “I graduated from nursing 

school in 1969, and . . .  the last thing in the world I ever thought I would do is go 

anywhere near maternity” (Kelley, 2016, p. 1). Kelley had worked on a pediatric ward as 

a nursing assistant during college, so she accepted a job in a pediatric intensive care unit 

when she became a nurse. She described struggling to cope with the high infant mortality 

rate at the time by stating, “It just was getting to me” (Kelley, 2016, p. 3). She went to 

graduate school, earning a master o f science degree in nursing, then decided she would 

like to teach. However, pediatrics and maternity care were taught together, and Kelley 

was not comfortable teaching maternity care. One o f  her professors suggested she go to 

midwifery school to learn the maternity care component. Kelley (2016) replied, “Oh, 

okay, what’s a midwife?” (p. 5). Ultimately, she attended Downstate Medical Center, 

where she earned a certificate in midwifery in 1972. Reflecting back on that time, she 

stated, “By then I had really fallen in love with midwifery” (Kelley, 2016, p. 6 ).

Kelley took a job with the Maternal-Infant Care project in New York, New York, 

under the direction o f  Dorothea Lang. She worked there for two years, becoming a part 

o f the American College o f  Nurse-Midwives as Lang expected her to “get involved . . .  in 

some way with advancing the profession” (Kelley, 2016, p. 7). Kelley continued to be 

drawn to teaching. She was aware o f the nurse-midwifery education program at the 

University o f  Mississippi, and was interested in the master learning modular curriculum 

(Varney & Thompson, 2016) being used there. In 1973, she moved to Jackson,
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Mississippi and joined the nurse-midwifery faculty, where she taught narrators Segal and 

Best.

Kelley left the University o f  Mississippi in 1976 when she was recruited to be the 

first nurse-midwife in Birmingham, Alabama. Then, in 1980, Kelley moved to Atlanta, 

Georgia, and accepted a position working with Sharp at Emory University. Kelley 

(2016) reflected, “One o f Liz’ goals was to have a private practice at what was then 

Crawford Long” (p. 15). In 1983, Kelley worked with Michael Robinowitz to start a 

faculty nurse-midwifery practice as part o f the Emory University Clinic at Crawford 

Long Hospital. Kelley held a joint appointment with the School o f Nursing and the 

School o f  Medicine at Emory University, spending 70 percent o f her time teaching and 

30 per cent in clinical practice.

Kelley earned her PhD from the Medical College o f  Georgia in 1993. In 1988, 

she became the director o f the nurse-midwifery education program at Nell Hodgson 

Woodruff School o f Nursing. In 2002, she became Chair o f  the Department o f  Family 

and Community Nursing. She continues, in 2016, to hold a position as clinical professor 

in the Nell Hodgson Woodruff School o f Nursing. Kelley’s scholarly career is evident in 

the research, educational, training, and program grants she received from organizations 

including the National Institutes o f  Health, the Centers for Disease Control and 

Prevention, and the Gates Foundatioa Kelley's contributions to advancing the 

profession include extensive publications and presentations internationally, nationally, 

and locally. She served her university, her school, her community, and her profession as 

part o f  innumerable committees and volunteer organizations. Kelley continues to provide
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professional service at the time o f this writing as a member o f  the Education Committee 

o f  the American College ofNurse-M idwives’ Division o f  Global Health.

Michael McCann and Political Activism

Michael McCann decided to become a nurse-midwife after hearing birth stories 

about midwives at The Farm in Summertown, Tennessee, an intentional living 

community. He also read about three male nurse-midwives at Yale University in a 

newspaper article. After nursing school, he found it difficult to find a job as a labor and 

delivery nurse due to his gender. He described securing a position at Chicago’s Lying-In 

Hospital because “most nursing staff there wanted to be midwives so they decided to give 

me a break” (McCann, 2016, p. 2). McCann strayed from his goal o f pursuing nurse- 

midwifery, and became involved in focal labor issues involving nursing. He was offered 

a teaching assistant position at the University o f Illinois, where there was a nurse- 

midwifery education program. After teaching for a year, McCann secured a National 

Health Service Scholarship, and was able to complete his goal o f becoming a nurse- 

midwife. He met and married a fellow nurse-midwifery student Linda, who wanted to 

move to the south for warmer weather. In 1982, McCann secured a position with the 

Grady Memorial Hospital Nurse-Midwifery Service, satisfying his obligation to the 

National Health Service.

McCann was an active member o f ACNM, and served as treasurer and president 

o f the Georgia ACNM Chapter. These leadership roles led McCann to work toward 

prescriptive authority for nurse-midwives in Georgia. He secured a position on the 

Georgia Board o f Nursing Advanced Practice Advisory Committee, eventually filling the 

role o f  chair o f  the committee. He later served as co-chair o f the Prescriptive Authority
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Task Force, playing a key role in obtaining prescriptive authority for nurse-midwives as 

advanced practice registered nurses in Georgia.

McCann joined the nurse-midwifery service at Cobb Hospital in Austell, Georgia 

in July 1985. This practice provided prenatal care and delivery services for uninsured 

women, and women receiving prenatal care at the Cobb County Health Department. 

McCann helped guide this practice through a circuitous path to becoming part o f a private 

obstetrics and gynecology practice, South Cobb Ob/Gyn. He continues to work full-time 

at this practice in 2016. McCann remained active in service to the nurse-midwifery 

profession, most recently serving as ACNM ’s Region III Representative from 2010 

through 2016. He was recognized as a Fellow o f the American College ofN urse- 

Midwives in 2015.

Elaine Moore and the Nurse-Midwifery Service at Atlanta Obstetrics and Gynecology 

Associates

Elaine Moore’s obstetrical instructor in nursing school was a nurse-midwife. This 

instructor ensured all students understood the role o f  nurse-midwives. Moore learned 

about childbirth education classes, natural childbirth, and supporting women during labor 

and realized “that was exactly what I wanted to do’’ (Moore, 2016, p. 1). She became a 

labor and delivery nurse after graduating from nursing school in 1964. Moore then put 

her aspiration o f becoming a nurse-midwife on hold to have her own babies, and to move 

with her husband for his job. Over the next 15 years, Moore worked part-time at Planned 

Parenthood, taught childbirth education classes, and taught maternal-infant nursing at 

Piedmont Hospital School o f Nursing and at Crawford W. Long Memorial Hospital 

School o f  Nursing. Finally, in 1980, she left her children at home with her husband and
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attended the nurse-midwifery program at the Medical University o f South Carolina, 

graduating in 1982.

Returning to her home in Atlanta after graduation, Moore interviewed with Sharp 

and Wordeman at Grady Memorial Hospital. She accepted a position at Grady, hoping to 

deliver at least 100 babies. When she left there a year later, she had delivered 200 babies. 

Moore and Maryann Brown opened Atlanta’s first private practice at Piedmont Hospital 

with the physicians o f  Atlanta Obstetrics and Gynecology Associates in 1983. Moore 

and Brown were unable to obtain staff privileges at Piedmont Hospital. Consequently, 

the nurse-mid wives o f Atlanta Obstetrics and Gynecology Associates delivered babies at 

West Paces Ferry Hospital, while the physicians in the practice delivered at Piedmont 

Hospital.

Moore (2016) stated in her interview, “We built a . . .  really nice practice” (p. 13). 

She described the labor and delivery unit at West Paces Ferry Hospital as a birthing suite 

with a bedroom, bathroom, and a family room for visitors. Deliveries took place in a 

double bed, and all their patients “had to want natural childbirth” (Moore, 2016, p. 13). 

Eventually, administration at Piedmont Hospital recognized the need for nurse-midwives 

and invited Moore and her partners to join the staff at Piedmont Hospital. Moore became 

one o f  the first nurse-midwives to have hospital privileges at Piedmont Hospital. She 

delivered babies with Atlanta Obstetrics and Gynecology Associates there until her 

retirement in 2000.

M oore’s retirement proved to be short-lived. In 2001, after moving to Nashville, 

Tennessee she returned to work with the faculty practice at Vanderbilt University 

Medical Center where she remained for 13 years. In 2016, she continues to practice with
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University Community Health Services. Moore has been very active in the American 

College o f  Nurse-Midwives, serving as chair, secretary, and bylaws chair o f the Georgia 

Chapter during her years in Atlanta. She founded the W. Newton Long Fund, an ACNM 

Foundation endowment for practicing nurse-midwives. She has held positions on the 

ACNM Foundation board, serving as president from 2013 to the time o f this writing in 

2016. She helped found the OnGoing Group, now known as the Midwife Legacies 

Project. She has been awarded the ACNM Region 111 Award for Excellence, and is 

recognized as a Fellow o f  the American College o f  Nurse-Midwives for her many 

contributions to the professioa 

Nancy Belin and the Family Health and Birth Center

Nancy Belin’s first exposure to nurse-midwifery was in 1967 when she was 

rushed in to see an “alternative birth” (Belin, 2016, p. 1) being attended by a midwife 

during her obstetrical practieum in nursing school at Columbia University. In her oral 

testimony she remembered, “I think I was supposed to be horrified, but I was actually 

enthralled” (Belin, 2016, p. 1). Her journey from that first experience to becoming a 

nurse-midwife herself was, “an odyssey o f going from here to there and back again”

(Belin, 2016, p. 10). Belin worked with newborns in the pediatric intensive care unit 

following nursing school. When she gave birth to her first baby, she was accompanied 

by her husband in defiance o f hospital policy at the time. A master’s degree in nursing 

education, certification as a Lamaze instructor, and another baby followed for Belin.

Then, in 1977, she moved with her family to Savannah, Georgia.

Belin had been working at a women's hospital in Savannah for about 18 months 

when she met Margaret Dorroh at a meeting for the Association o f  Women’s Health,
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Obstetric, and Neonatal Nurses. Dorroh was a nurse-midwife doing home births in the 

Savannah area. Belin (2016) remembered, “We hit it off pretty well, and we had the 

same philosophy” (p. 9). Belin worked with Dorroh as a birth assistant for her homebirth 

practice and taught nursing at Armstrong University for a period o f  time. When Dorroh 

lost physician collaboration for her home birth practice, she decided it might be a good 

idea to start a birth center. Belin went to midwifery school at Medical University o f 

South Carolina, and in 1987 Belin and Dorroh opened a birth center as part o f Dr. Jack 

Heneisen’s Jamily practice in Effingham County, Georgia. Belin and Dorroh provided 

obstetric, gynecologic, and pediatric services, while Heneisen provided general family 

practice care.

Belin and Dorroh later separated from Heneisen's practice, and kept the name 

Family Health and Birth Center. They relocated to another building in Effingham 

County, and eventually moved into Chatham County and obtained staff privileges at 

Memorial University Medical Center. In 2016, Belin continues to work at the Savannah 

Midwife Group and Birth Center, as it is now known, although she is no longer the 

director. The birth center provides midwifery care o f  women throughout pregnancy and 

childbirth, as well as gynecologic care across the lifespan 

Marianne Scharbo-DeHaan and the Emory University Nurse-Midwifery Education 

Program

Marianne Scharbo-DeHaan recalled nurse-midwifery ‘Nvas not something I 

dreamed o f all my life. I’m a child o f  the 60s, sort o f  so I went to college, went to 

nursing school, graduated, and had babies” (Scharbo-DeHaaa 2016, p. 1). She was 

interested in childbirth education, however, so she became certified as an American
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Society for Psychoprophylaxis in Obstetrics (ASPO)/Lamaze childbirth educator and 

began teaching childbirth classes. Scharbo-DeHaan earned a master o f  science degree 

with a focus on maternal and infant health in 1975, and worked with a group o f 

obstetricians in practice at Piedmont Hospital She provided prenatal care, postpartum 

care, childbirth education, and even attended births in a support role. When the nurse- 

midwifery education program opened at Emory, she entered the second class despite 

having never seen a nurse-midwife practice. She stated, “Having that continuity o f care .

. .  I just decided that’s what 1 wanted to be when I grow up. I was, at that time, 37” 

(Scharbo-DeHaan, 2016, p. 3).

When she graduated from Emory in 1979, Scharbo-DeHaan worked for a year 

with the nurse-midwifery service at Grady Memorial Hospital She returned to the 

practice at Piedmont Hospital and worked in the office while awaiting hospital privileges. 

This was not to be, however. Scharbo-DeHaan (2016) explained, “There was a chairman 

o f Ob/Gyn who just thought that that would be going back to the Dark Ages, and so he 

just said no” (p. 4). She left the Piedmont practice when Sharp convinced her to join the 

faculty practice at the Emory University Clinic, joining Kelley and Mashbum there. 

Working with students at the faculty practice began to instill an interest in academia in 

Scharbo-DeHaan. She soon realized she would need to pursue a doctoral degree if she 

wanted to stay in an academic role. She entered the PhD program at Georgia State 

University in 1988, graduating with a Doctor o f Philosophy in Community Health 

Nursing in 1993.

Scharbo-DeHaan held the position o f associate professor at the Nell Hodgson 

Woodruff School o f Nursing o f  Emory University until 2000. She developed research
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and theory courses, directed core curriculum in nurse-midwifery, and implemented 

various faculty workshops as part o f her role at Emory. Scharbo-DeHaan went on to 

work for the Centers for Disease Control and Prevention as a supervisory nurse educator, 

branch chief for Training and Health Communications in the Division o f STD 

Prevention, and then as a contractor in the Division o f STD Prevention. In 2016, 

Scharbo-DeHaan continued to work as an adjunct professor at Agnes Scott College. 

Mickey Gillmor (Mary Gillmor-Kahn) and the Grady Memorial Hospital Nurse- 

Midwifery Service

Mickey Gillmor received a Bachelor o f  Arts Degree in Romance Languages and 

Literature from Harvard University in 1964. Her first foray into science was in her final 

year o f college, when she took a biology course. She “got quite excited about the whole 

physiology aspects, and decided . . .  to go to medical school” (Gillmor, 2016, p. 1). She 

spent a year taking pre-med courses, but was unable to gain admittance into medical 

school She recalled, “Every single interview that I had asked me if I was going to get 

married. And was I going to have childrea This was 1965 that I was interviewing” 

(Gillmor, 2016, p. 2). Gillmor took a job as a laboratory technician in Harvard Medical 

School’s bacterial genetics department. Later, she developed science curriculum for use 

in elementary education through a program funded by the Ford Foundatioa She also got 

involved in

A women’s consciousness raising group . . .  it was an exciting group o f women to 
be involved with. And I was sitting in the group one day, kind o f  crying about 
what the heU was I going to do with my Hfe because the Ford Foundation money 
was drying 14? too, and you know, I didn’t have training in anything except 
Spanish (laughs) . . .  and one o f the women said, “Well why don’t you become a 
nurse midwife,” and I had no idea what that was . . .  It was nurse midwife that 
she saw me being. And, so she, you know, she then told me . .  . what this was, 
and I went, “Y eah” (Gillmor, 2016, pp. 5-6)
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In 1972, Gillmor and her husband moved to Atlanta, Georgia. She entered Emory 

University’s nursing program with a plan to work as a nurse for a year, then pursue 

nurse-midwifery. Instead, she had two children and became involved with the Childbirth 

Education Association o f  Atlanta and the International Childbirth Education Associatkm 

Wordeman, whom she had worked with at Grady Memorial Hospital “periodically met 

me at conferences over the next several years and went, ‘so, are you going back to school 

yet?” ’ (Gillmor, 2016, p. 9). By 1985, Gillmor was experiencing frustration with the care 

o f women during childbirth and she “just kind o f missed Grady” (Gillmor, 2016, p. 10). 

Her children were then school aged, so Gillmor returned to Emory University’s nurse- 

midwifery program.

In 1986, Gillmor renewed her employment with Grady Memorial Hospital this 

time as a staff nurse-midwife. The nurse-midwifery service became part o f the Emory 

University School o f Medicine in 1995. Gillmor continued working with the service, 

first as a staff nurse-midwife, then as a clinical coordinator and, following Wordeman’s 

retirement, as acting director o f the nurse-midwifery service. She also held appointments 

with the Emory University School o f Medicine and the Emory University School o f 

Nursing from 1987 to 2012, as a clinical instructor. In 1995, Gillmor added to her 

responsibilities the position o f  Regional Clinical Coordinator for. what was then, Frontier 

School o f Midwifery and Family Nursing. She became the Southern Regional Director, 

chair o f the Department o f Student Affairs, and then a teaching associate for Frontier 

School o f Midwifery and Family Medicine. Gillmor continues, in 2016, to serve as a 

nurse-midwifery course faculty member for Frontier Nursing University.
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Discussion o f Findings 

First and second cycle coding methods used in the analysis o f  the fourteen 

interview transcripts yielded common themes among the oral testimonies. TTiese themes 

were cross analyzed to reveal four telling extracts which were evident throughout the 

testimonies. These telling extracts include:

•  “this odyssey

•  blazing trails, building fences, and raising towers;

•  stand your ground, but know when to compromise; and

• it wasn t easy, "but I  had a helluva time."

“This Odyssey” used the words o f  one narrator to represent the common experiences 

shared by the narrators during their professional journeys. The second telling extract 

blazing trails, building fences, and raising towers reflected the establishment, expansion, 

and legitimization o f  the nurse-midwifery profession described in the narrators’ 

testimonies. Stand your ground, but know when to compromise summarized the 

narrators’ commitment to a philosophy and type o f care unique to nurse-midwifery, and 

how they incorporated this nurse-midwifery care into the existing healthcare system. The 

final telling extract, it wasn't easy, "but I  had a helluva time " used a direct quote from 

Wordeman to describe the challenges and rewards associated with the narrators' careers. 

"This Odyssey"

In her oral testimony, Belin used the words “this odyssey” referring to her journey 

to becoming a nurse-midwife. In so doing, she captured the essence o f  a phenomenon 

common to all the narrators. M erriam-Webster’s Online Dictionary (2016) defined 

odyssey as simply “a long journey foil o f adventures, or a series o f experiences that give
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knowledge or understanding to someone.” Each o f the narrators described journeys full 

o f  adventures and experiences from which they learned and grew. Their odysseys were 

all very unique, and yet they described similar landmarks and features along the way.

The similarities in the narrators’ odysseys can be represented by four sub-themes: “nurse- 

midwifery happened to m e ,” ''''from here to there and hack a ga in ," 'you  have to remember 

the era," and “/  never looked back."

“Nurse-midwifery happened to me. " The narrators’ testimonies revealed the 

unplanned nature o f  their nurse-midwifery careers. Scharbo-DeHaan (2016) expressed 

this when she began her testimony by saying, “This was not something I dreamed o f all 

my life” (p. 1). She said, “It’s almost like nurse-midwifery happened tom e. This is not 

something I always wanted to be” (Scharbo-DeHaan, 2016, p. 17). Similarly, Martin 

(2016) reflected, “I’d never even thought about it, you know? So, I didn’t exactly have 

this calling to be a midwife, it just sort o f sounded good” (p. 4). Wagner (2016) stated 

she “knew nothing about nurse-midwives” (p. 1) at the time she started working at 

Hamilton Medical Center with Martin. Many o f the narrators reported learning about 

nurse-midwifery accidentally, such as coming across information in a book, newspaper, 

or journal McLaughlin and Best recalled reading about nurse-midwifery in nursing 

journals, Segal in a nursing text, and McCann in a newspaper. Best (2016) reported, “I 

can remember never ever thinking I’d be anything other than a nurse, ever, my whole life 

. . . Then bam  So, in that case, the media helped me make, you know, a decision” (pp. 7 - 

8 ).

“From here to there and back again. " The pioneer nurse-midwives in this study 

reported learning about nurse-midwifery in various ways. None reported a lifelong
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dream or plan to become nurse-midwives. Nonetheless, each o f them eventually chose a 

path leading to nurse-midwifery, and each described a winding road leading to that end.

In her oral testimony, Belin pondered, “I wonder do other midwives have this odyssey o f 

going from here to there and back again” (Belin. 2016, p. 10). Indeed, the narratives did 

reflect journeys going from here to there and back again.

The path to acquiring nurse-midwifery education was curving and bumpy for 

many o f the narrators. McCann struggled to get a job in obstetrical nursing due to his 

gender. Moore was not accepted into the nurse-midwifery education program at Emory 

University, so later she applied and was accepted to the Medical University o f  South 

Carolina. Belin was unable to attend nurse-midwifery school the first time she was 

accepted owing to the death o f her father. When Martin applied to Columbia University, 

she learned the class was fiifl. She took her savings and spent six weeks in Europe 

instead. On returning, she reapplied, was accepted, and received federal funding which 

covered her education expenses while at Columbia University.

Despite the obstacles, there was an overarching desire to pursue higher education 

expressed in the oral testimonies. Wordeman completed three education programs prior 

to getting her midwifery education, including a nursing diploma, a baccalaureate in 

nursing and a master’s degree in nursing. McLaughlin had a similar path, earning her 

nursing diploma and a bachelor’s degree prior to obtaining her midwifery certification, 

and earning a master’s degree in public health afterwards. Kelley and Scharbo-DeHaan 

both earned doctoral degrees. When considering her decision to pursue a master’s 

degree, Mashbum (2016) reflected, “My parents were really into education . . .  so that’s 

where my head was” (p. 2).
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Outside influence from friends and family, like that exerted on Mashbum by her

parents, was seen throughout the narratives. Many narrators described being pushed

toward midwifery by someone in their lives. For Gillmor, it was Wordeman urging her

to consider midwifery school. Wagner (2016) recalled, “My mother pushed me to be a

nurse . . .  and I hated it, until I walked into OB” (p. 37). Later, her friends and family

encouraged her to pursue midwifery. Segal described her father telling her she could be a

teacher or a nurse; she chose nursing then midwifery school followed. A nurse-midwife

pushed Moore to return to school and Belin’s lather pushed her to pursue higher

educatioa Mashbum (2016) said about Sharp “she pushed me, and pushed me” (p. 1)

towards teaching midwifery.

“ You have to remember the era. ” Many o f the narrators recalled the era o f the

1960s and 1970s, and how events o f the time influenced their career choices. Beginning

with Wordeman’s description o f administering ether to women during labor and then

“trying to pull them back in bed” (Wordeman, 2016, p. 3) many narrators looked back on

the maternity care o f  the era with disapproval McLaughlin (2016) said,

1 hated it . . .  everybody had side rails on their beds like big cribs . . .  The women 
didn’t know anything. They were all shaved; they all got enemas . . .  it was the 
least favorite thing I wanted to do. (p. 6)

Kelley (2016) referred to maternity care in 1969 as “the era o f  scopolamine” (p. 1). She

described “labor and delivery wards with women strapped down and going out o f their

minds because . . .  they weren’t gonna remember it later . . .  it was really not humane”

(Kelley, 2016, p. 1). Moore (2016) explained in 1963 “scopolamine and twilight sleep

were the choices that people had for pain” (p. 1).
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As women began to seek alternative approaches to heavy sedation during 

childbirth, many began to turn to the Lamaze method taught by the American Society for 

Psychoprophylaxis in Obstetrics (Zwelling, 2000). The Lamaze Method offered an 

alternative approach to pain management during childbirth, which many o f the narrators 

found appealing. The first midwife-attended birth Belin witnessed was that o f a woman 

who had attended childbirth classes. Most women in that era were, according to Belin 

(2016),

out o f it and they pulled the baby out . . .  But when I went to the midwife 
delivery, o f course, she wasn’t doing any o f that. She was pushing her own baby 
into the world and the midwife was catching it for h e r . . .  the patient was getting 
what she wanted, (pp. 3-4)

Belin became certified in the Lamaze method, using it herself during the birth o f her

second child. She stated, “It worked beautifully for me, and it worked for the people I

taught afterwards” (Belin, 2016, p. 7). Scharbo-DeHaan and Gillmor were also certified

in the Lamaze method. Both taught childbirth classes for many years prior to becoming

nurse-midwives. Gillmor (2016) reflected, “There was a period where I thought I would

be my current age teaching childbirth classes, because I really enjoyed it” (p. 10).

Similarly, McLaughlin, Martin, Wagner, Best, and Moore all reported teaching childbirth

classes during their careers.

In her oral testimony. Best (2016) reflected on the 1970s saying, “You have to

remember the era . . .  it was the me era . . .  h was an interesting time. Hippyish kind o f’

(pp. 5-6). The counter-culture influence o f  the 1970s impacted the narrators. McCann

(2016) described himself in the 1970s with “long hair, you know, I was like very hippie-

looking” (p. 2). After dropping out o f  school in the early 1970s, he recalled:
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Having a year o f  unemployment, and during that period o f time, I made —  I met 
lots o f  unique people, and some o f those people were heading down to The Farm 
in Tennessee . . .  and coming back with wonderful birth stories about midwives. 
(McCann, 2016, p. 1)

Segal recalled reading Monday Night Class by Stephen Gaskin who founded The Farm,

then visiting The Farm twice. She stated, “It was a bunch o f hippies . . .  we just went and

visited and talked to them, and . . .  that influenced me” (Segal 2016, pp. 49-50). Craw

(2016) remembered attracting women “that were very dedicated, that were very Earth

Mother type o f . . .  women, who really wanted a midwife” (p. 31).

The narrators frequently described nurse-midwifery operating at the margins o f

society in Georgia. Nurse-midwifery offered alternative approaches to maternity care as

it developed under the influence o f  the counter-culture o f  the 1970s. This placed the

profession at the margins o f established medical practice. Caring for women at the

margins o f society was a hallmark o f the early days o f  the profession in Georgia. The

nurse-midwifery service at Grady Memorial Hospital cared for women who were

indigent, uninsured, or underinsured. As Wordeman described, “They didn’t want those

indigent patients, I don’t think, in some o f the private hospitals” (2016, p. 16). She

further reflected, “The patients I had were poor, malnourished often, and had all kinds o f

problems” (Wordeman, 2016, p. 29) as she considered her time at Grady.

Craw (2016) reported the nurse-midwifery service at Archbold Memorial Hospital

“started because two doctors did not want to handle all the Medicaid patients they were

seeing, because they weren’t being reimbursed” (p. 16). The Athens Regional and Cobb

Hospital nurse-midwifery services had similar origins. As Best described:

The idea came from, again, underserved, indigent folks typically would go to the 
health department, get their prenatal care, and then drop in at the hospitaL The
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Ob/Gyns on staff were just taking turns . . .  but they really didn’t want to be doing
it. (Best, 2016, p. 14)

McCann (2016) similarly reported “the rumor is that they were sick o f delivering . . .  and 

taking care o f  the poor” (p. 21) referring to the obstetricians at Cobb Hospital in the early 

1980s.

"I never looked back. ” Regardless o f  their paths and influences, the narrators 

uniformly expressed satisfaction with the choice o f nurse-midwifery as a career. 

McLaughlin (2016) stated, “I had loved midwifery school” (p. 11). Thinking back to her 

time in midwifery school, Wagner (2016) reflected, “I loved it. I knew that’s what I 

really wanted to do . . .  I loved midwifery from day one” (p. 6). Kelley (2016) reported 

by the time she graduated from Downstate Medical Center's nurse-midwifery program “I 

had really fallen in love with midwifery” (p. 6). This love for midwifery endured for the 

nurse-midwives as they moved through their careers. McLaughlin (2016) expressed this 

when she said, “I loved it and I never looked back” (p. 13).

The narrators unanimously denied regretting their career choices. Wagner (2016) 

said, “No regrets, whatsoever. It was the best profession I could have ever chosen” (p. 

20). Kelley (2016) echoed this stating, “Being a midwife . . .  I think it’s the best job 

anyone can have” (p. 25). Belin (2016) reflected, “I’ve been pretty satisfied with this 

life. And it’s been veiy interesting -nothing boring about it'' (p. 50). Moore (2016) 

stated, “It’s been a wonderful career for me” (p. 33). When asked how long she plans to 

continue working, her response was “‘til I can’t work anymore” (Moore, 2016, p. 31). 

Only Mashbum and McLaughlin reported any regrets, and those were related to not 

having pursued doctoral educatioa
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Blazing Trails, Building Fences, Raising Towers

The second telling extract gleaned from the pioneer nurse-midwives’ narratives

was blazing trails, building fences, raising towers. This theme reflected Sharp’s (1983)

use o f a similar metaphor in her article examining nurse-midwifery education. In this

telling extract, blazing trails referred to the work o f the pioneer nurse-midwives as they

identified the need for improvements in maternity care and worked to achieve solutions.

Building fences represented the expansion o f  the role and scope o f practice, and

development o f professional standards and educatioa Finally, raising towers recognized

the legitimacy and recognition earned by the pioneer nurse-midwives for the profession

within society. There were four sub-themes identified which encompassed this telling

extract: the fabric o f  the community, inter-professional symbiosis, “Liz Sharp was very

much in charge, ” and “we need to do legislation. ”

The fabric o f  the community. Woven throughout the nurse-midwives’ stories was

a repeated mention o f their connections to communities, and the service nurse-midwifery

provided to these communities. This relationship with the community was highlighted

when Belin discussed searching for a building to house the birthing center in Effingham

County. She and her partner, Dorroh, had asked a community business man to build a

space and lease it to them. She reminisced,

the strange thing is he said ‘yes,’ on complete faith . . .  He and his wife always 
had such complete faith in us that we would do something that was important and 
I think he saw that letting The Birth Center go out o f Rincon or out o f that county 
was probably not to their advantage. ‘Cause to get people to live in a community 
or to move to a community which, at that point, was a dying farm community, 
you have to have services. And I think that's, sort o f  how he and his wife saw us 
that whole time, that, you know, we were the people providing this service that 
wasn’t provided anywhere else. And by then, we had a reputation, too. People 
liked it. They liked coming there and then they had babies bom in Effingham 
County again. Which they hadn’t in thirty years. (Belin, 2016, pp. 24-25.)
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Belin (2016) reflected the birth center was perceived as part o f the fabric o f  the

community, “the community itself once they found out we were doing, were just

incredibly supportive” (p. 18).

Martin was recruited by Gregory to join his practice because o f  her connections to

the Dalton community. Martin knew Gregory’s wife, Hollis, having babysat for her as a

youth. Martin (2016) recalled,

Hollis knew me, and she knew my mother, and she knew that I was a midwife . .  . 
And so she said to Greg, you know “you should talk to Ellen because she's a local 
girl,” and that just sort o f  evolved, (p. 12)

She reflected, “So that really helped though, I mean just to . . .  to be a part o f the

community, you know, 1 think that . . .  that certainly was an advantage” (Martin, 2016, p.

17).

Narrators reported becoming part o f the community, even when they were not

from the area in which they worked. Craw moved to Thomasville from New York, yet

she mentioned the community she worked in 12 times. She reflected:

We have thousands o f patients that we have delivered in this community . . .  Well 
I see people all the time, you know, I can hear them whispering in the back, ‘that 
lady delivered you,’ or, you know . . .  ‘she looks femiliar.’ . . .  Oh, I think I was 
at Pizza Hut, and somebody came up and said to me, ‘you delivered me thirty 
years ago.’ (Craw, 2016, pp. 48-49)

Best stressed her conviction that the nurse-midwifery practice at Athens Regional

Medical Center was, not just part o f the community, but had an obligation to serve the

community. She pointed out, “It is a community hospital . . .  we're here to provide

service in our community . . .  the alternative was your community isn't healthy . . .  your

community doesn’t get taken care o f ’ (Best, 2016, p. 39).
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Inter-professional symbiosis. Relationships among nurse-midwifery and other 

health care professions, particularly the relationships with nursing and medicine, played a 

key role as the pioneer nurse-midwives blazed trails to establish the profession Martin 

(2016), describing the establishment o f  the nurse-midwifery service at Grady Memorial 

Hospital, stated Sharp “had great support from the OB chief and she had great support 

from nursing” (p. 17). Martin further cited the inter-professional relationships Sharp 

built with physicians and nurses as instrumental in the success o f the nurse-midwifery 

service at Grady:

She was very close to Dr. Thompson John Thompson and to, Newton Long . . .  
She had known Dr. Long, I think, from somewhere previously, so, they had a 
relationship; they were really encouraging her. They needed help. They were 
understaffed in terms o f the residency numbers and so, they wanted to see it work.
(p. 10)

She built real good relationships with, with the nursing management. Mary 
Woody was the director o f nursing. And they were really . . .  became really good 
friends. So I think that helped a lot. (Martin, 2016, pp. 10-11)

McLaughlin described nurse-midwifery as an extension o f nursing. She recalled

choosing to work with Sharp at Grady Memorial Hospital rather than staying in New

York with Dorothea Lang, because o f  Sharp’s midwifery paradigm. “Liz’s view was that

we were nurse-midwives, not midwives. We came from a nursing perspective”

(McLaughlin, 2016, p. 11). Sharp’s view o f nurse-midwifery as an expansion o f nursing

was confirmed in her 1996 interview with Johnsoa Speaking o f  Ernestine Weidenbach,

Sharp stated,

what she really taught us, and it’s in that article, is that nurse midwifery, the 
midwifery part, was an extension o f nursing practice, so that while you were 
doing your nursing care, it just made sense, if you were listening to the baby’s 
heartbeat, your hands were on the abdomen, why not, figure out where the baby 
was tying, how it was tying, or measure the fundal height, urn, so that if you were 
taking care o f the patient in labor, you would gather more information and add
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more management decisions. Now, she did say at the time o f birth, if you were 
doing the hand maneuvers, and doing all the things that you do there, you would 
need a nurse to help with that, but you did have to focus on that; you couldn’t do 
everything at once. But, by and large, she saw nurse midwifery as an expansion 
o f  nursing, and because I really was very into nursing, this did not seem like I was 
leaving nursing . . .  to go to something else. It was just a natural expansion o f the 
nursing practice. And, that’s how I have always seen it. (Sharp, 1996, p. 45)

Segal (2016) expressed similar sentiments regarding nursing when she stated, “We

depend on nursing . . .  I know there’s a thought that too bad it isn't just midwifery

programs like they have in England. But we evolved differently” (pp. 30-31).

Other narrators emphasized a distinction between the professions o f nurse-

midwifery and nursing. Martin recalled, “The midwives who were at Grady before us

were older, sort o f seasoned, a little set in their ways, and a little bit more nursey than we

were” (Martin, 2016, p. 7). She described arriving at Grady within a month o f three other

nurse-midwives including Therese Dondero, Carol Crecelius, and Diane Hodgman

stating,

we were willing to . . .  to assert ourselves, you know, just sort o f change the flow 
o f the, o f  the practice. I think we’d matured it from a real nursey kind o f  program 
to something that really reflected more midwifery. (Martin, 2016, p. 8)

In her 1996 interview Sharp discussed the complicated nature o f nurse-mid wifery’s

relationship to nursing saying,

it wasn’t until I got back into nurse midwifery and really almost down at Grady 
and beginning to recruit nurse midwives that 1 began to realize that some o f the 
nurse midwives went into nurse-midwifery to get away from nursing . . .  and saw 
it very separate. But that came about after there was enough time for nurse- 
midwifery to be assimilated into Downstate Medical Center and some o f the New 
York practices, and that’s where I heard that, and that, then in the early ‘70s, 1 got 
really involved with knowing more about New York nurse midwives; I was 
employing them. And also, working with Dorothea Lang with the ACNM, and 
hearing about how we weren’t nurses and how . . .  we were midwives, (p. 46)
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Despite differing opinions about the position o f nurse-midwifery within nursing,

the narrators voiced a dependence on support o f the nursing profession. Moore (2016)

expressed this as she described the process Maryann Brown used for hiring nurses to

work at West Paces Ferry Hospital:

She hired the nursing staff by saying, “W e’re going to have a brand new unit here. 
It’s all new; it’s fresh; it’s beautiful and we’re going to have midwives. And so 
how do you feel about working with midwives?” And if the nurse that was the 
interviewee said, “I don’t, I don’t, I don't want to, I don’t believe in that.” She 
didn’t get the job. (p. 12)

Similarly, Gillmor (2016), described the importance o f the nursing staff to the labor,

delivery, and recovery unit (LDR) at Grady Memorial Hospital:

The other wonderful thing at the beginning was that the nurses that we had were 
recruited specifically for this unit, and most o f them went on to be nurse- 
midwives . . .  I think that made, you know, we were such a little hardworking, 
coherent unit. I mean, I look back on that period as the heyday o f midwifery at 
Grady, (p. 16)

Narrators emphasized the role medicine played in establishing nurse-midwifery, 

and the inter-dependence between the two professions. According to McLaughlin 

(2016):

When Liz started the practice, she was asked to come for three reasons . .  . One 
was to model continuity o f  care; one was to develop an interdisciplinary approach 
to OB; and one was to take the bad  off the residents. When they started here in 
1970, they only had six residents per year . .  . and they just didn’t have enough 
residents. So, in 1973, July, they doubled their residency program, but they still 
needed the midwives, so that’s realty- where it came from. (p. 19)

Recounting her career at Associates in Ob/Gyn in Dalton, Wagner (2016) portrayed the

mutual respect and reliance she shared with the physicians:

Dr. Gregory, I worked with him for twenty . . .  25 years and I’d say . . .  he had a 
sixth sense for obstetrics, and helped me . . .  so much. I always knew I could 
count on him. If I call him, he was there for me. He was . . .  he was a wonderful 
mentor, (p. 12)
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They were always willing and they would . . .  could see what we were saying, and 
they understood that we were, you know, bringing in money, and they couldn’t do 
it without us. (Wagner, 2016, p. 32)

Kelley (2016) recalled the support she received from physicians Robinowitz and

Korotkin, who helped convince the medical director at Crawford Long Hospital to grant

her hospital privileges. She also described the support o f these two physicians as they

promoted nurse-midwifery to patients:

I mean when, when Jeff and Michael were there, . . .  they would say, you know, .
. .  “If everything is normal, you’re going to get much better care from the nurse 
midwives than you’re going to get from me, ‘cause they’ll spend more time with 
you, and they’ll understand what’s going on with you,” you know, “emotionally 
and physically.” (Kelley, 2016, p. 17)

Sharp credited physician Newton Long, with bringing nurse-midwives to Grady

Memorial Hospital. She recalled Long agreeing to accept a faculty position with the

Emory University School o f  Medicine that had been offered to him by John Thompson

saying, “If you can promise me that at some point we’ll have nurse midwives” (Sharp,

1996, p. 62).

“Liz Sharp was very much in charge. ” The leadership o f  Sharp in blazing trails,

building fences, and raising towers for the nurse-midwifery profession in Georgia was

undeniable in the narrators’ stories. All but three o f the narrators mentioned Sharp by

name, many o f them crediting her with influencing them in their early careers.

Wordeman (2016) said, “Liz was very much in charge” (p. 16) when she recalled joining

the nurse-midwifery service at Grady Memorial Hospital Other descriptions o f Sharp’s

contribution to nurse-midwifery at Grady spoke o f personal and professional strengths

which led to the success o f nurse-midwifery at Grady Memorial Hospital and in the state:

And Liz had, you know, hung in there with the midwifery service, and not rocked 
boats, and gained the respect o f  you know, that these midwives obviously are
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competent, and can do this, and, you know, she . . .  there’s not a lot o f people that 
could’ve done that . . .  The diplomacy, the patience, the willingness to be the 
Southern lady, and - 1 mean, not that she was . . .  not that she was Southern . . .  
She wasn’t . . .  but she . . .  projected that. You know, always calling the doctors, 
Doctor, you know. I mean, . . .  I couldn’t do that. I couldn’t have. (Gillmor, 2016, 
p p .19-20)

Mashbum (2016) said,

Liz had so much respect from those physicians that hired her to come here. She 
could negotiate with them, always respecting their position as well -  not trying to 
go over them, not trying to, I don’t know, not trying to be more than she was -  but 
trying to negotiate to have a good program, a solid program, a safe program 
Statistics were great for the midwifery service. Keeping statistics was a really big 
deal. Quality assurance was a really big deal I mean, we did that at Grady before 
I ever heard it in the state. I mean, she just set it up so that it would be successful, 
basically. I do think the respect she had for the physicians and vice-versa made 
her a strong leader and therefore made us have a strong program (p. 8)

Many o f the narrators listed Sharp as a mentor, including Martin (2016) who

recounted Sharp’s influence on her career saying,

Liz, particularly... probably the most. I was afraid to tell her that 1 had had the 
job at the Dalton because she was complaining, rightly so, that there were a lot o f 
people who were coming to Grady who were staying a year and leaving, you 
know, . . .  she wanted to grow our practice, and so I had to get my courage up and 
. . .  and go tell her that I was lookmg at this job in Dalton, had pretty much 
accepted it, but, you know, started slow with her (chuckles). And she listened and 
she said, ‘1 think that’s wonderful,” and . . .  she coached me a lot about what to 
do and how to get it going. So she, undoubtedly, was my primary mentor.
(Martin, 2016, pp. 17-18)

Sharp also established Georgia’s only nurse-midwifery education program,

directing the program through its first two decades. In her roles as professor in the school

o f nursing, and associate professor in the schools o f  medicine and public health, Sharp

made significant contributions elevating the art and science o f  nurse-midwifery.

Narrators spoke o f the inpact o f  Sharp’s work in nurse-midwifery education saying,

so the whole mindset was setup that the service would support the midwifery 
education program, and that... that was Liz. I mean, that’s what she negotiated
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for. I mean you know, as for as I’m concerned, we have to realty give her the 
credit for midwifery in Georgia. (Mashbum, 2016, p. 7)

She firmly believed that midwifery was based . . .  came out o f  nursing and so she 
developed urn this practice with a position. She was . . .  had a position in the 
department o f  nursing at Grady, school o f nursing at Emory, and the school o f 
medicine. She had three appointments. And she wrote up all the documents, you 
know, our practice agreement, talks about episodic care, who’s this, who’s that, 
what’s the line o f . . .  who you report to. . .  She outlined aD that, was very rigid 
about it and I think all those rules, having all that buy in, through all those 
mechanisms made it survive. So chairmen can come and go, and they may value 
midwifery more or less. W e’ve certainly seen that over the years, but it’s survived 
because o f those strong tenets that Liz laid down . . .  and they are to this day. 
(McLaughlin, 2016, p. 22)

In her leadership role as a pioneer nurse-midwife in Georgia, Sharp laced difficult

decisions. Segal reported one o f the difficult tasks Sharp performed when Segal applied

for a position with the Grady Memorial Hospital Nurse-Midwifery Service. Sharp, as

Segal (2016) reported, “was not supportive, unfortunately” (p. 4) o f  Segal’s experiences

with home birth. Segal had a planned home birth with her second child, and had attended

the home birth o f a friend after earning her nurse-midwifery certification. Segal (2016)

stated, “And so, I don’t know how the word leaked out but it did . . .  or maybe I just flat

out told her. I don’t remember, but Dr. Sharp was not pleased with that she said, “No”'

(p. 3). Despite Sharp’s reftisal to employ her, Segal still remembered Sharp as “a realty

special pioneer” (2016, p. 59), reminiscing:

1 know how disappointed I was not to get to work at Grady, and I . .  . everybody 
knew Liz Sharp, and, I mean, I had such high regard for her. So it was so 
disappointing. I felt real sad. But, you know, I went and got a job (chuckles) as a 
nurse. And then, the next chapter o f  my life opened . . .  and 1 worked it. (p. 29)

“We need to do legislation." Nurse-midwifery in Georgia arose to fill a gap

caring for women unable to find care within established healthcare, and to share the toad

when physicians were faced with unmanageable patient volumes. Many nurse-midwifery
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services were established to care for women who were poor and uninsured, a point 

iterated by Sharp as she described the motivation for bringing nurse-midwives to Grady. 

Sharp remembered “a real crisis with having only three fourth-year residents” (1996, p. 

62) and increasing numbers o f patients. Nurse-midwifery became the solution to the 

crisis when there were more patients than the residents could attend.

Schley Gatewood Jr. similarly described the impetus for bringing nurse-midwives 

to Americus, Georgia. In my conversation with him, Gatewood discussed the difficulty 

his lather had recruiting physicians to join his practice in Americus, Georgia. He stated, 

“Not everybody wants to be in a small town, for several reasons . . .  you took care o f a lot 

o f people who were p o o r . . .  there was very little payment” (Gatewood, 2016, p. 10). 

Gatewood recounted how his father learned about nurse-midwifery and contacted Long 

and Thompson at Emory University. Gatewood’s father was introduced to Sharp, who 

advised him as he hired Maureen Turner and Anne Schorfheide. These two became the 

first nurse-midwives in private practice in the state.

During the 1970s and 1980s, pioneer nurse-midwives in Georgia worked to 

develop the profession beyond its origins. They expanded nurse-midwifery’s role and 

legitimized the profession through standardization, professionalization, and legislation. 

Best (2016) recalled feeling she had received “a wakeup caD” (p. 6) when her instructor 

explained “I don’t believe that nurse-midwifery should be relegated to just taking care . . .  

[of the] underserved or the indigent” (pp. 6-7). Nurse-midwifery began to appeal to 

women with higher socio-economic backgrounds and with insurance as a result o f  the 

work o f the pioneer nurse-midwives. The nurse-midwifery practices started by Martin 

and Moore at West Paces Ferry Hospital and the eventual movement o f  these practices
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into Piedmont Hospital and Northside Hospital in Atlanta, Georgia reflected this 

evolution away from care at the margins, to care for aD women.

Nurse-midwifery in Georgia advanced further as the pioneer nurse-midwives 

became involved in their professional organi2a tio n  Kelley was required by Lang to join 

the American College o f  Nurse-Midwives. Kelley became involved in the accreditation 

process for nurse-midwifery education programs, serving as chair for the Division o f 

Accreditation She described the increasing acceptance o f  the nurse-midwifery 

profession saying:

In the 80s, midwifery was becoming a more known profession . . .  and we had 
more people apply to the program than we had spots for them -  and, o f  course, 
spots for them continues to be an issue -  and so we would . . .  we would want the 
students to be interviewed, and if they were overseas, we could do an overseas 
interview. And, preferably, come to an orientation and then we pooled all o f the 
applicants, and rank ordered them, and admitted as many as we thought we had 
space for, and then had a waiting list. (Kelley, 2016, pp. 24-25)

Wagner remembered her involvement in ACNM as “an invaluable experience” (Wagner,

2016, p. 14). After becoming director o f the nurse-midwifery service at Associates in

Ob/Gyn in Dalton, Georgia, Wagner attended national meetings with other service

directors. She described the support she received:

Those were the midwifery director’s meetings. And so you met with all these 
women who were so powerful, and so, you know, so actively involved in . . .  
midwifery and . . .  in the college . . .  yes, I got to know people first name basis 
and, at one point, we had . . .  and I can’t remember what it was some question 
about insurance in the practice and I knew who to calL (Wagner, 2016, pp. 14-15)

As the profession matured, it became necessary to create legislation regulating the

practice o f nurse-midwifery. McCann spoke at length about his efforts to pass legislation

providing nurse-midwives with prescriptive authority in Georgia. Describing his years o f

service as part o f  the Georgia Board o f Nursing, McCann (2016) said.
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it was that experience that put me lace-to-face with aD the, you know, aD the 
advanced practice leadership and we came together and said, “We need to do 
legislation and to build,” and, and then we began to build the coalition and figure 
out how to finance it and things like that. (p. 9)

McCann became co-chair o f  the Prescriptive Authority Task Force, and witnessed

passage o f the biD providing prescriptive authority to nurse-midwives in the state. He

recalled:

I just remembered the vivid memory o f sitting at the Capital it was just about, 
you know, late evening, and our biD came up and was passed and then Demetrius 
was on, and I’m like sitting in shock because I’d been working on this legislation, 
at this point in time, for almost fifteen years . . .  It happened. Boom (McCann,
2016, p. 10)

Mashbum, Kelley, and Scharbo-DeHaan were pioneers in nurse-midwifery

education in Georgia, working to advance the profession within academe. As faculty

members ofNeD Hodgson Woodruff School o f Nursing o f  Emory University, these

narrators witnessed increasing educational standards for nurse-midwifery. Scharbo-

DeHaan (2016) explained, the dean o f  the school o f nursing “said to the fecuky, T f you

have any intention o f staying in the academic role, you need to have doctorate degrees' . .

. at the same time or closely aligned with that, Georgia State opened up a PhD program

in nursing, so I started there in ‘88” (p. 5).

KeDey made many contributions to the scholarly advancement o f  nurse-

midwifery throughout her career. These contributions became apparent as she reminisced

about her work in the Family and Community Nursing Department:

In addition to practicing and teaching, I was department chair. It was pretty 
crazy. And the part o f  that that I liked was mentoring new faculty members and 
trying to support them in their role as beginning teachers, and . . .  it was 
interesting to be . . .  part o f the dean’s advisory group, if you want to caD it that, 
so you got to see things from a school level I also, in 1993 ,1 think, was one o f 
the people that was the first person chosen from the school to do the Woodruff 
Leadership Academy, and that was a really good program (Kelley, 2016, p. 27)
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Kelley also influenced legislation in Georgia affecting nurse-midwifery:

That was another interesting thing that Liz and I did because when nurse 
midwives became eligible to collect Medicaid . . .  there was a question about how 
would they be reimbursed. Would they be reimbursed at the same rate as the 
physicians, or at a different rate than the physicians, and Liz had me go down to 
talk to whoever it was making that decision at the state leveL It was a woman. I 
don’t remember her name, and I just felt very strongly that you get equal pay for 
equal work, and that’s what I told her and that’s what happened. (Kelley, 2016, p.
18)

Stand Your Ground; But Know When to Compromise

The third telling extract identified within the pioneer nurse-midwives’ narratives 

was represented by the phrase stand your ground; hut know when to compromise. This

telling extract reflected the approach to maternity care found within the sub-theme "it's

revolutionary,” and the choices they made contained within the second sub-theme, 

staying alive. Speaking about the Centering Pregnancy model o f prenatal care used by 

the nurse-midwifery service at Grady Memorial Hospital Gillmor (2016) stated, “It’s 

revolutionary” (p. 52). This phrase came to represent the unique care provided by the 

nurse-midwives. Staying alive represented the compromises the nurse-midwives 

accepted which allowed the profession to survive.

" I t ’s revolutionary. ” Each o f the narrators talked, at some point in their 

interviews, about the unique care provided by nurse-midwives. Gillmor (2016) referred 

to the distinctive care provided by nurse-midwives as a “philosophical approach” (p. 67). 

She explained,

our approach to women’s health, not just, you know, pregnancy and birth, but
right across the spectrum, is really . . .  it’s important. And there are little voices
out there, outside the midwifery community that are beginning to see that 
(Gillmor, 2016, p. 35).
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Gillmor (2016) described the appreciation women had for the type o f care nurse- 
mid wives provided:

So, we would get people who would lie and say . . .  And we didn't have an 
electronic medical record, so you had no way to know. They were, you know, 
they wanted to be with us. ‘Cause they knew they’d get a different kind o f care. 
(P- 22)

Wordeman (2016) also spoke to the unique role o f nurse-midwives:

Even though they work hard, and sometime they’re exhausted, then, but, when, 
when, it comes to the baby being bom and, and the mother taking care o f  the 
babies, and teaching them and all, I think they have a, they have a position that’s 
different from anyone else. The doctors are not going to do those things, and, 
other help that they have on obstetrics, they have just one little thing that they do 
and all, but this way you can take care, o f the whole patient, (p. 24)

Best (2016) stated, “We probably had, had the closest thing to a true midwifery practice .

. .  that you can get in a hospital setting” (p. 45). When asked to explain what she meant

by a true midwifery practice, Best (2016) replied,

I’d have to think about that. It was scary. It was affirmed that we were doing the 
right thing by the number o f  folks and the feedback that we got. We would do 
everything we could to accommodate those moms. Now, most o f them didn’t 
have a lot o f requests, but the ones who did, we would do everything in our power 
to do what they wanted, (p. 46)

Scharbo-DeHaan (2016) related her thoughts about the midwifery approach to

maternity care reflecting:

I just still think that there’s a type o f care that midwives deliver that women 
wouldn’t get from female physicians or even with doulas. I mean . . .  just the care 
and attention that they get from midwives. I . . .  don't give it up. I know it’s very 
difficult in practices to have more than 15 minutes to do a new OB visit. So I 
guess it takes a lot o f skill to . . .  mesh the money part o f it and the caring part of 
it, and I’m sure it’s a struggle because most women . . .  I mean, most nurses go 
into midwifery ‘cause they want to . . . you know, practice and deliver the kind o f 
care that nurse midwives have a reputation for. It’s hard to do. (Scharbo-DeHaan. 
2016, p. 15)
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Craw (2016) articulated the commitment she and her partners had to providing

midwifery care to their patients. Discussing a time when she was experiencing bum out

from working so many hours, Craw explained:

I think the doctors did cover one day. But that meant, you know, your patients 
weren’t guaranteed a midwife . . .  we were giving lull coverage, and your patients 
knew that they were going to get a midwife. If that's what they wanted, that’s 
what they were gonna get. (pp. 38-39)

The narrators’ unique approach to caring for women was rooted in feminist

philosophy. Scharbo-DeHaan (2016) stated, “I think all the nurse midwives see

themselves as feminists” (p. 10). The narrators wanted to provide alternatives during

childbirth by educating and empowering women. Scharbo-DeHaan (2016) attributed this

to, what she described as “the second wave o f  feminist . . .  I think the feminism o f the

60s and 70s . . .  And these were the women who wanted the childbirth experience like

they wanted. And they saw . . .  nurse-mid wives as a way to get that (p. 10). Mashbum

(2016) recounted the impact o f feminism on the development o f nurse-midwifery:

I think even in the ‘80s we saw women who wanted some choices, I think the 
choices had been taken away from them in the ‘60s, early ‘70s even with 
scopolamine and you know, all kinds o f things that they were given and had no 
control over, and the hospital rules and regs. So I mean I do think in the ‘70s that 
helped to boost midwifery, (p. 11)

McCann (2016), the sole male narrator, reflected on the influence o f feminism on his

career choices:

It was related to the period o f time where feminism was really kicking in, there 
was the thing called Nurses Now, and you know, nursing was being, coming out 
o f the, that whole generation o f  feminism and was just a, an era ‘cause I went to 
some Nurses Now meetings and things like that too, it's pushing boundaries for 
m ea (pp. 32-33)
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Staying alive. The nurse-midwives’ stories contained many descriptions o f

compromises and changes they made in order to keep their jobs and continue providing

their unique care to women. Mashbum (2016) expressed this succinctly:

I do think in the ‘80s, some nurse midwives, in order to keep a job, practiced in 
different ways than maybe they wanted to . . .  went into positions and did things 
they might not have done in order to keep a job. (p. 12)

McCann (2016) echoed this sentiment by saying:

It’s always been an iteration, a compromise to make it be successful . . .  take a 
deep breath and, and realize, “Okay, this is what’s going on now . . .  [But it’s just 
another] iteration o f what w e’ve done to survive.” (pp. 44-45)

McLaughlin (2016) explained how the nurse-midwifery service at Grady Memorial

Hospital adapted to remain viable:

So we have, over the years, managed to carve out different niches. So when there 
was an abundance o f  deliveries that they couldn’t manage, we had our own 
delivery unit o f  low risk women . . . When the health department got out o f  doing 
prenatal care, Grady started having neighborhood health centers, and nurse 
midwives went out to them in the 90s and we been there ever since then . . .  Um, 
when we saw that... actually with Claire’s vision, looking at our prematurity 
rates, when they weren’t getting any better, she said, “You know, you have to do 
something dilferent. If you keep doing the same thing, o f course, you’re going to 
have the same outcomes.” So she had read and heard about Centering and started 
it here like in 1998. Then they did the, uh, RCT from like 2000 to 2005, did data 
collection and writing up for two more years, and we started doing it then, and 
we’ve continued . . .  We have, um, expanded our practice to do whatever patients 
seem to need. So we have two nurse midwives who’ve gone through colposcopy 
training and will be starting doing colposcopy, (p. 23)

Best (2016) explained that she and her partner. Dan, started the Athens Regional 

Midwifery Service and they felt ownership o f  the service. She stated, “You buy into it . .  

. you don’t want to see it fail . . .  So, sometimes you do things and you make contracts 

with the devil to keep it going” (p. 35). She went on to describe providing breastfeeding 

support to women who were not their patients. Best remembered not getting paid for this 

service, but doing it to improve relationships with the physicians at the hospital.
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It Wasn ’/ Easy, “But I  had a Helluva T im e"

The final telling extract represented the narrators' expressions o f  the struggles and 

rewards o f  their careers. Wordeman (2016), one o f Georgia’s earliest pioneer nurse- 

midwives, discussed the difficulties she experienced during her career and concluded,

“but I had a helluva time, yeah” (p. 33). This quote came to represent the final telling 

extract o f the narratives. Sub-themes identified within this telling extract included: 

“mission versus margin; ” “I ’m on call. I'll he there i f  I  can; " “midwife each other; " 

"makingfamilies; ” and “the never-ending story. ”

“Mission versus margin. ” The narrators described struggling to keep their 

services in operation within a healthcare system which could be unsupportive o f nurse- 

midwifery. Many o f  the difficulties were related to competing for patients and financial 

stresses. Kelley (2016) described the closing o f the faculty practice at the Emory 

University Clinic using the phrase “mission versus margin” (p. 20) to represent the 

challenges o f  providing midwifery care to women while remaining financial sustainable. 

She recalled:

They figured that we weren’t making . . .  we weren’t paying for ourselves, 
because they didn’t count any o f the patients that came in as ours, necessarily, 
unless they declared themselves, um, wanting to see a midwife . .  . when they first 
came in . . .  Right. And so there . . .  were some who were . . . actually a number 
o f  years where Marla Salmon, our dean, was paying part o f  our salaries because 
she believed in the model. There was a year that she got the Woodruff fond to 
pay for our salaries and so the OB/GYN department, you know, got away with not 
paying for what we were doing there for a number o f years, four or five years.
And finally, the dean said, you know, “I can’t do this, and I can't continue to do 
this. And if they’re gonna sort o f stack the deck against you.” um, “if they’re not 
willing to support midwifery...” and I was in this terrible meeting with some 
administrators from Crawford Long, and an OB/GYN from Crawford Long, and 
they said, “Maureen, we’re just gonna, you know, it’s just not gonna work. W e’re 
not going to be able to do it,” and one o f  the things that I said is, “I think this is 
going to jeopardize the program because we won’t be able to practice.” . . .  And 
they said, “Are you telling me that they’ll shut down your program if you aren’t
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practicing at this hospital?” and I couldn’t tell them that. So the program closed. 
And it just was sad. (Kelley, 2016, pp. 19-20)

Belin (2016) recalled the impact finances had on both the birth center in Effingham

County, and on her personally:

The patient population in Rincon was about ninety percent Medicaid when we 
started. That was fine because it . . .  didn’t matter, but once you try to run one o f 
these businesses, that’s not enough. It turns out, that the income isn’t adequate to 
support the practice. . .  So we moved to Savannah where we had a bigger 
population, with a better income level, and over the years . . .  the Medicaid 
population decreased slowly to about forty to fifty percent, (p.33)

Furthermore, Belin (2016) also noted:

We were very proud that we never had to take loans. Now, there were times that 
we didn’t get paid, but we didn’t have to take bans . . .  So it took a while to get 
paid correctly, and we never had fixed salaries ‘cause that wasn’t what we were in 
it for, really, and you know now we make a living wage, which we probably 
didn’t for years, (p. 34)

Securing liability insurance for medical malpractice presented another obstacle

for the narrators. In her 1987 article, KendeDen described a medical malpractice

insurance crisis that was affecting nurse-midwives throughout the country. Nurse-

midwives (2016) were reported fosing their coverage due to affordability and availability

o f liability insurance. Mashbum (2016) described this malpractice crisis, and how it and

other financial stressors fed to the cfosing o f  the birth center in Atlanta:

It stopped in either ‘85 or ‘86 because, um, we bst insurance coverage through 
the college. American College ofN urse Midwives had insurance coverage that 
independent midwives could buy, and that company let that go, so there was no 
malpractice insurance, and that’s when the birth center cbsed . . .  Four physicians 
owned it, and a banker. So it was a house, um, beside the physician office, a 
really pretty two story, three story house and they spent a lot o f  money to renovate 
it, so, there was a huge mortgage, and so the banker was really interested in 
making sure the mortgage was covered, and when you start a new birth center, 
takes a while to build up your clientele and make that much money. So there was 
a b t o f things that it... that went wrong because o f the way it was set up. (p. 9)
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Kelley (2016) dealt with the liability insurance crisis in her role on the American

College o f  Nurse-Midwives Board o f  Directors. She described how “some people went

bare . .  .” (p. 19) referring to nurse-midwives practicing without medical malpractice

insurance. Segal (2016) reported practicing without liability insurance due to associated

cost constraints throughout her career. She stated,

I think that you are insurable today, and it’s based on -  at least the one company 
that I know o f -  it’s based on how many births you’ve done, and for me that 
would be a whole lot o f births -  lot, a lot, a lot o f births, and would be 
prohibitive” (p. 33)

Belin (2016) described the financial stresses o f owning a birth center, including

the issue o f liability insurance coverage:

I mean, there were all those times when we didn’t have any malpractice 
insurance, and when the business was not having enough money coming in, and... 
you know, where we had to take side jobs to keep going . . .  So there’s times in 
there that were stressful, (p. 51)

The pioneer nurse-midwives were often viewed as competition by physicians in

their communities. Best (2016) recalled the physicians at the other hospital in Athens

“really trashed us, in a lot o f  ways . . .  because we, we probably took some o f their

patients” (p. 49). The physicians Best worked with also viewed the nurse-midwives as

competition and attempted to limit patients at the Athens Regional Nurse-Midwifery

Service to women insured by Medicaid or those who were uninsured. Eventually, an

uninsured student from the University o f Georgia filed a lawsuit against the hospital,

seeking to receive care from the nurse-midwifery service. Best (2016) recalled:

The judge ruled . . .  They either settled it - 1 mean, it wasn't for money or 
anything, it was admission into the program . . .  I can’t remember the whole 
thing; it’s been so long ago. We ended up getting them. We ended up getting the 
students, (p. 23)
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Belin (2016) recalled the birth center in Savannah being viewed as competition despite 

delivering small numbers o f  babies:

I think that physicians, at least in Savannah, 1 can’t speak for the rest o f them, 
have always seen us as competition. I mean, we're only, even at the biggest year, 
we’ve done two-hundred and seventy births. That’s not competition for Ob/Gyn, 
really, (p. 29)

Scharbo-DeHaan (2016) finther articulated the threat perceived by physicians

working alongside nurse-midwives:

At first when nurse midwives sort o f took hold at different . . .  in different places 
and different institutions, I think we were always relegated to take . . .  taking care 
o f poor women And so we provided a big service for the institution, but then 
when middle class women and people who had insurance decided they would like 
to take advantage o f  nurse midwives, I think that’s when there was tension with 
some o f the doctors ‘cause they saw it as taking their patients away. (p. 8)

Finding physicians willing to provide consultation collaboration, and emergency

transfer services was another challenge faced by the narrators, particularly those who

were self-employed, or worked for hospitals. McCann (2016) described the physicians at

Cobb Hospital rotating to provide backup services to the nurse-midwives. He explained

one physician group refused to provide coverage for the nurse-midwives after being

“accused o f fraud for billing for all the deliveries the midwives were doing” (p. 20).

Misconceptions surrounding nurse-midwifery impacted the narrators. Belin

(2016) recounted the difficulty she had finding a collaborating physician due to

misconceptions associated with nurse-midwifery:

That’s always been the hardest part, is getting a backup physician because their 
peers are so against us . . .  I think it’s hard to speak for other people, but my . . .  
my feeling was just basically ignorance to start with, and then once they could’ve 
educated themselves, they didn’t. And then once they could’ve looked at our 
record, they didn’t. And I think, also, somehow we got . . .  we started out being .
. . they thought we were so counterculture, 1 don’t think they wanted to 
understand, (p. 28)
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When asked about obstacles she faced in the 1980s, Scharbo-DeHaan (2016) replied:

Education o f  the public about nurse mid wives because, you know, in Georgia, in 
particular, midwives were delivering babies for a long time but they were, you 
know, granny midwives. And so, there was an educational aspect. There was, 
you know . . .  educating women about the services, doctors, you know, just that
whole . . .  There was such a misconception about who we were, and what kind . .
. what we did, and why would somebody have a midwife when they could have a 
doctor, just those kinds o f things come to mind. (p. 9)

Obtaining hospital privileges was often difficult for the narrators. Gatewood and 

Stewart (1975) described the considerable effort required to open the first private nurse- 

midwifery practice in the state, particularly related to credentialing the nurse-midwives to 

work at the Sumter County Hospital These physicians struggled for five months to gain 

approval from the medical staff hospital authority for nurse-midwives to obtain hospital 

privileges. Martin (2016) reported resistance from the medical staff at Hamilton Medical 

Center as she sought to obtain privileges there, ‘they had to get me approved through the

medical staff and there were a lot o f  docs who were resistant on the medical staff’ (p.

14). Moore was denied privileges at Piedmont Hospital despite having the support o f 

staff physicians. Belin (2016) recalled the circumstances surrounding her approval for 

hospital privileges:

So finally, . . .  we got it . . .  we did it . . .  Every year, we applied and the first year 
they said, “We don’t have any pieces o f paper for you to fill out.’’ So every . . .  
they had a committee studying it, they, you know, that whole dragging their feet 
nonsense. But eventually, we got privileges at Candler when Dr. Robinson went 
to bat for us and said, “Really?” and that was after the federal trade commissioner 
had come down on Memorial for taking Becky's privileges away, after they had 
given them to her, for no reason . . .  She was working with Dr. Odom, Larry 
Odom, in Savannah as his office nurse, you know, nurse practitioner, and she 
applied for office . . .  she applied for privileges, I think, a t . . .  it must have been 
Memorial . . .  and got them. And then, the next day they took them away. For no 
cause. I mean, how could they have cause? She hadn't even done a baby in the 
hospital They had no reason, and so they appealed . . .  she appealed to the 
Federal Trade Commission saying they were taking away her ability to make a 
living and they had a ten-year judgment against them That's public record . . .
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They could not be prejudice and not grant privileges without . . .  it's a whole big
federal document, (p. 32)

‘7 ’w on call, I ’ll be there i f  le a n .” Considering advice for nurse-midwives today, 

Moore (2016) stated, ‘This is really hard . . .  you have to learn to figure out that you need 

to tell your child, T’m on call I’ll be there if I can’” (p. 33). This statement by Moore 

came to represent the struggles and sacrifices the narrators described as they balanced 

their work, families, and personal lives. Narrators reported delaying their education, 

leaving their children to attend midwifery school, and, in some situations, taking their 

children with them as they went to schooL Some narrators worked part time, others took 

time off from their careers, and many juggled working and child rearing.

The challenges o f their work schedules were difficult for the narrators. Moore 

(2016) pointed out, “If you are not married and you don't [have] children and you’re 

wanting to have—  It’s not great for a social life, either” (p. 33). Best (2016) recalled,

“Oh, it was no social life, no nothing . . .  We worked all the time” (p. 49). Similarly,

Craw (2016) reflected on the challenges o f providing full-time midwifery coverage 

explaining, “So, in essence, you really . . .  never got a day off because you covered it 

when the other person was gone . . .  you know, it was long and... you got really kind o f 

burned out after a while” (pp. 38-39). Moore (2016) said, “You just don't say no; you 

just work, and work, and work and until the work's done, and when it's done, you get to 

go home” (p. 27).

"Midwife each other. ” Despite the challenges they faced, the pioneer nurse- 

midwives were successful and happy in their careers. The narrators' peers were a 

significant source o f support for them as they worked to overcome obstacles they faced. 

Moore (2016) reflected on working with other nurse-midwives at West Paces Ferry
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Hospital and recalled, “And to have the same hospital, be in the same hospital and

midwife each other, and be friends with each other, was wonderful” (p. 34). The words

spoken by Moore, “midwife each other,” represented the support the narrators found in

their feltow nurse-midwives. Martin (2016) voiced the importance o f peer support:

You really do have to have those people. And I actually had Denise McLaughlin 
and I had Kathy Anderson, uh, who were good midwives with me at Grady . . .  
and were both still in Atlanta, at the time, and 1 could call them and talk about 
stuff, you know, which was helpful cause I think midwives have to debrief you 
know. I’m not sure that doctors have to do that, but I think we have to . . .  we 
have to talk through stuff even good stuff You know, um, and you have to build 
up a network o f people that you’re comfortable doing that, you know? (pp. 18-19)

Craw (2016) credited the relationships she had with the nurse-midwives at

Archbold Memorial Hospital with sustaining her through her career. Speaking o f her

partners, she stated.

We got along well with each other -  which was an amazing thing . . .  it always 
amazed me how well And, ah, because we were aD very different people, um, as 
far as personalities . . .  but I think that we respected each other enough not to, uh, 
let that hinder us . . .  it was just an amazing working relationshp. 1 think that’s 
why 1 stayed so long. (Craw, 2016, pp. 34-35)

“Making families. ” The narrators found great satisfaction in their work. Behn

(2016) described the joy o f her career as, “delivering all these lovely, healthy babies into

the world and making families that function better because they didn’t have traumatic

births” (p. 45). McLaughlin (2016) reflected, “I’ve been extremely happy” (p. 34). She

recalled being stopped by a woman whose baby she had delivered 26 years earlier:

And she was in there with her niece, who was having a baby, and she regaled me 
the stories o f  her own labor and birth with me and I, you know, I did not 
remember her . .  . Yeah, that's lots o f fun and it's . . . it’s a real boost to know 
that people stop you. Well you know the story, people remember their labor. 
People remember their birth. They remember who was nice to them. They 
remember kindness. They remember, uh, nonverbal body language, and I get 
stopped by that probably once a month, and it’s so, it's so validating that this was 
a good career choice for me. (McLaughlin, 2016, p.33)
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Narrators expressed unparalleled job satisiactbn saying “it's been a wonderful

career” (Moore, 2016, p. 33), “I had the best career” (Mashbum, 2016, p. 14), and “I

enjoyed what I did” (Craw, 2016, p. 46). Scharbo-DeHaan (2016) described the

satisfectbn she found in her career:

I’ve just always thought it was a privilege. I just . . .  a privilege to be with a 
woman giving birth . . .  I mean, I really did. 1 just . . .  It was such a rush . . .  such 
a rush. And, you know, the joy . . .  and then passing that on to students, (p. 11)

Kelley (2016) echoed this satisfectbn stating, “Oh, I mean, being a midwife. I mean, I

just . . .  I think it’s the best job anyone can have. 1 do. I m eaa you’re with women at

such a special time in their life” (p. 26). Wordeman (2016) expressed her satisfectbn

with her nurse-midwifery career using words that came to represent all the narrators’

testimonies:

Course they didn’t pay us much; I didn’t make any money anywhere. I didn't 
make much make much money there, very little, very little with Project Hope and 
very little with Grady (giggles). Yes, but I had a helluva time, yeah. (p. 33)

"The never-ending story ." McCann talked about a book he read to his son

growing 145, The Never-Ending Story, as a metaphor for the future o f nurse-midwifery.

He explained “how things just continue, are always ongoing, and thea you know,

evolving” (M cCana 2016, p. 41). The never-ending story represented the narrators’

outfook on the future o f nurse-midwifery. They acknowledged much work remained, but

they were optimistic about the professfon as it moves forward. Best (2016) explained:

So, we’re never gonna be finished in our lifetime. W e're always gonna be 
learning things. W e're always gonna be helping women see things in a different 
light. You know, we assume that we’ve been there in Athens for forty years and 
people know; people still don’t know that there’s a midwifery office there. They 
don’t know anything about it, so it’s a constant . . .  educational process. And, 
being part o f it . . .  I mean, part o f something bigger has a b t  o f merit, (pp. 55-56)
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Kelley (2016) expressed her hope for the future o f nurse-midwifery saying, “I just really

hope that midwifery continues to grow, and becomes a standard o f  care for women who

are pregnant in this country. I mean, around the world too” (Kelley, 2016, p. 33). A

similar hope was iterated by Martin (2016):

Hopefully someday, midwifery will be such a common thing that . . .  that it would 
be unusual not to be delivered by a midwife, but we’re not there yet. But we've 
come a long way . . .  but I mean, 1 can see it changing it so much. You know, 
Northside Hospital delivers seventeen-thousand babies a year and they have 
probably 200 docs, but they have over 50 rrridwives on their staff and . . .  and 
those midwives deliver more than half o f the vaginal births. If  you figure, 30 
percent get sectioned . . .  so they’re delivering 35 to 40 percent o f the patients . . .  
It’s very significant, (pp. 28-29)

Mashbum (2016) expressed her hope for the future of nurse-midwifery saying.

I’ve always been very optimistic that people are going to have choices, and people 
are going to recognize we know what we do, and we do it well and if we need 
help, we’ll get help. And that we’ll be, um, mainstream instead o f outlying, (pp. 
1 1 - 1 2 )

Summary

The collective story o f the narrators in this study was told using telling extracts 

mined from the interview recordings. The first telling extract "This odyssey" reflected 

the rich experiences o f the narrators on their journeys becoming and being nurse- 

midwives. Their journeys were unplanned, yet, as they sought further education, they 

were encouraged by family and friends and they grew to love midwifery. The era o f  the 

1970s and 1980s had significant influence on the narrators as they embarked on their 

odysseys. As they reached the end o f  their careers, they had no regrets. The 

contributions o f the narrators to the profession o f nurse-midwifery were reflected in the 

second telling extract blazing trails, building fences, and raising towers. The pioneer 

nurse-midwives were woven into the fabric o f their communities. They relied on the
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support o f  other health care professions as they sought to meet the needs o f their 

communities. Elizabeth Sharp led the way for the narrators as they expanded the role o f 

nurse-midwives. Nurse-midwifery gained legitimacy in society as the narrators elevated 

the profession within health care and academe. The third telling extract, stand your 

ground; know when to compromise, portrayed the unique care provided to women by the 

pioneer nurse-midwives and the compromises they accepted to continue providing this 

care. Finally, it wasn't easy, "but I  had a helluva time ” described the struggles and 

sacrifices laced by the narrators, as well as the tremendous satislaction they found in their 

careers. Many obstacles and challenges were laced by the narrators as they navigated 

through their careers. They were sustained by relationships with their peers, and their 

patients. At the end o f their stories, the narrators expressed hope and optimism for the 

foture o f nurse-midwifery in Georgia.



CHAPTER 5

DATA SYNTHESIS, CONCLUSIONS, RECOMMENDATIONS 

This chapter provides answers to the research questions presented in Chapter One 

o f  this study based on synthesis o f the data collected during the oral history interviews o f 

Georgia’s pioneer nurse-midwives. The significance o f  the study, implications and 

recommendations for nursing practice, as well as implications and recommendations for 

future research are discussed. My final reflections after completing the study are also 

included.

Data Synthesis

Women’s oral history provided both the framework and methodology for this 

study. Boschma and her colleagues (2008) siqiported the use o f  women’s, or feminist, 

oral history as a framework for analyzing nursing history. These authors explained. “It 

foregrounds gender as an analytic category as well as the intersection o f the categories o f 

gender, race, and class” (p. 83). As a framework, oral history gave voice to Georgia's 

pioneer nurse-midwives, capturing their stories o f the nurse-midwifery profession. 

Women’s oral history supported the findings o f  this research as the narrators expressed 

passion for changing maternity care in order to counteract the dominant hegemony o f 

medicine.

148
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Feminist philosophy underpinned the examination o f the narrators’ experiences. 

Rodgers (2005) remarked, “Ideas o f  marginali2ation and power are consistently present 

whenever gender enters into discussion” (p. 170). Marginalization was experienced by 

the pioneer nurse-midwives. They described being powerless to obtain hospital 

privileges, to collaborate with physicians, and to secure liability insurance. The social 

status o f the women who were cared for by the narrators played a significant role in the 

establishment o f nurse-midwifery. The political hierarchy which existed between 

medicine and nurse-midwifery impacted the profession as it developed. The narrators 

approached their careers from a feminist standpoint, providing woman-centered maternity 

care. Women’s oral history provided a rich foundation for examining the issues which 

confronted the pioneer nurse-midwives as care providers and power-holders within the 

healthcare and society.

Thompson wrote, “Oral history gives history back to the people in their own 

words. And in giving a past, it also helps them towards a future o f their own making” 

(2000, p. 308). The oral histories o f narrators in this study provided a story o f the past 

for nurse-midwives in Georgia. Knowledge o f  this past can help guide nurse-midwives 

in the state as they move into the future. Miller-Rosser and colleagues’ (2009) method o f 

data analysis provided a way to interpret and synthesize all o f the narrators’ testimonies 

into one story. The resulting historiography provided answers to the four research 

questions posed in this study.

Research Question 1

What were the experiences o f nurse-midwives in clinical and educational practice 

in Georgia in the 1970s and 1980s? The narrators answered this question with rich detail
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as they described their odysseys into and through nurse-midwifery. They experienced

adventures, overcame obstacles, and relied on each other as they established and

advanced the profession in Georgia. Their stories were rich with appreciation for the

rewards they received, but also with accounts o f  the challenges and sacrifices required.

The narrators provided options for women during childbirth, giving high quality care

with good outcomes. Their approach to maternity care was unique, yet deeply

intertwined with both nursing and medicine. The narrators derived joy from being with

women during childbirth, and from sharing their knowledge with students. They loved

their work and their careers despite struggling to balance work, personal lives, and

families. The pioneer nurse-midwives often provided care to poor and uninsured women

and they valued providing service to their communities. Overall, they had very satisfying

careers with very few regrets.

This first research question can only be folly answered through listening to the

interview recordings. The words o f the narrators as they reminisced about their lives and

careers portrayed their experiences in a fashion unachievable in the interpretation o f  their

accounts. As Thompson (2000) wrote:

The recording is a far more reliable and accurate account o f  an encounter than a 
purely written record. All the exact words used are there as they were spoken; 
and added to them are social clues, the nuances o f uncertainty, humour (sic), or 
pretense (sic), as well as the texture o f  dialect, (p. 126)

To this end, the recordings o f the narrators' testimonies and copies o f the interview

transcripts will be archived by Mercer University Libraries. The oral recordings and the

written transcripts will then be available publicly for interested readers, researchers, and

scholars.
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Research Question 2

From the perspective o f  the pioneer nurse-midwives, what were the economic, 

political and social factors facilitating the establishment o f  nurse-midwifery in Georgia? 

Nurse-midwifery was established in Georgia to fill a gap that existed in providing 

maternity care services to indigent women, and to share the load when patient volumes 

exceeded the capacity o f available physicians. However, the role o f  the profession soon 

expanded to include care o f  women from all socio-economic backgrounds. The narrators 

listed the following factors as facilitating the establishment o f  the nurse-midwifery in 

Georgia: (a) a unique approach to maternity care providing women alternatives, support, 

and empowerment during childbirth (b) relationships with communities, peers, nursing, 

medicine, and other healthcare professions, (c) the leadership o f  Elizabeth Sharp, CNM, 

PhD, and (d)the hard work and tenacity o f  the pioneer nurse-midwives.

The interview guide included a question related to factors which facilitated the 

establishment and growth o f the organizations in which the narrators worked during the 

1970s and 1980s. However, many o f the narrators addressed this topic prior to being 

asked this questioa Their personal journeys becoming nurse-midwives mirrored the 

growth o f the professioa The use o f twilight sleep and other methods which 

disempowered women during childbirth provided the impetus for women to demand 

alternatives in maternity care. The narrators sought to offer women options during 

childbirth and to support the natural process o f  birth. Gillmor (2016) said, “The 

midwifery philosophy o f care makes a difference” (p. 8). Nurse-midwifery's success in 

Georgia rests with the narrators and the care they provided to womea As McLaughlin 

(2016) said, “They remember kindness” (p. 33).
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Relationships and connections weighed very heavily in the narrators’ accounts o f 

the establishment o f  nurse-midwifery in Georgia. Support received from physicians, 

nurses, administrators, communities, and peers sustained the pioneer nurse-midwives and 

the professioa Connections between the narrators and their communities played a key 

role in the development o f  many nurse-midwifery practices in the state. Relationships 

built with physicians, nurses, and administrators facilitated expansion o f  nurse-midwifery 

into the arena o f private obstetrical practice, and into Emory University's Nell Hodgson 

Woodruff School ofNursing. Relationships with mentors and fellow nurse-midwives 

sustained the narrators as they dealt with the responsibilities inherent in care o f  women 

during childbirth. Segal (2016) stated, “What we do is a really big thing” (p. 69), as she 

described one o f her mentors helping her find the courage she needed for nurse- 

midwifery.

Sharp’s pioneering role founding the Grady Memorial Hospital Nurse-Midwifery 

Service, and later the nurse-midwifery education program at Emory University, marked 

the beginnings o f the profession in Georgia. The narrators credited Sharp with the 

ongoing success o f nurse-midwifery in the state. All but three o f  the narrators mentioned 

Sharp by name, many listing her as their primary mentor. When asked about the success 

o f the nurse-midwifery program at Grady Memorial Hospital Wordeman (2016) replied, 

“Liz Sharp was the main thing, the training that she’d had, and she was all education, and 

she was very much for the patient too” (p. 20). Sharp supported nurse-midwifery, not 

just at Grady, but throughout the state. She worked with physicians in Americas as they 

began Georgia’s first private nurse-midwifery practice. She encouraged nurse-midwives 

to leave Grady Memorial Hospital and establish nurse-midwifery practices throughout
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Georgia. Sharp’s legacy can be seen as “every hospital in Atlanta now has midwives’’

(Moore, 2016, p. 34).

The hard work o f the narrators over the decades o f the 1970s and 1980s provided

the foundation for nurse-midwifery in Georgia. McCann (2016) alluded to the

contributions o f the pioneer nurse-midwives as he said, “The community reputation . . .

has been made for midwifery. And but that was long, you know, hard work and long

earned. It just didn’t happen” (p. 48). Best (2016) explained “we worked all the time”

(p. 34), yet, they kept going because they were “really hardheaded (laughs), and

stubborn” (p. 39). The narrators described their own tenacity as they laced obstacles,

adapted, and remained viable in an evolving health care system McLaughlin (2016)

recognized this saying, “It’s just a survival skill'’ (p. 29). The narrators’ hard work and

tenacity provided for their success and for the success o f  the professioa

Research Question 3

From the perspective o f the pioneer nurse-midwives, how did economic, political

and social factors hamper development o f the practice and profession o f  nurse-midwifery

in Georgia? Factors described as obstacles for the nurse-midwifery profession included:

(a) opposition from the more powerful medical professioa (b) financial constraints

related to changes in Medicaid and malpractice insurance, and (c) public misconceptions

dating back to the stigma o f the granny midwives. McCann (2016) described the

hierarchical relationship with medicine saying:

There’s a certain level in midwifery where in the... hierarchy, you’re always 
never going to be top dog. And you’ve got to kind o f come to grips with that. Is 
that, there’s always going to this person with an MD behind their name that can 
sort o f supersede you . . .  and change plans and, and ultimately, at this point in 
time has a, has authority that until healthcare systems change, they'll all supersede
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you, and so . . .  you got to be comfortable with the feet that you can be
superseded, especially if you need their service, (pp. 34-35)

While many physicians provided sustaining support for nurse-midwifery, others raised 

considerable opposition. Physicians blocked access to hospital privileges for nurse- 

midwives, placed limits on the types o f insurance nurse-midwives could accept, wrote 

letters to focal newspapers maligning nurse-midwives, and refused to collaborate with 

nurse-midwives in Georgia during the 1970s and 1980s.

Economic fectors created significant challenges for nurse-midwifery in the 1970s 

and 1980s. Increases in Medicaid reimbursement for maternity services impacted nurse- 

midwifery as physicians began to accept patients they had previously declined. Nurse- 

midwives were viewed as competition in settings where they had previously filled a gap 

caring for patients undesired by physicians. Nurse-midwifery services at Grady 

Memorial Hospital, Athens Regional Medical Center, and Archbold Memorial Hospital 

lost patients to physician practices, forcing them to adapt in order to survive. The 

malpractice insurance crisis o f  the 1980s left many nurse-midwives feeing the choice to 

work without liability insurance or to pay exorbitant prices for the coverage. Money 

earned by the narrators in the 1970s and 1980s was, at times, insufficient to be considered 

a living wage. Occasionally, second jobs were required, but the narrators and nurse- 

midwifery survived.

Misconceptions regarding nurse-midwifery were common in the 1970s and 1980s. 

The stigma associated with traditional granny midwives followed the narrators as they 

established the new profession o f nurse-midwifery in Georgia. Nurse-midwifery was 

viewed as “second-class” (Craw, 2016, p. 57). Even as nurse-midwifery gained 

legitimacy in the state, confusion remained about the profession. Martin (2016) reported,
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“You know that’s . . .  we’ve come a long way. Somebody called up in Dalton and said 

they wanted to make an appointment with a midway (laughs). That sort o f make sense, 

you know, hallway between a doctor and a nurse (p. 29).

Research Question 4

How do the pioneer nurse-midwives identify economic, political and social 

fectors impacting birth outcomes and the quality o f maternity care in Georgia in the 

1970s and 1980s? The narrators consistently reported good outcomes, satisfied patients, 

and high quality o f care resulting from nurse-midwifery in the 1970s and 1980s. Women 

wanted the “type o f care that midwives deliver” (Scharbo-DeHaan, 2016, p. 15), and 

would go to great lengths to obtain nurse-midwifery care. At times, women were forced 

to febrieate stories and even file lawsuits to gain entrance into nurse-midwifery services. 

As Kelley (2016) explained, “I think it was the kind o f  care that we gave and women 

would come back for their second babies, and third, and fourth babies” (p. 19).

Access to care was increased by the narrators as they worked in urban Atlanta and 

rural areas o f Georgia. The narrators provided continuity o f care, ensuring women would 

receive consistent prenatal care, and constant attention during childbirth. They evaluated 

the quality o f  the care they gave through peer review, quality assurance reviews, and 

tracking outcomes. Georgia’s pioneer nurse-midwives were part o f transforming 

maternity care from something that “was really not humane" (Kelley, 2016, p. 1), to 

“giving such beautiful care to women” (Segal 2016, p. 45).

Significance o f  the Study 

This research provided an account o f the establishment and development o f  nurse- 

midwifery in Georgia, which was previously undocumented. The study gave voice to
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Georgia’s pioneer nurse-midwives, allowing them to tell the stories o f  their nurse- 

midwifery journeys. The resulting historiography provided an understanding o f the 

nurse-midwives’ experiences in their own words, from the perspective o f  their personal 

memories. Highlighted are the events, connections, and individuals remembered as 

important to the nurse-midwives who pioneered the profession in Georgia.

As the nurse-midwives traced the paths they blazed to provide midwifery care to 

women, relationships stood out as key landmarks. Interdisciplinary connections and 

cooperation supported the nurse-midwifery profession, while relationships with peers 

anchored the nurse-midwives. Elizabeth Sharp established relationships with physicians, 

nurses, and administrators alto wing for the establishment o f  nurse-midwifery in Georgia. 

Sharp’s mentorship guided Georgia’s pioneer nurse-midwives as they increased the role 

and legitimacy o f  the professioa However, the relationships between the pioneer nurse- 

midwives and the women they cared for were the bedrock o f the professioa

In fell 1987, Sharp was interviewed for Georgia’s ACNM Chapter newsletter, 

“Current News for Nurse-Midwives.” In this interview. Sharp (1987) is quoted as saying, 

“One reason nurse-midwifery has succeeded in this state is due to the nurse-midwives 

themselves. Their capability, determinatioa and ability to move as fest as the social and 

medical climate allowed has put nurse-midwifery where it is today’’ (p. 4). Surely, these 

words ring as true today as they were for Sharp, nearly 30 years ago. The oral history 

interviews collected for this study provide a narrative rich with descriptions o f hard- 

work, commitment, compassion, and scholarship that explain the success o f nurse- 

midwifery in Georgia. The pioneer nurse-midwives dedicated themselves to providing a 

unique type o f maternity care based on inter-disciplinary cooperation and continuity o f
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care. Capturing and preserving their oral histories provides important knowledge o f the 

trails blazed, the fences built, and the towers raised by Georgia's pioneer nurse- 

midwives.

Implications and Recommendations for Nursing Education and Practice

This study supported the importance o f  mentoring relationships in both nurse-

midwifery education and practice. Narrators in this study placed great significance on

mentors from their education programs and their early years o f  practice. Segal (2016)

articulated this, saying, “Those who teach in nursing or midwifery do have such a great

impact, because I took back on my teachers, and I’m like, ‘(Gasps), they really influenced

me. They really influenced me for the good’” (p. 67). The narrators vividly remembered

the support and guidance provided by mentors as they became leaders within the nurse-

midwifery professioa They also valued providing mentorship for nurse-midwives,

faculty members, and for physicians.

Findings from this study supported the recommendations from the Institute o f

Medicine (2010) on the future o f  nursing. Mentoring was recognized in this report as an

important tool for preparing nurses to become leaders in advancing health. The report

further recommended nurses act as full partners with physicians and other healthcare

professionals to reform health care in the United States. McLaughlin (2016) echoed this

recommendation as she described her vision for impacting the future o f  healthcare:

So, my vision for this practice is that we’ll have . . .  an ongoing and stronger . . .  
uh, how do I say this? That we’ll have a stronger presence as mentors to 
residents. That we’ll be practicing with them, but that we will be able to continue 
to raise generations o f  physicians who see us as colleagues. W e're the first 
people that ever consult them by the time they're third and fourth year residents, 
but we’re the people that nurture them when they’re first and second year 
residents, (p. 36)
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The influence o f being with other professionals was profound for the narrators in

this study. Mashbum (2016) recalled the significance o f working alongside another

professional, Phyllis Long:

She inspired my teaching or (chuckles), I don’t know what to call it, the way I, 
um, treated students because she was so supportive o f me when some other 
faculty weren’t. Um, and I realty, she was realty sharp, but realty down to Earth 
and supportive. And I’m Kke, “I wanna be like her.” (p. 11)

These findings resonated with Dall’AIba’s (2009) work on professional educatioa

Dall’AIba wrote, “The process o f becoming a professional occurs, then, through

continual interaction with other professionals” (p. 42). The narrators consistently

reported significant interactions with other nurse-midwives, physicians, and nurses

during their journeys to becoming nurse-midwives. Wagner (2016) acknowledged the

impact o f working with a seasoned professional as she was becoming a nurse-midwife:

Grady was the perfect place to do integration. Phyllis Long, who was a veiy well- 
known midwife at the time, was my preceptor and she was wonderful. She helped 
me so much. So I had a one-on-one preceptorshp with Phyllis, which was 
invaluable, 1 mean . . .  I was very fortunate, (p. 5)

Mentoring relationships and engagement with other professionals are crucial elements for

preparing leaders in nursing and nurse-midwifery.

This research also supported the recommendation for interdisciplinary

collaboration within health care made by the Institute o f  Medicine (2010). The narrators

uniformly expressed the importance o f an interdisciplinary approach to healthcare. Team

work among nurse-midwives, nurses, physicians, administrators, and support staff- was

integral to patient care for narrators in this study. The Future o f  Nursing: Leading

Change, Advancing Health report called for coordination o f care among multiple

providers to meet the challenges o f an increasingly complex healthcare system (Institute
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o f Medicine, 2010). Georgia’s pioneer nurse-midwives reported adapting and evolving 

as part o f  inter-professional teams as they worked to meet the needs o f wornea The 

lessons learned from the narrators’ stories provide guidance as interdisciplinary teams 

strive to meet the challenges o f healthcare in the 21st century.

Implications and Recommendations for Future Research 

Pioneer nurse-midwives in this study represented diverse geographical areas o f 

Georgia from Dalton in the northwest, to Savannah on the east coast, and to Thomasville 

on the southern border o f  the state. Unrepresented in this study are practices which 

formed during the 1970s and 1980s in other areas such as Brunswick and Gainesville, 

Georgia. This research uncovered minimal information on the nurse-midwifery service 

founded at the Glyrm-Brunswick Hospital in 1972. In her 1987 interview. Sharp reported 

the Brunswick service was funded by the Georgia Regional Medical Program, which also 

funded the program at Archbold Memorial Hospital in Thomasville. According to Sharp, 

the Brunswick service closed after 33 months due to lack o f  funds and an influx o f  

physicians into the community. Further examination o f pioneer nurse-midwives from 

other areas o f the state would provide additional knowledge o f  the profession in Georgia.

The narrators recommended additional pioneer nurse-midwives for inclusion in 

this study. Individuals identified included Joyce King who was on the faculty o f the 

nurse-midwifery program at Emory University in the 1980s, and became director o f the 

education program following Mashbum's retirement. Margaret Strickhouser was 

suggested for inclusion in this study due to her pioneering work bringing water birth into 

hospitals in the Atlanta area. John (Jack) McGuire established the nurse-midwifery 

service at Cobb Hospital in the early 1980s, then went on to practice in the Gainesville
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area. Further research into the work o f pioneer nurse-midwives such as these would add 

to the narratives produced by this study.

Nurse-midwives identified for inclusion in this study were largely Caucasian and 

female. A deliberate attempt was made to obtain as much diversity within the sample as 

possible. McCann offered important insights into the experiences o f nurse-midwifery 

from a male perspective. Although there were many similarities in his and the other 

narrators’ testimonies, he provided observations unattainable with an all-female sample. 

For example, he pointed out the difficulties arising from simple things female narrators 

took for granted:

It’s got to be a separate entity or breed o f man. That I think can do this, and the 
simple things like helping them, you know change their pads, and men, you know 
would be squ—  you know, they don’t even like to change babies’ diapers. Let 
alone, you know, helping a woman change a pad. You know, that’s like my God. 
So there’s not every guy that can do that. (McCann, 2016, p. 33)

Obtaining a more diverse sample would have revealed information not available

from this homogenous group o f nurse-midwives. Noteworthy is the absence o f  the voices

o f African American nurse-midwives in this study. Eugenia Bradfield was a nurse-

midwife at Grady Memorial Hospital in the 1980s. I was saddened to learn o f  her death

as I sought her participation for the study. Additional research into the history o f pioneer

African American nurse-midwives in Georgia is critical to a complete understanding o f

the profession in the state. A 2015 report by DeLibertis on diversity and inclusion

commissioned by the ACNM, revealed little existing research on diversity in the

midwifery professioa The report pointed out that Caucasian women dominate the

midwifery professioa Stories o f  African American nurse-midwives and male nurse-
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midwives would reveal different experiences, perhaps providing insight into strategies for 

increasing diversity within the nurse-midwifery workforce.

Examination o f the decades following the 1980s would provide insight into the 

ongoing development and changes in the nurse-midwifery professioa Narrators in this 

study reported witnessing enormous changes in health care during their careers. 

Undoubtedly, these changes continued during the 1990s and into the 21st century. 

Increasing use o f  technology within maternity care continues to impact the profession 

today. Further research into the recent history o f nurse-midwifery and maternity care 

may provide knowledge related to increasing maternal and infant mortality rates being 

experienced in the United States.

This study demonstrated the impact o f feminist philosophy on the establishment 

and development o f  nurse-midwifery in Georgia. Further research into the connections 

between feminist philosophy and nurse-midwifery in the United States is needed. 

Expanding the setting to represent other areas o f  the country would provide knowledge 

applicable to nurse-midwifery throughout the United States today. Examination o f 

feminism and nurse-midwifery both from a historical and current perspective may add 

insight into issues surrounding the profession today.

Researcher’s Final Reflections

’Yes,' said Mrs. Oliver, ‘and then when they come to talk about it a long time 
afterwards, they’ve got the solution for it which they’ve made up themselves.
That isn’t awfully helpful, is it?’ i t  is helpful,’ said Poirot . . .  i t ’s important to 
know certain facts which have lingered in people’s memories although they may 
not know exactly what the feet was, why it happened or what led to it. But they 
might easily know something that we do not know and that we have no means o f 
learning. So there have been memories leading to theories.’ (Christie, 1972, p. 
151)
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It was such a privilege for me to be part o f  the interviews capturing the stories o f

Georgia’s pioneer nurse-midwives. Many o f the narrators in this study mentored me as I

became a nurse-midwife, journeyed through my career to this point, and pursued doctoral

educatioa My hope is that interested listeners and readers will glimpse some o f the

lessons the narrators taught me. I listened with awe and fascination as the nurse-

midwives recollected the events and relationships which formed their careers. I was

given precious gifts o f tears, laughter, trust, and confidences as the narratives unfolded. I

am convinced Christie’s character, Poirot was right in concluding memories provide us

with facts that are otherwise unknowable (Christie, 1972).

I was impressed by the strength, intelligence, and fortitude o f  the narrators.

Reading back over Wagner’s (2016) description o f  all ‘these women who were so

powerful” (p. 14), Georgia’s pioneer nurse-midwives immediately came to my mind.

They were highly educated women who juggled families, personal lives, and careers as

they boldly navigated the unchartered territory o f  nurse-midwifery. They established the

profession in a state where granny midwives had ushered many babies into the world, yet

bore the stigma associated with the care o f poor and uninsured women. The nurse-

midwives ushered the profession into the complex health care system and academic

environment o f  the 2 1st century. My hope for the future o f  nurse-midwifery was

expressed by McCann (2016) when he said:

If we can get to midwifery delivering about twenty percent o f  the population, then 
it’s going to be the tipping point . . .  that gets us on into delivering eighty percent . 
. .  o f the population as, as we should be. I mean, frankly, you know, the concept 
o f a midwife for every woman is absolutely what we’re looking at, and then 
sometimes they need a doctor, too. (p. 31)
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Summary'

This chapter provided data synthesis in the form o f answers to this oral history's 

four research questions. The narratives provided insight into the experiences o f  the 

pioneer nurse-midwives as they practiced and taught in the 1970s and 1980s. Economic, 

political, and social factors impacting nurse-midwifery and maternity care in the 1970s 

and 1980s were gleaned from the narrators’ testimonies. The significance o f the study 

was identified as the capture and preservation o f the stories o f  Georgia's pioneer nurse- 

midwives using their own voices. Implications and recommendations for nursing 

education and practice included the importance o f  mentoring relationships, the influence 

o f  other professionals on the process o f becoming a professional and the key role o f 

interdisciplinary teams to the future o f nursing and healthcare. Implications and 

recommendations for future research included exploration o f additional pioneer nurse- 

midwives, particularly African American nurse-midwives and male nurse-midwives; 

examination o f other geographical areas o f the state; and research into the decades 

following the 1980s. Lastly, the researcher’s final reflections were discussed.
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LETTER OF INTRODUCTION 

Blazing Trails for Midwifery Care: Oral Histories o f Georgia's Pioneer Nurse-Mid wives 

Dear Nurse-Midwife,

You are invited to assist in the collection and preservation o f  a history o f  the 
establishment o f  nurse-midwifery in the state o f Georgia by participating in an oral 
history research project. This research is being conducted to complete my dissertation 
requirement for the PhD in nursing degree program at Georgia Baptist College o f 
Nursing o f Mercer University.

Your participation in this research study is voluntary and will consist o f a face-to-face, 
audio recorded interview that should last approximately 60 to 90 minutes. During the 
interview, you will be asked to describe the factors impacting development o f clinical 
practices and educational programs in the 1970s and 1980s. Topics such as your journey 
to becoming a nurse-midwife, events leading to the establishment o f  clinical and 
educational programs, facilitators and inhibitors o f clinical and educational programs, 
your experience practicing or teaching, and issues surrounding birth outcomes and quality 
o f  maternity care in the 1970s and 1980s will be discussed. You will have the 
opportunity to offer your insights into economic, political, and social influences 
impacting the development and expansion o f the profession o f  nurse-midwifery in 
Georgia. The interview session may take place in your residence, in a private room in the 
Georgia Baptist College o f  Nursing facility on the Mercer University campus in Atlanta, 
or in a suitable location o f your choosing. Scheduling o f the interview will be at your 
convenience.

Prior to the interview, you will be asked to sign the attached informed consent form. 
Following the interview, your recorded narrative will be transcribed and returned to you 
for review. Upon completion o f the interview, you will have the opportunity to sign the 
attached Release o f Documents to the Archive form as evidence o f your gifting o f the 
recorded narrative and transcripts. With your consent, the recorded narrative and the 
verbatim transcript will then be stored electronically by Mercer University's Research, 
Scholarship, and Archives repository.

As a potential participant, you will be contacted by telephone or email to answer any 
questions you may have, and to provide further details regarding the study. Please 
contact me ateileencnm@gmail.com or by phone at 770-316-6604 with any questions or 
concerns you may have regarding my dissertation research.

Thank you for your consideration o f participation in this study.

Sincerely,

Eileen J. B. Thrower, MN, APRN, CNM

mailto:ateileencnm@gmail.com


APPENDIX B

INTERVIEW DATA SHEET

181



182

INTERVIEW DATA SHEET

N arrator:_________________________________ Email:____________ ____________
A ddress:_________________________________________________________________
Telephone: _________________
Interviewer:  Place o f Interview :_____________
D ate :______________Total Time:  Collateral Materials: ____________
Introductory letter s e n t________________________________
Telephone c a ll_______________________________________
Preliminary v is it______________________________________
Interview d a te _______________ Time_____________________
Release form returned from narrator on  _________ _
Thank you letter sent to narrator_________________________
Transcribing begun________________ Transcriber_____________________________
Transcription completed  Number o f  pages Total time for transcribing
Editing begun_______________________ Editing completed____________________
Returned to narra to r_________________ Received from narrator_______________
Proofread____________ C orrected________________
Recording and transcript deposited__________________
Comments

Problems/Conside ratio ns

From Recording Oral History: A Guide for the Humanities and Social Sciences (p. 390), 
by V. R  Yow, 2015, Lanham, MD: Rowman & Littlefield. Copyright 2015 by Rowman 
& Little field. Adapted with permission.
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BIOGRAPHICAL DATA FORM
Demographics
Name:

First Middle Last Maiden
Address:

C ity :_________________________ S ta te :____________  Zip Code:
Telephone - h o m e :_________________________ cell:__________ _
Email A ddress:_______________________________________________
Place o f  Birth: ________________________________________________
Date o f Birth:  Gender: ______

Education
Graduation Date 
Graduation Date 
Graduation Date 
Graduation Date

Work History
D ate :_________to __________ S ite :__________________________ Position:
D ate :_________t o _________   Site:  Position:
D ate : to _ _ _ _ _  Site:  Position:
D ate :_________to  Site:  Position:
D ate :_________t o _________ S ite :___________________________ Position:
Date: to Site:     Position:

_ Institution: ____________________________Degree:
_ Institution: ____________________________ Degree:
Institution: _____________________________ Degree:
Institution: _____________________________Degree:
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Service/Professional Activities
ACNM Service (Committees, Offices -  National, State, Local):

ACNM Foundation Service (Committees, Offices -  National, State, Local):

Professional Achievements/Awards:

Publications:
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MASTER INTERVIEW LOG
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From Recording Oral History: A Guide for the Humanities and Social Sciences (p. 391), 
by V. R. Yow, 2015, Lanham, MD: Rowman & Littlefield. Copyright 2015 by Rowman 
& Littlefield. Adapted with permission.
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INTERVIEW GUIDE

1. Describe your journey to becoming a nurse-midwife.
2. Explain the history o f  the clinical practice or education program you were a part 

o f in the 1970s and 1980s.
3. Tell about your experience working in clinical practice or education in the 1970s 

and 1980s.
4. What facilitated the successful establishment and growth o f the organizations 

where you worked?
5. What were the obstacles faced by the clinical practice or education program?
6 . Tell me about individuals who may have mentored or supported you through your 

midwifery career.
7. How did economic, political, and social factors inpact outcomes o f nurse- 

midwifery care in the 1970s and 1980s in Georgia?
8. How did these factors affect the quality o f  maternity care during those early 

years?
9. What were the economic, political and social factors that shaped your role as a 

midwife?
10. What were some o f your greatest joys and deepest regrets during your midwifery 

career?
11. Please share a memorable story from midwifery work in the 1970s or 1980s.
12. What are other experiences or events would you like to share about your work 

during the 1970s and 1980s?
13. Please share some advice or words o f  wisdom for mid wives today.
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MERCER IRB APPROVAL

>
\

06-Jan-2016

Ms. Eileen J. Thrower 

G erogia Baptist College o f Nursing 

of Nursing M ercer University  

A tlanta, GA 30341

RE: Blazing Trails for M idw ifery Care: Oral Histories o f G eorgia 's P ioneer N u rse-M id w ives (H 1512343)

Dear M s. Thrower:

Your application entitled : Blazing Trails for M idw ifery Care: Oral Histories o f G eorg ia 's P ioneer Nurse-M idwives 
(H 1512343) w a s rev iew ed  by th is Institutional Review Board for Human Subjects Research in accordance w ith  Federal 

R egulations 2 1 CFR 56 .110(b) and 45  CFR 4 6 .1 1 0 (b l (for exp ed ited  review ) and w a s approved under Category 6 ,7  per
63 FR 6 0 3 6 4 .

Your application  w a s approved for on e year of study on 06 -Jan-2016 .T h e protocol expires 05-Jan-2017. If th e  study  

continues beyond on e year, it m ust be re-eva lu ated  by th e  IRB C om m ittee.

N ew  application, oral history, recording

P lease  co m p lete  th e  survey for th e  IRB and th e  O ffice o f Research Compliance. To access the  
survey, click on th e  fo llow in g  link: h ttp s ://w w w .su rv e v m o n k e v .eo m /s/K 7 C T T 8 R

R espectfully,

Ava Cham bliss- 

Richardson, M.ED., CIP,

CIM M em ber  

Intuitional R eview  Board 

M ercer University IRB & O ffice o f  

R esearch Com pliance Phone (478) 
301-4101

F a x (4 7 8 )3 0 1 -2 3 2 9
ORC M ercer(a>M ercer.Edu

ltem (s) Approved:

https://www.survevmonkev.eom/s/K7CTT8R
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24-May-2016 M i KC I
Ms. Eileen J. Thrower
Georgia BaptstCdlege of Nursing of Meroer University 
3001 Meroer University Drive Hants, GA 30341

RE: Blazing Trails for M idw ifery Care: Oral H istories o f  G eo rg ia 's  P ioneer N urse-M idw ives (H 1512343)

Dear Ms. Thrower.

I am in receipt of a modification submitted, to the above protocol (H1512343).

On24Atey2016,1 reviewed and approved tie  Addendum on behalfbfMeroer Universitys hsftofonal Review Board for 
Human Subjects Research i n accordance witi Federal Regulations 46.110and 46.111 (a) cateaorvfesl 5 for erpedited 
review.

Changes Approved:

Modification:

Resources, such as email axnmunkzions, audio recording, historical documents, and ofoer forms of historical artifacts, may 
be used to augment foe narratives ofparfdpants. Some participants and ofoer oortttoutors have sharedandfor donated 
historical resources to beusedinfoisdissertafon research processSomeoffoeseresourceswilbegited (following foe same 
prooedure a s delineated i n my original RBapplicaion) to foe Mercer University Ubraries fosHtolional Repository Online 
Repository (usingtoe digital collections guidelines establishedbyfoe Mercer University Research, Scholarship, and Archives) 
folcwing complefon of this dissertation.

NOTE: Theapprovaldateofthismodificationdoesnotchangetheannualrenewaldateofyouipmtocol.

Please complete the survey for toe RB and foe Otfoe of Research Compliance. To aocess the survey, dick on foe folowing
link: httoyAwwwzpornerana.ocm
/Survev/?p=W EB227URK2RB6Q

It has been a pleasure to work wife you and much sucoesswifo your project!! If you need any forfoer assistence, please 
feel fee  to contact our oSoe.

"MERCER UNIVERSITY HAS ADOPTED AND AGREES TO CONDUCT ITS CLINICAL RESEARCH STUDIES IN 

ACCORDANCE WITH THE INTERNATIONAL CONFERENCE ON HARMONIZATION'S (ICF) GUIDELINES FOR GOOD

CLINICAL PRACTICE."

Meroer UniveisitylRB& d o eo f Research ComplanoePhone (478) 301-4101 
Fax (478) 301-2329
ORC Research@ M ercer.Edu

RESPECTFULLY,

Ava Ctoamdiss-Richardson, M.Ed, CP, CM Member
Institutional Review Board 

DEM/acr

1501 M ercer University Dr. | M acon, Georgia 31 2 0 7 -0 0 0 1  (478) 301-4 1 0 1  | FAX (478) 3 0 1 -2 3 2 9

mailto:Research@Mercer.Edu
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RELEASE OF ORAL HISTORY BY INTERVIEWEE

I do hereby give as an unrestricted gift to Mercer University’s Research, Scholarship, and 
Archives repository for such historical and scholarly uses as they shafl determine, 
including but not limited to, the exclusive rights o f reproduction, distribution, preparation 
o f derivative works, public performance and display o f the recorded interviews and
transcripts thereof recorded o n __________________ . 1 also transfer to Mercer University
legal title and all literary rights including copyright. This gift does not preclude any use I 
may want to make o f the information in the recordings and/or transcripts myself

Signature o f Interviewee and date

Name o f Interviewee (please print)

Interviewee’s address 

Restrictions

From Recording Oral History: A Guide for the Humanities and Social Sciences (p. 397), 
by V. R. Yow, 2015, Lanham, MD: Rowman & Littlefield. Copyright 2015 by Rowman 
& Littlefield. Adapted with permissioa
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RELEASE OF ORAL HISTORY BY INTERVIEWER

I, Eileen J. B. Thrower, do hereby give Mercer University's Research, Scholarship, and 
Archives repository to for such scholarly and historical purposes as they may determine, 
copies o f  the recordings and transcripts o f  the interviews listed on the attached index, 
including the right to make available all or any portion o f  the material for academic 
research or public dissemination
This gift does not preclude any use which I or the narrator o f each interview may want to 
make o f  the recordings or transcripts o f  her interview.

Signature o f Interviewer and date

Interviewer’s address

From Recording Oral History: A Guide for the Humanities and Social Sciences (p. 396), 
by V. R. Yow, 2015, Lanham, MD: Rowman & Littlefield. Copyright 2015 by Rowman 
& Littlefield. Adapted with permission.
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CONFIDENTIALITY AND RELEASE FORM

I ,_____________________________________________ . agree to transcribe the submitted
audio tapes verbatim. I will maintain confidentiality and no verbal or written 
communication will be shared with outside parties. I understand all content contained on 
the audio tapes is the property o f  Eileen Thrower, principal investigator, and Mercer 
University. I also agree to release all transcribed documents and the original audio tapes 
to Eileen Thrower upon completion o f  my transcription process.

Transcriptionist Name (Printed) Date

Transcriptionist Signature
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LETTER OF EXPLANATION FOR EDITING BY INTERVIEWEE 

Dear Nurse-Midwife

Thank you for your recent participation in my research study Blazing Trails fo r  
Midwifery Care: Oral Histories o f  G eorgia’s Pioneer Nurse-Mich\>ives. Please find 
attached a copy o f  the recorded interview and the corresponding verbatim transcript.
My goal is to create an accurate representation o f  your words through the transcript b n  
process. Please revbw the transcript o f your recorded oral testimony and make 
correctbns related to errors in spelling, correction o f proper names, and clarification o f 
misunderstood or unintelligible portbns o f the recording.
If possible, please complete your correctbns within two weeks o f receipt o f this letter. If 
no reply is received after two weeks, I will assume no correctbns are to be made, and 
proceed with finalizing the transcripts. Please notify me if you would like additbnal time 
to complete your correctbns.

Thank you again for your willingness to participate in this research project. Your 
involvement in the interview process and your revbw of the transcript are fundamental to 
the success o f  this study. More importantly, thank you for your contributbn to nurse- 
mid wife ry in Georgia, and to the health and quality care o f women and infants in the 
state.
Sincerely,

Eileen Thrower


