








recommendation from the Association of State and Territorial Health
Officers since this recommendation was more specific and more limited
in scope. It is believed that the findings in this study will in some
megasure answer the questions raised by the second recommendation,

Purpose and scape

The purpose of this study was (1) to determine the extent of
nurse-midwifery practice in the United States and (2) to describe the
nature of nurse-midwifery practice. The scope of the study is limited
by its purpose and the definition of the term ‘“practice.”. No attempt
was made to establish a purpose for nurse-midwifery or to identify a
role within the context of the purpose.

Advisory committees i

A small working committee of Children’s Bureau members was
developed from the staff of the Health Services and Research Divisions
and with two nurse-midwife representatives who are Regional Con-
sultants of the Bureau. The American College of Nurse-Midwifery
designated its Research Committee as the liaison group with the study,
and four members of this committee served in an advisory capacity.
The American College of Obstetricians and Gynecologists was formally
asked and did designate members to provide consultation and the
Association of State and Territorial Health Officers was represented
through contacts with maternal and child health staff members from
the States of California, Georgia, New Mexico and South Carolina.
In the early stages, it was felt that the Academy of General Practice
might have a specific concern with the study so formal contact was
developed with this organization. Because of subsequent changes in
the study design this organization did not remain actively involved.

Definitions

Two basic definitions were required. Since nurse-midwives in
the United States hold a variety of positions in which their nursing and
midwifery skills are used to a greater or lesser degree, it was necessary
to set limits to focus the study. A person was considered to be engaged
in the practice of nurse-midwifery who was registered as a nurse and
licensed to practice midwifery (where licensure applies), in an admin-
istrative setting with the potential to manage the care of mothers and
newborn babies throughout the maternity cycle, so long as progress
meets criteria accepted by physicians as normal. This is essentially
the definition of nurse-midwifery practice which is accepted by the
American College of Nurse-Midwifery. It does not encompass in its
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scope all types of positions through which nurse-midwives may con-
tribute to the improvement of maternity care. The United States was
defined as the continental United States thus excluding Alaska,
Hawaii, Guam, Puerto Rico and the Virgin Islands.

The study group

The original nurse-midwife study group was drawn from a
survey of its membership done by the American College of Nurse-
Midwifery in 1962. This survey consisted of a mailed schedule to
each member, on which data were obtained as to the positions held
at the time of the survey. These positions were classified according
to type, and the definition of the practice of nurse-midwifery was
applied to the classification. Two hundred and twenty nine nurse-
midwives received schedules and there were,213 responses. Weeded
out from these were those nurse-midwives who were, as of that time,
serving in foreign countries and therefore not available to practice
nurse-midwifery in the United States. This reduced the population
available for study to 158. Of these, only 28 met the study definition
of practice of nurse-midwifery. This group which made up the
nucleus for the study, was enlarged to include those nurse-midwives
who worked in the same administrative settings as the basic nucleus
but who had not responded to the survey or who had not been included
in the survey because of nonmembership in the American College of
Nurse-Midwifery. Student nurse-midwives were excluded. The
study group was then enlarged to include those physicians with whom
the nurse-midwives worked, and a selected group of nurses in adminis-
trative positions in the organizations or institutions where the nurse-
midwives were employed. Generally, there was 100 percent sampling
of these groups except, in large institutions, the physician group was
limited to chiefs of obstetrics, assistant chiefs, and residents, thus
excluding interns and medical students. Only those physicians who
had worked with nurse-midwives at least 6 months were included.
The nursing group in these same institutions was limited to directors
of nursing service, head nurses, or supervisors in the maternity areas
of the hospital. If the nurse-midwife was working in a rural setting,
the maternal and child health medical director, and maternal and child
health consultants who were nurse-midwives were included. The
final study group then was composed of:

Nurse-midwives............... 30
Physicians............coovnnnn 32
Registered Nurses............. 12

total...........oiiiiilt 74
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The sites

The sites at which nurse-midwives were practicing varied
widely in size and locale. Most were connected with centers involved
in nurse-midwifery education. The distribution was as follows:

Six were at Kings County Hospital, a2 large municipal hospital
in Brooklyn, New York, where the Maternity Center Association,
in cooperation with the State University of New York—Downstate
Medical Center, conducts its School of Nurse-Midwifery.

Two were on the staff at Cumberland Hospital, another municipal
hospital in Brooklyn, New York.

Two were at the Catholic Maternity Institute, Santa Fe, New
Mexico where the Medical Mission Sisters conduct a nurse- {
midwifery school and provide care to patients in their homes

or a maternity home on the Institute grounds. A local private
obstetrician is the chief medical consultant and a large proportion

of other physicians in the community participate in the program

in a variety of ways.

Two were certified nurse-midwives who had had over 10 years
experience, each with the Catholic Maternity Institute program.

Two were in South Carolina. One, under direction of a county
health officer, had cared for maternity patients for over 20 years
inarural, mountainous county. During the course ofthe study the
administrative decision was made that this service was no longer
needed since the economic status of the community had improved,
more physicians had come in and a new county hospital had been
built. The other South Carolina nurse-midwife respondent was
a State Health Department Consultant in Maternal and Child
Health.

Three were in Georgia. Two had worked for 10 years in a small
Maternity Shelter which formed a wing of the local health depart-
ment. They are administratively responsible to the State health
department and work locally with the community physicians.
The third Georgia nurse-midwife respondent is Coordinator
of Nursing Services, State Health Department, who has been
consultant to this and other nurse-midwifery demonstration
projects in the State for many years.

Six were of the Staff of the Frontier Nursing Service in Leslie County,
Kentucky. This voluntary agency has provided a combination
general public health and specialized maternity care program,
including nurse-midwifery, since 1925. It has its own medical
director and small hospital. Delivery in the home is still common
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among its rural, mountain clientele. The Frontier Nursing
Service also conducts a school of nurse-midwifery.

Two, when the basic study group was identified, were employed
for a special demonstration project in a county hospital in Madeira
County, California. During the course of the study the project
was terminated.

Four were at the Johns Hopkins Hospital, Baltimore, where a
school of nurse-midwifery is operated under the administration
of the Department of Obstetrics and Gynecology of the Johns
Hopkins University School of Medicine.

One nurse-midwife respondent was administratively connected
with a nurse-midwifery internship plan and research project in
operation at the Baltimore City Hospital.

Method

The first purpose of the study, to determine the extent of prac-
tice of nurse-midwifery, was met to a degree by identifying the
study group. It was known that the membership of the American
College of Nurse-Midwifery was by no means inclusive of all nurse-
midwives in the United States. For example, it is reported that 750
nurses have graduated from American Schools of Nurse-Midwifery.’
It is also known that a number of nurses prepared in midwifery in
other countries are residing and working in the United States. In
order to develop a master list of nurse-midwives, each nurse-midwifery
school was asked by the Research Committee of American College of
Nurse-Midwifery to submit names and addresses of all graduates.
The membership lists of the American Association of Nurse-Midwives,
and the American College of Nurse-Midwifery were reviewed and, through
cooperation of the American Journal of Nursing and Nursing Outlook,
information was elicited from those nurse-midwives or employers of
nurse-midwives who could not be reached through other sources.
New names came in as a result of the general solicitation, and the
respondents were sent schedules which, in turn, were classified in the
same manner as those in the 1962 survey.

The description of the practice of nurse-midwifery was obtained
through visits to the sites where persons were identified as in the
practice of nurse-midwifery. During the visits, personal interviews
were held with the physicians, nurse-midwives, and nurses in the study
group and all interviews were held by the same investigator. The

7 Bulletin of American College of Nurse-Midwifery, 1963, 8, 1, p. 37 (spring).
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interview guide was composed of a series of 24 statements descriptive
of nurse-midwifery practice (see Appendix I). These statements were
developed through consultation with advisory committee members.
Each statement was read by the interviewer to the interviewee who
was asked to respond in two ways to each statement. First, in terms
of whether the statement did or did not apply in the situation in which
the interviewee was currently working and secondly, as to whether
the interviewee considered the statement a sound one which should be
operable in developing a service which included the practice of nurse-
midwifery. “Don’t know” and ‘“Not applicable” responses were
acceptable. The interviewer offered definitions as necessary to clarify
the meaning of the statements for the interviewee.

Limitations

The major limitation of the study is that the description of
current nurse-midwifery practice, as portrayed in the findings, is
based principally on verbal reports, not on observations. Multiple
independent responses from a variety of persons at a given site lends
some validity.

Second, if a relatively large number of people responded to the
“Does apply”’ portion of the interview in any one site and the responses
were consistent, physicians whose time for interview was limited were
asked to respond only to the “Should apply”” portion. This accounts
for the fairly large frequency of nonresponses for physicians.

Provided by the Maternal and Child Health Library, Georgetown University




THE FINDINGS

The extent of practice of nurse-midwifery

As a result of the attempt to determine the extent of nurse-
midwifery practice, a master list of nurse-midwives has been pub-
lished.® The list contains 630 names and addresses but 95 of these
people are classified as being in foreign service. The classification
was based on the fact that the last known address of the individual
was outside of the United States or, if the address was in the United
States, it was known that the person was in a foreign assignment.
This leaves 535 nurse-midwives who are believed to be in the United
States. Since the list was derived, in part, from lists of graduates of
schools of nurse-midwifery, and since in all instances the schools have
not kept in constant touch with their previous graduates, some of the
addresses may not be accurate. An attempt is being made to bring
the addresses up-to-date. Of the 535 nurse-midwives classified as
United States residents, schedules have been received from 198, from
which a classification by position has been made.

The two classifications, nurse-midwifery education and nurse-
midwifery practice (see List I), were considered to meet the defini-
tion of nurse-midwifery practice used for the study. Thirty-four,
or 17.2 percent of the 198 nurse-midwives are therefore identified
as “in the practice of nurse-midwifery.” If it could be assumed
that the 198 nurse-midwives from whom survey schedules were
received are representative, and an extrapolation were made to the
whole population of known nurse-midwives, at most there would
be only 95 nurse-midwives in the United States in the practice of
nurse-midwifery. However, because of the intimate knowledge of

8 Master List of Nurse-Midwives (prepared by American College of Nurse-
Midwifery), New York: 1963. 52 pp. (Not available for distribution.)
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LIST I.—CENSUS OF NURSE-MIDWIVES, UNITED STATES—
NOVEMBER 1963

Number on master st __ . _______________ L ______ 630
Number known to be in the United States___ . _________._ . ______ 535
Number known to be in foreign assignments___________________. 95
Number known to be from schools outside United States_ ________ 79

LAST KNOWN POSITIONS OF 198 NURSE-MIDWIVES EM-
PLOYED IN THE UNITED STATES, JUNE 1964

type of position no.of nm total

Teaching MCH or Maternity Nursing______________________ ______ 39

Practical - - _______ L ___. 2 ..

Diploma_ . __ L ____ 10 _____.

Baccalaureate_____________________________________ 19 ____ ..

M. A . 8 ...

MCH Nursing Consultant_ ______ . _______________________ ______ 14

Federal . _________ ... 7 -

State 1. . e 7

Consultant or Supervisor of Local Midwives 2_______________ 5 5

Obs. Supervisor or Head Nurse®____.______________________ ______ 24

Gen. Obs. .. 14 _____.

Labor and Delivery.__ . .. ______ 8 ______

Antepartal ________ L ____ 1

Postpartal . ____________ L ____ )

Nurse-Midwifery Education. ... ________________________.__ 14 14

Nurse-Midwifery Practice. - ______________________________ 20 20

Parent Education._______________________________________ 6 6

Research in Maternity or MCH__.__ _ __________ 5 5

Staff Nurse. ____________________ . ________ _____. 18

Hosp. Obs_ . . o _____ 5 ______

Gen. Public Health Nurse_ __ . . __ .. _______________ 13 ...

Public Health Nursing Supervisor_ __________________ ______ 5 5

Other Baccalaureate Education__________ ______ __ _______ ______ 27

Spec. Maternity_. . ____________________________ ___ 3 ...

Gen. Nursing or other specialty _ _ ___________________ 24 ___.__

Retired__________ L __________ 3 3

Unemployed . _ o ____. 14 14

Unknown._ .. .. 4 4

198

! In addition, involved in nurse-midwifery education_._ __ _________ _ 4

? Dual position, general PH super. + mid. super_________.____________ 2

8 Dual position, charge nurse + instructor- ... __________ 10
10
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Table 1a.—Patients are screened, prior to referral for nurse-
midwifery care, by a physician

Does apply Should apply
Type of Total Total
respondent [
Y | N | DK|NA|NR! Y | N | DK|NA|NR
Nurse-midwives .| 30 | 25 5. _|._______j| 380125 4 | ____ 1
Physicians. _____ 32| 21 3. 8 32 | 29 K S0 U DRI SIS
Registered
nurses___.----| 12 9.l 3. |---] 1211 ) [ IO, DR B
Total___.__ 74 | 55 8 31...|] 8 74 | 65 8 o= 1
Code: ;
Y=Yes. '
N=No.

DK=Don’t know.
NA==Not applicable.
NR=No response.
1 For explanation of consistently large number of NRs from physicians see
Limitations, p. 8.

the investigator and the advisory committee members with the
actual situation in the United States, it is believed that the 34 per-
sons identified in List I came from a biased sample and represent
approximately 100 percent of those in nurse-midwifery practice,
according to the study definition. It will be observed that only 30
of the 34 fell in the study sample. This was because of changes in
employment as the study was in progress.

The nature of pmctice of nurse-midwifery

An underlying concept of the nurse-midwifery profession over
the years has been that its members work under the supervision of a
physician in their midwifery functions. Underlying this concept
is the principle that patients are examined by a physician to deter-
mine if the prognosis for a normal course of labor and delivery is good
at that point in time.

There is substantial agreement among nurse-midwives, phy-
sicians, and nurses that patients are and should be screened by a
physician before being assigned to a nurse-midwife for care (Table 1a).
Although in all instances there was a medical assessment of the
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patient when she applied to the facilities from which she sought care,
there was some shading of this in relation to the first contact between
nurse-midwife and parent.

In rural services, such as the Frontier Nursing Service, it
was logical to expect that the district nurse-midwives would locate
the pregnant women as they visited in their districts. In this in-
stance, the nurse-midwife would do an initial screening and would
refer the patient to the hospital for physician examination and make
every attempt, in spite of the difficulties of transportation, to see that
the examination was made. Also, examinations might be made by
the physician as he was out in the districts.

In urban services, where nurse-midwives are employed, and
where resident obstetric staff are available, there would seem to be
no logical reason for failure of the medical staff to examine patients
before they are assigned to nurse-midwives. It is true that nurse-
midwives are prepared to do an obstetric screening and are con-
sidered by both physicians and themselves to be capable of deter-
mining deviations from normal progress of pregnancy. Midwifery
skill has not and was never intended to extend to the area of sereening
for other physical conditions, yet in several institutions nurse-mid-
wives are not only encouraged to do a basic physical examination
but are taught to do so. If the integrity not only of maternity care,
but of nurse-midwifery practice, is to be maintained, it is important
not only that nurse-midwives refuse to accept responsibilities beyond
their area of preparation but that physicians maintain and carry out
their responsibilities for determining which patients should be assigned
to nurse-midwives for care. A general assessment by the nurse-
midwife of a patient’s overall physical condition may be valid, and
essential under certain circumstances, but should not be a substi-
tute for thorough physician evaluation.

It is of interest that in one of the institutions where the screen-
ing process was questionable, all physicians responded to the effect
that prior medical screening was done. The nurse-midwives, on
the other hand, differed in their responses to this statement and in
fact, four out of six responded negatively (see Table 1a). Possibly, the
positive physician responses reflect institution policy, and the nurse-
midwife responses reveal actual practice. It should be emphasized
that the study design did not call for observations of actual practice
but was based on verbal responses which included descriptions and
review of manuals.

Whether the medical screening is or should be done by an
obstetrician is shown in Table 1b. In rural situations, screening
is less likely to be done by an obstetrician than in urban situations.
The preference, by far, is that the maternity care team should include
an obstetrician as contrasted to a general practitioner or other physi-
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Table 1b.—Patients are screened, prior to referral for nurse-
midwifery care, by an obstetrician

Does apply Should apply
Type of Total Total
respondent | i

Y | N |DK|NA|NR. Y | N |DK|NA|NR
Nurse-midwives .| 30 | 11 | 18 | 1 |_______| 30 22| 7| |.._.| 1
Physicians ______ 32 12|12 |1 8| 32 24 8| .| __.

Registered w j ; :
nurses. ______. 12: 8 1 3 e 12000 2

! i | i . 1

: i | i
Total ____ 7403181 4| 8 7456 |17 ||| 1

cian. However, the number of NO responses in the “Should apply”
column reflects the reality of the situation. There were many
qualifying comments by the respondents in discussing this item.
The following are typical:

“I would agree to some other physician only if there were no
obstetrician. Even so, an obstetrician should be in charge of the
program.”’

“Ideally, but communities may not have an obstetrician.”
“Not necessary, a GP could do this if experienced.”

“Depends on the ability of the nurse-midwife. Not necessary
for ours.”

Several physicians said that they would continue to have or to employ
nurse-midwives even if no obstetrician were available. Only one
physician said that he would not employ a nurse-midwife unless
there were an obstetrician with whom she could work. Another
physician said that if students were being prepared in nurse-midwifery
they should only be taught in a situation where an obstetrician is a
member of the medical team. All those who believed that a nurse-
midwife should be employed to work with a general practitioner
specified strongly that the general practitioner should be known by
the administrative group developing the program to be “‘experienced,”
or known to do “good” obstetrics.

It is because of the principle of the practice of nurse-midwifery
implied in Table 2 that the screening process referred to above must
be carried out so that patients who present problems which are be-
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Table 2.—Nurse-midwives provide care only to patients who
give promise of uncomplicated pregnancy, labor and delivery

Does apply Should apply
Type of ‘Total ‘Total‘
respondent ! | | ‘ i i
‘ Y‘Z\'DK\-\\R ' Y | N |DK|NA NR
: ‘__¥‘*_\*4_A
]
Nurse-midwives | 30 24 | 6| __. "‘ 30 ‘ 27 2.1 1
Physicians_ . ___ 32 20 4. __i 8] 30 2|
Registered i ‘ i ‘
nurses.. .. ____ 1210 2 \j‘ 12110 } 2
Total..__ 74 salizl 18 74 er| 6| 1

yond the ability of the nurse-midwife to manage will not knowingly
be assigned to a nurse-midwife for care. Either because physicians
are too busy or have become overconfident in the ability of nurse-
midwives, these nurse-midwives report that they are caring for
“complicated cases’” to a greater degree than they believe they should
(Table 2).

It is unanimously agreed by all professions that the physician
must determine the circumstances under which the nurse-midwife
may continue or must relinquish the care of patients who develop
complications after once having been assigned to them. However,
instances were reported in which the physician did not agree with
the nurse-midwife that a problem has gone beyond her competence.
It is recognized that in some circumstances it is difficult to define the
limits of normalcy, yet every attempt should be made to do this in a
broad sense. For example, in one institution it is a written policy that
all patients scheduled for cesarean section or those with cardiac
disease, diabetes, or nephritis, etc., would be assigned to dystocia
clinic.

On the other hand a patient with mild pre-eclamptic symptoms,
although not ‘“normal”’, remains with the nurse-midwife who con-
tinues working with her under close supervision of the medical staff.
Under all circumstances, the physician is ultimately responsible for
the supervision and management of all mothers’ care; even so, in
practice there is a negative correlation between the extent of the
problems which arise and the degree to which the nurse-midwife has
freedom to manage the care. Within the definition of normalcy
accepted by the institution in which she works, policy should reserve
for the nurse-midwife the right to determine when a problem has
reached the limit which she knows she is incapable of handling.

14
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Table 3.—A physician determines the circumstances under
which nurse-midwives continue caring for patients who
develop complications

Does apply Should apply
Type of Total Total

respondent

Y | N |[DK|NA|NR Y | N |[DK|NA|NR

Nurse-midwives..] 30 | 30 j-__-_|-___|-___|-—-_i| 30 |29 |____|-__.j-__. 1

Physicians______ 32 |24 ___|____|.__| 81 3232 |- .. | ...

Registered
nurses_ - _._ - 12 112 oo 12 | 12 ||
Total_____ 74 | 66 |____|.___|-_-_| 8 74 | 73 | ooo|oo|-o-o 1

Table 4.—Nurse-midwives are responsible for complete care
of patients assigned to them as long as progress is normal

‘ Does apply Should apply
Type of ‘Total Total
respondent ‘ ‘
| Y | N IDK|NA|NR Y | N |[ DK|NA|NR
Nurse-midwives \ 30 [ 29 | 1 _______ | | 80 29 ____|.___|.__. 1
Physicians_ ... __ ‘ 32 | 23 1 ..__j.---| 8 32 31 | S O R
Registered ; ‘
nurses_. .. ... i 12 011 o) 1 .- _.___ LN 25 I & 0 RS N P
——— —
Total_____ T4 (63| 2| 1| ___ 8 74 72 1| 1
1 |

There was essentially 100 percent agreement that nurse-
midwives should provide complete antepartal care to the normal
patients assigned to her. This is the care which ordinarily is provided
to antepartal patients by a physician plus the nursing care required.
Of the physicians who responded to this item only one gave a negative
reply. For him, the word ‘responsible” in the statement got in the
way. He could not see his way to agree that there was a secondary
responsibility of the nurse-midwife underlying the primary responsi-
bility of the physician.
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Table 5a.—Patients receiving antepartal care from nurse-
midwives are examined at medically determined routine
intervals, by a physician

Does apply Should apply
Type of Total Total
respondent

Y | N |[DK|NA|NR Y | N | DK{NA|NR
Nurse-midwives_.| 30 | 8 | 21 1 |- |--—-]] 30| 13 |16 |.___|--__ 1
Physicians______ 32 6 15 2 (... 9 32 |21 | 11 | ). |___

Registered .
nurses________ 12 2 4 6 [o___|--__ 12 5 Y/ R U
Total_____ 74 | 16 | 40 9| 9 74 | 39 ‘ 34 | _l.___ 1

|

The feeling about the need for medical reexamination was
explored (Table 5a). In only one service, a rural one, was this done
routinely. In one large hospital, there was complete disagreement
between the physicians and nurse-midwives as to whether it was or
was not done. On exploring this difference, it was discovered that the
nurse-midwives conceived as a recheck that the physicians actually
examined the patients on the table, whereas the physicians considered
a recheck to be a review of records toward the latter part of pregnancy.
When it came to the matter of whether a physician reexamination
was a sound policy, there was a strong difference of opinion between
the nurse-midwives and physicians. Two-thirds of the physicians
believed a medical recheck should be done as a matter of routine.
Resident physicians were more likely to feel this way than staff
members or community physicians. The overall response was 52.7
percent in favor of establishing routine medical recheck. Less than
one-half, 42.7 percent, of the nurse-midwives believed this was
necessary.

As will be seen in Table 5b, when reexamination is done it is
not done by an obstetrician in most instances. This is because it is
in the one rural agency that the reexamination is routine. In the
“Does apply” column, there are several YES responses from physi-
cians but this is because the same physicians who considered the review
of records to be reexamination responded positively to this item.
Here again, the lack of insistence upon obstetrical versus general
medicine participation is shown by a reversal in the total YES and NO
responses in the “Should apply”’ column, when contrasting Table 5a
with Table 5b.
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Table 5b.—Patients receiving antepartal care from nurse-
midwives are examined at medically determined routine
intervals, by an obstetrician

Does apply Should apply
Type of Total Total

respondent

Y | N |IDK|NA|NR Y | N |DK|NA|NR

Nurse-midwives .| 30 |____| 29 1o fo-_2f] 30} 13|16 j____|-___ 1

Physicians_____. 32 4 | 17 2.1 9 32117 | 156 | | ael|ona-

Registered
nurses________ 12 2 4 6 ____|-___|| 12 5 /8 I IR R
Total.____ 74 650 91} 9 74 | 35 | 38 |_-_|-_-- 1

Table 6a.—Nurse-midwives have access to obstetric consulta-
tion directly, in the building

Does apply Should apply
Type of Total Total

respondent

Y | N |[DK{NA|XNR Y | N |\ DK/ NA|NR

Nurse-midwives_ | 30 | 12 | 17 |____|____| 1 30 | 19 | 10 |[.___j ___ 2

Physicians. ____ 32 |14 10 |.___|_.___| 8 32 | 19 | 12 ) I DR

Registered
nurses. .- _ - _ 12 1 11 1o - _ 12 | 11 ) N PR PR
Total____| 743728 \____|.__.| 9 74 | 49 | 22 1. 2

It stands to reason that in large urban hospitals nurse-midwives
would have immediate in-building access to obstetric consultation,
whereas in services in a rural setting this would not be the case.

In responding to whether this statement should apply, again
the ideal versus the reality point of view came to licht. Generally
speaking, responses were forced toward the ideal. If respondents
were asked, “would you insist on this,” the response is likely to be NO,
but if the respondents were asked, “‘if you had your preference, would
this apply,” the response was likely to be YES. At the same time,
the responses were likely to be colored by the situation in which the
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Table 6b.—Nurse-midwives have access to obstetric consulta-
tion directly, only by phone

Does apply Should apply
Type of Total Total

respondent } :
Y | N |[DK|{NA XNR Y | N | DK|NANR
Nurse-midwives_.| 30 5124 | ___|-___| 1 30 | 24 3 1 ._.- 2
Physicians_ _____ 32 519 ____|--—-| 8 32 | 22 9 1 oo

Registered

NUrses. - - —__- 12 || 12 | j_-j----p 12 ] 11 ) [ Y PN (S
Total____| 74 |10 | 55 |- 9 74 | 57 | 13 2 |.-_- 2

Table 6c.—Nurse-midwives have access to obstetric consulta-
tion directly, only through another physician

! : Does apply Should apply
Type of "Total] ‘Totali
respondent \ | 1 ‘ ‘ : | | | ]
\ Y I N DKNA.\'RH 'Y | N DK NA|NR
i [ A S S | AN NN RS
. A | ‘
Nurse-midwives_! 30 14 |15 .______| 1, 301 4[24 ______._ 2
Physicians______ 034 5019 . 8| 34| 823 1 R
Registered : 1 : ‘ ! }
nurses__._.____ 120 1 P12003 09 i“__i,,,, N
— —

respondent was working. All people agreed that to have the obstetri-
cian in residence would safeguard patient care, however, a number of
people felt that they would not wish to deprive the public of nurse-
midwifery service if it were impossible to have a resident physician,
which would be the case in most rural situations. The possibility of
the situation as described in Table 6a was weighed against the
possibilities described in Tables 6b and 6c. The general consensus
was that Situation A was most preferable, Situation B next, B being
quite acceptable, Situation C being rejected by a large majority of the
respondents. In discussing the responses to these three items, most
persons believed that the nurse-midwife should have the privilege of
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Table 7.—Written medical standing orders are provided cover-
ing antepartal, intrapartal and postpartal care given to
patients by nurse-midwives

| ; i
| | Does apply . Should apply
Type of tTo‘cali |ITotal
respondent | | | TN ! i N
Y ' N DK/NAIXR] Yy | X |DK|NA|NR
— | i | | : ; ‘
Nurse-midwives .| 30 | 28 | 1] .__.___. [ 1 30128 __ .. __l___ 2
| ‘ | |
Physicians______ ‘ 32116 4! 4/ 8 \ 32129 | 3 || ..
Registered - 1 | ; { | i
nurses .- 12 o818 \l“ 1212 |
| 1 ‘ i :
| ! ‘ |
Total.____ ! 74 | 52 | 6 7 L---‘L 9 74 | 69 F: J D I 2
| ] l T

direct contact with an obstetrician regardless of the medical adminis-
trative setup. Also that the extent to which the nurse-midwives were
remote from access to obstetric consultation should be decided at the
administrative level after taking all factors into consideration at the
time the nurse-midwives were employed.

In Table 6c, the 15 YES responses in the TOTAL column for
“Should apply’”’ were largely permissive responses as reflected by
such comments as “it is better to have a nurse-midwife even without
obstetric consultation,” “it would be ideal to have direct access to
obstetric consultation but I would rather have a nurse-midwife than
no care for the patients,” and “‘even if she cannot contact an obstetri-
cian, her service would be valuable to the patients.” The nurse-
midwives were inclined to feel that safe care of patients depended
upon direct and easily available access to obstetric consultation.

Almost exclusively the nurse-midwives say they are caring
for patients under written medical standing orders. There is some
discrepancy in the physicians’ responses to this item which was
reflected in the respondents’ interpretation of the term “standing
orders.” This was only troublesome in one institution, where half
the physicians said there were standing orders and the other half
said there weren’t. The ones who said there weren’t were thinking
in terms of an all-embracive kind of standing order which, of course,
does not exist anywhere. In considering whether there should be
written medical standing orders, the nurse-midwives and nurses
unanimously responded YES. Three out of the 32 physicians re-
sponded negatively and expressed a belief in strong medical “control”’
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Table 8a.—There was preplanning regarding the provision of
nurse-midwifery care, with medical personnel

Does apply Should apply
Type of Total Total
respondent |
Y | N |[DK|XNA|XR Y N |[DK|{NA|NR
! | 3
Nurse-midwives.| 30 | 15 | 2| 12 ‘ 1. 3026 ____ ___j____ 4
Physicians. _.___ 32 8 .../ 16 .____| 8 32130 1 ) R P B
Registered | !
nurses__ _____ 120 5. 7 i 12 012 |
| i
Total_____ 74 28| 2.35| 1| 8 | 7468 1| 1. 4
| |

Table 8b.—There was preplanning regarding the provision of
nurse-midwifery care, with nursing personnel

Does apply i : Should apply
Type of Total ITotal
respondent ‘ ‘ | |
| Y| N |[DK NA|NR Y | N |DK|NA|NR
\
Nurse-midwives.| 30 | 11| 4| 8| 7|.__| 30|27 ... || 3
Physicians__ . __ 32 4|___J20 ... 8| 3228 1| 2! . 1
Registered ‘ | |
nurses________ ‘ 12 5| 1 6 “ 12 [ 12 |
Total____| 74|20 | 5 (34| 7| 8 | 74067 1 2| .| 4
1 | | | i

of cases. One of these men was concerned about the legal aspects
of providing standing orders, another believed that standing orders
should be used and would be necessary in rural situations, and the
third commented that the nurse-midwife should have a list of condi-
tions which she must refer to the physician (this comment was some-
what irrelevant to this particular item).

Nurse-midwifery at the practice level is still fairly novel in the
United States. In view of this, it seems wise that the introduction of
nurse-midwives into any maternity care program should be preceded
by careful planning with both medical and nursing staff. Whether
this was or should be done is reflected in Tables 8a and 8b.
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Table 9.—A written agreement outlines responsibilities of
nursing and nurse-midwifery staff for provision of nursing
care

1l
Does apply Should apply
Type of Total Total
respondent |

Y | N ;DK NA|NR Y | N |[ DK/ NAINR
Nurse-midwives.| 30! 10 | 5| 4| 11| 30|26 2 |-____...| 2
Physicians_ . ____ 32 4 116 3 8 32 | 29 2 i I P P

Registered i
nurses_ . - —._-- 12 3 3 6 ||| 12512 oo
Total._._. L T4 |17 926 14| 8 74 | 67| 4 1 ____| 2

|

The midwife respondents in this study were more likely to have
been in a practice situation for a longer period of time than the
physician respondents. The large number of “Don’t know’’ responses
from the physicians reflected the fact that the men were not there at
the time the nurse-midwifery personnel were employed. The same
thing is true for the nurse-midwife ‘“Don’t know” responses. For
those who did respond, the majority said that there had been pre-
planning but the impression received from the physician respondents
was that they more often told that there was to be a change in the
order of things than asked to join in the planning for the new system.
There was almost 100 percent concurrence that preplanning and orien-
tation of both medical and nursing staff was of high importance.

There was more likely to be a written agreement outlining
responsibilities for patient care between medicine and nurse-mid-
wifery than between nursing and nurse-midwifery. The “Don’t
knows” in these tables are more significant than in the previous
tables since they reflect a lack of communication. If, in fact, an
agreement exists, it seems logical that all members of the staff should
know of its existence. More nurse-midwives were aware that there
were such agreements than physicians. In the detailed breakdown
(see Table 10), it is interesting to observe that all three NO responses
with regard to whether there should be a medical-nurse-midwifery
agreement were in one institution. The two physicians who gave a
negative response seemed to feel that a written agreement would
circumscribe the activities of the nurse-midwives and would limit the
responsibilities which the physicians could turn over to them. The
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Table 10.—A written agreement outlines patient care responsi-
bilities of medical and nurse-midwifery personnel

|
Does apply Should apply
Type of Total Total
respondent ! i
Y | N |DK|NA|NR. Y | N | DK|NA|NR
Nurse-midwives .| 30 | 17 6 3 4 |____[} 30| 28 1o 1
Physicians._ . ____ 32 | 12 1 8 3 8 32 30 /2 PSR PR
Registered :
nurses._ ... 120 4 1| 7|12 a2
!
Total _____ 74 i' 33 8| 18 7 8 74 1 70 R I I P 1

Table 11.—Nurse-midwives are supervised by physicians for
their midwifery functions

Does apply Should apply
Type of Total Total

respondent
Y | N |DK|NA|NR Y | N |IDK|NA|NR
Nurse-midwives .| 30 | 25 1 |-___|_._| 30| 28 | I N S 1
Physicians_ . ____ 32|19 1 3|----] 9 32 | 30 1 | R U

Registered
nurses________ 12 012 o] 1212 oo
Total____. 74 | 56 5 4. 9 74 | 70 2 1 |--_- 1
I

one nurse-midwife who responded negatively was in this same
institution.

That nurse-midwives are and should be supervised by
physicians for their midwifery functions is evident in Table 11.

Supervision in the sense intended in this statement means that
the physician has the overall responsibility for case management and
for the quality of performance of the nurse-midwife in her midwifery
functions. It does not imply that the physician is at the elbow of the
nurse-midwife as she does the standard antepartal examination or
performs the delivery.

In only one situation was such supervision not provided but
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Table 12.—Nurse-midwives carry out their nursing functions
in line with existing nursing service policies

Does apply ‘ Should apply
Type of Total Total

respondent

Y | N | DK|NANR Y | N |[DK|NA NR

Nurse-midwives .| 30 | 18 [___.| 1| 11 |- 30129 || - 1

Physicians-___. - 32 |16 |...| 5 3 8 32126 .| 5 |---- 1

Registered
nurses .- - - -- 12 011 | _|-o—-] 1 |---- 12 112 | ooaeafmm -
Total_____ 74 | 45 \___| 6| 15 8 74| 67 |- 5 ---- 2
| :

both the physicians and nurse-midwives in this situation believe it
should be the case. This is a small, rural maternity shelter where the
local community physicians are medically responsible for the cases
but exert essentially no supervision. They respond to call from the
nurse-midwives when complications arise during patient management.

The nurse-midwife is prepared to carry out nursing as well as
midwifery functions and does the former to varying degrees depending
on policies established in this regard and to the relative size of the
nursing and nurse-midwifery staff. If, as in most rural situations, the
nurse-midwife is the only professional person to provide maternity
care she obviously attempts to meet both the midwifery and nursing
care needs of the mothers and infants she attends. If on the other
hand, she is working in a large urban situation where there is a com-
paratively large nursing staff, the nurse-midwife activities are likely
to be confined to midwifery functions. Insofar as the nurse-midwife
functions as a nurse, she does, and it is believed she should, carry out
these functions in line with the nursing service policies in the institu-
tion in which she is working. In Table 12, it will be seen that there
are large numbers of “Not applicable” responses for nurse-midwives
under the “Does apply” column. This is because in the situation
from which these responses came, there was no other nursing staff
than the nurse-midwife. Comments with regard to this item brought
out the strong feeling that the nurse-midwife was in no sense under the
technical direction or supervision of the head nurse or supervisor of
nursing in the obstetric department. The feeling was that the nurse-
midwife was better prepared in the technical sense than any other
member of the nursing staff. Also expressed was the feeling that the
administrative pattern should be in the direction of having a supervisor
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for the nurse-midwifery staff. This does not seem logical if the nurse-
midwifery staff is only two or three individuals, but some people felt
that even with this small number, one staff member should be desig-
nated senior over the other in terms of representing the staff when
inclusion of all members would be unwieldy.

The matter of whether nurse-midwives do or should make home
visits to patients under their care is brought to light in Tables
13, 144, and 14b. Nurse-midwives in rural areas are more likely to
make antepartal home visits than those in urban areas (see detailed
Appendix Table 13). Nurse-midwives who do make antepartal home
visits are most likely to reply that they think such visits should be
made. As a whole though, they are inclined to want the privilege of
making such visits not routinely but as they believe this is indicated.
The physicians also highly favor this. As most people see the prob-
lem, however, there is the matter of insufficient numbers of nurse-
midwives to carry out a home visiting program and at the same time
meet the demands of time in the hospital situation.

The situation with regard to visiting postpartal mothers and
their newborns in their homes is essentially the same as with regard to
antepartal mothers. Rural mothers are more likely to have this
home service than urban mothers and postpartal home visits are made
routinely only in the rural home-care focused type of service.
Although a little less than half of the people felt that postpartum
visits should be made routinely, more than two-thirds felt that the
nurse-midwife should have the opportunity to visit the homes in
cases where special problems arose related either to the mother or to
the infant.

Consideration of these items brought out much discussion
about the relationship between the nurse-midwife in a hospital
setting and the public health nurses in the surrounding community.
In spite of the fact that the nurse-midwives wanted to reserve for
themselves the right to make a visit if it seemed important, they, at
the same time, believed strongly that major responsibility for the
nursing service in the home should be carried by the local health
agency or visiting nurse service. It was mentioned that in some
instances the local nursing staff might not be up-to-date in their ob-
stetric knowledge and that the nurse-midwives might make a helpful
contribution by participating in inservice education programs or by
making demonstration home visits.

The findings with regard to Items 14 and 24 on the schedule
were so similar that for purposes of presentation they have been
combined into Table 15.

Five physicians were not aware whether nurse-midwives carried
out this activity. Of the two physicians who felt this should not be a
nurse-midwife responsibility, one was the chief of obstetrics in a large
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Table 13.—Nurse-midwives make home visits to antepartal
patients when they think it is indicated

: Does apply Should apply
Type of Total Total

respondent ‘

Y | N |DK|NANR Y | N |IDK|NA|NR

Nurse-midwives .| 30 | 19 | 11 {____|____|-.___|] 30| 24 L5 0 [ I 1

Physicians_ _____ 32, 9|10 L P 32120 8 b 2

Registered
nurses________ 12 3 4 5 |- 12 6 5 ) PR P
Total.___| 74131 |25 |10 ____| 8 74 1 50 | 18 | 3 |---- 3

Table 14a.—Nurse-midwives make home visits to postpartal
mothers and newborns, routinely

Does apply Should apply
Type of Total Total

respondent

Y | N |[DK|NA|NR Y | N |IDK{NA|NR

Nurse-midwives _{ 30 : 13 { 17 {____|-.-__|--__|| 30| 16 | 12 1. 1

Physicians_ _____ 32 5111 1 (... 15 32| 11 | 11} ___|--__| 10

Registered

nurses_ .. __.___ P12 1 8 3 ool 12 3 1¢ 20 (RN I S

| -

Total____ 74| 19 | 36 4 ____| 15 74 | 30 | 32 1] 11

Table 14b.—Nurse-midwives make home visits to postpartal
mothers and newborns with special problems

‘ Does apply Should apply
Type of ‘Total Total
respondent | !
| Y | N |[DK|NA|XR/ Y | N [DK|N4& | NR
| \ I
] |
Nurse-midwives .| 80 19| 10| 1| __|.__.% 30[23| 5| 1[.__| 1
Physicians______ ‘32 8| 8] 1|...|15] 32 16 6| __ |....| 10
Registered w
nurses________ j 12} 20 7 3. 120 6 6 o |oo--]---
I
. —}i ee——
Total.___ 74 29 | 25| 5 |.___|15 | 74|45 17| 1| 11
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Table 15.—Nurse-midwives make or plan for referral of mater-
nity patients and their infants to available community facilities
pertinent to their needs

H
Does apply Should apply
Type of Total Total
respondent
Y | N [ DK|NA|NR Y | N |DK|{NAIXNR
Nurse-midwives .} 30 | 30 |____|____|-___{-___|| 3029 | ___|____|.___ 1
Physicians_ _____ 32 | 17 2 5.1 8 32| 26 2 ...
Registered
nurses________ ) 22 I U O S U PR FEOURES | N 2 I O (O U (S U PN
Total ___. 74 | 58 2 6.1 8 74 | 66 2 3 |- 3

Table 16.—Nurse-midwives are responsible for the management
of normal labor

{ I
! Does apply ‘ Should apply
Type of Total Total
respondent i
Y | N |DK|NAINR Y | N | DK|NAINR
Nurse-midwives .| 30 1 30 |- ___|____|____|-___|| 30|29 |.___|____1____ 1
Physicians______ 32|24 |____|_._.|_.__| 8 32 ) 31 .. 1
Registered
nurses.. .. . __. 12 012 oL S 2 N 2 P IR R
Total.____ 74 166 |________|____| 8 74| 72 ||| __ 2

hospital and the other was a county health officer. The latter felt
that referral of patients for community services should be a right
reserved for him. The “are planned for” phrase in the statement was
intended to imply that the nurse-midwife is not necessarily the sole
referring agent. The total implication is that she is cognizant of all
needs of the patients with whom she works and assures herself that all
steps have been taken to see that the needs have been met.

The responses to Statements 16, 17, 18, 19, and 20 were
consistently positive and condensed tables for these have been inserted
in the text. (See also detailed Tables 16, 17, 18, 19, and 20 in Ap-
pendix IT.) These statements had to do with the responsibility of
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Table 17.—Nurse-midwives are responsible for the conduct of
normal deliveries

Does apply Should apply
Type of Total Total

respondent

Y | N |[DK|NA|NR Y | N |IDK|NA|NR

Nurse-midwives _| 30 1 30 |____j____f____|..__|| 30|29 |-___|-___|-__- 1

Physicians. _____ 32124 |___\.___|.._..1 8 32 | 31 |- oo 1

Registered
nurses .. ___ 12 012 | io_- 12 0 12 oo
Total.____ 74166 |____|.___j-.-.| 8 T4 | 72 | |oo|--o- 2

Table 18.—Nurse-midwives provide immediate care to the
normal newborn

Does apply Should apply
Type of Total Total

respondent

Y | N |DK|NAXNR Y | N |DK|NA|NR

Nurse-midwives .| 30 | 30 |.___|-___|-___j—-__|| 30| 29 |____j____|-___ 1

Physicians_ _____ 32 (24 ... |1 8 32 1 31 oo 1

Registered
nurses.__ _____ 12 | 12 oo fooos 12 | 12 |-
Total_____ 74 166 (___ | ___|____| 8 74 | 72 | |- |---- 2

nurse-midwives for the management of care during labor and delivery,
for immediate care of the newborn, for supervising the progress of
normal postpartal mothers and infants. These plus the management
of care during pregnancy, are the basic midwifery skills of the nurse-
midwife. The only one of these items over which there was real dif-
ference of opinion related to supervision of the progress of the normal
newborn. Tt was common practice in rural settings but uncommon in
large medical centers. Nurse-midwives in general favor this as a suit-
able responsibility and physicians who are accustomed to it all believe
that it should be done by the nurse-midwives. Of 14 physicians who
said that this responsibility was not carried out in the situation in
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Table 19.—Nurse-midwives evaluate and supervise the progress
of normal postpartal mothers

Does apply Should apply
Type of Total Total

respondent
Y | N IDK{NA|XR Y | N | DKINA|NR
Nurse-midwives | 30 | 27 3 o] 30129 |- 1
Physicians______ 32 | 22 1 1 ... 8 32 28 |___| 1 |.___ 3

Registered
nurses________ 12 12 | . 12012\
Total ____ 74 | 61 4 1.1 8 74169 ____| 1] .__ 4
|

Table 20.—Nurse-midwives evaluate and supervise the progress
of the normal newborn

‘ 1
Does apply ‘ Should apply
Type of Total Total
respondent
Y | N DK/ NA|NR Y | N iDK|NA|XNR
Nurse-midwives _! 30 | 20 | 10 |____|.___[.___|i 30| 27 1 ) B 1
Physicians. . _ 32 6| 15 3.1 8 32 1 20 5 3. - 4
Registered
nurses________ 12 3 LI SRR PR P 5 9 2 | S R
Total ____ 742034 3| 8 74|56 8| 5 | 5
i ‘ 1

which they worked, 11 believed that it should become the nurse-
midwife responsibility. There are schools of nurse-midwifery in two
of the large centers where it is not the practice for nurse-midwives to
follow the infants they deliver into the nursery, and to carry out the
same observation of infant progress as they do of the mother’s prog-
ress, The implication for nurse-midwifery education in the responses
to these items is that eurriculum and practice need to be strengthened
in relation to newborn infants.

The question was raised about when infants delivered by
nurse-midwives received a physical examination and by whom
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Table 21a.—A physical examination of all infants delivered
by nurse-midwives is done within one week of birth by a
physician

|
Does apply Should apply
Type of Total Total
respondent |
Y | N |DK|NA|NR Y | N |[DK|NA|NR
Nurse-midwives_.; 30 @ 18 | 11 1io___|.___|| 3027 2. 1
Physicians_ _____ 32 17 5 2. 8 32 | 28 ) I R
Registered |
nurses_ . ______ 12 12 | .. 12|11 ) R S N
Total._._| 74 |47 | 16| 31|.___| 8| 74 66 4| ___|___| 4

Table 21b.—A physical examination of all infants delivered by
nurse-midwives is done within one week of birth by a pedi-
atrician

‘ ‘ Does apply ! | Should apply
Type of iTotal ‘Totall
respondent | 1 : :
Y | N |DK|NA|XNR Y | N |DK{NA|INR
| \ i \
o |
Nurse-midwives | 30 | 15 | 15| ||\ 30,23 6| | | 1
Physicians_ _____ 32 15 6 2. 9 32 122 6 |- |-
Registered ‘ ‘
nurses_ . _ .. ___ 1211 1o joeo_joo-2ii 128 S R I PR
Total _____ P74 41 22 2.1 9 7453 | 16 |- 5
i ! ‘

(Tables 21a and 21b). As would be expected, this was always done
within one week and by a pediatrician in the large medical center.
In the three most rural services which were focused largely in homes,
it was not possible to get the infant to a physician in this short period
of time, and in some instances, the infants did not receive a physical
examination until they were one month to six weeks old, at which time
they were seen at the well child conferences. In these situations the
physicians staunchly and consistently commended the nurse-midwives
on their ability to evaluate the condition of the infants and to bring
to their attention significant factors. 1In the “Should apply’” section

29



Table 22a.—Nurse-midwives have access to pediatric consulta-
tion directly, in the building

; Does apply i i Should apply
Type of ‘Total: Total|
respondent | : ‘
; Y | N |[DK|{NA|XNR Y i N |DK|NA|NR
i ‘ —
Nurse-midwives_| 30 ‘ 14 6 o __|-___|-___|| 301710 | ___| ___ 3
Physicians______ “ 3212110 . _|.___ 10 32 | 13| 14 | ___|.___ 5
Registered | : ‘
nurses________ 12 |11 oo -t 12009 2 ) RN B
i i
1 |
Total_____ CT4 37 27 ___|-._._| 10 7439 26 ) I 8

Table 22b.—Nurse-midwives have access to pediatric consulta-
tion directly, only by phone

‘ | Does apply ) i Should apply
Type of iTotal|  Total
respondent ! ‘ i‘ |
13 'Y | N |DK|NA | NR | Y | N IDK|NA[NR
— | ——
Nurse-midwives.| 30 | 6|24 | ... 30 26| 1| .| _| 3
Physicians_ _____ P32 ‘ 318 1.1 10 li 32 20 7 o .___ 5
Registered ‘
nurses______._ 12 i-__; 2 IO I S S N © U R A B A
— — B
Total_____ 74, 9|54 1| |10l 7457 8] 1|._..| 8

of Table 21a, the NO responses in the TOTAL column do not reflect
a disinterest in having physical examinations of infants but rather
the belief that it is impractical in all situations to require that this
be done within one week. However, it will be seen that 66 out of 70
responding to this item are in favor of setting this time limit and
most people replied “the sooner the better.”

There was the same difference of opinion over whether the
physician who performed the physical examination should be a
pediatrician as there was over whether an obstetrician was essential
for providing supervision of antepartal mothers. The consensus was
that every attempt should be made to secure the services of a qualified
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Table 22c.—Nurse-midwives have access to pediatric consulta-
tion only through another physician

i |
! i Does apply ‘ Should apply
Type of Total |Totall
respondent
Y ! N |DK|NA|XNR Y | N |DK|NAINR
|
|
Nurse-midwives 30 | 12 | 18\ __ |\ ___j.___| 30 7120 .1 ___ 3
Physicians______ 32 7115 | _|.-.-] 10 32 6 | 21 |____|.___ 5
Registered !
nurses. - .- _ __ ‘ 12 i ) S T S DU I 12 2 9 | S N
Total_____ 74 ; 20 | 44 |.___|.___1 10 74 | 15 | 50 1. 8

pediatrician if at all possible but 16 out of 69 respondents felt that
a pediatrician was not necessary. The usual comment with regard
to this is that if a general practitioner could be found who was a
member of the American Academy of General Practice, he would
serve equally as well.

The same three possibilities for providing pediatric consul-
tation as for obstetric consultation were suggested. The responses
to these suggestions were essentially the same as for obstetric consul-
tation. It is available directly in the building in the large medical
centers, but is not in the more rural situations. In the “Should
Apply” column, the YES responses again reflect preference where the
NO responses reflect an attitude that it is not necessary or there
would not be insistence upon this. The frequency of NO responses
by all three types of respondents in Table 22¢ indicates the attitudes
that nurse-midwives should have direct access to pediatric consul-
tation when they feel they need it. The reservation about having
such consultation available only by phone from a pediatrician in the
community is related to concern that such consultation would not be
freely, promptly and readily accessible.

The matter of the legality of nurse-midwifery practice has long
been of concern in the United States. Since so few nurse-midwives
have been in positions which call for the use of the basic midwifery
skills of management of patients during the maternity cycle, it has
been felt that there was not sufficient cause to develop specific legis-
lation covering such practice. Over the years, a number of States
have passed laws to cover the practice of the “granny’’ midwife who
has been particularly active in the southeastern portion of the country.
Since it was first conceived that the greatest need for nurse-midwives
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would be in depressed and rural areas, most of the practice of nurse-
midwifery was in those States which did have midwife laws. The
nurse-midwife, then, in order to practice legally became registered and
licensed as a professional nurse and subsequently applied for a license
as a “granny’”’ midwife. This naturally did nothing for the status
of nurse-midwifery nor was it in any way related to standards of nurse-
midwifery practice. The ‘“granny” midwife traditionally has had
minimal or no formal preparation for her work. Consequently,
the legislation established minimal qualification for licensure. Under
this system, it is conceivable that any nurse might apply for and
receive a midwife license without, in fact, having had preparation
basic to a certificate in nurse-midwifery. Also there are indications
that some physicians are considering offering unspecified types of
preparation to a variety of “nurse assistants’’ in an attempt to solve
the problem of insufficient maternity care, or at least inadequate
nursing care. Because of these possibilities, it seems wise to think
in terms of the need for legislation for standard-setting purposes.
Also, there are some physicians who believe that nurse-midwives can
make a valuable contribution to overall maternity care but at the
same time believe that its practice should be carefully controlled
and that legislation is a means to accomplish this. In view of the
concern over the legal aspects, an item was included in the schedule
of this study.

The nine sites visited were in seven legislative jurisdictions—

California.—Provides no legislation either for midwives or nurse-
midwives. The two nurse-midwives who fell in the study sample
from California are no longer practicing midwifery since a
demonstration project in which they were employed at the time of
the study is no longer carried out, having been discontinued
because of the legal problem.

Georgia.—Has a midwife law under which practicing nurse-
midwives become licensed.

Kentucky—In 1956 revised its laws entitled, Practice of Mid-
wifery, adding a new section 10, covering the “Practice of Mid-
wifery by Graduate Nurses Who Have Completed Course in
Midwifery at School Approved by Board.” The Frontier Nursing
Service staff is covered by this legislation.

Maryland.—Has a midwife law under which practicing nurse-
midwives are licensed. Specific nurse-midwifery legislation
is being prepared.
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New Mexico—Was the first of the United States to promulgate
special legislation. The “Nurse Midwife Regulations for New
Mexico” were passed in August 1945. This was at the time that
the Catholic Maternity Institute was established and provided
a nurse-midwifery service in that State.

New York—In 1959, a new Article 43, entitled, “Nurse-Mid-
wifery” was added to the New York City Health Code. The
six nurse-midwives at Kings County Hospital and the two at
Cumberland Hospital who were included in the study are licensed
as nurse-midwives under this legislation.

South Carolina.—Has a midwife law but the practicing nurse-
midwife who fell in the study was not licensed. The rationale
for this was that she was an employee of an official health agency
and was under the direct jurisdiction of the county health officer
of the county in which she practiced and he was her medical
counterpart. The concept was that she was operating as his
agent and that he, as a licensed physician, had a prerogative to
delegate certain responsibilities to her.

In summary, only Kentucky, New Mexico and New York City
have specific legislation covering nurse-midwifery practice. Eighteen
out of the 30 nurse-midwife respondents were covered by such leg-
islation. These were in four of the seven sites covered in the study.
Two of the remaining three sites had legal provision through the
“oranny”’ midwife laws and one jurisdiction had no legal provision.

What the respondents felt should be done about legislation is
seen in Tables 23a and 23b. There was equal interest on the part of
nurse-midwives, physicians, and nurses in having specific legislation.
It was felt that such legislation would:

protect the public
maintain standards of practice

provide for recognition of appropriate status of nurse-midwives

A parallel statement was in the schedule asking how the
respondents felt about maintaining the status quo with regard to the
old midwife laws. Four out of 70 respondents said they would be
satisfied with this but their comments reflected a “don’t rock the boat”
or “it’s better than nothing” thinking.
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Table 23a.—Nurse-midwives are legally empowered to serve
as nurse-midwives

Type of respondent |

Should apply

Total | Y N ' DK | NA | NR
Nurse-midwives_ _________ _______ 30, 27 1 S TR I 2
Physicians_ ______________________ I 32 ‘ 27 1 P 2
Registered nurses_________________ 12 10 | . ___ 2 R P
|
Total._._______ ____________ 74 ‘ 64 2 [: 3 P 4

Table 23b.—Nurse-midwives are legally empowered to serve
as midwives

Should apply
Type of respondent |

) Total‘ Y | N | DK | NA | NR
Nurse-midwives__________________ 30 ! 2 25 1. 2
Physieians_____ _________________ P32 1 27 2 . 2
Registered nurses_________________ 12 ‘ 1 10 | B I I

Total_c.___ oo . T4 4 62 40 4
34
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SUMMARY

This is a report of a study of the extent and nature of the
practice of nurse-midwifery in the continental United States. It was
conducted through personal interview with 30 practicing nurse-
midwives, and 32 physicians and 12 nurse administrators with whom
they were associated. The 30 nurse-midwives represented approxi-
mately all those in practice in 1963—64 according to the study definition.
There are 535 nurse-midwives known to be in the United States at
this time.

Interviewees were asked to respond to a series of 24 statements,
first in terms of whether they described existing practice and second,
whether they were representative of practice as it should be.

There was essential agreement among all types of respondents
that the nature of practice as it exists is desirable. These areas of
agreement indicate that in a desirable setting the physician would:

Screen, assess, and evaluate all patients as suitable for assignment
to nurse-midwives for care.

Maintain or reassume responsibility for management of mothers
with complications.

Recheck patients assigned to nurse-midwives, at a specified
interval, usually toward term. (Some disagreement here—a feel-
ing that nurse-midwives were capable of determining when
physician reexamination was indicated.)

Supervise the midwifery (as contrasted to nursing) functions of
nurse-midwife.

In connection with these items there was feeling on the part of
many nurse-midwives that they were asked to extend their responsi-
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bility beyond their preparation, particularly in relation to providing
care to mothers with complications.

The nurse-midwife would :

Provide complete antepartal care to the patients assigned them
(as long as the patients are normal). This involves recognition
of physical, social and emotional problems and referral to suitable
sources for necessary care and services.

Manage normal labor.
Conduct normal delivery.
Provide immediate care to the newborn.

Evaluate and supervise the progress of normal postpartal mothers.

In regard to the newborn, physicians and nurse-midwives felt
supervision of progress was a suitable nurse-midwife function although
it was only likely to be the practice in rural settings.

Visits to patients’ homes were not denied to nurse-midwives,
but the feeling was predominant that generalized public health nurses
should assume major responsibility where their services are available,

There was general consensus that nurse-midwives should have
direct access to specialized obstetric and pediatric consultation.
Although most preferred this to be done in the home, they agreed it
could be by phone.

All agreed there should be preplanning with and orientation of
both medical and nursing staffs if nurse-midwives were to become
members of maternity care health teams. Administrative devices
should include written medical standing orders for the guidance of
the nurse-midwives, and written agreements outlining areas of respon-
sibility of nurse-midwives in relation to medical and nursing staff.
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ATTITUDES OF PHYSICIANS TOWARD
NURSE-MIDWIFERY a sub-study

Bczckground

In considering the recommendation of the President’s Panel on
Mental Retardation (see page 3), it was felt that if nurse-midwives,
as one group of nonmedical personnel, were to assist in the provision
of medical care to maternity patients, there would have to be a will-
ingness on the part of the medical profession to share this responsibility
with them.

In 1962, the American College of Obstetricians and Gyne-
cologists mailed a questionnaire to its membership.® The question-
naire was designed ‘“to test opinion of the function of the specially
trained maternity nurse in the management of the obstetrical case.”
Replies were received from 3,307 physicians which represented
approximately 50 percent of the total fellowship. The questionnaire
used the term nurse-midwife in one instance and to this item, there was
a very low favorable response. The questionnaire then went on to
describe in a limited way the usual functions of a nurse-midwife, but
attributed these functions to someone called a ‘“‘well-trained graduate
maternity nurse.” Paradoxically, the possibility of assigning what
are commonly nurse-midwifery functions to someone not called a
nurse-midwife received an amazingly high favorable response. The
only activity for which the favorable response dropped was the actual
performance of delivery and even in this instance 27 percent responded
YES and 18 percent responded PERHAPS. From this survey it was
concluded that there is “strong opposition to nurse-midwifery” but
that there was substantial support for the idea of delegation of some of
the routine work of antepartal care and observation during labor to an

® American College of Obstetricians and Gynecologists: Newsletter. Special
issue, February 1963. Chicago, Ill.
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‘“‘gspecially trained nurse assistant.” The fundamental difference
between the preparation for these types of persons was not made clear.

A major limitation of the ACOG study is that there is no in-
formation about the respondents other than that they are Fellows of
the College, so it was impossible to analyze the data on the basis of
the respondent’s knowledgeability of the subject on which he was
asked to express an opinion. Since physicians who were known to be
familiar with nurse-midwifery were included in the practice of nurse-
midwifery study, it seemed worthwhile to attempt to learn something
of their attitudes, the hypothesis being that physicians who had
experience with nurse-midwives would have a highly favorable atti-
tude toward their practice.

Method

This sub-study was done by personal interview, the basis of
which was a series of 12 statements considered to be reflective of
attitudes (see Appendix IIT). The statements were read by the
interviewer to the interviewee who was asked to respond on a 5-point
scale as to whether he heartily agreed, agreed, was neutral, disagreed,
or heartily disagreed with the statement. Some of the statements
were negative, which would mean that a heartily disagree response
would indicate a favorable attitude. This was done to prevent the
possibility of routine answers. Opposite statements were used to
determine consistency of responses.

To test the hypothesis, a scoring system was used to rate the
schedules. First, the statements were grouped according to their
ability to reflect attitude. In this process, it was decided to exclude
Ttems 1, 2, and 12 from the rating system. Items 3, 8,9, and 10 were
considered by the investigator and a panel of 6 judges to be the most
discriminating and they were assigned the highest score weight.
Ttems 4, 5, and 6 were considered less discriminating and Item 11 the
least. The position of the responses had to be adjusted so that favor-
able responses on both negative and positive statements would receive
the same weight in scoring. Scores ranging from 450 to 66 would
indicate highly favorable attitudes and scores ranging from —50 to
—66 would indicate a highly unfavorable attitude (see scoring system
Appendix IV).

The physician group
All physicians who were included in the nurse-midwifery

practice study did not fill out an attitude schedule. Conversely, all
physicians who filled out an attitude schedule did not respond to the
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practice schedule. The reason for this was a matter of time. The
practice schedule interview required approximately 1 hour and the
attitude schedule 10 to 15 minutes. If a physician’s time was limited,
and there had been enough physician responses to describe practice
for the given site, the physicians with limited time were asked to
respond only to the attitude schedule. The types of physicians who
did respond to the attitude schedule are seen in List IT (page 41).
There was a total of 31 physicians.

Fz'ndings

List IT gives the scores of each physician according to the site
in which he worked, his position and the length of time he had worked
with nurse-midwives.

The overall rank order of scores indicates a range of +44Y% to
+66. The median score was +58% and the mean score —+56.64.
Responses by item are seen in Table 24.

Duplimtz'on

Agreement with Items 3, 4, 5, 9, and 10, and disagreement
with Items 6, 7, 8, and 11 were believed to reflect favorable attitudes.
In scoring, Items 3, 8, 9, and 10 were given the greatest weight.
There were no unfavorable responses to items, 3, 8, and 9. Items 4,
5, 6, and 7 were assigned the next greatest weight and were expected
to be less discriminating. Responses to Items 4 and 5 are believed
to be influenced by the experience of the respondent, those physicians
having worked with nurse-midwives in a rural setting tending to
believe this is where they are most needed. Most respondents were
in rural settings, thus the higher percent favorable response to number
5. Those who disagreed with number 4 were most likely *o be persons
in rural settings who felt hospitals in large urban centers were ade-
quately staffed by physicians who were giving care which did not
need supplementation. The large number of neutral answers to
Ttem 11 indicates that many physicians are unaware of the philosophy
underlying nurse-midwifery practice in the United States, which
includes the concept that the nurse-midwife works only in a close
team relationship with physicians.

Summary

The median score of 458% and mean score of +56.64 would
seem to prove the hypothesis that physicians who know and have
worked with nurse-midwives (under the circumstances of practice at
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the sites covered in the study) have a highly favorable attitude
toward their practice.

It must be emphasized that the group of physicians whose
attitudes were tested is small (31). However, this is a 100-percent
sample of those above the medical student and intern level who are
working with the practicing nurse-midwives and have done so for at
least 6 months. Obviously, no generalizations may be made from
this group to physicians at large, or even to obstetricians in general.
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LIST IL—RANKED ATTITUDE SCORE, BY SITE, TYPE OF PHY-
SICIAN AND LENGTH OF EXPERIENCE WITH NURSE-

MIDWIVES
Ranked Years experi-
scores Types of physician ence with
nurse-midwife
SiteI___________ 44| Assistant resident_______________ 3 years.
50 | Senior resident__._______________ 4 years.
50 | Senior resident__________________ 4 years.
58%%| Senior resident__________________ 4 years.
59%4| Assistant resident__ _ ____________ 114 years.
61 | Assistant chief obstetrician_ ______ 6-7 years.
Site IT__________ 52 | Chief obstetrician__ _____________ 3 years. |
60 | Resident_______________________ 2 years.
Site ITT_ ________ 48Y| Pediatric general practitioner_____| 414 years.
4914\ General practitioner_____________ 414 years.
4914 General practitioner__ __________ 5% years.
52%| Pediatrician and president county | 14 years.
medical society.
55% General practitioner____.________ 3 years.
56%| Pediatrician_ - _________________ 10 years.
61 | Pediatrician____________________ 10 years.
62 | Pediatrician_ . __________________ 2-3 years.
64 | Health officer (former MCH 20 years.
director).
Site IV__________ 59 | County health officer____________ 18 years.
Site V__________ 58 | County health officer. __________ | 4 years.
64 | Medical director_________________ 2-3 years.
Site VI_________ 49%| Private obstetrician..____________ 2 years.
551%| Resident physician covering ob- 6 months.
stetries.
59 | Hospital medical director_________ 9 months.
Site VII_________ 47 | Instructor of nurse-midwives______ 2 years.
60 | Chief resident.________.__________ 5 years.
6015| Chief of obstetries_______________ 21 years.
63 | Obstetrician and instructor_ ______ 8 years.
64 | Assistant resident_ _ _____________ 134 years.
66 | Obstetrician and instructor of 2 years.
nurse-midwives.
Site VIIT________ 57Y%| General practitioner_ _ ___________ 10 years.
58%| General practitioner_ ____________ 10 years.
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Appendix III

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
WELFARE ADMINISTRATION
Children’s Bureau Budget Bureau No. 122-6308

ATTITUDES ABOUT THE INCORPORATION OF NURSE-MID-
WIFERY IN THE CARE OF MATERNITY PATIENTS IN THE .
UNITED STATES : ‘

To what extent do you agree or disagree with the following statements?

[1=heartily agree, 2==agree, 3=neutral, 4=disagree, 5=heartily disagrec]

1. There should be specific legislation covering the practice of  []
nurse-midwifery.

2. A nurse-midwife should always work under the general direction

of
a physician,
an obstetrician.

3. Nurse-midwives can make a valuable contribution to the ex-
tension of maternity care in the United States.

4. Nurse-midwives are needed to give care to patients in large
municipal or county hospitals.

5. Nurse-midwives are needed in rural areas where hospitals and
medical care are limited.

6. It is unconceivable that nurse-midwives would be employed by
private physicians.

7. The title “nurse-midwife’" is unacceptable to me.

8. The employment of nurse-midwives for patient care would be
a backward step in the United States.

9. In my experience, nurse-midwives have demonstrated the
knowledge and skill to provide safe care to normal women
during pregnancy, labor and the puerperium.

10. We should have more nurse-midwives to provide care to ma-
ternity patients in the United States.

11. If there were more nurse-midwives, they would go into private,
independent practice.

12. T doubt that there are many places in this country where a
doctor shortage calls for the practice of nurse-midwifery.

O 00O 0D0D00ocdgodd

Name Position

Location B
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Appendix IV

ATTITUDE RATING SCALE

Interview Favorable Plus weight Unfavorable [Minus weight

schedule response ! score response score

item No.
3 1or2 10 or 8 4o0rs 8 or 10
8 5o0r4 10 or 8 2orl 8 or 10
9 1lor2 10 or 8 4o0rb 8 or 10
10 lor2 10 or 8 4orb 8 or 10
4 1or2 6 or 4 40rb 40r6
5 lor2 6 or 4 4orb 4o0r6
6 5or 4 6 or 4 2orl 4 0r 6
7 5or4 6 or 4 20r1 4o0rb6
11 S5or4 2 2orl 2

! Cope: 1=Heartily agree. 4= Disagree.
2=Agree. 5= Heartily disagree. ]
3 is a neutral response and is assigned a score of % the median for the
item.

Norte.—Interview schedule item Nos. 1, 2, and 12 were not included in the
rating system.
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