


226 Every Child a Lion

The Maternity Center Association of New York City provides a
good example of the way in which prenatal care programs could lead
women to abandon midwives for physicians and hospital delivery.
Founded by a group of male physicians working with the city’s Health
Commissioner and with the financial aid of the Women'’s City Club,
the Maternity Center Association had as its goal the provision of
supervision and scientific care for every expectant mother, “so that
every child born in the city of New York shall have proper care
before birth, at birth, and during the days immediately following
birth.” By 1920 the association had nineteen centers and subcenters,
each serving a particular geographical zone. Each center tried to keep
a record of every pregnancy in its district. Nurses canvased for preg-
nant women and impressed on them the importance of medical su-
pervision and of good medical care at childbirth. The nurses made
regular and frequent home visits, instructed the mothers in the hy-
giene of pregnancy and in child care and the importance of breast-
feeding, and helped them to make the necessary arrangements for the
birth. At the clinics women received medical exams and were per-
suaded to engage a private physician or register at a hospital. When-
ever possible, the workers encouraged the women to accept medical
aid for confinement rather than employ a midwife.**

The medical model acquired new legitimacy during World War I,
when in 1917, the Child Welfare Committee of the General Medical
Board of the Council for National Defense created a subcommittee
on midwife practice. The report of this committee, made up of three
men, including J. Whitridge Williams, articulated the views of ob-
stetricians. The committee concluded that founding or extending
schools to teach midwifery was neither possible nor desirable. No
midwife, the committee argued, should be allowed to attend a birth
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Anne Shannon Monroe, “Adventuring in Motherhood,” Good Housekeeping, May
1920: 129—30.

Provided by the Maternal and Child Health Library, Georgetown University



LR .

The U.S. Children’s Bureau 227

unless a physician had examined the patient, supervised her prenatal
care, and certified that she was likely to have a normal delivery.™

The U.S. Children’s Bureau Model of
Maternal and Infant Care

Grace Meigs, head of the Medical Division of the Children’s Bu-
reau, found the implications of the General Mcdical Board’s report
disturbing. The object of the proposed regulations, she pointed out
in a memo to Julia Lathrop, was clearly to hasten the abolition of
midwives. In any case, she argued, the plan was not practicable in-
asmuch as a woman who preferred a midwife would hardly be willing
to submit to an examination by a male physician first. Instead, Meigs
proposed that public health nurses with obstetrical training be re-
sponsible for supervising midwives without supplanting them.*® It
was this rejection of the primacy of the physician and hospitals in
maternity care which characterized the bureau’s model of maternal
and infant welfare, one which was shared by some other women
physicians and leaders of the nursing profession.*”

Like obstetricians, these women advocated prenatal instruction and
saw the provision of professional maternity care to all women as an
urgent priority. The bureau staff, public health nursing leaders, and
the leaders of national women’s organizations, however, struggled
to avert the increasing hegemony of male obstetricians and the path-
ological conception of childbirth. They defined the public health nurse
as the primary agent of instruction and the primary caregiver, par-
ticularly in rural areas, and warned that the trend toward the hos-
pitalization of childbirth was a dangerous one. They believed that
nurses with obstetrical training could supervisc most aspects of ma-

s5. “Report of the Sub-Committee on Midwife Practice of the General Medical
Board of the Council for National Defense,” n.d. (c. 1918) (U.S. Children’s Bureau,
10,333).

$6. Grace Meigs, “On the Report of the Sub~-Committee on Midwife Practice of the
General Medical Board of the Council for National Defense,” 9/12/18 (Ibid., 10,333).

$7. For example, see S. Josephine Baker, “Schools for Midwives,” Transactions of
the American Association for the Study and Prevention of Infant Mortality 2 (1911): 232;
Carolyn Van Blarcom’s comments in ibid., p. 247; Wald, House on Henry Street,
pp. 57-58.

Provided by the Maternal and Child Health Library, Georgetown University



228 Every Child a Lion

ternity care and rarely mentioned physicians in their plans for rural
programs for maternity care.**

Small towns and rural areas provided the greatest opportunities for
the bureau staff to realize their ideals; where medical institutions and
public health agencies were rudimentary the bureau did not have to
worry about competing with the medical establishment. Local wom-
en’s organizations were a vital political force in small towns; in these
the bureau hoped to find grass-roots support for their work. The
success of the baby health contests was proof that rural women were
cager for help in child rearing. Letters to the U.S. Department of
Agriculture and the U.S. Children’s Bureau indicated that isolation
and poverty made themselves felt most severely during pregnancy
and childbirth. In the sparsely settled prairie and mountain states many
women had no access to either traditional or modern health care.**

In 1915, Congress increased the bureau’s funding to more than five
times its previous level, enabling the agency to hire Grace Meigs as
its first medical expert. The greatly expanded staff began planning a
series of investigations of rural counties, beginning in Indiana and
North Carolina in the fall of 1915. Broadly interpreting the bureau’s
charter, they incorporated direct educational work into their plans
and hoped to stimulate permanent local child health institutions. They
chose the child health conference—at which physicians examined in-
fants and instructed their mothers—as an ideal way of gathering in-
formation and at the same time advising individual mothers. They
hoped too that their work would stimulate ongoing programs; the
conference was also a model that small communities could easily
duplicate. By January 1916, Florence Sherbon, former secretary of
the American Baby Health Contest Association, was holding child
health conferences in Indiana in conjunction with a series of talks,
demonstrations, slide show programs, and a child welfare exhibit.*

58. Carolyn Van Blarcom, “Visiting Obstetrical Nurses,” Transactions of the Amer-
fcan Association for the Study and Prevention of Infant Mortality 2 (1911): 343.

59. Elizabeth Moore, Maternity and Infant Care in a Rural County in Kansas, U.S.
Children’s Bureau, Rural Child Welfare Series No. 1 (Bureau Publication No. 26)
(Washington, D.C.: Government Printing Office, 1917), p. 8; Grace L. Meigs, “Rural
Obstetrics,” Transactions of the American Association for the Study and Prevention of Infant
Mortality 7 (1916): 46.

60. A.L. Strong, “Plan for Cooperation in County Work between the Children’s
Bureau and Any University Extension Division or Any State Federation of Clubs,”
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Sherbon stayed in each community for about a week after the con-
ference to organize a committee of local residents interested in plan-
ning follow-up work, helping them to draw up plans for the
employment of a visiting nurse or for the creation of a child welfare
center.”'

The North Carolina study, carried out by Frances Sage Bradley,
was a far more ambitious project. Bradley had been one of the first
women to graduate from Cornell Mcdical School and in her practice
in Atlanta had established a reputation as a pioneer in child hygiene.™
Working for the Children’s Bureau, she held a conference and child
welfare exhibit in each township in two counties, one representative
of the lowland region, the other the most remote mountain county
she could find. She also undertook an intensive, detailed house-to-
house study of one township in the lowland county and three town-
ships in the mountain county. She visited every midwife who had
attended a case within the past five years, studied the effectiveness of
birth-registration laws and conducted a brief survey of the hygienic
conditions in the local schools. The study covered nearly all aspects
of the social and economic conditions that affected child welfare; its
goal, as Bradley stated it, was to reveal if possible the “relation of
early home life to later health and efficiency.”® In none of its sub-
sequent studies did the bureau undertake such a complete survey of
social and economic conditions; the later studies, in Wisconsin, Mon-
tana, Wyoming, and Mississippi, reflect an increasing interest in pre-
natal care and childbirth.

Unlike most public health officials and urban medical specialists,
the Children’s Bureau focused on women’s experience of maternity.
While French public policy protected women as childbearers and
American urban programs for infant health emphasized prenatal care
as an essential aspect of infant welfare, the bureau staff assumed that

dren’s Health Conference, Indiana, 11/1/15 (ibid., 4-11-1-1); Grace Meigs to Bittner,
12/31/15 (ibid., 4~11~1-1); Parker and Carpenter, “Julia Lathrop and the Children’s
Bureau,” pp. 65-66.

61. Grace Meigs, Memorandum on Indiana Conferences, 2/21/16 (U.S. Children’s
Bureau, 4-11-1-0).

62. See Lloyd C. Taylor, The Medical Profession and Social Reform, 1885—1945 (New
York: St. Martin’s Press, 1974), p. 63.

63. Frances Sage Bradley, “Suggested Plan for an Investigation of Conditions
Concerning Mothers and Babies in a Rural County,” 2/16 (U.S. Children’s Bureau,
4—11-2-2).
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230 Every Child a Lion

women’s lives had inherent value separate from the lives of their
children and argued that maternal suffering and death was in itself
intolerable. As the rural studies progressed, improving the quality of
women’s lives and encouraging communities and families to recog-
nize the importance of women’s work and existence became as im-
portant to the researchers as saving infant lives.®

It may not be accidental that the bureau staff’s sense of female
solidarity emerges most clearly through the rural studies. As native-
born white women they could probably more easily empathize with
rural and small-town women, most of whom were native-born or
northern European, than with southern and eastern European urban
‘immigrants. For the most part the rural studies suggest little of the
ambivalence about the relationship between poverty and maternal
and infant mortality that characterized the urban studies, except where
the researchers worked in a black community in the North Carolina
lowland county. Suspicious of the corrupting influence of the urban
environment, the bureau staff also inherited the belief characteristic
of American reformers that farm living fostered a wholesome inde-
pendence, pride, and moral fortitude. To the French bourgeoise, rural
life was synonymous with backwardness, ignorance, and superstition.
Urban Progressives in the United States believed that the inefficiency
of agricultural production was a hindrance to progress but they also
believed that rural life was the source of the moral strength that
supported the nation’s democracy. Improving the quality of rural life,
they thought, might help to stem the tide of urban migration.

To the bureau staff and to the agricultural and home economics
extension agents with whom they worked, a sense of community
was a critical aspect of the ideal small town. When they entered a
small town or rural township, they looked for community spirit—
an eagerness of individuals to mobilize their resources to address the
community’s problems. The bureau insisted that its job lay in stim-
ulating permanent local work and not in imposing programs on pas-

64. See, for example, Grace Meigs, memorandum to Lathrop, Sumner, and Brad-
ley on plans for rural investigations, 6/17 (ibid., 4—12—5-1).

65. See David D. Danbom, The Resisted Revolution (Ames: lowa State University
Press, 1979), pp. 24—36; William L. Bowers, The Country Life Movement in America
(Port Washington, N.Y.: Kennikat Press, 1974), p. 15; Carson, Settlement Folk,
pp. 112—13.
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sive or unwilling communities. The staff sometimes even implied
that it was better to have no infant health institution than to have one
that the “community’” did not initiate or at lcast welcome. “We feel
very sorry,” Grace Meigs wrote to Sherbon, who was struggling
with an apathetic Wisconsin county, ‘‘that you and the Bureau should
be put in the position of urging upon a community something which
they are not anxious to receive.”*

In part this attitude reflected the staff’s understanding of the proper
role of the national government in social policy. As one of the few
tederal social welfare agencies—one whose very existence was con-
troversial—the bureau was anxious not to imitate “‘autocratic”” Eu-
ropean government agencies in any way. The bureau staff also placed
a moral value on community responsibility and initiative analagous
to the value they placed on individual thrift and independence. Thus
they argued that child welfare programs that relied on wealthy phi-
lanthropists were dangerous because they hindered the collective tak-
ing of responsibility by the community. In the eyes of the burcau
staft, “Work for infant welfare is coming to be regarded as more than
a philanthropy or an expression of good will. It is a profoundly
important public concern which tests the public spirit and the de-
mocracy of a community.”’"

As chief of the Division of Child Hygiene of the Kansas State Board
of Health, Lydia DeVilbiss put this principle to work when she or-
ganized a child welfare contest for the counties of Kansas in 1916.
She convinced the governor to offer a trophy to the county with the
best health record for the year, based on both public and voluntary
activities.” DeVilbiss reported to Lathrop on the moral benefits of
such a program: “Instead of going into the country districts and trying
to persuade the farmer folk to do what we want them to do, this
plan proposes to put them on their mettle and let them do for them-

66. Grace Meigs to Florence Sherbon, s/19/16 (U.S. Children’s Bureau, 4—11—
3-5).

67. Second Annual Report of the Chief, Children’s Bureau, p. 8. On settlement leaders’
ideas of community responsibility see Lissak, Pluralism and Progressives, pp. 13-14,
and Carson, Settlement Folk, p. 112.

68. Baby Week Campaigns, U.S. Children’s Bureau, Miscellancous Series No.
(Bureau Publication No. 15) (Washington, D.C.: Government Printing Office, 1917),
pp. s1-52.

Provided by the Maternal and Child Health Library, Georgetown University



232 Every Child a Lion

selves what we want them to do and what we should have difficulty
in getting them to do in any other way.”®

Thus, when the Children’s Bureau researchers began to consider
working in a particular county, they first sought the cooperation of
influential and representative local organizations, focusing especially
on the informal power structures. Before beginning work in any
community they obtained the assurance of cooperation from the state
board of health, the county medical society, and the local women’s
organizations. As soon as they arrived they contacted physicians and
ministers, the city and county superintendants of schools, any visiting

or school nurses or county extension agents, and sometimes leading
businessmen.

The members of local women’s organizations were essential con-
tacts. If they could get the interest and active cooperation of the local
club women, Bradley wrote, other women would surely follow.”
The bureau viewed women’s clubs as the manifestation of female
solidarity and also believed that they had genuine power and impor- |
tance in local politics. Never did Sherbon, Bradley, or their assistants !
complain that men did not listen to the women’s organizations; nor
did they mention women’s inability to vote as a disadvantage in local
politics. On occasion, their confidence that a united group of women
could overcome the inertia or opposition of male-dominated bodies
was indeed borne out. Thus their concept of democracy seems to
have hinged not so much on the existence of formal political structures
but rather on an environment and social life that fostered a spirit of
| cooperation and responsibility. This concept in turn rested on the
assumption that a consensus was possible because social relations were
fundamentally harmonious.”

The bureau staff had great faith in the schools as a potential base
for community cooperation. They saw public schools as the most g
important of democratic institutions, since they believed that literate i
and well-informed citizens constituted the essence of democracy. Un-

69. Lydia Allen DeVilbiss to Julia Lathrop, 11/23/15 (U.S. Children’s Bureau,
4 4—-15-2-1-8).

70. Frances Sage Bradley to Grace Meigs, 11/11/15 (ibid., 4—11-1-1).

71. See Lissak, Pluralism and Progressives, pp. 13—15, on democracy and consensus
i in Hull House philosophy. On women’s political culture, see Paula Baker, “The
Domestication of Politics: Women and American Political Society, 1780-1920,” Amer-
ican Historical Review 89 (1984): 620—47.

Provided by the Maternal and Child Health Library, Georgetown University



The U.S. Children’s Bureau 233

fortunately, schools were not always important in rural communities.
Bradley wrote of her disappointment that in many country districts
parents paid little attention to the school; many parents did not know
the teacher and never even entered the building. “The place of the
meeting,”” she concluded reluctantly, “should be left to the parents,
notwithstanding our desire to establish the school as a community
center.”’”*

The bureau sought the cooperation of local physicians not as po-
tential allies but as an obstacle to be overcome before the real work
could proceed. When Arthur B. Emmons, a prominent eastern pe-
diatrician, responded to West’s request for suggestions as to how to
proceed with the rural investigations, he suggested that the people
could be reached through the “community physician,” but the bu-
reau’s researchers expected little help from the local physicians in the
rural counties they studied.” More often than not they found phy-
sicians either overtly hostile to their work or so ignorant of child
hygiene as to be of little assistance.

Many physicians feared that any form of free medical care would
undermine their practices.” Sometimes an unfortunate public health
nurse had to contend with a local physician like the “sick old man
who calls births registration ‘damn nonsense.” 7> Some physicians
changed their minds, however, when they found out that the con-
ference physician actually encouraged people to sce their family doc-
tors. Others were pleased to discover that a public health nurse could
take over time-consuming bedside care. Many other physicians were
simply apathetic, and Sherbon and Bradley frequently reported that
professional jealousy or personal conflicts among the local physicians
prevented them from cooperating.” Of course, hostility and indif-

72. Frances Sage Bradley, “Lessons Learned in Making Rural Studies” (U.S. Chil-
dren’s Bureau, 4—12-5-1).

73. Arthur B. Emmons to Mrs. Max West, 4/25/16 (ibid., 4—3—0—4).

74. “A Trip to Lexington, Virginia, May 10 and 11, 1915” (ibid., 4-15-0).

7s. Mary Bartlett Dixon to Miss Rose, 5/22/18 (ibid., 4-12-1).

76. “Question Corner,”” National Organization of Public Health Nursing, 1917,
p. 197; Grace Meigs, memorandum on visit to Boston, November 15-16, 1917 (U.S.
Children’s Bureau, 4—15—4-3); Florence Sherbon to Grace Meigs, 3/31/17 (ibid., 4-
11-1—-10); 3/24/16 (ibid., 4—11-1-1); 6/12/16 (ibid., 4-11-3-5); Meigs, Report on
Indiana Conferences, 2/21/16 (ibid., 4~11-1~0); E. J. Huenekens, “The Minnesota
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of the American Association for the Study and Prevention of Infant Mortality 9 (1918): 189.
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ference among physicians were not universal, and public health of-
ficials and the bureau staff sometimes found unexpected allies among
physicians eager to help. Bradley, attending the meetings of the North
Carolina State Medical Association, initially “heard the same old gags
about the stupid obstinate women who are determined to dic in spite
of the Med. Profession etc. etc.” To her astonishment, however, the
membership voted almost unanimously to interrupt the meeting to
hear her speak and each delegate wanted the bureau to study his
community.” In Indiana, Sherbon found a physician who had been
unfriendly and sarcastic before her program, but afterward called it
a “revolutionary thing” and claimed that he could see the results in
the attitude of his patients toward their children and in the conduct
of pregnant women.”

Even if physicians were interested in helping with the conferences,
however, the bureau’s workers frequently found them embarassingly I
ignorant. Sherbon wrote to Meigs from Indiana suggesting that local
doctors and nurses always be asked to participate in the bureau’s
conferences—"‘not that they are any real help (sometimes quite the
contrary!) but it does educate them amazingly.”” Sherbon com-
mented on the need for a detailed manual of private instructions for
the examiners at health conferences, “as these men are embarassed
by their helplessness, and often feel like boys on the dunce block, in
spite of my attempts to put them at ease.” A separate pamphlet, she
thought, “would spare exposing them to the laity!”*
| Male physicians, Sherbon and Bradley concluded, were apparently
i too arrogant to consider practical details; trained exclusively to deal
with disease rather than health, they were ill suited to child health
work. Bradley scorned the “thoroughly scientific”” doctors she came
across, none of whom had “common horse sense.”® “It seems quite
impossible,”” she wrote, “to find a man doctor who will fill out a
i record, with simple constructive suggestions. I think they minimize
the importance of the home care, and the hygiene of the mother, or

77. Frances Sage Bradley to Julia Lathrop, 4/20/16 (U.S. Children’s Bureau, 4—
I1—2-5).
78. Florence Sherbon to West, 7/15/16 (ibid., 4—-11-3—3).
' 79. Florence Sherbon to Grace Meigs, 11/9/15 (ibid., 4—1 I-I-1).
‘ 80. Florence Sherbon to Grace Meigs, 3/17/17 (ibid., 4—14—2—4-0).
! 81. Frances Sage Bradley to Julia Lathrop, 7/29/16 (ibid., 4-11-2-5).
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else assume that the mother knows more than she does.”* She crit-
icized one physician who was “evidently accustomed to working with
a nurse who relieves him of all those details which mean the success
or failure of a doctor’s advice.” She found especially frustrating a
doctor who threw the stool samples of babies with diarrhea into a
neighbor’s yard. “And we have been trying so hard,” Bradley com-
plained, “to have them [the mothers] protect their children from flies
and stools of sick children.”"

Sherbon and Bradiey began their rural studies alrecady predisposed
to mistrust male members of the medical profession, but the studies
proved to be a personally and intellectually liberating experience; they
returned home to challenge the emerging medical model of maternal
and child health. Traditional methods of child care and health care,
they discovered, often produced results as good as those of ““scientific”
hygiene; childbearing was, under the right conditions, a perfectly
normal physiological process, and midwives, who knew enough to
let nature take its course in most cases, were not neatly as dangerous
as the average physician.

Rarely, if ever, had any women traveled freely throughout the
country at the expense of the government, undertaking a project of
their own design under the direction of women and with their gov-
ernment authority as a badge of legitimacy. The letters Sherbon and
Bradley wrote to the Washington staff vividly convey their sense of
adventure. Bradley, traveling in North Carolina in the spring of 1916,
found a warm welcome nearly everywhere she went. She was ex-
hilirated at the response: “And when we find farmers and their wives,
stopping their ploughing and planting in the middle of April and
driving 10 and 15 miles to learn how to raise children, it makes one
feel that the work is worthwhile.”* She was thrilled at the contact
she was able to have with the most “backward,” “primitive,” ele-
ments of American society. “They’re the people we're after,” she
wrote of a committee of schoolteachers, “One teacher schools, moon-
light schools and all the rest of it. . . deaf children, dull children, lazy
children and weakly, and nobody knows why.”* In Green’s Creek

82. Frances Sage Bradley to Grace Meigs, 3/17/16 (ibid., 4—11-2-5).
83. Frances Sage Bradley to Julia Lathrop, 7/29/16 (ibid., 4-11-2-5).
84. Frances Sage Bradley to Grace Meigs, 4/21/16 (ibid., 4-11-2-5).
85. Frances Sage Bradley to Julia Lathrop, 2/25/16 (ibid., 4—11-2-3).
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she was disappointed that the village was too near the little towns ot
Dillsboro and Sylva “to find any very interesting obstetrical data most
of the women having doctors.” She had found the black midwives
in Cumberland most interesting, though, since they used herbs, roots.
and magic.™

Bradley and her assistant, Margaretta Williamson, approached the
experience with something like a pioneer spirit.”” As they climbed
deep into the mountains in search of remote backwoods communities.
Bradley wrote to Meigs that the people were very happy; she and
Williamson were almost ready to become mountaineers themselves.™
She described one community as a kind of primitive paradise, un-
tainted by the material temptations of modern urban society. “Their
contentment and rather stubborn assurance of well-being are of course
the result of their limited horizon,”” she wrote, “‘and one almost doubts
the wisdom or kindness of helping them see what is beyond. They
are happy as long as they have no standard of comparison, much
happier than the same class of people in cities.”” Divorce and discontent
were almost unknown. If only they could be taught to cook bread
and vegetables instead of half-cooked hog and hominy, Bradley con-
cluded, ““I should be inclined to build a dyke or a barbed wire fence
around Grays Creek Township and keep government employees and
would-be educators out.”™

Bradley came to sympathize with the rural people’s mistrust of
physicians. Few able physicians located in their small communities;
the only doctors who came their way were traveling quacks or “ac-
cidental medical students.” Women relied on midwives, who, though
ignorant, were “a fairly clean, decent sort, and with a wholesome
horror of interfering with nature.” Though they took no asceptic
precautions, Bradley had heard of very few cases of infection. “Ob-
stetrics,” she reported, ““is considered a strictly normal process, often
not even a midwife being considered necessary.”*”

Equally inspired by her own rural experience, Florence Sherbon
wrote, “This Wisconsin work has been like opening a door to the

86. Frances Sage Bradley to Grace Meigs, 11/12/16 (ibid., 4-11-2-5).

87. Margaretta Williamson to Emma Duke, 3/5/16 (ibid., 4-11-2-5).

88. Frances Sage Bradley to Grace Meigs, 12-3-16 (ibid., 4-11-2-5).

89. Frances Sage Bradley to Grace Meigs, 6/12/16 (ibid., 4-11-2-5).

90. “Report on Rural Work in North Carolina 11/15 to 12/15, 1916” (ibid.,
4—11-2-7).
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thing which I have felt urging me in a groping, blind way ever since
the child welfare work ‘got me.” ***' Sitting on a culvert waiting for
a chauffeur and watching a woman and man put up hay togcther
while two toddlers sat and watched, she described to Viola Paradise
in the Washington office the German families she had recently visited.
None of these families, she wrote, ever called a physician for anything
and yet all had healthy children. One woman worked up until delivery
and made bread the third day after and yet, to Sherbon’s surprise,
had a happy, healthy baby. “Its awfully disconcerting to have onc’s
preconceived ideas get such jolts,” she wrote. ““I am not nearly so
sure about some things as I used to be!””* Two weeks later she wrote
to Meigs with an urgent request for information on the midwife
question: “We are meeting it fair and square here and its a big prob-
lem. Another of my preconceived ideas getting a big jolt!”™*?

The example of these healthy country women, most of whom had
never had a doctor in the house, Sherbon later wrote in the Woman’s
Medical Journal, proved that expert medical service was not a basic
requirement for normal maternity. Many of these women “violate
every canon set by modern obstetricians as to pre-natal conduct.”
Country women had fewer complications than urban women, she
concluded, because they had so much exercise and fresh air.”* So
enamored of the country life was Sherbon that West teased her, “Dear
Doctor Lady: . .. T am most particularly interested in your researches
into the pregnant state. ... If, as I said before, the country life and
all that pertains to it really are a panacea for the pain and sorrow of
childbirth, it is awfully worthwhile to find that out.””s

Before beginning her study, Sherbon later recounted, she had been
committed to the extermination of the midwife. She thought preg-
nancy was pathological and was convinced that every time a2 woman
gave birth she took her life in her hands. Her Wisconsin experience,
she reported to the American Association for the Study and Preven-
tion of Infant Mortality, convinced her not only that the German or

91. Florence Sherbon to Julia Lathrop, 6/22/16 (ibid., 4—r12—4).

92. Florence Sherbon to Viola Paradise, 7/4/16 (ibid., g4-11-3-53).

93. Florence Sherbon to Grace Meigs, 7/18/16 (ibid., 4—11-3-5).

94. Florence Sherbon, ‘“Maternal Efficiency—a Field for Research,” Woman’s
Medical Journal 27 (1917): 35; Sherbon to West, 7/15/16 (U.S. Children’s Bureau,
4~11-3-5).

95. Mrs. Max West to Florence Sherbon, 7/18/16 (U.S. Children’s Bureau,
4-11-3-3).
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Polish midwife was far better than the country doctor but that the
entire direction of maternal welfare was wrong. “'I believe we are in
danger,” she warned, “of placidly accepting the increasing patho-
logicity . . . and of institutionalizing maternity, and that about the time
we get this elaborate system of maternity hospitals established and
going, by state and municipal appropriations, just about that time we
will wake up to the fact that after all an institution is not the best
place to have a baby.”

Though some other female physicians agreed with Sherbon that
pregnancy could be a normal physiological function, the conclusion
to be drawn from the Children’s Bureau’s rural studies was not that
farm women lived in an earthly paradise.”” Instead, the studies re-
vealed that isolation, back-breaking work, and lack of assistance in
the home were reflected in a high maternal mortality rate and a high
rate of early infant deaths, especially in the mountains and the high
plains. Country women, argued Dorothy Reed Mendenhall, a lecturer
for the Extension Service in Wisconsin who also worked for the
Children’s Bureau at times, suffered “infinitely more hardship and
privation than would be tolerated in a city of any size.”*

Women in the mountain states had a particularly hard time. There
were only three registered physicians in the 5,500 square miles of a
Montana county studied by the bureau, so women frequently left the
area for childbirth. Of those who stayed, more than half had only a
neighboring woman—often a practical nurse—to help, while one-
eighth had only their husbands. The maternal mortality rate in the
area was 12.7 per thousand, five times higher than that of Italy.”
Though the women surveyed in the bureau’s Kansas study were much
better off—their work was not too hard and most could afford med-
ical care if they needed it (95 percent had a physician at childbirth)—

96. Quoted in Grace L. Meigs, “Rural Obstetrics,” Transactions of the American
Association for the Study and Prevention of Infant Mortality 7 (1916): 65.

97. See Dorothy Reed Mendenhall, “Work of the Extension Department in Ed-
ucating the Mother along the Lines of Prenatal Care and Infant Hygiene,” Transactions
of the American Association for the Study and Prevention of Infant Mortality 7 (1916): 217.

98. Comments by Dorothy Reed Mendenhall, Discussion, Session on Contin-
uation Schools, Transactions of the American Association for the Study and Prevention of
Infant Mortality s (1914): 250.

99. Viola I. Paradise, Maternity Care and the Welfare of Young Children in a Home-
steading County in Montana, U.S. Children’s Bureau, Rural Child Welfare Series No.
3 (Bureau Publication No. 34) (Washington, D.C.: Government Printing Office,
1919), pp- 27, 42
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few had any kind of prenatal care. In Wyoming, the bureau found
women more than fifty miles from the nearest physician or nurse.'*®

The bureau staff were eager to hear these women's stories. They
corresponded with nursing leaders in Wyoming to arrange medical
and nursing care for one woman who had written to the bureau of
her trouble with a complicated pregnancy.”' Caroline Hedger, trav-
eling in Wyoming for the bureau, made a trip to give Mrs. Phelps,
the suffering woman, a physical exam and later sent her five pounds
of dried fruit."”* Phelps reported that two women and two babies in
her community had died within a year. She wrote bitterly, “If the
woman had been a thoroughbred cow worth 3 or 4 hundred dollars
Wyoming’s State veterinary would have been rushed out here to save
her and the calf, but it doesn’t secem worthwhile to save babies and
mothers in general. That’s what hurts me so.”'® The bureau staff
proposed to make a collection of letters from farm women telling of
the hardships they suffered during pregnancy and childbirth and the
difficulty they had getting help. They envisioned a book similar to
Maternity, a collection of stories by working-class women about the
pain and poverty associated with childbearing, published by the
Women’s Cooperative Guild in England. "

This attention to the suffering of women was central to the bureau’s
approach to maternity care. The isolation of women in childbirth, a
high maternal mortality rate, an inadequate health care system—the
bureau interpreted all of these as evidence of women’s oppression.
The struggle for public maternity care, they believed, meant educating
and organizing women to demand attention to their interests and

100. Elizabeth Moore, Maternity and Infant Care in a Rural County in Kansas, U.S.
Children’s Bureau, Rural Child Welfare Series No. 1 (Washington, D.C.: Government
Printing Office, 1917), pp. 47—48; Mrs. James E. Mills to Caroline Hedger. 4/14/17
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101. Mrs. Max West to Ella P. Crandall, 10/26/16; U.S. Children’s Bureau to
Mrs. Phelps, 10/27/16; Ysabelle Waters to West, 11/3/16 (U.S. Children’s Bureau,
4—3-0-3). The empathy of the bureau staff with the maternity experiences of women
who wrote to the bureau for advice is illustrated in Molly Ladd-Taylor, Raising a
Baby the Government Way: Mothers’ Letters to the Children’s Bureau, 1915-1932 (New
Brunswick, N.J.: Rutgers University Press, 1986).

102. Caroline Hedger to Julia Lathrop, 11/20/16 and 11/23/16 (U.S. Children’s
Bureau, 4-3-0-3).
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needs. West wrote to Arthur B. Emmons complaining of the tone
of “patronage, and something like condescension toward women who
must accept free medical service of this sort, if they have any at
all.” Doctors should be *“‘fighting for the establishment of this right,”
she argued, “rather than preaching to the women as to what their
duty 1s.77'*

West, like other members of the bureau staff, advocated a com-
prehensive system of county nurses who would carry out their work
primarily in the home but would also be in charge of small cottage
hospitals equipped with surgical facilities to handle complicated
cases.'® Mary Sewall Gardner and Ella Phillips Crandall, leaders in
public health nursing, argued that rural visiting nurses should also be
midwives; despite physicians’ opposition to midwives in the United
States, Gardner and Crandall pointed out that European statistics
showed that trained midwives were effective.'”” Gardner and Crandall
proposed that maternal and infant health care be placed primarily in
the hands of female professionals rather than in the hands of male
general practitioners and obstetricians. The training of physicians in
modern obstetrics, using poor women as clinical “material’—an im-
portant factor in the medical model of maternity care—was of little
importance in their program.

When the Section on Nursing and Social Work of the American
Association for the Study and Prevention of Infant Mortality passed
aresolution urging the training of obstetric nurses to supervise normal
maternity cases, physicians objected.’” It was the issue of national
medical insurance for maternity and infant care, however, that
brought the bureau into direct conflict with the medical profession.
The 1solation of rural women from all forms of health care convinced

10s. Mrs. Max West to Arthur B. Emmons, 12/18/15 (ibid., 4—2-0—4).
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the bureau staff that the provision of maternity care was a proper
function of government. “Certainly a woman who gives a child to
the country,” wrote West, “has an inherent right to the best care that
can be given to her.”"® Economic hardship, she argued, prevented
many women from obtaining good care at childbirth and from taking
rest they needed; some form of maternity insurance was clearly es-
sential. Thus, when Lathrop and her staff began to develop a propo-
sal for a national maternal and infant health policy in 1916 and 1917,
they envisioned a program that would pay for certain kinds of
medical care.

In its campaigns for maternity insurance the burcau had allies
among both male and female labor reformers and advocates of social
insurance legislation. The American Association for Labor Legisla-
tion, for example, drafted a health insurance bill including maternity
benefits that would cover medical care for insured women and the
wives of insured men, and a weekly benefit for insured women on
the condition they refrain from gainful employment.”® The bureau
did not couch its argument in favor of maternity benefits primarily
in terms of the dangers of women’s industrial labor, however. Instead,
they cited the acute shortage of medical care, especially in rural areas.
Unlike the American Association for Labor Legislation bill and French
maternity-benefit proposals, Lathrop’s was not designed primarily to
enable wage-carning women to take time off but rather to make
professional health care universally available. Under the proposal
Lathrop supported, a very large percentage of the rural population
would fall into the income category (earning under twelve hundred
dollars) eligible for benefits.'"*

Advocates of maternity insurance were well aware that they sup-
ported a controversial measure and that their opponents inevitably
associated compulsory insurance proposals with tyranny and social-
ism. Eva Ward, writing in the feminist Woman’s Journal, attributed
this opposition to a misconception of the principles of insurance;

109. Mrs. Max West to Arthur B. Emmons, 12/18/15 (U.S. Children’s Bureau,
s—2-0-4).

110. Julia Lathrop, “Public Protection of Maternity,” American Labor Legislation
Review 7 (1917): 28.

1. Ibid., p. 31. Lathrop saw the urban-industrial emphasis of the AALL’s bill
as too narrow. Meckel, Save the Babies, pp. 189-95.
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Americans did not realize, she thought, that only those who paid into
! the fund for a certain period were eligible to receive benefits.”* In
his study of the movement for social security in the United States,
Roy Lubove argues that social insurance came into conflict not only
with the ideology of voluntarism but with various private vested
interests. Private health insurance companies lobbied vigorously
against compulsory health insurance bills. The medical profession did l
1 not hide its economic interests in its fight against maternity
insurance. "

Proposed maternity-assistance legislation in Massachusetts, sub-
; mitted to the state legislature in 1916, 1917, and 1919, failed each
time in the face of organized opposition from the medical profession.
When the subject of maternity insurance came up in 1915 in the
American Association for the Study and Prevention of Infant Mor-
tality, some physicians expressed their fears that the government
would regulate their fees in connection with compulsory insurance. '™
An official of the Wisconsin Department of Health scorned the claim
that poverty and hardship were the cause of high rural maternal and
infant death rates. He argued that farm families, presumably out of
1 stubborn miserliness, simply refused to pay for a physician’s services
or to employ trained nurses, though these were readily available. If
! they did not receive prenatal care it was simply because they wanted
to avoid the expense; if they did not have help in the house it was
because they were unwilling to pay a reasonable wage.""*
i The pediatrician Arthur B. Emmons of Boston, on the other hand,
; thought that Boston had too many free prenatal care services, catering
to those who were simply hunting for cheap obstetrical care; he sus-
pected that rural people had a spirit of independence and eagerness
to learn.”® In comparison, it is significant that the French medical
profession did not see maternity insurance as a threat to itself. The
American medical profession had to defend its hegemony in a way

112. Ward, “In Defense of the Maternity Benefit,” p. 138.
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the French medical profession did not. French medical organizations
were among the most vocal supporters of public maternal and infant
welfare programs.

Though Lathrop openly advocated maternity insurance, she was
pessimistic about its prospects in the United States. Social insurance,
she privately admitted in 1916, was years away."” Her pessimism
was justified: the bureau’s campaign for a national maternal and infant
health program culminated in the Sheppard-Towner Act, which pro-
vided for maternal education but did not pay for medical care, and
women in the United States have yet to win the right to compensated
maternity leave. World War I, however, created the conditions that
enabled women activists’ model of maternal and child welfare to
triumph briefly. The loss of adult male lives on the battlefield made
it possible for American supporters of child welfare programs to argue
that child health was a patriotic issue. As women mobilized as part
of the war effort, the popular child health movement became a truly
national one. After the war, women’s organizations and the Children’s
Bureau drew on this movement to drum up massive popular support
for a federal maternal and infant health program.

117. Julia Lathrop to Mrs. Frederick A. Halsing, 6/3/16 (ibid., 4—T15—4—1).
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