
VOLUME 65 • NUMBER 4 OCTOBER 2020

Quarterly publication sent to more than 25,850 Registered Nurses in New Mexico. 
Provided to New Mexico’s Nursing Community by the New Mexico Nurses Association 

A Constituent of the American Nurses Association • (505) 471-3324 • http://www.nmna.org/

  Inside

The Official
Publication of

Advocating for Nursing Practice
Since 1921

current resident or

Presort Standard
US Postage

PAID
Permit #14

Princeton, MN
55371

Focusing on Mental Health of 
Nurses During Pandemic Page 12

Exercise Caution When Delegating   
Page 4

History of Midwifery in New Mexico   
Page 7

Gloria Sue Doherty PhDc, RN, ACNP-BC, 
Adult Health Nurse Specialist

The hashtag #BlackLivesMatter (BLM) began in 2013 
after an African-American boy, Trayvon Martin, was 
killed by a member of a neighborhood watch who 
was acquitted of all charges. However, the movement 
did not expand until the 2014 killing of Michael 
Brown by a white police officer. Another event quickly 
followed. This was the death of Eric Gardner while he 
was in custody. Resulting from these tragedies, three 
African-American women founded an organization 
with the same name, Black Lives Matter. Alicia Garza, 
Patrisse Cullors, and Opal Tolemi created and built an 
infrastructure for the organization in collaboration with 
other organizers, activists and artists. 

To supporters, BLM is a respectable civil rights 
movement advocating for reforms to decrease racial 
profiling and the disproportionate police violence and 
shootings of black people. The organization advocates 
against the “sustained and increasingly visible violence 
against black communities” (L.A. Times, 2017). The 
organization has had numerous recognitions including 
receiving the Sydney Peace Prize in Australia as a Global 
Peace Leader. The organization has been successful 
in growing and expanding. Today, there are over 
40 chapters around the world including Britain and 
Australia. 

With the recent resurgence of several publicized, 
unjust deaths of black people (George Floyd, Breonna 
Taylor, and others) by police, #BlackLivesMatter has 
people wondering how to support this movement. It 
seems there was a sense with former President Obama 
that we were post prejudice as a country (Simmons 
& Kaleem, 2017). This could not be further from the 
truth. In 2017, Patrisse Cullors called for divesting 
some funding from police departments to invest in 

the community. This would include shelters, 
education, access to health food and healthcare 
(Simmons & Kaleem, 2017). Due to recent 
events and other cases coming to the public’s 
eye, the idea of the primary purpose being to 
target police brutality has expanded to view all 
institutional and systemic racism issues. Though 
accountability for mass criminalization is still 
in the forefront, the concepts of eliminating 
discrimination in the workplace, educational 
disparities, stereotyping and micro aggressions 
are being investigated. Under the current 
administration, it has become politicized. 
The cry for “Defunding the police” has been 

#BlackLivesMatter
misunderstood and is a resurgence of looking for a 
diversion of police funds into the community and in 
improved training for the police force and supportive 
staff.

Today, data backs the concept that people of color, 
including blacks, have experienced disproportionate 
consequence of death and unemployment related 
to the current COVID pandemic across the country 
(Hawkins, 2020). It seems with the increase in size of 
the Black Lives Matter movement, a parallel increase in 
white supremacists and nationalists across the globe is 
occurring. This is more than disturbing. 

Healthy People 2020’s goal to “achieve health 
equity, eliminate disparities, and improve health of 
all groups” (United States Department of Health and 
Human Services, n.d., p. 3) sounds great. But what 
does that really mean? Achieving health equity requires 
the absence of unfair and avoidable differences in 
health interventions and outcomes amongst groups 
of people. Achieving health equity relies on all people 
having equal opportunity to reach their full health 
potential with comprehension of the health disparities 
that exist and the factors creating those disparities 
(New Mexico Department of Health [NMDOH], 
2018). In New Mexico, African Americans continue to 
have the highest death rate related to cardiovascular 
disease (NMDOH, 2018). American Indians have the 
highest death rate related to influenza and pneumonia 
(NMDOH, 2018). The influenza and pneumonia 
death rate for this population is larger than all other 
populations combined. The same can be said with the 
mortality rate of COVID on our states reservations.

Disparities exist for overall health in both New 
Mexico and the United States. Despite disparities being 
preventable, more than 20% of the population reports 
a fair or poor health status (NMDOH, 2018, sec. 2). 
The greatest disparities are among Blacks, Hispanics, 
and American Indians. More alarmingly, New Mexico’s 
healthcare disparities percentages are well over the 
national percentage. 

Okay, so I am a nurse. Bound to the Code of Ethics 
(American Nurses Association [ANA], 2015). Within 
the Code, provisions guide us. Provision 1 and 3 state 
that we practice with “compassion and respect for the 
inherent dignity, worth, and unique attributes of every 
person” (ANA, 2015, p. 1) and that we “promote, 
advocate for and protect the rights, health and safety 
of the patient” (ANA, 2015, p. 9). Other provisions that 
are applicable are 8 and 9. These provisions outline 
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that we are to collaborate with others to protect 
human rights, reduce health disparities, and promote 
health diplomacy (ANA, 2015, p. 31) while collectively 
integrating principles of social justice into nursing and 
health policy (ANA, 2015, p. 35). Globally, healthcare is 
considered a human right (ANA, 2015, p. 31). However, 
many “lived experiences of inequality, poverty, social 
marginalization contribute to deterioration of health 
globally” (ANA, 2015, p. 31). We must protect and 
promote human rights. We are obligated to advance 
health and reduce disparities.

It is our duty to look at how policy impacts the 
everyday life of black people. Our state continues 
to see health care disparities. We must work with 
legislators, our professional organizations, other 
healthcare professionals, governmental organizations 
and non-governmental organizations to create policies 
that assist in being rid of these disparities and finding 
solutions, identifying barriers and to eliminate those 
barriers. We are obligated to integrate social justice 
into our practice. We must look to discover broken 
systems and structures and identify solutions to fix 
them. Social justice “extends beyond to the well-being 
and health of the national world” (ANA, 2015, p. 37). 
Whether it be environmental or socioeconomic, there 
is a disproportionate failure in healthcare for the poor 
and people of color.

I had the pleasure of interviewing one of our 
members, Dr. Kathleen Cathey. Dr. Cathey is a nurse 
practitioner in the Las Cruces region. Kathleen 
acknowledges there continues to be systemic racism 
evidenced by health care disparities. In order to 
overcome disparities, it is imperative we collectively 
work together as nurses and nurse practitioners 
toward understanding and providing healthcare that 
is respectful and culturally centered. We must provide 
insights to patients with chronic diseases regarding the 
harmful effects of not keeping it controlled. Explain 

that now is a good time to start adhering to checking 
sugars, decreasing weight, exercise, drink water. 
With Blacks, Latinos, Hispanics, and Asians being at 
increased risk for diabetes and hypertension, they are 
predisposed to poorer outcomes should they develop 
COVID. It has been Dr. Cathey’s experience that people 
of color receive disparate care secondary to pre-
existing assumptions and stereotypes. This is coupled 
with being underinsured or uninsured. Regardless 
of a person’s socioeconomic status or ethnicity, all 
people should be treated equally. Each person should 
be treated as if they were a family member, with 
dignity and respect. It is our duty to advocate for care 
regardless. Health care is a human right. 

Another idea from Dr. Cathey is to push for more 
public health both in policy and in providing care. This 
would help bring care to the community and assist in 
decreasing healthcare disparities. Smoking cessation 
programs, weight loss programs, diabetic support/
education groups, nutrition education groups, stroke 
prevention and other types of programs can assist in 
decreasing disparities. Nurses and nurse practitioners 
are at the “Core of the solution” (K. Cathey, personal 
communication, June 28, 2020). We see most of the 
patients. There is current proposed legislation at the 
federal level to improve funding for public health.

Educational disparities also exist. We must 
advocate for policies that treat students equally. 
Resources should be shared and educators should 
provide information to assist students at every level 
to be successful. No one should have to “fend for 
themselves.” Dr. Cathey feels the concept of not 
wanting anyone to fail should be prominent in all 
schools. With direction on how to re-enter programs 
should a life-changing event occur causing the need to 
either discontinue or effect one’s grades. For nursing 
and advanced practice, educators and preceptors 
should not only teach, but provide guidance and 
mentoring toward success. Opportunities for success 
and assistance should be shared. 

Along with healthcare disparities based on color, 
another issue has come to the forefront. Sexism. 
The health care disparities for women, women of 
color, transgender and the LGBQT community are 
documented well. Additionally, with nursing and nurse 
practitioners being predominantly female, the pay 
seems disparate with what we do and the amount of 
education we receive. Yet, we are the largest segment 
of the healthcare delivery system. This adds to socio-
economic disparities. As the front line, nurses and 
nurse practitioners also deal with the violence across 
our nation related to all the above disparities. Violence 
also contributes to the disparities as well, creating a 
cycle. This could also be improved through a defined 
public health infrastructure.

There is not a ‘side’ to take on this movement. It is 
a time for awakening. For us to forge back and stand 
behind our Code. We must advocate to be rid of 
disparities and overcome inequality collaboratively.
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Liability Issues
 Corner 

Dr. Karen L. Brooks, Esq., EdD, MSN RN

The New Mexico Nurse Practice Act specifically identifies the safe delegation and 
supervision of nursing interventions as obligations for the practice of professional 
nursing in the state.  Delegation and supervision seem to be, at first blush, rudimentary 
ideas that are usually included in the requisite content of pre-licensure nursing 
programs. These activities are further reinforced in other nursing educational programs 
and scholarly writings. Often, the nuances of delegation and supervision tend to be 
blurred or lost. This column will highlight some of the more subtle, legal responsibilities 
associated with safe delegation and will also consider the consequences of inappropriate 
delegation and supervision.

A basic definition of delegation is the assignment of a nursing task, function 
or duty by a registered nurse to another (member of the nursing team such as an 
unlicensed assistive person) while retaining accountability for the outcome. Nursing 
judgment cannot be assigned to another category of nursing personnel. In fact, it is 
exercise of sound nursing judgment which comes into play when making a decision to 
delegate a finite or temporal task to another. 

What happens, for example, when a registered nurse, working in a surgery 
department, assigns one of the surgery technicians to compile the discharge packets 
for two patients who will be undergoing transurethral cystolitholapaxy later in the 
morning? The registered nurse and the technician have worked together for many 
years and the nurse is very familiar with the diligent, almost obsessive, work habits 
of her co-worker, the technician. Printing and compiling discharge information for 
patients is a quick and simple task, one that the nurse often does herself. On this 
particular morning, the nurse and the other nursing directors in the facility had 
an unexpected meet and greet with three persons from the Centers for Medicare 
and Medicaid Services (CMS). The CMS team was on site to conduct a follow 
up, validation site survey to a recent and very successful inspection by The Joint 
Commission. The surgery technician was aware of the hectic start of the day and 
was more than happy to assist the nurse in compiling the discharge information.

When the registered nurse finished her meeting with the CMS team, it was 
decided that one of the CMS team members and the divisional quality director 
would accompany the nurse to the surgical department. The plan was to trace 
or follow the path of a patient being admitted to the day surgery area.  A pre-
operative record, that of one of the patients scheduled for the transurethral 
cystolitholapaxy procedure, was chosen for review. As the inspector began 
reviewing both electronic and paper documents for the pre-operative patient, he 
noticed that the patient’s discharge information, earlier prepared by the technician 
under the direction of the registered nurse, was already filled out in terms of time 
and date of procedure completion and the results of the procedure. The CMS 
inspector was visibly concerned, noting that advance documentation of procedure 
completion time and procedure results were fraudulent documentations. He 
stopped the tracer immediately and demanded to speak with the nurse, the 
divisional quality director and the chief executive of the facility.

At the meeting with the CMS inspector and the chief executive of the facility, 
the surgery nurse was profoundly apologetic. She admitted that she had delegated 
the seemingly minor printing/copying activity to the technician and did not consider 
the need to educate the technician about the expectations for the task. Nor did 
she evaluate the completion of the activity. The task seemed so minor and yet the 
repercussions were so serious that all federal reimbursements to the facility were 
now in potential jeopardy, at the discretion of the on-site CMS inspector. In addition, 
several persons were in danger of losing their jobs. The technician, for his part, was 
quite consternated. He was only trying to help out, knowing that the day would be 
busy and especially with CMS personnel being in the building. 

The unfortunate documentation event was corrected by the nurse, in the 
presence of the CMS inspector and the divisional quality director. Immediate 
education to staff was provided about the illegality of forward or advance 
documentation. This was provided by the divisional quality director and the 
hospital’s counsel. Though not terminated from her position and not reported to 
the state board of nursing, the nurse received a written letter of sanction from the 
chief executive of the facility and was required to complete a thirty-hour continuing 
education course on the characteristics of  effective delegation and supervision. 
The nurse’s personal attorney negotiated with the chief executive of the facility that 
the written reprimand would be expunged after one year if there were no further 
episodes of failed delegation events with her staff. Federal funding to the facility 
was uninterrupted.

Dr. Karen L. Brooks, Esq., EdD, MSN RN is the Graduate Nursing Faculty Lead 
(Remote: Santa Fe, New Mexico) Global Campus for Southern New Hampshire 
University and provides a column as a member of the New Mexico Nurses 
Association and ANA.

Exercise Extreme Caution 
when Delegating
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and flossing???
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but our overall health:
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Gloria Doherty PhDc, MSN, ACNP-BC

Greetings Fellow Nurses. 
This is an exciting time. The 2021 legislative session is almost upon us. On the 

forefront for the New Mexico Nurses Association is healthcare worker violence. 
This continues to be an issue throughout our country. One in four nurses are 
abused in the workplace. The likelihood of a nurse being injured is higher than 
that of a prison guard or even a police officer.

We serve a population that often has a history of trauma and violence. 
We serve the underserved. There are many risk factors contributing to these 
alarming statistics. These include, but are not limited to, nurses serving patients 
in the following circumstances:

o People having a history of violence
o People with delirium
o People who are under the influence
o People being lifted or moved
o Nurses working in isolation
o Nurses working in areas with poor clinical design with blocked views and 

limited means to escape
o Nurses working in areas with poor lighting in hallways or exterior areas
o Nurses working in areas with lack of emergency communication means
o Nurses working in areas in the presence of firearms
o Nurses working in neighborhoods with high crime rates
o Nurses working with inadequate staffing
o Nurses working with lack of training and policies for staff
o Nurses working with high turnover
o Nurses working in areas with inadequate security
o Nurses working in areas with unrestricted public access
o People having long waits and overcrowding
o Nurses working with perceptions of tolerance and reporting incidents 

having no effect

It is imperative we pursue administrative and legislative solutions to this 
epidemic. It is incumbent upon us to report abuse. In the healthcare culture, 
many of us may feel our complaints and reports go unheard. We must find 
collaborative approaches to change this culture. It is not a badge of honor, nor 
is it a badge of shame. Administrations need to become aware of the cost of 
maintaining this dismissive culture. Burnout, call-ins, expenses related to the 
work-related injury, mistakes secondary to emotional distraction or ineffective 
staffing, the psychological toll of feeling isolated, fear of being singled-out or 
retaliated-against for reporting, increased turnover and the costs affiliated are 
just a few of these seemingly unrecognized detriments. 

There were nearly 25,000 workplace assaults last year. Of these, 75% 
occurred in the healthcare workplace. Despite this, only 30% of nurses and 
26% of emergency department providers reported incidence of violence (AJMC, 
2019). We know the numbers are not even close to the true reality. In fact, 
20-60% of cases go unreported (American Nurses Association [ANA], n.d.) 
Workplace violence is defined by the World Health Organization as “incidents 
where staff are abused, threatened, or assaulted in circumstances related to 
their work, including commuting to and from work, involving an explicit or 
implicit challenge to their safety, well-being or health (International Labour 
Organization, International Council of Nurses, World Health Organization 
and Public Services International [ILOICNWHOPSI], 2002). Both physical and 
psychological harm is included and has the myriad of verbal abuse, bullying, 
sexual and racial harassment through physical assault. This, of course, includes 
lateral violence that occurs in our health care settings. Lateral violence is not the 
purpose of this write up, but also needs to be recognized.

The first task for us as a nursing community is to gain support through 
Federal legislation currently in existence. The Federal legislation has passed in 
the House of Representatives (HR1309). The mirror bill in the Senate (S-851) has 
yet to pass. Reaching out to the nursing community to contact their Senators 
to support this bill is imperative. This bill requires the Department of Labor to 
develop standards requiring healthcare and social service employers to write 
and implement a workplace violence prevention plan to protect employees from 
violence and related incidents in the workplace. The bill is called Workplace 
Violence Prevention for Health Care and Social Service Workers Act.

Locally, we need support for legislation to be created to ensure all facilities 
and institutions adhere to the minimal standards set forth by OSHA regarding 
workplace violence prevention. This includes attaining the five major elements of 
an effective workplace violence prevention program. This will require a shift in 
culture and includes necessary Management commitment with encouragement 
of employees to participate and report (as opposed to the current dissuasion 
in many institutions). The worksites should be analyzed for safety with ability 
for emergency communications. Each facility should ensure hazard prevention 
and control, and safety and health training for all. Finally, there needs to 
be implementation of reporting method with recordkeeping and program 
evaluation (OSHA). The data most organizations have are not accurate, and 
certainly not representative of the number of incidents that truly occur. We must 
have safe workplaces with a ZERO tolerance policy.

In New Mexico, assault upon a health care worker is guilty of a misdemeanor 
(Chapter 30: Criminal Offenses  Article 3: Assault and Battery, 30-3-1 through 
30-3-18 Section 30-3-9.2: Assault; battery; health care personnel, 2011). If 

there is aggravated assault, whomever committed that assault is guilty of a third 
degree felony (Chapter 30: Criminal Offenses Article 3: Assault and Battery, 30-
3-1 through 30-3-18 Section 30-3-9.2: Assault; battery; health care personnel, 
2011). If you or someone you know has experienced an assault and actually 
tried to pursue charges, you will learn these cases are often thrown out citing 
the defendant as incapacitated due to behavioral health issues. So how can we 
still protect our fellow nurses and the autonomy of those with the spectrum of 
medical and behavioral health ailments?

We would propose there be a system put into place similar to that of those 
with substance use disorders. Obviously, people with certain diagnoses along 
the spectrum, do not belong in prison. In 2018, the Supreme Court of the State 
of New Mexico approved the New Mexico Drug Court Advisory Committee 
(DCAC) and the adoption of the New Mexico Drug Court Standards proposed 
in 2016. These exemplify how people who do not belong in prison can be 
managed in programs. A similar court standard could be produced for patients 
who mistreat and/or assault nurses and other health care workers. It should also 
provide whistleblower protections.

The components of the Drug Court Standards could be applied to those 
guilty of assault on healthcare workers. The court can integrate treatment 
services, using an unbiased approach to promoting healthcare worker safety 
while protecting the participant. Participants should be recognized early to be 
placed into a court program. The courts would provide access to of alcohol, 
drug, behavioral and psychiatric services. The court could collaborate to ensure a 
coordinated strategy to ensure compliance with assigned services. Effectiveness 
could be monitored. This would also assist in improved collaboration amongst 
other disciplines, professions, community-based organizations generating 
support for these clients and their families. Of course, performance measures 
must be determined. Additionally, surveillance would need to be created. In the 
Drug Court Standards, there is provisions for “violent offenders” (New Mexico 
Judiciary: Administrative Office of the Courts, 2016, p. 36). There is also outlined 
the alternatives to incarceration including house arrest or probationary visits. 
This is legislation the NMNA would like to promote. We would love assistance 
in creating this court standard proposal to be introduced to legislation in our 
state through collaboration with stakeholders, such as those with autistic family 
members. It would enable improving the safety of our nurses and those of our 
colleagues in other professions. It also ensures the appropriate care for offenders 
not appropriate for the prison system, connecting them to necessary services, 
and ensuring future interactions with the health care system are safe. Feel free 
to contact us with your thoughts. We will follow up with more talking points in 
the next issue so you are prepared when you talk to your legislators during New 
Mexico’s legislative session.

Please take care, be safe, be well.
Gloria Doherty
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Julie Gorwoda, CNM, MSN

The World Health Organization has designated 
2020 as the Year of the Nurse and Midwife. Midwifery 
has always been part of our collective culture in New 
Mexico, unlike other US states. 

The first occupants of this land were the 
indigenous people and later, beginning in the 1600s, 
the Spanish settlers. Prior to the 20th century, written 
history of birth attendants in this region did not exist. 
This occurred because birth was considered women’s 
work and therefore not important enough to be 
documented, or many birth attendants were either 
illiterate or too busy to pen memoirs. Few languages 
of our indigenous people were written until the 
1900s, so historical information about indigenous 
midwives was passed down by spoken word. 
One certainly cannot generalize about childbirth 
in indigenous cultures because there are major 
differences between the Pueblo people, the Diné 
(Navajo), Hopi, Apache and others who seasonally 
occupied many parts of NM. In general, we do 
know that all Native childbirth practices involved a 
special relationship between the pregnant woman 
and Mother Earth. Reproductive knowledge was 
passed down only to a few women in the tribe. These 
women guided certain rituals and spiritual teaching as 
well as had more concrete skills such as turning babies 
from the breech. They also were knowledgeable 
about herbal remedies to achieve pregnancy, calm or 
start labor, and how to stop bleeding. 

Sometimes mothers gave birth alone (the Hopi), 
but often other women were in attendance, but rarely 
men. An upright position was nearly always used for 
labor and birth. In fact, the Diné word for midwife, 
awéé hayiidzjjsíi, means “the one who holds” because 
she supported the laboring mother from behind while 
massaging her abdomen. In many tribes, the baby 
was allowed to slide onto the floor or a pile of soft 
leaves so Mother Earth could catch the baby first. 
Pregnant women in tribes that were seasonally on the 
move often stopped to deliver their babies and then 
continued on after a brief period of rest. 

Then, in 1694 the Anglos arrived bringing “white 
man’s diseases,” and intending to colonize the area 
by taking land from the indigenous inhabitants. This 
led to terrible unrest, revolt, war, and relocation 
that still impact Native peoples today. The Bureau of 
Indian Affairs was established in 1787 by a provision 
of the US Constitution to establish government-
to-government relations between the Federal 
Government and Native tribes. One function was to 
provide health services to tribal members to prevent 
the spread of disease to military installations near the 
tribes, although transmission was more likely in the 
other direction. 

The Spanish colonial settlers settled along the Rio 
Grande Valley, bringing their woman as well as their 

healers. Some healers were curanderas/curanderos 
who used herbs and rituals for healing. Some were 
midwives, known as parteras. Often the partera was 
also a curandera, but the practice of midwifery was 
strictly only for females. There was a hierarchy among 
village parteras. When a partera grew old and felt she 
needed help, she looked for a woman in her family 
who was married, fearless, smart, and middle-aged 
so she was no longer bearing children. First, she was 
taught the herbal remedies and then she was taken to 
birth. If it was an easy one, she was allowed to deliver 
the baby under the guidance of her teacher. If it was 
difficult, she watched the experienced partera. After 
attending 4-5 births, she was considered a midwife 
but never competed with her teacher. She only got 
deliveries if the senior partera was ill or too disabled 
to attend the birth herself. Thus, her education 
consisted of an informal apprenticeship model. 

One account from a Works Project Administration 
file says the partera always had a “tenedor” or 
“holder” go with her on her calls. This was often an 
old, but still strong man whose job was to keep the 
laboring woman upright as long as possible. 

The parteras were often the only birth providers for 
thousands of NM women until the 1930s and 1940s. 
Roads between villages and towns were unpaved and 
seasonally impassible, isolating the community. There 
were few physicians in NM, especially in rural areas, 
making the parteras essential. 

The partera never charged for her services but 
she was paid in grain, goats, beans, chile, and 
occasionally money. Families all tried to pay because 
they never knew when the partera’s services would 
be needed again. Many village parteras were held in 
high esteem and evolved into informal leaders in small 
communities. 

In large, urban centers in the East, midwives were 
outlawed so that women had to come to the hospital 
to give birth. In this way, medical students gained 
obstetrical experience in teaching hospitals and birth 
was eventually co-opted by physicians. Since there 
were no medical schools in New Mexico, there was no 
movement to prohibit midwifery. Had midwifery been 
outlawed, birthing women would not have received 
experienced care and the profession of midwifery 
might not have been generally well accepted in the 
20th and 21st century. 

The first mortality records kept in NM encompassed 
two decades of data from (1929-1948) and showed 
maternal mortality 20% higher than the national 
average. In 1930, 900 women in this state lost their 
lives in or near childbirth. 

In the 1930s, NM had the highest infant mortality 
rate in the US (144/1000), twice the national average. 
Since the public health definition of infancy spans 
birth until age one, certainly not all those infants 
were lost in childbirth. Infant deaths occurred largely 
in the summer months leading public health experts 

to surmise that most of these deaths were due to 
diarrhea from improper disposal of human waste. Flies 
and rodents carried diarrheal diseases from sewage to 
humans. Modern sewage treatment plants were only 
first built in 1938 in Albuquerque, Santa Fe, and five 
other NM cities. Mosquitos from low lying wet areas 
in Santa Fe and Las Vegas were the vector for malaria, 
killing children and adults including pregnant women. 
Unclean drinking water and unhealthy toilet facilities 
plagued over one-half of NM schools. During this 
time, the highest cause of death to NM residents was 
tuberculosis. In 1936, 74% of the population lived in 
small, rural communities, often in multi-generational 
households, making control of the disease very 
difficult. 

Therefore, it would be untrue to say that these high 
rates of maternal and infant mortality were caused 
by the parteras. Geographic isolation, poverty, poor 
sanitation, and lack of skilled birth attendants all 
contributed to the terrible maternal and infant death 
rate. It was a public health nightmare!

NM Public Health officials did what they could in 
the 1920s and 1930s until an infusion of funds from 
New Deal programs significantly aided their efforts. 
After passage of the Social Security Act in 1935, Title 
V funds were allocated to NM and the Department 
of Health’s (DOH) Division of Maternal Child Health 
was created, adding additional public health nurses, 
a midwife, and a physician, both of who oversaw the 
training of parteras who delivered the majority of New 
Mexican babies. 

This training occurred under the auspices of the 
DOH Midwife Club (1941). The outward function of 
club membership was social, but partera members 
were required to attend ten classes to learn asepsis, 
how to recognize obstetrical problems/when to call 
a doctor, cord care, newborn eye prophylaxis, and 
how to fill out a birth certificate. This was especially 
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challenging for many parteras who were illiterate in Spanish and/or English. In 
return for class attendance, they received free birth supplies and precious birth 
kits which increased their professional status in their communities. One of the 
most famous parteras, Jesusita Aragon, from Las Vegas was the subject of a 
doctoral dissertation by Fran Leeper Buss from the University of Michigan in 1980 
entitled “La Partera.” Although out of print, it can be found on the internet and is 
fascinating reading. 

Unlike many states that outlawed midwifery practice, the embracing of 
parteras by the NM DOH increased safely. This partnership was a necessity both 
to maintain cultural traditions and also because there were few physicians in 
rural areas. This philosophy of inclusion not only improved birth outcomes, but 
probably laid the groundwork for today’s flourishing midwifery profession. The 
relationship of the DOH and the parteras persisted until the partera’s work was 
gradually phased out and replaced with hospital birth. Roads were built, allowing 
easier transportation for goods and services, but also the ability to get to a 
hospital where mothers could give birth and rest before returning to their homes. 
Since only physicians attended hospital births, the cultural prerogative of having 
a traditional birth attendant in the hospital became moot. Some home birth still 
occurred with the parteras, but as they aged, the option of a midwifery birth 
became less available until “modern” midwives came on the scene. 

The shift to professional midwifery occurred in the early 1940s when Catholic 
parishioners in Santa Fe became alarmed at the area’s high maternal and infant 
mortality rates. They requested help from the Catholic church, the seat of social 
justice and power in the community. By Papal request, the Medical Mission 
Sisters were asked to establish a delivery service in Santa Fe, their only domestic 
mission. The Sisters were educated doctors, nurses, and midwives who were 
respected for their medical work abroad. Santa Fe’s Catholic Maternity Institute 
(CMI) was established in 1945 as a full-scope home-birth midwifery service by 
Sr. M. Theophane Schumacher and her Sisters who were nurses and midwives. 
They immediately collaborated with the DOH, to improve birth outcomes in the 
area. The Sisters and their pupil midwives were very busy attending births in a 30-
mile radius from Santa Fe. Originally planned as a home birth service, but as time 
passed, CMI changed course a bit to gave families the option of birth at home or 
at their freestanding birth center, La Casita. The birth center was just next door 
to the CMI making it easier for students to get birth experience. CMI’s Chevrolet 
car, “Tecolote” (the Night Owl) didn’t have to carry the midwives to births for 
miles over unpaved roads. La Casita was a double-edged sword however, because 
the nuns really felt that home birth was best, but the opportunity for mothers 
to birth and recover in a modern place without the hubbub of home life was 
compelling for families. Unfortunately, La Casita was significantly more expensive 

for the sisters to run but they also felt that it was important for women to have a 
choice, so they continued with the birth center option until CMI closed in 1968. 
Its closure was due to many factors, but especially finances. Since the over-arching 
goal of the order was to bring medical care to their foreign missions, it became 
obvious that CMI’s overhead vastly exceeded the cost of care they could give in 
less developed countries. 

St. Vincent Hospital in downtown Santa Fe also grew and changed during the 
CMI years. This facility provided only physician-attended hospital birth because 
medical staff bylaws did not allow CMI’s midwives to have privileges. In fact, it 
was not until around 2009 that St. Vincent privileged Certified Nurse-Midwives 
and was one of the last NM hospitals with a maternity unit to do so. Former Santa 
Fe resident, then 12-year-old, Tertia Heath West (now a retired CNM) recounts 
her after-school job of taking CMI’s medical instruments down the street to St. 
Vincent Hospital to have them sterilized, so the hospital was able to give that 
support. 

The original CMI buildings including La Casita, built by the fathers out of adobe 
made from CMI’s parking lot still stands at 417 East Palace Avenue.

CMI was certainly important for choice and safety during birth, but Sr. 
Theophane and her Sisters also emerged as national midwifery leaders. CMI 
served as an important demonstration project for care in developing countries, 
hosting many dignitaries from around the world. It was also the site of the first 
university-affiliated nurse-midwifery education program in the US. Students who 
were already Registered Nurses received graduate-level nursing education at 
Catholic University in Washington, DC and received their midwifery education and 
clinical experience at CMI. They graduated with their Master’s of Science degrees 
and their midwifery certificates. Many graduates went on to pioneer some of the 
first US hospital-based nurse-midwifery services. They worked in foreign missions 
and also founded nurse-midwifery education programs in the US when the 
profession was still in its infancy.

Sr. Theophane headed the national committee to facilitate the incorporation in 
1955 of the nurse-midwives’ professional organization, The American College of 
Nurse-Midwifery (later, the American College of Nurse-Midwives) in New Mexico. 
This state was chosen because it was one of only a few states with practicing 
nurse-midwives, and NM incorporation involved less red-tape and expense. 
As a respectful nod to Mary Breckinridge, the founder of Kentucky’s Frontier 
Nursing Service (FNS), the year 1929 was added to the seal of the organization 
by CMI’s midwife-artist, Sr. Rita Croska. In 1929, Breckinridge had founded the 
American Association of Nurse-Midwives that functioned more like an FNS alumni 
association rather than a professional organization, but it had been a start. The 
words New Mexico figure prominently on the seal. 

While CMI was caring for the predominantly Hispanic families in Santa Fe in the 
1950s, changes in pregnancy care were happening for indigenous women. In 175 
years, the Bureau of Indian Affairs (BIA) had drastically improved the health of the 
people as a whole with immunizations and primary care, but at a cost of the loss 
of tribal culture. This is unfortunately beyond the scope of this article. 

The Indian Health Service was established in 1955 to improve the health of 
Native tribes and Alaska Natives. In 1969, nurse-midwives were sent to the IHS 
in Alaska, and the next year, a demonstration project between the IHS, the DOH 
Maternal Child Health Bureau and the University of Utah (UU) was begun at the 
Shiprock IHS Hospital, bringing the first IHS CNMs to NM. Shiprock also became 
a clinical nurse-midwifery education site for UU and Yale University. In the first 
year of full-scope practice, Shiprock CNMs attended 71% of 643 births. They also 
introduced family planning which was known as “resting the woman.” Regional 
IHS facilities followed Shiprock and quickly hired CNMs in Gallup, NM and Ft 
Defiance and Chinle, AZ.
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In the early years of the IHS, Anglo professional 
and support staff were the norm, but later, the Diné 
and people from other tribes were slowly recruited. 
In 1976, Diné UU graduate, Ursula Knoki-Wilson 
became one of the first Native CNMs. She worked at 
Shiprock and other IHS facilities, now serving as the 
Chief Consultant to all IHS Advanced Practice Nurses. 
In recent years, seven CNM graduates from the 
University of New Mexico Nurse-Midwifery Education 
Program have nearly doubled the number of Native 
CNMs in the region. 

The IHS’s impact on the profession of nurse-
midwifery cannot be overstated. IHS CNMs were 
allowed to practice to the limits of their midwifery 
license and proved they could give safe, cost-
effective care to all but the highest risk women 
while collaborating when necessary with physician 
colleagues. IHS women attended by CNMs have low 
Cesarean birth rates, and high vaginal birth after 
Cesarean (VBAC) rates. Native women in NM are five 
times more likely to have CNM care than other US 
women. Again though, Native women were/are often 
not encouraged to practice their cultural birthing 
traditions in IHS hospitals and so these important 
cultural pieces are being lost because the health care 
culture is overwhelmingly non-Native. A team of two 
Diné CNMs from the Four Corners Area are trying to 
help Native women reclaim their birthing culture and 
their Native cultural narrative through the Changing 
Woman Initiative. The founder, Nicolle Gonzales has 
worked tirelessly to establish a birth and health center 
for Native women, a Native doula service, and a home 
birth practice. The non-profit is also very active in 
social justice issues. 

The Second Wave of Feminism of the 1970s 
impacted the midwifery profession when women’s 
health became a political issue. Many women 
actively resisted the patriarchal model of healthcare 
and took their care into their own hands. There 
was a resurgence of “traditional” midwifery via lay 
(aka direct-entry) midwifery. Women, tired of the 
“knock ‘em out, drag ‘em out” model of obstetrical 
care, took control of their own birth experiences 
by having fathers present at birth, by learning 
prepared childbirth techniques to decrease the use of 
anesthesia for normal birth, and by demanding out-
of-hospital birth. Albuquerque’s Southwest Maternity 
Center (SMC), founded by Mary Helen Carroll, CNM 
met the needs of many of these women when it 
opened in 1976, employing only CNMs and support 
staff. This out-of-hospital birth center located near 
Albuquerque’s Old Town greatly impacted the birth 
culture in NM’s largest city. Only well screened, 
low-risk women were accepted for care. SMC had a 
formal consultative agreement with well-respected 
obstetricians at Presbyterian Hospital (and later, 
Lovelace Medical Center as well as University Hospital) 
who accepted their antepartum and intrapartum 
transfers when the woman’s risk status changed. This 
helped many in the traditional medical establishment 
accept CNMs and out-of-hospital birth for well-
screened women. SMC was the third birth center in 
the US and attended over 1000 births until 1985. It 
employed three to five full-time CNMs and had a 7% 
primary Cesarean birth rate. Complication rates were 
low thanks to careful, conservative midwifery practice 
guidelines and well-motivated clients.

Also in the mid-1970s, CNMs, lay midwives, and 
their clients banded together and pushed changes 
in NM regulations mandating that Medicaid cover all 
types of midwifery care, and many 3rd party insurers 
followed suit for CNM care. When area hospitals 
became concerned about losing patients to the 
midwives, they quickly transitioned standard labor 
rooms into birth rooms with wood furniture and 
potted plants. Changes in hospital philosophy took 
longer, but gradually, positive changes in labor and 
birth philosophy followed in New Mexico.

While SMC was beginning to flourish in 
Albuquerque, the Hippie movement found its way to 
the northern NM town of Taos, and they clamored 
for home birth. Two industrious lay midwives, Tish 
Demmin and Elizabeth Gilmore began a home birth 
practice there in 1978 because they realized that the 
Taoseñas, many whose families had used parteras 
for generations, wanted home birth too, especially 
when inclement weather made travel to the hospital 

difficult. But Demmin and Gilbert could not obtain 
midwifery licenses. NM had stopped licensing non-
nurse-midwives because parteras were aging out 
and there was no mechanism for a non-nurse to be 
licensed as a midwife. So, Demmin and lay midwives 
across the state petitioned the state legislature 
to institute licensure for lay midwives and won. 
Working with the DOH and key CNMs, Demmin 
helped establish licensing regulations, collaborated 
on a written exam for lay midwife licensure, and later 
became among the first to be a Licensed Midwife 
(LM) in 1980. A few parteras did take and pass the 
licensing exam but most failed because it was only 
given in English or they were unfamiliar with testing of 
that kind—institutional racism of that time. 

Demmin and Gilbert’s home birth practice evolved 
into the Taos Birth Center, later the Northern NM 
Birth Center. Later, Demmin left NM to establish 
the Midwifery Alliance of North America where 
she eventually became president, and died in 2012. 
Gilmore worked at the birth center or on its Board 
of Directors for 30 years, also serving as an educator 
and mentor until her death in 2011. Several thousand 
babies were born at the birth center until just the last 
several years.

Although CNMs and LMs have different scopes of 
practice and are educated in different models, there 
are commonalities between the two groups. Both 
CNMs and LMs are licensed as midwives by legislative 
statute through the DOH and have their own 
regulations and midwifery boards with one member 
on the other’s board. CNMs also have nursing licenses 
through the NM Board of Nursing. This is somewhat 
unusual because in the majority of US states, CNMs 
are licensed only by their state boards of nursing. But 
in NM, midwives and the DOH have a long, positive 
history together. Both types of midwives have been 
happy at the DOH and it is felt that the shared voice 
of advocacy for women is stronger if they remain at 
the DOH. They know the DOH has supported the 
practice of all midwives for 75 years and they continue 
that trust. There are presently 83 LMs and 226 CNMs 

licensed in NM. LMs attend birth at home or birth 
centers and CNMs work primarily in hospitals around 
the state but may also attend birth at home or at birth 
centers. 

Professional midwifery expansion in the 1970s 
not only included the Indian Health Service (CNMs), 
Southwest Maternity Center (CNMs), and the Taos 
Birth Center (LMs), but midwifery was bustling at the 
University of New Mexico. The Department of Family 
Practice employed one CNM who attended about five 
births/month at the University Hospital (UH). Three 
to four CNMs did prenatal care in neighborhood 
clinics and delivered those babies one day/wk and 
the resident physicians attended births the rest of the 
week. Kirtland Air Force Base Hospital contracted with 
the Department of OB/GYN for two, then four, then 
six CNMs to care for all their low-risk birthing families 
at KAFB Hospital and clinic.

In 1982, as the KAFB midwifery practice grew 
to four CNMs, Kay Sedler, CNM took over as head 
midwife. KAFB hospital closed in 1988 and Champus 
directed military families to University Hospital (UH) 
for their care. This necessitated CNMs be privileged at 
UH. With that move, the CNMs were finally able to 
open their practice to everyone, not just KAFB clients. 
Until this time, only Natives or those with military 
affiliation could access hospital midwifery care in 
Albuquerque. 

In addition to their full-scope practice, the CNMs 
expanded their presence to classroom and clinical 
teaching of normal birthing care to medical students, 
OB/GYN residents, and later nurse-midwifery 
students. Sedler oversaw the writing of departmental 
standard operating procedures that gave the CNMs 
autonomy over their own clients whom they had 
cared for antenatally and for birth too, consulting 
and or transferring high risk cases to the obstetricians 
when necessary. Using this model, both CNMs and 
physicians learned respect for each other’s care and 
freely consulted back and forth. In some teaching 
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hospitals, resident education took priority over CNM 
care, so midwives had to fight to take care of their 
own patients, but not at UNM. This early modeling 
helped physicians to think of CNMs as colleagues 
with their own expertise, and CNMs learned of 
the challenges faced by their physician colleagues, 
supporting them as well. Such was the culture of 
care at UH, that within 10 years, UH’s episiotomy rate 
fell to less than 3%, and many resident physicians 
looked to the CNMs to deliver their own children. This 
collegial culture between physician and midwife has 
had lasting ramifications for the care of women and 
families in New Mexico. After residency, many UNM 
physicians hired CNMs into their practices all over the 
state and support them at the legislature.

Sedler and her CNM staff also served as practice 
consultants for hospitals like Lovelace Medical 
Center and Memorial Medical Center in Las Cruces 
when they wanted to build their own CNM services. 
There were only a few other private, solo midwifery 
practices in the state, one in Las Alamos and one 
affiliated with Rehoboth Hospital in Gallup.

Although midwifery was flourishing in some 
parts of New Mexico, there were still major holes 
in the system. In the mid-1980s, research indicated 
that NM had the worst prenatal care access in the 
US, including US territories and Washington DC. 
Leaders in UNM’s midwifery practice put their heads 
together and proposed getting a nurse-midwifery 
education program in the state. At that time, the 
midwifery education program at Kentucky’s Frontier 
Nursing Service (FNS) was considering a move out of 
rural Appalachia into a more urban area. Local out-
migration and good contraception offered by the 
FNS CNMs had greatly reduced the birth rate in that 
part of Kentucky to the detriment of student birth 
experiences. 

The UNM midwives moved mountains to relocate 
that program, its faculty, and students to New 
Mexico, and UNM College of Nursing Dean Estelle 
Rosenbloom offered office and classroom space. One 
FNS class of twelve graduated with their midwifery 
certificates in 1991 before FNS decided to change to 
a distance model of education and left New Mexico. 
Moving into high gear, the College of Nursing faculty 
wrote grants for federal start-up money and founded 
their own program that would confer a Master’s 
of Science (MSN) degree with a concentration in 
nurse-midwifery. Since its inception, the mission 
has been to educate nurse-midwives for rural and 
underserved population care. They also offered a 
post-Master’s option for CNMs to become Family 

Nurse Practitioners in order to more completely serve 
our citizens. The first UNM class graduated in 1993.

The program’s midwifery faculty got grant money 
for innovative programs, and one, Leah Albers, 
CNM, DrPH was honored by the American College 
of Nurse-Midwives as the best midwifery researcher 
during the first 50 years of the professional 
organization. She also partnered with the UNM CNM 
practice to add research to their patient care and 
education foci. 

The NM legislature fully funded the midwifery 
education program for about 10 years after the 
federal start-up grants expired. Several legislators 
stated that their reason for supporting the special 
line-item funding was that they were themselves 
a product of birth with a partera. At this writing, 
UNM has graduated 198 CNMs with a 97% first-
time national board exam pass rate. This could not 
have been accomplished without the tireless energy 
of many volunteer CNMs preceptors in the region 
who serve as adjunct clinical faculty. UNM graduates 
have founded new practices or work in established 
practices all over the state. They account for about 
40% of practicing CNMs in NM. US News and World 
Reports has also ranked the program among the top 
five in the US since 2002. 

In keeping with the direction of advanced practice 
nursing education, in the near future, UNM will 
begin to admit basic midwifery students who will 
graduate with their Doctor of Nursing Practice 
(DNP) after three years of study. In NM the DNP is 
not required for entry to practice although this 
may happen in the future. CNMs are already highly 
educated. In the US, they are Registered Nurses with 
a Baccalaureate Degree. Many have years of nursing 
experience before attending midwifery school. 
Nearly all US midwifery education programs who 
used to confer a Master’s degree in Nursing (MSN), 
now confer the DNP. Only a few certificate programs 
are left. In the last decade, the move has been 
toward the DNP in most institutions, but considering 
the price of two years of graduate nursing education 
and the relative poverty of this state, UNM has been 
hesitant to add another year of study. Proponents 
expect that DNP graduates will have more education 
and experience in clinical research, leading to better 
patient outcomes and cost saving. Time will tell if 
this will occur. 

In 2019, DOH provisional statistics indicate that 
38.5% of babies born vaginally in New Mexico were 
delivered into the hands of a midwife, 37.2% by 
CNMs and 1.4% by LMs, the highest in the country. 
Nearly all of those occurred in hospitals. But this 
is a much smaller proportion compared to births 

attended by indigenous midwives and parteras two 
centuries ago. 

As nurse-midwifery has grown, the NM Affiliate 
of the ACNM also established itself as a can-do 
chapter of the professional organization and of 
necessity, became a leader in legislative action for 
better maternal-child health. Twenty-five years ago, 
the Affiliate first hired professional lobbyist Linda 
Seigel, JD. She has championed nurse-midwifery 
efforts to rewrite state and hospital regulations 
especially as they pertain to insurance coverage such 
as facility fees for accredited birth centers. Medical 
staff bylaws have been amended to give CNMs 
medical staff privileges. The promulgation of CNM 
licensing and practice regulations, and legislative 
line-item funding for the UNM education program, 
are only a few of the policy projects through 
which Seigel has helped guide the Affiliate. Nurse-
midwives enjoy a much better regulatory atmosphere 
than anywhere in the US, and are generally able to 
practice to the full extent of their licenses. They have 
independent practitioner regulatory designation, 
meaning that they are legally responsible for the 
care they give, and physician supervision is not 
required. It is expected that CNMs will consult when 
necessary and transfer high risk clients appropriately 
to physician consultants. 

In many ways, the challenges New Mexico’s 
pregnant women and families used to face have 
been conquered. Maternal and infant mortality rates 
have certainly gone down but are not gone. Diseases 
that used to kill have been eradicated or controlled 
with better identification and treatment, nutrition, 
better shelter, sanitation systems, more education 
and less poverty. But geographic isolation is still 
a major challenge in this large, relatively sparsely 
populated frontier state. Rural hospitals continue to 
close, forcing many pregnant women to drive 100 
or more miles to get care. Well-screened birth at 
home with professional midwives has been proven 
to be a safe option as long as there are quick and 
efficient ways to transfer clients to higher level care. 
A woman’s option of choice of either birthplace or 
attendant is often negligible. 

Another challenge facing this state is whether 
the ethnicity of all types of providers and nurses 
echoes the ethnic mix of our population. The UNM 
Midwifery Education Program has many graduates 
of color, but the proportion still skews Anglo away 
from the rich heritage of other cultures. It will take 
a change of heart and a concerted effort of many 
minds, including those of nurses and midwives 
to solve these problems. Is New Mexico ready to 
continue the challenge?

ENMU BSN 
COMPLETION 
PROGRAM AND MSN 
PROGRAM 100% 
ONLINE AT ENMU
Continue your nursing career at ENMU 
by applying for ENMU’s BSN Completion 
Program or MSN Program.

Program Highlights
• 100% online classes
• 8-week classes 
• Rolling admission
• MSN has a nurse educator emphasis
• One of the most affordable tuition rates 

in the Southwest

Get your degree in as little as 16 months.
Affordable college starts today: 
enmu.edu/Apply

History of Midwifery in New Mexico continued from page 9
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By Tracey Long PhD, APRN-BC

Reprinted with permission from Nevada RNformation 
August 2020 issue

Thanks to COVID-19, the general public has 
learned a lot more about the chain of infection for 
any communicable disease than they knew before. 
Ironically the Centers for Disease Control and 
Prevention (CDC) had published their updated 2020 
Childhood and Adult Immunization Schedules right 
before the worldwide pandemic began. (Available at 
https://www.cdc.gov/vaccines/index.html)

Their monthly newsletter Immunization Works 
focused on ever-changing information about COVID-19 
in the first quarter of the year. The CDC remains 
a reliable and dependable standard for the most 
accurate information about vaccine recommendations, 
schedules, research and issues. Known as the “Pink 
Book,” published by CDC, the National Center for 
Immunization and Respiratory Diseases (NCIRD), and 
the Public Health Foundation (PHF), it contains the 
most comprehensive information available about 
vaccines and vaccine-preventable diseases, and is 
available at https://www.cdc.gov/vaccines/vpd/index.
html. The Pink Book also offers a webinar series for 
healthcare professionals and continuing education is 
offered. Go to http://tceols.cdc.gov for a variety of 
courses. 

A serious concern is the polar opposite opinions 
of the general public in following the CDC vaccine 
schedule recommendations. Based on the principle 
of herd immunity, a society, in general, can reduce 
the incidence and prevalence of communicable 
diseases by vaccinating the majority of the population. 
Unfortunately, less of our general population is 
following the recommendations each year in the past 
decade. Some people in our country wholeheartedly 
follow the CDC schedule while others are known 
as “anti-vaxers” and object to any requirements or 
recommendations. 

In 2018, a national survey by Research America 
and Zogby Analytics revealed that 46% of the U.S. 
population believed an infectious or emerging disease 
would pose a threat to the U.S. in the next few years. 
Today, almost 100% would agree that the risk is real. 
In the previous survey, only 14% were very confident 
that the federal government could prevent a major 
infectious disease outbreak in the U.S. Unfortunately, 
that number is now much lower after the global 
pandemic of COVID-19. Seventy percent believed that 
the federal government should do more to educate 
the public about global disease outbreaks, and 70% 

Update on Vaccines
believed that vaccines are important to the health of 
our society; however, that number decreased from 
80% who believed in the importance of vaccines in 
2008. The disconnect is that only 32% were very 
confident in our current system for evaluating the 
safety of vaccines and recommendations for when they 
should be given. 

Opposition against vaccinations begins with strong 
voices against the current schedule, which includes 
vaccinating babies even at birth. A newborn baby 
will receive the first of four vaccines of Hepatitis 
B. Historically, vaccines have had additives such as 
neurotoxic contaminants, including mercury and even 
formaldehyde used for embalming dead bodies. Serious 
arguments against vaccinations include thousands of 
anecdotal claims of harm, illness and even death after 
receiving a vaccine. Their claims can be compelling 
and alarming and worth investigating. More than half 
of Americans do not receive an annual flu vaccine 
and 48% state they do not trust the vaccine and 
40% feel it doesn’t prevent the flu. Fifty-four percent 
of Americans state they get their information about 
vaccines from media and not from their own physician. 

Nearly 45% of parents are still resistant to CDC 
vaccination schedules and recommendations for 
children and adults. A key for effective nurses is to 
listen to and acknowledge their concerns. Being able 
to discuss concerns openly, without defensiveness and 
avoiding a judgmental attitude is key for nurses who 
influence public attitudes about health and disease 
prevention. When compared to worldwide mortality 
rates, it is alarming that the United States spends more 
money per capita on health care but is only ranked 
35th in the world for infant and maternal mortality 
prevention. It is with great concern that countries 
that require fewer vaccines overall, including Norway, 
Finland and Denmark, have better infant mortality 
rates than the United States. The U.S. recommends 
26 vaccines from birth to just 15 months old and an 
additional 29 to age 18 for a total of 55 compared to 
only a total of 12 vaccines in some Northern European 
countries, who enjoy the best overall health, longevity 
and decreased incidence of vaccine-preventable 
illnesses.

A key reason for those who oppose vaccines is the 
fear of potential side effects of vaccines. An example is 
those parents who refuse to have their children receive 
the MMR and believe there is an association between 
vaccines and autism. Although no studies have 
documented any correlation, parents fear the increase 
in autism from 1:2000 children in 2000 to 1:45 children 
is due to the increased vaccination requirements in the 
United States. A hallmark study in 2015 published by 

the Journal of American Medical Association (JAMA) 
in 2015 of 95,000 children found that the measles-
mumps-rubella (MMR) vaccine did not increase the risk 
for autism spectrum disorder (ASD) including 2000 of 
those children who were considered already at high risk 
for autism. 

What is the role of the nurse in the national debate 
about vaccines? Nurses have a great impact on the 
general public's knowledge about health, disease 
and disease prevention. Every contact with a patient, 
whatever your role, is an opportunity to educate, 
inform and edify. That implies the nurse must first be 
informed and educated correctly on these issues. Even 
when nurses have concerns or arguments against 
following the CDC recommendations, it is vital that the 
nurse gives objective information and allow the parent/
patient to make their own conclusion. Being aware of 
correct information and resources on the internet for 
people to research on their own is a good first step. 
Being a patient advocate means educating correctly 
and then supporting them in their decision after they 
have been given all the facts. 

Here are some reliable resources to begin with for 
vaccine information: 

American Academy of Pediatrics 
https://www.healthychildren.org/english/safety-

prevention/immunizations/pages/default.aspx

Centers for Disease Control and Prevention 
https://www.cdc.gov/vaccines/parents/resources/

index.html

U. S. Department of Health and Human Services 
https://www.vaccines.gov/resources

History of Vaccines
https://www.historyofvaccines.org/

Immunization Action Coalition 
https://www.immunize.org/

Vaccine Information 
https://vaccineinformation.org/trusted-sources/

Vaccine Education Center
https://www.chop.edu/centers-programs/vaccine-

education-center

World Health Organization 
https://www.who.int/topics/vaccines/en/
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Erica Joseph, PHD,DNP, APRN, PMHNP-BC, 
NP-C

Reprinted with permission from Louisiana State 
Nurses Association Pelican News July 2020 Issue

The need to provide healthcare during the 
coronavirus (COVID-19) pandemic has placed 
nurses on the frontlines to care for those who have 
been diagnosed with this illness. Due to the need 
to mitigate the spread of the virus, nurses on the 
frontlines have faced unprecedented measures as 
it pertains to providing care. Nurses are known to 
wear many hats, but this pandemic has shined the 
light into numerous situations and conditions that 
extended this even further. The stressful stories 
and interviews of nurses showing extreme courage 
at the bedside of their patients with COVID-19 
have been witnessed by all. It is no secret that in 
addition to their role of staff nurse, other roles have 
included standing in for families who couldn’t be at 
the bedside with loved ones, praying for patients, 
holding their hands during the scariest of times and 
being with them during the end-of life. In addition, 
nurses had to watch their nursing colleagues 
become ill due to this virus. Nursing care during 
the pandemic has led to a need to focus on the 
emotional well-being and mental health of all nurses 
who have experienced trauma during this time. The 
focus on emotional support and building resiliency 
will help nurses to work through such uncertain 
times.

Focusing on the Mental Health of Nurses 
During the COVID-19 Pandemic

Since May 1, 2017, many nurses accepted the 
challenge of the national movement, Healthy 
Nurse, Healthy Nation, (HNHN) through the 
American Nurses Association (ANA) with a focus 
on transforming the health of the nation by 
improving the health of the nurses. HNHN focused 
on improving the health of nurses through the 
focus on five areas which included physical activity, 
sleep, nutrition, quality of life and safety (ANA, 
2017). As we move through this pandemic, the 
importance of mental health and emotional well-
being of nurses is imperative and is important 
to continue with the HNHN national campaign. 
Swarbrick (2012), described the eight dimensions 
of wellness in recovery of mental health to include 
emotional, physical, occupational, financial, social, 
environmental, spiritual, and intellectual. Emotional 
well-being is described as the ability to express 
feelings, enjoy life, adjust to challenges, respond, 
cope with stress and traumatic life experiences 
(Swarbrick, 2012). Therefore, as it stands there is 
no physical health without mental health such that 
complete wellness and optimal health must include 
addressing emotional well-being. 

In response to this global pandemic, the Well-
Being Initiative was created as a resource to 
support the mental health and resiliency of nurses. 
American Nurses Association (ANA), American 
Psychiatric Nurses Association (APNA), American 
Nurses Foundation, American Association of Critical 
Care Nurses (AACN) and the Emergency Nurses 
Association (ENA) have partnered to create a virtual 

platform for nurses to support nurses. In addition 
to virtual support systems, this initiative includes 
resources and tool kits to address situations that 
involve working through COVID-19.

Nurses Together Connecting Through 
Conversations is a virtual platform of the Well-
Being Initiative, that allows for peer-to-peer 
conversations to share, ask questions and obtain 
support through Zoom meetings. This resource is 
available 24 hours per day, seven days per week. 
Nurses interested in emotional support can register 
for sessions through Sign Up Genius and join the 
virtual conversation at https://www.signupgenius.
com/go/nursestogether

Nurses with an interest in volunteering as a 
facilitator or co-facilitator can register through 
Sign-Up Genius at https://www.signupgenius.com/
go/nursestogethervolunteers

Another resource is the Happy App Warm Lines, 
a virtual support system, that offers an outlet 
for nurses in need of speaking with someone in 
confidence after a challenging shift. 

Nurses can download the smart phone app 
for 24/7 use to speak with a Support Giver team 
member who is trained to help nurses through 
stressful thoughts and rebuild resilience. 

The app to access Happy, can be downloaded at 
https://gethappy.app.link/ANA or visit the website 
https://gethappy.app.link/happyANA. Nurses 
have access to their first call at no cost through a 
grant from American Nurses Foundation. As these 
valuable resources have become available to nurses, 
let’s continue to do our part here in Louisiana by 
checking on our nursing colleagues often and 
offering emotional support when needed. 
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Jessica Peterson, PhD, RN, NODNA Director of 
Research

Reprinted with permission from Louisiana State 
Nurses Association Pelican News July 2020 issue

Many nurses’ eyes glaze over when thinking 
of research. Perhaps they are remembering a 
class in school emphasizing knowledge of endless 
terminology and statistics that seemed so removed 
from daily practice. This aversion can carry over to 
evidence-based practice (EBP), which most nurses 
would likely define as applying research in practice. 
However, research is only part of the EBP story, and 
there hasn’t been a better time to start changing 
nurses’ minds about EBP and nursing research.

EBP is about applying research in practice; 
however, it’s also about integrating research with 
one’s own clinical expertise, and with patient 
preferences and values when making health care 
decisions (Polit & Beck, 2017). Taylor et al. (2016) 
make the distinction between defining EBP as 
“implementation of interventions that are based 
on evidence,” a traditional definition, and defining 
EBP as “a way of practicing that is supported by 
evidence.” The difference, though subtle, reflects 
the difference between an attitude of EBP as a 
one-time intervention with a start and an end, to 
an attitude of “this is how I practice” (Taylor et al., 
2016). An example may help clarify the difference. 
In my practice as an orthopedic nurse caring for 
patients following hip and knee replacements, one 
of my goals was to control pain so patients could 
ambulate as quickly as possible. Research showed 
the importance of movement in this population 
(Guerra et al., 2015). However, some patients did not 
want to take opioids for pain management, fearing 
the addictive effects. Integrating patient preferences 
into my practice meant that I needed to use my 
clinical judgment to work with my patients to find 
options that respected their preferences and allowed 
us to meet the treatment goals of early mobilization. 
I was by no means unique. Nurses do this every day. 
There are many examples of care standards based on 
research, such as using sterile technique for central 
line dressing changes, turning immobile patients 
every two hours, and hand hygiene before and after 
patient contact. Nurses take these standards and 
individualize their care to each patient. This is how 
evidence is integrated into daily care and leads me to 
say: EBP is “the way we practice.”

This Is the Time for Nursing Research
The COVID-19 pandemic has presented many 

challenges to nurses, not the least is that there 
is lack of evidence to guide practice. However, 
we can learn from research conducted during or 
following previous pandemics. From these we have 
seen reflected the moral dilemma that health care 
workers’ face when balancing their dedication and 
professional commitment to patient care with the 
fear of exposing themselves and their loved ones to a 
virulent pathogen (Ehrenstein et al., 2006; Fernandez 
et al., 2020; Maben & Bridges, 2020). Research has 
provided evidence of the importance of support 
strategies for those working during crises, such as 
self-care and peer, team, and leader support (Maben 
& Bridges). Many of these practices can be and are 
implemented in work settings to support nurses and 
health care workers. As time progresses, it will also 
be critical that we monitor for potential long-term 
effects that have been found following previous 
crises (Maben & Bridges; Wu et al., 2009).

Beyond learning from and applying previous 
research to practice, there is a need for more 
nursing studies. Because COVID-19 is a new virus, 
there has been little conclusive research regarding 
treatment and nursing care. As a new infection, 
there were so many questions in the beginning, 
such as: what are the presenting symptoms? How is 
it spread? What risk factors lead to some to severe 
illness? While we are starting to get answers to 
some of these questions, there is still much that is 
unknown. This presents many opportunities for 
nurses. Certainly, there is an enormous amount of 
research being conducted on the effectiveness of 
different medications for treatments for COVID-19. 
There are news stories almost daily about research 
for a vaccine. Nurses are likely collaborating with 
other health care disciplines and scientists involved in 
these studies and trials. But there are many questions 
related specifically to nursing care as well. What are 
nursing best practices in caring for patients with 
COVID-19? How do we best support patients and 
their families? How can nurses across all areas of 
practice (e.g. community and public health, long-
term care, acute care) best care for patients from 
prevention of Covid-19 to recovery? 

I typed “COVID-19” into the PubMed search 
engine in early March, shortly after the first case in 
Louisiana was confirmed. If memory serves correctly, 
there were 700+ citations at that time. In early June, 
I found over 18,000 citations when running the same 
search. I, for one, am looking forward to learning 

from the contributions of my fellow nurses who are 
adding to this body of evidence.
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Suzanne J. Canfield, MBA, BSN, RN

The impact that the novel coronavirus has had on 
the global and domestic stage is unprecedented in 
modern history. Nearly every part of our daily lives 
has been affected, whether buying a cup of coffee, 
measuring the best interests of our children as they 
return to school or caring for our loved ones and 
patients as they suffer the effects of COVID-19. 
The importance of understanding the gravity and 
effects of COVID-19 as we interact and relate to 
one another in society cannot be overstated. This 
is especially true for those of us in healthcare. As 
nurses, we are expected to provide meaningful 
guidance to our friends, families, neighbors, 
strangers, and patients about best practices and 
behaviors. With that in mind, this information is 
offered as a framework to consider when assessing 
the people with whom we interact regarding their 
knowledge and behaviors in this critical time. 

Regardless of the variance in areas of nursing 
practice, most students prioritized learning the 
knowledge and skills to be great nurses on the 
first days of their careers. Theories learned during 
nursing education seemed less important. But 
there is one concept that has always stayed with 
this author through the years and that is the 
Health Belief Model (HBM) (Rosenstock, 1974). 
This model was developed by Irwin M. Rosenstock, 
Ph.D and colleagues in the 1950’s as Public Health 
moved its focus to prevention of diseases such as 
tuberculosis, influenza and polio, and the behaviors 
of individuals regarding them. The researchers were 
influenced by the theories of Kurt Lewin, and they 
progressed toward the theory that an individual’s 
behaviors are based upon the current dynamics 
confronting the individual rather than one’s prior 
experiences. The Health Belief Model is a way of 
encouraging patients to realize their susceptibility to 
health conditions with the goal of inspiring positive 
changes. The Health Belief Model is still used today 
in information provided by the CDC. Guidry, et. al. 
(2019)

As we face today’s COVID-19 pandemic, and 
change or not change our lives, the Health Belief 
Model has never been more applicable in dealing 
with the health behaviors we see. The content 
of this article is to assist nurses in understanding 
where individuals are in their beliefs and behaviors 
related to COVID-19 and share some thoughts 
regarding the evidence-based best practices.

For those of you who are unfamiliar or cannot 
recall the constructs of the model, they are as follows:

 Perceived Susceptibility – An individual’s 
subjective assessment whether the health 
problem presents a risk to him/her;

 Perceived Severity – An individual’s 
subjective assessment regarding the severity 
of the health problem and its potential 
consequences;

 Perceived Benefits – An individual’s 
assessment of the value or efficacy of 
engaging in a health-promoting behavior to 
decrease the risk of the disease;

 Perceived Barriers – An individual’s 
assessment of the obstacles to behavior 
change;

 Cues to Action – This segment was added in 
1980 to recognize that a stimulus is needed to 
trigger action;

 Self-Efficacy – This segment was added 
in 1988 to incorporate the individual’s 
confidence in his/her ability to effect change 
in outcomes.

Over time there have been many articles and 
diagrams regarding the HBM that included the 
considerations of demographic variables, such as 
gender and age, and psychological characteristics, 
such as personality and peer group pressure. These 
certainly impact an individual’s health behavior and 
have been excellent supplements to the original 
model.

Now, during the COVID-19 pandemic, we can 
use this model to better understand, educate 
and influence the changes needed to prevent and 
mitigate the spread of the virus. This model can be 
used to appropriately focus the specific perceptions 
and beliefs that apply to various people.

Beginning with “perceived susceptibility”, it 
is clear individuals, communities and states have 
varying views regarding the amount of risk that 
COVID-19 pertains to them. Some deny they are 
at risk, and some believe it is unlikely they will 
contract the disease. These groups are less likely to 
alter any behaviors. The groups that believe they 
are at high risk are more likely to change behaviors 
to reduce the risks. Age, personality and peer 
pressure may play a role in an individual’s perceived 
susceptibility regarding masks, social distancing, 
hand hygiene, gatherings and quarantine. All of 
us know that it is inconvenient and uncomfortable 
to wear masks and stay away from large social 
gatherings. In addition, many individuals that test 
positive are asymptomatic, so the risks are not 

readily apparent to them. It is very challenging 
to educate these individuals and change their 
behaviors because their perceived susceptibility is 
minimal or no risk. To feel they are susceptible, 
an individual must believe, “I could get the 
COVID-19 virus.” As nurses in the healthcare 
workforce, we are aware that the Coronavirus is 
real and we are susceptible. Adequate personal 
protective equipment (PPE), social distancing, hand 
hygiene and cleaning surfaces are the few practices 
that allow us to care for patients with the virus and 
still remain safe. When there are any lapses in these 
practices or PPE, healthcare workers often contract 
the virus and experience various levels of illness. 
Out in public environments, no one knows who has 
COVID-19, so if few or none are using preventative 
measures, everyone is susceptible. The message 
is, “If the measures prevent spreading the 
virus where it is known to exist, those same 
measures can prevent spreading for all of us 
everywhere.”

“Perceived severity” is an important part of the 
discussion. If an individual believes he/she may 
become severely ill and perhaps die or transmit 
the disease to a loved one who is in a higher risk 
category, they are more likely to change behaviors 
as needed. If he/she thinks they may become ill 
for a long period of time and maybe lose a job, 
change is more likely to occur. An individual must 
not only feel susceptible to a severe condition, but 
must believe, “If I get COVID-19, I may get very 
sick and maybe die or transmit it to someone I 
care about.” Of course, the issue with COVID-19 is 
that many do not become ill at all, or only become 
mildly ill, and consequences appear to be very 
minor. Their inner circles must be considered as 
well as the public. The communication here is about 
others as well as self. “You may have the virus 
and be asymptomatic but be a carrier that can 
transmit the virus to someone else who is at 
high risk to become very ill or die.”

“Perceived benefits” plays a significant role in 
an individual’s decision to change behaviors as 
needed. If no perceived susceptibility or severity 
has been identified, then there would appear 
to be no benefit to changing any behaviors. If an 
individual determines that he/she or a loved one is 
susceptible to a severe health problem, and changes 
in behavior are recognized that minimize the risks, 
they are more likely to make recommended changes 
to attain the benefits. The individual must believe, 
“I could get COVID-19, get really sick, die 
or transmit it to others, but if I wear a mask, 
social distance, practice hand hygiene, clean 
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surfaces and stay away from large groups, I 
probably will NOT get COVID-19.” The idea here 
is focused not only on susceptibility and severity, 
but stressing, “There are ways that really work 
to reduce the risks for all of us.”

“Perceived barriers” can limit an individual’s 
ability to take any action. In the case of COVID-19, 
there can be so many. An individual may believe, “I 
can get COVID-19, I or my family can get really 
sick, I know there are things I can do, but I am 
unable to do them.“ Here in New Mexico, some 
people have real barriers and limited access to 
basic needs, childcare, health care, transportation, 
food and other important resources. We have 
many families living in close communities. We have 
people living in remote, rural areas where distance 
alone is a barrier. The lesson here is, “Fortunately, 
many services are available to help New 
Mexicans in situations like this. Try to make 
connections for the individual to those 
services.”

“Cues to action” are signals that trigger the 
decision-making process to accept and implement 
a recommended change in behavior. These can be 
internal, such physical symptoms, or external, such 
as recommendation from a healthcare provider 
or new information. An individual may ponder, 
“Three of my friends that went to the party 
are sick with Coronavirus. Maybe I should start 
wearing a mask.” The cues to action demonstrate 
that it’s all beginning to come together for the 
individual. One believes that, “Susceptibility, 
severity and benefits are all relatable now 
and it’s time to decide what to do differently.” 
Timing can be everything.

“Self-efficacy” is the last part of the model that 
will be addressed. This is simply the individual’s 
belief whether he/she is capable of changing and 
sustaining new behaviors. If a person does not 
believe they can breathe properly while doing his/
her job and wearing a mask all day, he/she may 
not wear one at all. If an individual has a known 
exposure, but cannot afford to stay home from 
work, he/she may not stay home. If some people 
just do not believe they can change a habit, they 
may not even try. 

The individual may believe, “I might get 
COVID-19 and become very ill, and a mask 
would protect me, but no one is wearing a 
mask at work, and besides, masks make it hard 
to breathe. There’s no way I can wear a mask 
every day.”

It has been shown that best practices regarding 
COVID-19 include social distancing, wearing masks, 
performing hand hygiene, cleaning surfaces, staying 
home as much as possible and following self-
isolation and quarantining practices as needed. 
(“Get the Facts about Coronovirus”, 2020) Here is 
an example of how the virus could spread from just 
one positive person:

If that person spreads it to 2 others (2),
and each of those 2 spread it to 2 more (4),
and each of those 4 spread it to 2 more (8),
and each of those 8 spread it to 2 more (16),
and so on. 

The total is already 30 positive people plus the 
original person. In some states, the growth is less 
than 1:1, but in many places the growth pattern 
has been shown to be much greater. That variability 
is dependent upon each individual’s beliefs and 
behaviors.

An important point is to recognize, “An 
individual may experience difficult changes 
and inconveniences with best practices, but 
the unintentional risks that he/she is taking 
for themselves and others outweigh them.”

 So what can nurses do to convince and 
educate people to follow proven healthcare-
based best practices? 

 Be a role model regarding masks, hand 
hygiene, social distancing, cleaning surfaces, 
noting symptoms;

 Always be kind in the teachable moment;

 Remind the person that it’s about all of us, 
and prevention is a two-way street;

 Learn the basics of COVID-19 to educate and 
respond to questions; (Patient education in the 
time of COVID (2020)

 Don’t preach or quote numbers. No one really 
wants to hear from you what they can read or 
see on TV or social media;

 Tell COVID stories with which the individual 
can relate, such as “grandma”, or “family 
down the block” or “health care provider” 
stories;

 Avoid all political and faith-based discussions. 
Worldview issues are not the goal of the 
conversation; 

 Some changes in behavior are better than no 
changes, so acknowledge those changes; and, 
finally,

 Know when to move on to someone who will 
listen and change behavior. (Pinsker, 2020)

 Know you plant the seeds of change in 
everyone you educate and that is what could 
make all the difference!
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