
Obstructed Labour





Sheryl Nestel

Obstructed Labour:
Race and Gender in the Re-Emergence
of Midwifery



© UBC Press 2006

All rights reserved. No part of this publication may be reproduced, stored in
a retrieval system, or transmitted, in any form or by any means, without prior
written permission of the publisher, or, in Canada, in the case of photocopying
or other reprographic copying, a licence from Access Copyright (Canadian
Copyright Licensing Agency), www.accesscopyright.ca.

16 15 14 13 12 11 10 09 08 07 06 5 4 3 2 1

Printed in Canada on ancient-forest-free paper (100% post-consumer recycled)
that is processed chlorine- and acid-free, with vegetable-based inks.

Library and Archives Canada Cataloguing in Publication

Nestel, Sheryl, 1950-
Obstructed labour : race and gender in the re-emergence of midwifery /

Sheryl Nestel.

Includes bibliographical references and index.
ISBN-13: 978-0-7748-1219-1
ISBN-10: 0-7748-1219-2

1. Midwifery – Social aspects – Ontario. 2. Minority women – Ontario. 3.
Discrimination in medical care – Ontario. 4. Sex discrimination against women –
Ontario. I. Title.

RG950.N47 2006 618.2’0089 C2005-906964-3

UBC Press gratefully acknowledges the financial support for our publishing
program of the Government of Canada through the Book Publishing Industry
Development Program (BPIDP), and of the Canada Council for the Arts, and
the British Columbia Arts Council.

This book has been published with the help of a grant from the Canadian
Federation for the Humanities and Social Sciences, through the Aid to Scholarly
Publications Programme, using funds provided by the Social Sciences and
Humanities Research Council of Canada.

Printed and bound in Canada by Friesens
Set in Stone by Artegraphica Design Co. Ltd.
Copyeditor: Anne Holloway
Proofreader: Judy Phillips
Indexer: Christine Jacobs

UBC Press
The University of British Columbia
2029 West Mall
Vancouver, BC V6T 1Z2
604-822-5959 / Fax: 604-822-6083
www.ubcpress.ca



Contents

Acknowledgments / vi

Acronyms / viii

Introduction: A New Profession to the White Population in Canada / 3

1 Technologies of Exclusion / 17

2 Midwifery in Ontario: A Counter-History / 37

3 Midwifery Tourism / 69

4 “Ambassadors of the Profession”: The Construction of Respectable
Midwifery / 84

5 Narratives of Exclusion and Resistance of Women of Colour / 125

Conclusion: The Construction of Unequal Subjects / 160

Appendix A: Information letter for research participants / 167

Appendix B: Poster to solicit study participants / 168

Appendix C: Chronology of midwifery in Ontario / 168

Appendix D: Interview for immigrant midwives of colour / 169

Appendix E: Interview for white “non-elite” midwives / 169

Appendix F: Interview for white members of midwifery bodies / 170

Appendix G: Interview for women of colour who participated on
midwifery bodies / 170

Notes / 171

References / 182

Index / 196



Acknowledgments

I am indebted to many people for their support. My community of friends
at the Ontario Institute for Studies in Education of the University of Toronto,
many of them activist/scholars of dedication and accomplishment, pro-
vided a rich and supportive environment. Thanks especially to Yvonne Bobb-
Smith, Jane Ku, Eve Haque, Amina Jamal, Lorena Gajardo, Nuzhat Amin,
Janice Hladki, Zoe Newman, and Doreen Fumia. They have always been
there to listen, read, critique, and celebrate, all in good measure. Esther
Geva and Cheryl Gaster have provided sound advice, encouragement, and
Shabbat dinner. Friends outside of academia have offered unerring support,
happy distraction, and intelligent feedback. Thanks especially to Rhonda
Chorney, Isabella Meltz, Anona Zimerman, and Jaye Rosen. Thanks also to
Claire Pizer for helping me live through this. Emily Andrew, my editor at
UBC Press, is the epitome of professionalism and has made a potentially
unnerving process almost painless.

Lesley Biggs and Patricia Kaufert have offered wonderful feedback and
support. Thanks to Ivy Bourgeault for writing the thesis that provided a
roadmap to the re-emergence of midwifery, and for many hours of good
talk. Christine Sternberg, RM, has been a sounding board, a critical reader,
and walking proof that resistance is always possible. Sara Booth, RM, has
been a mainstay throughout this project, urging me on through moments
of painful uncertainty.

This book began as doctoral thesis, and I had the good fortune to have
supervision from a most extraordinary trio. Kari Dehli has maintained a
constant interest in my work and urged me to take it in new directions.
Ruth Roach Pierson is a scholar to be emulated, a steady ally, and a joyful
presence. She has mentored me and nurtured me in innumerable ways, and
I treasure our friendship. I was honoured that Inderpal Grewal agreed to
serve as my external examiner, and I am grateful for her participation and
her comments. My supervisor and dear friend Sherene Razack is a woman
of extraordinary generosity, acute intelligence, and keen observation. All of



viiAcknowledgments

us who work and celebrate life with her derive enormous benefit from her
finely honed sense of justice and from her ability to recognize what is really
important in life. In the thirteen years I have known and worked with her,
she has never let me down.

My dear friends Donna Jeffery, Barbara Heron, and Carol Schick have
provided emotional and intellectual sustenance with unstinting dedication;
I am privileged to receive the bounty of their friendship. My husband, Sydney
Nestel, has remained unflappable throughout these years of trying to bal-
ance work, graduate education, and family. He is my best critic and most
steadfast support, and I thank him with all my heart. My children Yona,
Hadar, and Yehuda have generously cheered me on, and nothing has been
more gratifying for me than watching them develop their own commit-
ment to social justice. My mother, Flo Baron, has been supportive through-
out the long process of bringing this book to publication.

Material support is crucial and I am grateful to the Social Sciences and
Humanities Research Council of Canada for awarding me doctoral and
postdoctoral fellowships.

Brenda Hyatali, a woman of extraordinary courage, optimism, and kind-
ness, made the conceptualization and completion of this book possible and
I dedicate it to her.

Portions of the introduction and of Chapter 1, Technologies of Exclusion,
were previously published in Health and Canadian Society/Santé et Société
Canadienne 4, 2 (1996-97): 351-41, and appear here in a revised and up-
dated form. In addition, Chapter 3, Midwifery Tourism, first appeared in
the Canadian Journal of Law and Society/la Revue Canadienne Droit et Société
15, 2 (2000): 187-215. It too appears here in a revised form.



Acronyms

AOM Association of Ontario Midwives
CAC Community Advisory Council (to the Prior Learning Assessment

Program)
CDC Curriculum Design Committee on the Development of

Midwifery Education in Ontario
CDN Canadian dollars
CMO College of Midwives of Ontario
HPLR Health Professions Legislation Review
IRCM Interim Regulatory Council on Midwifery (Ontario)
MEP Midwifery Education Program
MIPP Midwifery Integration Planning Project
MTFO Midwifery Task Force of Ontario
OAM Ontario Association of Midwives
ONMA Ontario Nurse-Midwives Association
OSCE Objective Structured Clinical Examination
PLA Prior Learning Assessment
PLEA Prior Learning and Experience Assessment
RHPA Regulated Health Professions Act
RM Registered Midwife
TCCMO Transitional Council of the College of Midwives of Ontario
TECMI Toronto East Cultural Mentorship Initiative
TFAPTO Task Force on Access to Professions and Trades in Ontario
TFIMO Task Force on the Implementation of Midwifery in Ontario
TOEFL Test of English as a Foreign Language
VON Victorian Order of Nurses



Obstructed Labour





Introduction: A New Profession
to the White Population in Canada

How do you get to be the sort of victor who can claim to be the
vanquished also?

– Jamaica Kincaid, Lucy

In November of 1987, Betty-Anne Putt, practising midwife and active mem-
ber of the Association of Ontario Midwives, addressed a conference con-
vened in Montreal in support of the shift of Aboriginal health programs to
the control of First Nations authorities (Association of Ontario Midwives
1988).1 Putt, a non-Aboriginal woman, urged the participants to reject the
medical practices of “the white man’s institutions” and to return to “prac-
tices closer to [First Nations] culture and spirit.” Identical intentions, she
claimed, had shaped the re-emergence of midwifery in Ontario, where women
had striven to move childbirth closer “to the way our ancestors did it” (em-
phasis in the original). Women’s lobbying and political action, Putt explained,
had led to government recommendations designed to protect “normal” birth,
and to the creation of a “new profession to the white population in Canada”
(AOM 1988, 8).

Putt’s remarks are both highly problematic and unwittingly accurate. Prob-
lematic is her portrayal of Aboriginal cultures as static and curiously un-
altered by centuries of colonization and genocide. Equally troubling is her
contention that white women and First Nations people have been victim-
ized in parallel ways by “white man’s institutions” – a disturbing erasure of
the ways in which white women both benefit from race privilege and have
participated in racial dominance. Rey Chow (1993, 13) finds such discur-
sive strategies to be a form of “self-subalternization which draws on notions
of lack, subalternity, [and] victimization” to gain authority and power for
dominant subjects. Unwittingly accurate, however, is Putt’s description of
the re-emergence of Ontario midwifery in the last two decades as the cre-
ation of “a new profession to the white population in Canada.” “In creating
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a movement,” admitted one midwifery activist, “white, educated, able-
bodied, middle-class women have tended to attract the same, leaving many
voices behind” (Ford 1992, 50).

Among the “voices” that have been left behind are the hundreds, if not
thousands, of immigrant women of colour who possess formal midwifery
credentials from their countries of origin in the global South. Their meagre
representation among registered midwives in the province represents a clear
paradox. “Visible minority” people account for approximately 19 percent
of Ontario’s total population (Statistics Canada 2003). In Toronto, histori-
cally the centre of midwifery activism, they account for 44 percent of all
residents (Statistics Canada 2004). However, the number of midwives of
colour expressing an interest in having their credentials recognized in the
province has, since 1986, outstripped their proportion in the population at
large, accounting for nearly half of those who, by 1994, had sought infor-
mation from the College of Midwives and its predecessors about credentials
assessment (Task Force on the Implementation of Midwifery in Ontario 1987,
331; College of Midwives 1994a). Relatively few of these women have suc-
ceeded in becoming registered as midwives.

Integration into the midwifery profession, by all available routes, of both
immigrant midwives of colour and other racialized women has been, and
continues to be, a protracted and problematic process.2 Prior to the gradua-
tion in September 1996 of the first class of the baccalaureate-granting Mid-
wifery Education Program, only one out of the seventy-two registered
midwives in Ontario was a woman of colour. By December 1996, there were
ninety-two registered midwives of whom three (3.3 percent) were women
of colour. By May 1998, there were 126 registered midwives, among whom
were twelve women of colour and one First Nations woman, bringing the
percentage of non-white midwives to 10.3 percent. While it was reported by
one College of Midwives of Ontario official that in 1998 46 percent of the
PLEA graduates and 13 percent of the midwifery education program were
women of colour (Tyson 2001, 13), the percentage of these women who
have actually become registered remains at approximately 12 percent (Ford
and Van Wagner 2004, 258).3 This book seeks to capture elements of racial
exclusion as they played out during the most formative years of the re-
emergence of midwifery, spanning the early 1980s through the end of 1998.
Relatively recent changes notwithstanding, such as the streamlining of the
process aimed at integrating internationally trained midwives and other
professionals, a considerable history of exclusion within the midwifery move-
ment in Ontario preceded the current concern with equitable practices in
the recognition of international credentials.

The picture that emerges is one of a predominantly white midwifery ap-
paratus in a province whose multiracial character is one of its most fre-
quently invoked social signifiers (Abate 1998, A6), as well as one in which
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immigrant midwives of colour are in abundant supply. The processes that
(re)produce racially exclusive spaces result from both deliberate choices and
from seemingly benign inertia, but neither of these is necessarily linked to
an intention to enact racism. Rather, racist exclusion must be understood
as unavoidable when race-blind epistemologies guide actions. The assump-
tion that guided Ontario midwifery was that women were oppressed in simi-
lar ways and that race, class, and sexuality only complicated a fundamental
gender oppression. Such a stance does not require that relations of domina-
tion between women be taken into account, and thus a path is cleared for
racial domination to be re-enacted within a feminist context. The Ontario
midwifery movement understood its project as one that benefited all women
equally. That women’s stakes in the politics of midwifery – whether as pro-
viders or consumers of midwifery care – reflected the ways in which they
were positioned by race was not taken into consideration. The inevitable
result was racist exclusion.

As a project that aimed to address the “universal needs of women” (Glenn
1992, 37), the midwifery movement in Ontario required a universal woman
as the protagonist of its “heroic tale,” in which autonomous subjects, con-
strained only by gender inequity, pursue and win their goal through dedi-
cation and courage. As is often the case when gender-based paradigms reign,
that universal woman “embodies the characteristics of the most privileged
women” (Razack 1998a, 340). Engagements with subordinate groups such
as First Nations women and immigrant women secured rather than chal-
lenged such privilege. From its inception, midwifery’s self-definition and
the material requirements for participation in the Ontario midwifery move-
ment worked to define immigrant midwives of colour as being on the mar-
gins (if not outside) of the movement’s perimeter. They posed both a material
and symbolic threat to the heroic tale and to its victorious resolution through
legalized midwifery. An initial unease with the threat of immigrant mid-
wives of colour entering the movement escalated into a full-blown set of
discriminatory structures that facilitated their exclusion from practice after
the legislation was passed.

Many births throughout the world are attended by midwives trained in a
variety of ways that range from traditional apprenticeship models to mod-
els grounded in Western medical and obstetrical knowledge, to models that
borrow liberally or judiciously from each of these. In North America, how-
ever, physicians have maintained a century-long monopoly over care to
pregnant and birthing women. The medical model within which physician
care has been offered has historically regarded human parturition as an
inherently risky and often pathological process. While childbirth-reform
activists have long argued that many standard obstetrical procedures are
both inhumane and clinically ineffectual, such practices have been slow to
disappear (Enkin, Keirse, and Chalmers 1995; Kaczorowski et al. 1998). One
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response to the medicalization of childbirth in North America has been the
revival over the last thirty years of the practice of community-based mid-
wifery, which provides services to birthing women outside of conventional
medical institutions. While the practice of “lay midwifery,” with a few ex-
ceptions, was largely eradicated in Canada early in the twentieth century,
in the 1970s it began to be embraced by some middle-class white women
(Fynes 1994).4 These empirically trained midwives acquired the necessary
skills within a framework that promoted informed choice in the birthing
process, appropriate use of technology, and the recognition of birth as a
psychosocial as well as a physiological event. Central to this form of mid-
wifery has been the belief that women have a fundamental right to choose
where they give birth and that the home is the birthing venue most likely to
provide the setting for humanized childbirth. Decidedly white and middle
class, the midwifery movement in Ontario grew from these roots and incor-
porated aspects of feminist and traditional women’s health movements,
counterculture lifestyle practices, and long-standing efforts by white British-
trained midwives to have their skills recognized within the health care sys-
tem.5 By the mid-1980s, midwifery shifted from a loosely organized social
movement to a tightly orchestrated political project that systematically
pursued state regulation and funding for the revitalized profession (Van
Wagner 2004).

The first Canadian legislation establishing midwifery as a state-regulated
and state-funded health profession was passed into law in Ontario on 31
December 1993. Hailed as a “victory for women” (D. Martin 1992, 417), the
enactment of midwifery legislation in Ontario has been viewed as a triumph
of grassroots feminist organizing and as part of the ongoing struggle for
gender equity and female reproductive autonomy. The midwifery model of
practice as developed in Ontario has much to recommend it over a medical
model of maternity care that has been documented as consistently overly
interventionist and frequently misogynistic (Davis-Floyd 1992; Rothman
1982; E. Martin 1992; Oakley 1984; Scully 1994).6 However, the benefits re-
sulting from the legalization of midwifery have been very unevenly distrib-
uted. Like many other feminist projects of the last three decades that have
claimed to seek gains for all women, the Ontario midwifery movement has
produced economic and sociopolitical rewards primarily for white women.

The role of law in creating racialized subjects has been crucial. The legis-
lation distinguishes between legal and illegal midwives but leaves these clas-
sifications relatively unspecified. Their character has instead been
transformed through the process by which the Midwifery Act has been imple-
mented. Those empowered by law to develop the disciplinary framework of
the profession made decisions early on that served to racialize the “illegal”
category.
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In the province of Ontario, immigrant midwives of colour who possess
considerable professional skills, competencies, and credentials have found
themselves largely excluded from access to the newly legalized midwifery
profession.7 While in the period immediately following legalization,
racialized minority women represented nearly half of the hundreds of women
who had inquired about having their prior midwifery training recognized
in the province, as noted above, they currently comprise just 12 percent of
registered midwives in the province. The devaluing of non-European expe-
rience, credentials, and training; the deployment of inferiorizing discourses
surrounding “immigrant women”; a tenacious adherence to forms of femi-
nist politics that privilege the skills and interests of white women; and nu-
merous acts of “everyday racism” (Essed 1991) have converged to create a
predominantly white midwifery profession.

Those seeking legal status and state funding for midwifery in Ontario
were faced with the task of constructing an authoritative political identity
in a sociopolitical context where physicians regarded midwives with more
than a modicum of ambivalence.8 Despite the legalization of the profession
in a number of Canadian provinces, midwifery continues to be perceived as
an archaic and discredited form of maternity care or as a primitive practice
surviving only in “underdeveloped” regions.9 As one recent study shows, the
Canadian Medical Association Journal ceased publishing articles that repre-
sented midwives as atavistic relics only after midwifery legislation was passed
in Ontario (Winkup 1998). Such ambivalence is not limited to doctors. Vili-
fied for much of the last century, the midwife has been portrayed as a degen-
erate and unmistakably racialized figure in both professional medical journals
and popular writing (women’s magazines, pregnancy advice literature, etc.),
and her “primitive” ministrations were contrasted with the “advances” of
medical science. For the midwifery project to achieve broad-based political
support, the midwife needed to be reconfigured in the public imagination
as respectable, that is, knowledgeable, modern, educated, and Canadian/
white. Women whose identities endangered this reconfiguration often faced
expulsion from the midwifery “sisterhood.”

In Ontario, a place significantly shaped in the last three decades by
postcolonial migrations, these racially exclusionary dynamics reflect not
only histories of colonialism, but contemporary relations of domination
where the local and the global are so thoroughly intertwined that their
status as oppositional categories can no longer be defended (Said 1993; Stoler
1995). Liberation movements are not exempt from enmeshment in such
neocolonial processes, and the movement to legalize midwifery in Ontario
offers a paradigmatic example of this. Like many feminist projects of the
nineteenth and twentieth centuries, it occupies a “historically imperial lo-
cation” (Burton 1994, 1), deriving material and discursive benefit from an
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engagement with Third World women.10 While midwifery policies and every-
day practices in the province have discouraged the entry of immigrant
women of colour into the newly prestigious profession, travel to the Third
World and access to the bodies of birthing women there have played an
indispensable role in the legalization of midwifery by helping white mid-
wives achieve professional knowledge and status.11 These travels are ren-
dered benign and even benevolent through claims about women’s shared
identity, an alchemical process in which Third World space and those who
occupy it come to constitute a commodity for First World women’s con-
sumption and social advancement.

This study focuses on a very specific feminist initiative – the movement
to revive the practice of midwifery in Ontario, Canada – and pivots on sev-
eral key questions:

• How have legacies of colonialism, including an increasingly globalized
economy, structured the conditions under which white women in the West
transform their relationship to patriarchal forms of social organization?

• How are feminist projects that make claims on the state regulated in ways
that reproduce racial dominance through legal and institutional means?

• How are practices of racist exclusion implemented in such projects through
the privileging of white cultural competencies?

• How and to what extent do members of dominant groups fail to recog-
nize such exclusionary practices as racialized forms of power?

In the course of this research, hundreds of documents and publications
linked to the development of midwifery in Ontario between 1981 and 1998
have been examined and analyzed. These documents, which came from
both the Ontario midwifery movement and the provincial government,
were supplemented with interviews conducted with white members of the
Task Force on the Implementation of Midwifery (the first government body
established to shape the criteria for entry to the new profession in the prov-
ince), with white members of the Interim Regulatory Council on Midwifery
(the successor body that formulated regulatory policies prior to legaliza-
tion), and with officials of the College of Midwives of Ontario. I have inter-
viewed relatively few white women who participated at the policy-making
level in either midwifery organizations or government-appointed bodies
related to the re-emergence of the profession, mainly because the ideologies
and political positions of such women have been widely circulated in the
documents reviewed. I have examined these not only to locate the deci-
sions that have effected exclusions, but also to uncover the “discursive rep-
ertoires” evident in the texts, as well as in the collected narratives, which
demonstrate the many ways in which racist exclusion is named, justified,
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and rationalized as something other than subordination (Wetherell and
Potter 1992, 2).

Global and institutional processes link inextricably with numerous
microprocesses that differentiate “respectable” midwives from those practi-
tioners deemed unworthy of inclusion in the new profession. My research
examined these processes at work among three groups: white midwives who
defined themselves as socially, politically, or ideologically estranged from
the central group of midwives who orchestrated much of the legalization
project; students in the provincial Midwifery Education Program who found
themselves encouraged to adopt a normative identity while being groomed
as “ambassadors of the profession” (Bourgeault 1996, 129); and immigrant
midwives of colour who found themselves largely excluded from practice
in the province.

Official norms of antidiscrimination and multiculturalism guarantee that
whites do not normally admit to discriminatory practices (van Dijk 1993a).
These practices must instead be accessed through the accounts of the racialized
minority people who have experienced their impact. “Contrapuntal” meth-
odology shows how the respectability of some midwives has been produced
through comparison with a range of “undesirable” midwifery subjects (Said
1993, 52). A critical element of this methodology is the juxtaposition of an
analysis of racist exclusion against testimonies about its impact. Such a juxta-
position is also necessary to avoid a self-referential engagement with nam-
ing and defining whiteness. If, as Aida Hurtado and Abigail J. Stewart (1997,
308) have observed, “People of Color are experts about whiteness, which we
have learned whites most emphatically are not,” then these people’s testi-
monies are critical to any attempt to describe how white domination works.
Consequently, my analysis draws heavily upon the narratives of twenty-
three women of colour, including midwifery students, midwifery board mem-
bers, and immigrant midwives. Jane Jacobs (1996, 24) acknowledges the
risks of presenting and interpreting the words of “those marked as Other in
the imperial imagination,” admitting that such “intercultural interpreta-
tion” is never innocent and that researchers cannot simply divest them-
selves of their dominant positioning in a “not-so-fraying imperialist world.”
However, argues Jacobs, an anticolonial project that does not take into con-
sideration “how colonialism encounters and is transformed by those it seeks
to dominate ... might simply work to embellish the core.”

This research brings to the foreground relations of domination and sub-
ordination between white women and women of colour, and it does not
hesitate to name the perpetuation of white dominance through institutional
processes and intersubjective means as racism. Virginia Dominguez (1995,
326) prudently asks “what the invocation of racism accomplishes contextu-
ally given a field of available options that range from its silencing to its
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naming as a different ‘thing.’” I would respond that such an invocation is a
powerful discursive intervention in modern liberal societies where the irrel-
evance of race is proclaimed at the same instant that racialized forms of
differentiation and exclusion proliferate (Goldberg 1993). Inasmuch as
racism today is produced in and through a variety of designations, opin-
ions, exclusions, and rationalizations that appear to have nothing to do
with race, we require sophisticated strategies to comprehend its operations.
Critical and feminist scholars have not been adequately attentive to these
processes, and the installation of race as an indispensable category of analy-
sis in such scholarship is long overdue (Higginbotham 1992; Barbee 1993).

The Writer of the Text
“One learns about method,” claims Norman Denzin (1994, 505), “by think-
ing about how one makes sense of one’s own life.” In my own case, con-
frontation with the contradictory aspects of my identity impelled me to
pursue the research upon which this text is based and to seek a method that
could explain the contradictions that seem to buffet me from one kind of
social positioning to another. Thinking back, I remember this process as
located in two instructive and emotionally charged moments in which I
was rendered first marginal and then dominant in relation to two different
groups. The first moment occurred in 1989 when I attended an annual gen-
eral meeting of the midwives’ professional body, the Association of Ontario
Midwives (AOM). The second took place in 1995, when more than ten im-
migrant midwives of colour enrolled in a community college course that I
taught. Both of these moments have more than a little to do with my Jew-
ish identity and its relationship to the conditions of forced migration and
diaspora in the twentieth century (and now into the twenty-first).

I have been a migrant, albeit an extraordinarily privileged and largely
voluntary one. My migrations have been prompted not by touristic longings
but by a “dream of belonging” (Pollock 1994, 84) linked to the displace-
ments suffered by previous generations of Jews. In 1988, I came to Canada
after having emigrated from the United States to Israel, where I lived for fif-
teen years. Moving to Israel had been part of my quest for a less fragmented
existence. I wanted to live in a place where my cultural and political com-
mitments did not need to be explained and where the rhythms of life and
timelines of weekly and yearly rituals and celebrations did not always re-
quire negotiation with a Christian majority culture. I wanted to be free to
pursue a form of radical left politics that rendered me anathema to the
American Jewish community, which increasingly saw “New Left” Jews as a
threat to Jewish self-interest and to the respectability and white racial iden-
tity – what Karen Brodkin (1998, 39) has called “a whiteness of our own” –
claimed by and conferred upon North American Jews in the years following
the Second World War (Staub 1999). A peace activist both before and after
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my emigration to Israel, I eventually gave up hope of a just settlement
between Palestinians and Jews. I became tired, as I explained it to those
who questioned my reasons for leaving, of being the “master of millions of
Arabs,” and I left Israel.

In Israel, I had worked as prenatal educator and been involved for many
years in a leadership role in the movement for demedicalized, humanized
childbearing. In 1989, after returning to Canada, I was in need of work and
of a community of activists with whom I could pursue my commitment to
childbirth reform. A friend suggested that I get involved in the burgeoning
midwifery movement. I recall attending the AOM’s annual general meeting
that year, and for me, this memory is a visceral one. In a recent autobiograph-
ical article, Melanie Kaye/Kantrowitz (1996, 123) compressed all the habits
and embodiments that produce gendered Jewish difference in relation to
bourgeois white femininity in North America into a moment of physical
and emotional intelligence. “Before I knew what a shiksa was,” confessed
Kaye/Kantrowitz, “I knew I wasn’t it.”12 On that day in 1989, I also knew I
“wasn’t it.” I recall watching the speakers and feeling the sense of expertise
and competence that I had gained in Israel being hopelessly eroded. The
women I saw were highly articulate, attractive, and poised. But in my view,
they were, above all, characterized by their embodiment of a kind of neu-
tral citizenship. Marks of racial or class difference were absent. These women
were precisely the liberal subjects who could make claims to bettering the
lot of “women” with no complicated involvements with other categories or
designations.

As Caren Kaplan (1998, 453) has argued, white North American Jews fre-
quently experience a cognitive, and not infrequently political, dissonance
between our access to privilege and the threat of racism “expressed as anti-
semitism.” For North American Jews in the postwar period, the dissonance
produced by multiple and contradictory positioning has frequently been
muted through a foregrounding of our claims to subordinate status. We
find it difficult, if not impossible, to see the relationship between our suc-
cessful assimilation (and our whiteness) and our material and discursive
relationships to racialized others.13 As “model immigrants,” North Ameri-
can Jews seem to prove liberalism’s claim that merit is foremost and race
irrelevant in the struggle for social advancement. We embrace this illusion,
I believe, because our differentiation from those deemed more paradig-
matically human has brought violence upon us again and again. Keeping
all this in mind, I want to return to the scene of my own cognitive disso-
nance – my encounters with immigrant midwives of colour.

In the summer of 1995, the interdisciplinary childbirth educators train-
ing program that I had taught for several years – a collaboration between a
suburban college and an urban teaching hospital – received nearly triple its
usual number of applications for the coming academic year. Even more
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unusual, half of the students applying were women of colour, most of them
trained midwives from countries in the global South. Childbirth education
has been an overwhelmingly white avocation in Ontario (and elsewhere in
North America), and the opportunity to develop a more diverse pool of
childbirth educators was decidedly welcome in a city where “visible minor-
ity” people comprise nearly half of the population. However, most of the
students of colour came to the program with slightly different intentions.
Midwifery had been incorporated into the Ontario health care system in
1994, and many of these women had entered the childbirth educators train-
ing program as a way of learning about the alternative birth movement and
of preparing for the complex process of becoming registered as midwives
through the Prior Learning Assessment program established by the newly
formed College of Midwives of Ontario.

Because I moved primarily within white and white-Jewish spaces, had I
not encountered this group of women, nothing, not even my own minor
sense of marginalization, would have challenged my understanding of the
re-emergence of midwifery in Ontario as a laudatory, woman-centred project.
Listening to these immigrant women of colour week after week and reading
their essays, I was struck by the depth of their knowledge about childbear-
ing, their commitment to humanized maternity care practices, and their
clearly feminist positions on issues related to health care. Their integration
into the midwifery profession in Ontario should be relatively smooth, I
predicted. But as time passed, I realized that I was wrong. I was dismayed to
see how, with only one exception, these women retreated from their dream
to practise midwifery in Ontario. I, on the other hand, had not been forced
to retreat from what I knew best. Shortly after attending the 1989 AOM
meeting, I found a job in my field and had found and become involved
with advocacy groups in which I felt comfortable. I had no “Canadian ex-
perience,” but this did not stand in my way. The anomaly represented by
these very different outcomes, and the extraordinary ease in integration
that my whiteness had purchased, could not be denied. How racialized
knowledge was produced and transmitted through romanticizing of “primi-
tive” childbearing practices had been the topic of my recently completed
master’s thesis, and it was clear to me that issues of race figured powerfully
in the midwifery equation as well. I found the need to account for the
racialized dimensions of midwifery’s re-emergence so compelling that I de-
cided to write this book.

The subordinate aspects of my positioning allow a more critical percep-
tion of white dominance, but I am by no means innocent of engaging in its
practices nor am I denied most of its privileges. While I can struggle to hear,
see, and listen better, my dominance creates epistemological limits. There
are, however, as Trinh (1989, 41) notes, “in between grounds” that can be
occupied in a struggle to hear/see/listen in ways that acknowledge how power



13A New Profession to the White Population in Canada

operates in the transmission of knowledge. I have attempted to gain access
to these spaces by constantly reassessing how historical legacies and every-
day practices restrict what is said and what is heard when I, as a racially
dominant woman, research racially subordinate “others.” These binary for-
mulations are never secure, and those positioned subordinately exercise
authority and subvert dominance in innumerable ways.

Under such conditions, what kinds of claims can be made and what can
they be expected to achieve? I have consciously composed a new tale in
which I unravel the strands of Ontario midwifery’s “heroic” story and in-
troduce newly collected threads spun from previously unheard narratives
and disparate statistics, documents, and theories, reweaving them into an
alternative telling. This new telling of the story of the re-emergence of mid-
wifery in the province reverses the heroic fable of women’s gain to show its
underside of racial dominance. While such a reweaving is primarily a dis-
cursive intervention, shifts in discourse necessarily precede material shifts
in power. “As alternative stories become available,” explains Jane Flax (1998,
10), “more subjects are likely to resist.” For white women involved in mid-
wifery and other feminist projects, the counternarrative that I have con-
structed might provide a road map for thinking beyond the dominant
positions into which we have been structured. We cannot transcend those
positionings, but we can certainly begin to learn how to avoid reproducing
dominance from within them, and we can and must struggle to reconstruct
the institutions that perpetuate our dominance. For those who have al-
ready begun to address midwifery’s history of exclusion, I provide ample
empirical evidence with which they can argue that what has been dismissed
by those in power as an unfounded or exaggerated claim is, in fact, an in-
equity that requires redress.14

Having devoted more than a decade to the reform of medicalized child-
birth and the expansion of childbearing options for women, I have struggled
greatly with my own “betrayal” of the midwifery project. My traitorous stance
was brought home to me after my first public talk about the research. A
midwifery student with whom I was friendly called to ask whether “they”
(meaning the midwifery educators in the province’s Midwifery Education
Program who had attacked my research) were “burning crosses” on my
lawn.15 The imagery of racist and anti-Jewish violence that framed the
student’s question jarred me, but I don’t believe that she chose her words
carelessly. Images of burning crosses captured for her the intensity of the
opposition she had witnessed. It is my guess that such a response reflects
the deep resistance that white women have to acknowledging the limits
of our own innocence and the resistance we mount to viewing charges of
racism as something more than the biased or hypersensitive imaginings
of people of colour and antiracist whites (Essed 1991, 272). While these
resistant responses have both troubled and frightened me, I have not been
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immune to experiencing them myself. They have surfaced as nagging doubts
about the veracity of seemingly incontrovertible facts and incontestable
interview data that I gathered about the exclusions suffered by racialized
minority women. I needed constant reassurance that my claims were not
exaggerated, and that what I was describing was indeed racism and not
some other phenomenon. While this doubt has driven me to be exceed-
ingly cautious in my claims, it has also forced me to confront how deeply
committed we who enjoy race privilege are to versions of racism that allow
us to refuse being implicated in the racialized order of things.

Collecting the Data
My positioning as a politically engaged researcher with a history as a child-
birth reform activist and antiracist educator worked both for and against
me as I gathered documents and conducted the interviews with forty-seven
women that helped to shape this book.16 My past activism and work as a
childbirth educator facilitated access to five white midwives whom I define
as “nonelite.”17 These women, who knew me or knew of me, agreed eagerly
to be interviewed because they viewed my research as a venue for articulat-
ing their dissatisfaction with the way midwifery had been integrated into
the health care system in Ontario. My work as the coordinator of a child-
birth educator program was also key in negotiating interviews with white
members of midwifery boards, midwifery students, and immigrant mid-
wives of colour. Many of my former students who had been accepted to the
province’s Midwifery Education Program had maintained contact with me,
and they related their experiences in the program, often with a critical at-
tention to power dynamics. I even received two e-mail requests from stu-
dents asking to participate in the research, which they saw as important in
the struggle to diversify the profession.

Booking and conducting interviews with immigrant midwives of colour
and with some of the few women of colour who participated on midwifery
boards posed different challenges. Some of the interviews were conducted
with students or colleagues with whom I shared a concern about the exclu-
sion of women of colour from midwifery. The interviews with these women
were easy to negotiate. The remaining interviews with immigrant midwives
of colour were largely brokered for me by this first group of women.18 In most
cases, their “recommendations” of me opened a door that might otherwise
have been closed.19 However, the recommendation did not always yield an
immediate agreement to meet. One woman expressed interest in being inter-
viewed and told me she had a “big story” to tell. She also expressed concern
that she might jeopardize herself by agreeing to be interviewed. We spent an
hour on the telephone discussing the various ways in which her identity
could be disguised (neither her name, nor names of colleagues or institutions
where she worked, would be used; no country of origin would accompany
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her quotes; if she wished, she could see how I had contextualized the
quotes).20 She told me to call back in a month. I sent her a copy of a paper I
had written on racist exclusion in the Ontario midwifery movement and a
letter introducing the research (see Appendix A). By the time of the next
call, she had had some extremely negative experiences with a midwifery
practice and agreed eagerly to the interview. With other potential interview
subjects, I followed the same sequence of sending the paper and the intro-
ductory letter after I had made initial phone contact. I believe that my hav-
ing established myself as a critic of midwifery’s exclusionary policies, rather
than as a neutral researcher, is what gained me interviews with some white
students and with most women of colour.21 All participants were sent tran-
scripts of the interviews and were invited to change, excise, or add material,
which about half did. Most made corrections to their grammar or crossed
out the names of institutions that they had mentioned.22 However, some
women felt that they had told me more than was safe to tell. Two women
called me to express their hesitation around having their words made pub-
lic. They felt that they might be identified or, in one case, held liable for
breaching a non-disclosure agreement. In each case, the women chose to
stay in the study but laid down specific conditions about how the informa-
tion was to be used. In one case, I agreed to send a woman the exact text
where her quote appeared and asked that she relay her approval by phone
before I submitted the chapter of the manuscript containing her quote for
publication.

My reputation as a critic definitely gained me interviews with those who
had experienced exclusion or those who opposed it, but it blocked my ac-
cess to midwifery’s elite.23 Although I had decided to limit the number of
interviews with key midwifery activists, I felt obligated to hear how at least
a few of them explained the scarcity of women of colour in the profession.
I was reluctant to make these contacts, inasmuch as friends and former
students had told me in what disparaging terms my work had been dis-
cussed by two of the three women I hoped to interview. I waited until late
in the study to attempt these interviews, as I wanted to feel completely sure
about the claims I was making. Only one woman agreed to talk to me. Early
on in our interview, I abandoned my list of questions because her responses
were so intractably embedded in a heroic tale of midwifery and in an unre-
flective analytical frame that it seemed absurd to proceed. She was simply
recounting the official story that I had read in a hundred versions before
arriving in her office. I also contacted two women who occupied key roles
in the midwifery bureaucracy and the education program. I left telephone
messages for these women on three occasions, then sent each a letter and
one an e-mail message. Approximately seven weeks later one of the women
responded, but she refused an interview and offered a letter instead. I was
not surprised by these (non)responses; rather they confirmed to me that to
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preserve midwifery’s coherent identity as progressive, feminist, and moral,
criticism could be neither tolerated nor abetted.

I have not occupied the role of distanced and “objective” researcher in
this project. My anxieties, both potential and real, have shaped these pages
in innumerable ways. I have wrestled daily with the fear that I might betray
the women of colour whom I have interviewed by misrepresenting them or
representing them so well that they could be recognized. They reminded
me over and over again, through the process of negotiating the conditions
of the research, that I must assume responsibility for mitigating the risk
that they took by agreeing to be interviewed. I hope that I have accom-
plished this task adequately.

Overview
Chapters 1 and 2 form a detailed and chronological documentation of the
way racist exclusion has worked in the Ontario midwifery project. From the
outset, the very terms of self-definition that midwives developed and de-
ployed precluded the participation of immigrant midwives of colour. Attempts
at including the voices of marginalized groups in the midwifery project
predominantly served to secure rather than to undo white dominance. In
chapter 3, I detail how the mobility of some midwives within the health
care system has been linked to having access to birthing mothers in the
Third World. Ontario midwives were transformed into more respectable
health care professionals by having travelled to midwifery clinics in Third
World countries where they could gain status and expertise not available to
them at home.24 Chapter 4 looks at the construction of a normative mid-
wifery subject and tracks how white midwives who threatened midwifery
respectability were either purged or transformed through a set of disciplin-
ary practices that continue to be applied to students entering the Midwifery
Education Program. In chapter 5, I examine how midwives of colour have
been regulated by racist exclusion, and I document their descriptions of
and responses to this process. In the Conclusion, I consider my own ac-
countability to the women of colour who were my research subjects, and I
ponder both the liberatory potential of a racially inclusive midwifery pro-
fession and the limitations of feminist resistance conceptualized and de-
ployed from within racist structures.
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Technologies of Exclusion

White women can no longer see ourselves as innocent of the
domination of others due to our oppression by men. If for no
other reason, this realization should make race a matter of
urgency for all those interested in gendering.

– Jane Flax, Disputed Subjects

The movement to legalize midwifery in Ontario is a cogent example of the
potential pitfalls of projects intended to address “the universal needs of
women” (Glenn 1992, 37). Feminist projects that posit a shared female iden-
tity across categories of difference and that fail to take into account how
women are positioned as both dominant and subordinate in relation to one
another are themselves fated to reproduce relations of domination. Episte-
mological frameworks that see gender as a discrete category and not as one
produced in and through other dimensions of social identity such as class,
sexuality, and race ignore differences between women. Unable to see past
their own sense of oppression, midwifery activists chose a political route
that sustained rather than challenged systems that marginalized other
women. Racial segmentation in the nursing labour force, the deskilling of
immigrant workers, and derogatory and retrograde representations of women
of colour are but a few of the systems the Ontario midwifery movement
relied upon in its bid to challenge a patriarchal maternity care system. It is
not a surprise that the benefits of this movement have not accrued univer-
sally to all women but rather to a highly circumscribed elite.

The achievement of legalized midwifery must be viewed in relation to both
discursive and material processes in which Third World women, including
those displaced to the North by oppressive transnational economic policies,
have played significant roles. Conceptually, images of Third World women
have served to define middle-class white women’s midwifery identities
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through both negative comparison and fantasized idealization. In decid-
edly material ways, flesh and blood Third World women, within the health
care system and elsewhere in the economy, buttress dominant female posi-
tions, including those of white midwives. In addition, Third World women
have frequently provided the clinical experience that Ontario midwives who
travelled to the South later traded for professional status.

By tracing the identity categories into which those excluded from mid-
wifery are structured, we can bring the interrelationship of race, class, and
gender into view. The disqualification of many, if not most, midwives of
colour represents a discrete dimension of the re-emergence of midwifery in
Ontario. Nurses, rural women, counterculture women, and women who
have not attended institutions of higher education have been subject to
exclusionary treatment as well. The proximity of these identity categories
to the discourses of “degeneracy” is significant. The necessity of construct-
ing boundaries between “degenerate” female subjects and white middle-
class ones was fundamental in the process that established Canada’s first
registered midwives.

Building the Technologies of Exclusion:
Domestic Workers and Nurses
The migration of Third World women to developed countries, and their en-
gagement here in what has been historically understood as “women’s work,”
have been long-overdue subjects of scholarly investigation (Ehrenreich and
Hochschild 2002; Parreñas 2001). Indeed, feminist scholars are only just
beginning to theorize the ways in which migrant women, working both as
domestic labourers and in traditionally female professions such as nursing,
enable the occupational mobility of some First World women. Canadian
scholars Abigail Bakan and Daiva Stasiulis have demonstrated, in concrete
terms, how systems of subordination interlock in the case of foreign domes-
tic workers in Canada (Bakan and Stasiulis 1995, 1997; Stasiulis and Bakan
2003). They describe how a need for child care in dual-income middle-class
families comes to be filled by female migrant workers from Third World
countries. The “suitability” of these women to household labour, a key ideo-
logical component of the process that Bakan and Stasiulis (1995, 305) de-
scribe, is linked to the role of domestic placement agencies in reproducing
“a highly racialized set of practices and criteria in the recruitment and place-
ment of female non-citizen domestic workers in Canadian households.”
Demonstrating the link between discursive and material practices, Bakan
and Stasiulis (1995) have shown that the decline in the number of domestic
workers entering Canada from the Caribbean under the Live-in Caregiver
Program and the concomitant rise in entrants from the Philippines are di-
rectly linked to racist stereotyping by domestic placement agencies.1 While
the agency owners (and potential employers) differentiate between Filipino



19Technologies of Exclusion

and Afro-Caribbean applicants in equally racist ways, they have used racist
discourses about Afro-Caribbean applicants that have produced these women
as unsuitable for employment as domestic workers. Such pernicious dis-
courses, which have long antecedents, have arisen simultaneously with or-
ganized resistance on the part of Afro-Caribbean domestic workers to
inhuman conditions of employment and unfair immigration practices.

The work of Bakan and Stasiulis demonstrates the complicity of middle-
class Canadian women in the oppression of Third World women. The em-
ployment of migrant women as domestic workers enables some modification
of the gender division of labour because it facilitates white women’s partici-
pation in the labour force. However, this transformation of the gendered
division of labour leaves the racial division of labour unchanged. An array
of systems continues to connect women in ways that are both “hierarchical
and interdependent” (Glenn 1992, 37). Creating child care solutions that
do not demand hierarchical relations between women would require a
reconfiguration of all the systems described above.

Feminist work on the topic of foreign domestic labour also illustrates how
“the international is personal” (Enloe 1989, 196). That some white women’s
occupational mobility has been enabled by the social reproductive labour of
women from Third World countries, who undertake for them such domestic
tasks such as cooking, laundry, and child care, has been increasingly acknowl-
edged by feminist scholars.2 The case of foreign domestic workers, however,
is only one example of the ways in which global processes interact with local
ones to produce a local labour force stratified by gender, race, class, and
access to citizenship rights. The intense focus on foreign domestic labour
has been of critical importance. This focus now needs to be widened so that
we can account for the ways in which the same dynamics have operated
within other sectors, including the health care labour force, in which nurs-
ing is becoming an increasingly globalized commodity (Kofman 2004).

Professional nursing in the industrialized West constitutes a particularly
dense site of meaning-making in relation to race, class, and gender. As this
young woman, a first-year student at prestigious Wellesley College, demon-
strates, gender requires race and class for its intelligibility: “If I were to say I
wanted to become a nurse ... my professors and fellow students would think
that I was crazy. To them, it would be like saying I wanted to be a janitor”
(Gordon 1991, 124). Here, nursing, seen as a subservient form of female
employment and one unsuited to middle-class women who have more at-
tractive occupational options, is coded by race through the speaker’s refer-
ences to janitorial work, a job frequently done in the United States and
Canada by racial-minority workers and immigrant people of colour. It is by
negative reference to an array of degraded/degenerate identities structured
in and through class, race, and gender that a middle-class white female
identity emerges.
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Degeneracy, in its emergent form as a pathologizing discourse of nineteenth-
century medicine, was used to “sharpen the distinction between normal and
abnormal, between the bourgeois virtues which led to progress and the vices
which led to the extinction of the individual, the family, and the national
community” (Mosse 1985, 35). “Degenerate classes” are no less necessary to
the creation of social boundaries and to the definition of the white bourgeois
subject today than they were then. Stoler (1995,15) argues that “civilities
and social hygiene” were of primary importance in creating the healthy
bodies of the white bourgeoisie and that these criteria were always “measured
in racial terms.” The production of contemporary middle-class identities is
evident in the recent construction of a new elite configuration of nursing
professionals. “Civilities and social hygiene,” always embedded in a matrix
of racial meanings, are invoked in the process of securing middle-class fe-
male identities within an increasingly proletarian and racialized nursing
profession.

Racial segmentation is a prominent feature of nursing in both Canada
and the United States. The majority of highly skilled nursing labour is per-
formed by white registered nurses. Lower-skilled nursing and caretaking
tasks are performed by licensed practical nurses, nurses’ aides, and home
care workers; significant numbers of these are women of colour (Stasiulis
and Bakan 2003); Calliste 1996). The recent thrust to create a nursing elite
constructs a defining border between the working-class aspects of nursing
labour and its more scientific and intellectual ones. By claiming a unique
body of scientific nursing knowledge, elite nurses are seeking to assume
more of the curative labour traditionally performed by physicians (Carpen-
ter 1993). Managerial expertise and scientific knowledge secured through
elite education characterize the move to reconfigure nursing practice and
distance it from its proletarian underpinnings.3 Nursing elites depend on a
“toehold on respectability” (Fellows and Razack 1998) to distinguish them-
selves from subordinates.

Among the entire range of dividing discourses that distinguish respect-
able bodies from degenerate ones, now, as in the nineteenth century, “cul-
tural competencies, sexual proclivities, psychological dispositions, and
cultivated habits” (Stoler 1995, 141) position variously embodied subjects
within a shifting matrix of respectability. Social boundaries continue to be
configured along lines that can be traced back to nineteenth-century dis-
courses of degeneracy in which “healthy” nations distanced themselves from
those who imperilled normative identities.

These boundaries are drawn between those with university training and
those whose education is acquired in more accessible and less prestigious
institutions like community colleges; between labour in which traditional
female caring skills are the major component and labour that is more medi-
cal and managerial; between work that involves significant contact with
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dirt and human effluvia and work that is relatively clean. The outlines of
degenerate identities from a previous era are detectable, and they emerge
along the intersecting lines of class (manual versus mental labour) and gen-
der (servile versus resistant womanhood), in which the subordinate posi-
tioning in each couplet has a racially based referent in society. In Canada,
such borders are also drawn along the highly racialized lines of citizen/
noncitizen, inasmuch as foreign-trained professionals, including nurses, fre-
quently have great difficulty in having their credentials recognized (Ontario
2002).4 Transnational processes have had an unmistakable impact on the
health care labour force in Canada. The massive debt load of former colo-
nies to financial institutions like the World Bank, and the structural adjust-
ment policies demanded by these institutions, have produced an economic
upheaval in which masses of migrant workers, including highly skilled ones
such as immigrant midwives/nurses of colour, seek a living outside of their
home countries in the South.5 The decisions of medical workers to migrate,
however, cannot be seen simply as the “free-choice” prerogative of an occu-
pational elite. The migration of doctors, nurses, midwives, and other health
care professionals to First World countries must be viewed as part of a global
movement of migrants seeking employment. The number of these migrants
has reached nearly 200 million (United Nations 2003). The movement of
medical workers takes place in a very specific economic context in which
benefits accrue to First World receiver countries, further degrading the liv-
ing conditions of most residents of Third World sender countries.6

Some feminist theorists insist that the gender division in health care mir-
rors “the traditional division of labor between men and women in the fam-
ily” (Butter et al. 1987, 140), with women responsible for such tasks as cleaning,
education, caring, counselling, and so on, and men accountable for the more
prestigious and intellectually demanding “curative” work. I contend that the
health care labour force resembles not the “traditional” family but the newly
reconstituted bourgeois family in which migrant and immigrant women of
colour and other marginalized women perform the fundamental caring
duties, allowing the (white, middle-class) woman of the family to pursue
more prestigious, lucrative, and autonomous forms of work.7 Such a claim
must be considered in relation to the inability of Canadian nursing schools
to meet the demands for nursing personnel (Ross-Kerr and Wood 2002, 23),
the overrepresentation of immigrant women of colour in the health care
labour force (Preston and Giles 1997), and their lack of representation pro-
portional to their numbers in managerial positions in nursing (Stasiulis and
Bakan 2003, 129; Calliste 2000, 150; Caissey 1994). What must also be taken
into consideration is the streaming of nurses of colour into low-status units
such as chronic care, rehabilitation, and geriatrics, where advancement is
unlikely and occupational injury more common (Caissey 1994; Lum and
Williams 2000).8
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As provincial and federal budget cuts shift health care from institutions
to the home, women increasingly experience the burden as unpaid labour.
While this unequal burden reflects a gendered division of labour, it is also
unequally distributed across class and race boundaries (Glazer 1988). Those
who can afford to do so will hire registered nurses, nursing assistants, or
home aides to perform work created through this policy. Immigrant nurses
who are prevented from becoming registered (because they lack English
proficiency, and/or resources to prepare for and pay for licensing examina-
tions, and so on) may come to perform these jobs in unregulated and/or
non-unionized workplaces where conditions and remuneration are substan-
dard. The interlocking relations of domination with regard to hierarchies of
class, race, and gender are clearly visible in the recent health care crisis in
Canada.

Midwifery: The Chronology of Exclusion

Prelegislation Midwifery as a White Space
The re-emergence of midwifery in the 1970s in Ontario represents a conver-
gence of multiple and sometimes conflicting forces, including feminist and
traditional women’s health movements (including those which challenged
the medical management of childbirth); counterculture lifestyle practices;
and efforts by largely British-trained midwives to have their skills recog-
nized within the health care system.9 The revival of home birth, which had
been systematically eradicated in Canada and the United States by the mid-
twentieth century, played a key role in midwifery’s revival.10 In the 1960s
and early 1970s, some women from Ontario’s largest city, Toronto, includ-
ing some from marginalized religious communities, and others who, with
their partners, sought birth experiences outside of the hospital setting, used
the services of doctors willing to provide care at home births (Bourgeault
1996, 37). In 1976, funding cuts to the Victorian Order of Nurses (VON)
meant that home-birth doctors lost access to formally trained assistants,
and that their clients forfeited follow-up care by nurses in the immediate
postpartum period. The Home Birth Task Force, organized to lobby for res-
toration of VON services, became the springboard for the development of
community-based midwifery training, and ultimately for the movement to
integrate midwifery into Ontario’s health care system.

In the next decade, two groups followed quite different trajectories in their
quests to give Ontario residents access to midwifery care. Some foreign-
trained nurse-midwives, primarily white women from Britain, had formed the
Ontario Nurse-Midwives Association (ONMA) in September of 1973 (Ontario
Nurse-Midwives Association n.d.). The group went on to gather informa-
tion and lobby medical and nursing organizations for the incorporation
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of some form of midwifery care into the health care system. Many were
labour and delivery nurses working in hospitals, and they assiduously avoided
participating in out-of-hospital deliveries for fear of losing their nursing
credentials and/or their jobs (Bourgeault 1996, 43). It was not until 1981
that the ONMA connected with the recently formed Ontario Association of
Midwives (OAM), a support group consisting of women who were working
as birth assistants and midwives, and parents and others who supported
midwifery. An outgrowth of the Home Birth Task Force, the group boasted
nearly two hundred members by 1982 (Bourgeault 1996, 39). Eleanor
Barrington (1985, 16), a chronicler of midwifery, writes that “by 1980, the
majority of midwives and their clients belonged to the middle class. Today’s
‘wise woman’ is likely to be about thirty-five, raised in a suburb and univer-
sity educated.” Arguably, most of Barrington’s descriptives are code words
for white racial identity. That the early midwifery movement was, almost
without exception, composed of white women is accepted as fact by the
veteran midwives and midwifery activists interviewed in the course of this
research.11

Only three of the five white veteran midwives interviewed, all of whom
have been active in midwifery since the mid-1970s and are currently prac-
tising, were able to recall the presence of women of colour during the earli-
est years of the movement.12 Two mentioned the same practitioner, a woman
who attempted to become registered in the province but who ultimately
withdrew. One Toronto midwife remembered that a colleague in another
city had worked with “a black woman who had been a midwife somewhere
else, and I remember I met that woman just once” (Interview no. 19). In a
few cases, when asked to recall women of colour who became involved in
midwifery, interviewees mentioned women who might be described as “white
others” – not quite proficient in the cultural competencies that would al-
low them to merge easily into midwifery’s mainstream, but also unlikely to
be identified as visible minority people in a system of racial differentiation
in which skin colour is the primary reference point.

One interview subject remembered an Italian midwife who regularly at-
tended OAM meetings but eventually stopped coming. Recalled another
veteran midwife, “One of them who was practising was ... Argentinean, and
she had also practised in Holland and in Israel, and she spoke like five lan-
guages ... And she actually became quite involved and she got into our
circles” (Interview no. 17). Yet another veteran white midwife remembered
that “there was one woman who came here from Holland. That was in the
’80s. She wasn’t black but she ... was a practising midwife in Holland” (In-
terview no. 19). Such responses, I believe, indicate how unusual it was to
encounter women who differed in any way from Barrington’s description
of midwives quoted above. One veteran midwife who admitted that she
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remembered no one who was not white, educated, and middle class quipped,
“The most diverse was people coming from the United States!” (Interview
no. 21).

Spaces of Encounter
Ontario midwives and immigrant midwives of colour did, however, encoun-
ter one another, and these encounters occurred most frequently in contexts
with especially strong links to gender and globalization: health care and
child care. White midwives frequently accompanied their clients to the
hospital, where they were prevented from engaging in clinical care but could
provide needed emotional and physical support to the labouring woman.
In such a setting, they met and interacted in the prelegislation period with
midwives of colour who worked as labour and delivery nurses. In Toronto,
where more than one-third of nurses are immigrant women of colour, these
encounters would have been almost impossible to avoid. One white mid-
wife admitted that she just as frequently encountered immigrant midwives
of colour working as nannies for her clients as she did nurses in hospitals.
Describing her interaction with these women, this veteran midwife said,
“Sometimes, I would say, [they] were very friendly and sort of said, ‘I was a
midwife from my own country, you know!’ and there was a very collegial
feeling about that ... We talked just experiences kind of thing. But some-
times women would say ... I’ve been asked like, ‘who do you contact [to
become a midwife in Ontario] ?’ and whatever” (Interview no. 20).

These postcolonial spaces of encounter structure the stories that can be
told about the women who inhabit them (Grewal 1996). In the prelegislation
period, white midwives and immigrant midwives of colour were employed
in the health care system in subordinate and non-commensurate ways.
Midwives of colour working as labour and delivery nurses were subordinate
to doctors and frequently to white nurses; however, they also commanded
institutional authority in relation to prelegislation midwives, whose pres-
ence in the hospital as labour support was met with varying levels of enthu-
siasm among staff. White midwives may have been looked upon with
suspicion and disdain by both doctors and nurses, who resented their sup-
posed antimedical stance and claim to expert knowledge, but the women’s
white, middle-class identity may also have afforded some advantages.

Alone among those interviewed, one midwife frequently directed mid-
wives of colour to the various routes to professional practice available to
them and has a long record of resistance to exclusionary policies. Encoun-
ters between white midwives and immigrant midwives of colour described
in other interviews never involved the exchange of information that might
encourage the non-practising midwives to become involved in midwifery-
related activities. One immigrant midwife of colour who was among the
small handful who participated in prelegislation midwifery activities recalls
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that her own training and aspirations to practise, as well as the constraints
on her ability to do so, were largely ignored by the white midwives she
encountered, some of whom later became key policy makers:

I think I expressed interest certainly, ultimately that I’d like to practise but
because of my status, I didn’t want to practise in the way that they were
practising currently, because I was just afraid about earning an income and
not having my status. I was only allowed to work ... I was only supposed to
work as a babysitter. But it was so tenuous as well, and because I really
wanted to stay in Canada I didn’t want to do anything to jeopardize it ... I
don’t recall anybody saying, “I want you to come to a birth with me and see
how you feel, see if you really want to.” People knew, they knew that I
really passionately wanted to do midwifery here ... It just occurred to me,
there was never anything. (Interview no. 6)

Four out of the five midwives of colour interviewed who had worked as
labour and delivery nurses before the legalization of midwifery recalled
meeting white midwives in the hospital setting. Two of these women re-
membered that colleagues regarded the midwives with suspicion, seeing
legalization as a potential threat to nursing jobs. However, one did remem-
ber the interaction as pleasant and collegial. “We had a delivery, quite nice.
So we kind of appreciated them, and then they said, ‘Oh, you guys are
doing quite well too.’ We kind of appreciated each other, and then we said,
‘The mechanics of birth are always the same’ ... They did want to know who
we are. And then we did want to know who they are, too” (Interview no. 2).
Interactions between midwives of colour working as labour and delivery
nurses and white midwives in the prelegislation period were varied, rang-
ing from indifference and hostility to enthusiastic support.

There were other settings in which these groups met. One white midwife
described how she invited foreign-trained midwives, including women of
colour, to share their skills at in-service seminars. Because they were not
practising midwives, these women were barred, later in the seminar, from
attending the peer-review session of local midwives that was part of the
self-regulatory process in the years before legislation. “I think they felt quite
eliminated when they weren’t allowed to be in on those meetings, the vet-
eran midwife told me” (Interview no. 16).

Why would these two groups not have found enough common ground
to forge personal and political links? From the point of view of midwifery
activists, it can be argued that a number of discourses, including
inferiorization of nurses, their construction as subservient to doctors, and
their assumed acquiescence to conventional medicine, converged with rac-
ist discourses, including those about Third World medical training, to pro-
duce a subject wholly antithetical to the respectable, feminist subject the
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midwifery movement was struggling to construct. For midwives of colour
working as labour and delivery nurses, their own claims to special profes-
sional knowledge were undermined by the presence in the workplace of
these white and, for the most part, empirically trained midwives. The im-
migrant midwives of colour who were interviewed used a variety of discur-
sive strategies to retain their status as midwives despite being prevented by
midwifery legislation from claiming that title. Immigrant midwives of colour
struggling to achieve professional status and workplace security as nurses
might have logically desired to maintain their distance from a midwifery
movement seen to represent counterculture and antimedical values.

While interactions between immigrant midwives of colour and white
midwives were relatively infrequent and took place under circumstances
characterized by complexity, they did occur. In some spaces, these groups
were structured into the system in ways that virtually guaranteed that they
would not seek common ground. Still, there were numerous opportunities
to explore points of professional convergence. Consequently, exclusionary
policies and attitudes were enacted not from a racially bounded space of
ignorance, but from a position of knowledge, however limited, of the skills
and aspirations of the women with whom white midwives came into con-
tact in the prelegislation period.

Few midwives of colour participated in prelegislation midwifery, nor did
the midwifery movement constitute a diverse environment in terms of cli-
entele. Veteran white midwives whom I interviewed, all of whom had ex-
tremely active practices (thirty to forty births a year as primary care provider)
in urban settings, had slightly different but uniformly low estimates of the
number of women of colour they served in the years before legalized mid-
wifery. One veteran reported that she had “about forty births in a year [...]
Out of those, a couple would not be, would not be ... white people” (Inter-
view no. 20). Another midwife estimated the number to be “one percent?, if
[that]” (Interview no. 19). One of the few immigrant midwives of colour to
practise in the pre-legislation period indicated that the bulk of her clientele
was white, with clients of colour accounting for “maybe 5 percent, actu-
ally” (Interview no. 17). Asked why she thought that women from her own
immigrant community did not seek midwifery care, she replied that she felt
that the cost of care had been a deterrent to potential clients and that she
herself couldn’t afford to do as many “free births” as she would have liked
(Interview no. 17).

The Outreach Committee of the Association of Ontario Midwives,
1984-93
Immigrant midwives of colour had little to do with the midwifery revival in
the province other than as imagined partners. Used in this role they consti-
tuted a useful bargaining chip in convincing the provincial government of
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the need for midwives. In 1983, the province began a review of health pro-
fessions, with the global aim of revamping how these professions were regu-
lated in Ontario.13 The Health Professions Legislation Review (HPLR)
contacted numerous organizations, among them the Ontario Association
of Midwives (OAM) and the Ontario Nurse-Midwives Association (ONMA),
to ascertain whether midwifery should be regulated as a health profession
(Bourgeault 1996, 42). The HPLR proved to be a pivotal event in the re-
emergence of midwifery, as midwives and their supporters began to direct
substantial effort toward being incorporated into Ontario’s health care sys-
tem. The OAM and the ONMA joined with the Midwifery Task Force of
Ontario (MTFO), a newly formed consumer support group, to produce a
brief for presentation to the HPLR.14 With the turn toward legalization came
what appears to be the first public statement about access by marginalized
groups to midwifery care and practice. Unlike the equity positions articu-
lated by midwifery bodies in subsequent years, this statement acknowledged
that the access to care by marginalized groups and their access to midwifery
practice were interrelated. It named the material resources that the achieve-
ment of equity between dominant and marginalized groups required: “Given
the substantial benefits that accrue to lower-class and immigrant women
through midwifery care, it seems clear that midwives would be recruited and
educated from as broad an ethnic and class range as possible. Access to mid-
wifery education then, for those who might otherwise be excluded, should
be guaranteed by means of subsidized training programs; in northern regions
of Canada, such programs should be particularly geared to the training of
Native women” (Midwifery Task Force of Ontario 1984, 7). Notwithstanding
unsubstantiated claims about midwifery’s benefits to “lower-class and im-
migrant women” and the racializing effects of this form of representation,
this is perhaps the most progressive and inclusive statement to appear in
midwifery publications. As legalization approached, concerns with equity
grew less radical, less urgent, and far less pragmatic.

In November of 1984 the OAM and ONMA agreed to merge, creating the
Association of Ontario Midwives (AOM n.d., 1). One of the AOM’s goals,
stated in the first issue of its newsletter, was “outreach – to include the many
midwives unable to practise their profession in Ontario,” among them those
trained outside of Canada (AOM n.d., 4). On the agenda for the group’s first
annual general meeting was the establishment of an “outreach committee.”
Other AOM committees, such as the legislative and professional advisory
committees, published reports in the organization’s newsletter. Reports from
the outreach committee were absent from the publication in the
organization’s first few years. The issue of foreign-trained midwives, how-
ever, did concern the AOM. How midwives would be educated and inte-
grated into the health care system become a pressing matter in 1985. In
that year, a coroner’s inquest investigating the death of a baby whose mother
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was attended by midwives recommended the regulation of midwifery in
the province. This outcome influenced a similar recommendation by the
HPLR and led ultimately to the legislature admitting midwives to practice
on 31 December 1993 (Bourgeault 1996, 70).

In their 1985 submission to the HPLR, the AOM outlined its plan for the
integration of midwifery into the health care system in Ontario. It recom-
mended that “only midwives who have attended a minimum of 50 births,
30 of them as primary caregivers, be considered. These midwives must have
been trained and/or [have] practised in the last five years either in Ontario
or in a foreign jurisdiction” (MTFO 1986, 11). The AOM’s plan for legalized
midwifery stipulated that foreign-trained midwives who had graduated from
accredited schools and who had trained in the previous five years needed
only to provide evidence of their certification to be eligible for a phased-in
training program. The policy relating to foreign-trained midwives under-
went significant revision as midwifery moved closer to integration into the
health care system. Ultimately it prevented many immigrant midwives,
among them numerous women of colour, from re-entering their profession
with the advent of legalization.

In 1987, the AOM board was concerned with reviving the inactive out-
reach committee, and a motion was unanimously passed designating the
committee’s main priority to be “the needs and concerns of rural midwives”
(AOM 1987a, 12). This motion was soon amended to include “minority
group midwives, at this time particularly, the Inuit” (AOM 1987b, 9). In the
period prior to legislation, the AOM seemed to invest time and resources in
forging links with a variety of “traditional midwives.” Its Fall 1987 news-
letter reports at length upon the travels of outreach committee chair Betty-
Anne Putt to Canada’s North to meet with traditional midwives, as well as
to Nicaragua and to various international conferences (AOM 1987a, 10).
The newsletter devotes nearly two full pages to these events, as well as to a
discussion of Putt’s efforts to establish sites abroad where Ontario midwives
could gain clinical experience, such as in Sierra Leone, Algeria, the Dutch
Antilles, and Malaysia.

Strong in their belief that the instinctual birth behaviours of Western
women had been perilously eroded, some Ontario midwives saw themselves
as the First World guardians of traditional birthing knowledge, the richest
repository of which was thought to exist among Third World midwives. In-
teractions such as Putt’s with Third World midwives – and widespread “mid-
wifery tourism” – conferred a significant degree of midwifery authenticity
upon Ontario midwives in their quest for validation. Far from benign, these
interactions represent a form of imperialism wherein, as bell hooks (1992,
25) has argued, “the suffering imposed by structures of domination on those
designated Other is deflected by an emphasis on seduction and longing where
the desire is not to make the Other over in one’s image but to become the
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Other.” This longing for the “other” had its limitations inasmuch as the
midwife who is desired is the mythical purveyor of unmediated birthing
knowledge encountered in situ, not the fully historicized migrant midwife
transported to the First World by conditions of globalization.

A short paragraph inserted into the report of Putt’s activities hints, how-
ever, at some fleeting awareness on the part of the AOM of the contradic-
tion posed by pursuing the traditional midwife into her Third World habitat
when the Third World already has an undeniable presence in the First World.
“It will be an important project,” reported the AOM newsletter, “to contact
all the midwives in Ontario who have been trained in other countries as
midwives to help them to become incorporated into the new health care
system. This has to be discussed” (AOM 1987b, 10). In a tacit recognition of
the predominance of immigrant midwives of colour among those who might
wish to become registered, the outreach committee recommended that ads
be placed in “ethnic” newspapers, a suggestion that was followed in Eastern
Ontario, but not in Toronto, where the visible-minority immigrant popula-
tion was far greater.

Throughout 1988, reports of the outreach committee in the AOM news-
letter dealt exclusively with Betty-Anne Putt’s travels and connections with
traditional midwives. Sparse news followed in 1989. One midwifery activist
told me that the committee was disbanded in that year under circumstances
that she was prevented from describing to me by a vow of institutional
confidentiality (Interview no. 17). The paralysis that afflicted the outreach
committee was multifaceted. First, it never attracted the most politically
influential members of the midwifery movement. Second, there was a lin-
gering tension among midwives and their supporters between those who
defended regulation and those who regarded it with suspicion.15 Third, as
AOM members were increasingly called upon to serve on provincial boards
and committees related to midwifery legislation and implementation, those
with political and organizational skills were catapulted into positions of
power and influence. Many of the most active were members of the Mid-
wives Collective, a feminist-identified group that paid its members to do
political in addition to clinical midwifery work, and whose members seemed
to have fewer domestic responsibilities than other practitioners (Bourgeault
1996, 46). The outreach committee rapidly became a refuge for those who
were excluded from public midwifery work due to their purported lack of
political acumen, their opposition to incorporation, their geographic isola-
tion, or their inability (largely owing to child rearing responsibilities) to
devote time to both midwifery politics and midwifery practice. One veteran
midwife claimed that the committee “became this place ... it was like a
haven for people to come and join with each other and share ideas about
what was going on around the province. It became a haven for the rural
midwives, it became a place where they felt safe. It became a place where
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they could talk about what they really wanted to talk about. And at one
point, it became a place where people joined if they had different ideologies
and were really concerned about legislation and were more interested in
decriminalization” (Interview no. 17).

In 1990, the outreach committee, now under the leadership of Teresa
Maloney, proposed yet another mandate: “(1) to make contact and pro-
mote exchange between the AOM and midwives and students in Ontario
who are isolated by such factors as geography, ethnic origin, or need for
support; (2) to provide information about the AOM and encourage involve-
ment and; (3) to work toward equal access to midwifery education and to
midwifery care for all those who may be discriminated against on the basis
of such factors as language, culture, age, economic status, sexual orienta-
tion, gender, geographic location, disability, race or religion” (AOM 1990,
13). This was a much more aggressive and comprehensive equity agenda
than any that had preceded it. At the same time, an equity committee was
established within the Interim Regulatory Council on Midwifery, the body
that had been appointed by the provincial government to integrate mid-
wifery into the health care system. The outreach committee of the AOM
was never an effective body and it became even less functional in the years
just prior to legalization, meeting only once a year (AOM 1991, 20). In 1992,
the struggling committee was again restructured so that regions could imple-
ment their own outreach projects, although no outreach activities are de-
scribed in the regional reports in the AOM 1991/1992 Report. The report
does state, however, that in 1993 the mandate for an outreach/equity com-
mittee was being drawn up (AOM 1993, 16).

The outreach committee, the AOM’s appointed body for dealing with
marginalized midwifery groups, was itself marginal within an organization
increasingly concerned with drafting policies that would serve those al-
ready practising in the province. Internal fragmentation was not the only
factor contributing to the committee’s inertia; there were also compelling
conceptual and strategic reasons to neglect the outreach issue. Inasmuch
as midwives saw themselves as unfairly and rigorously marginalized, an
effort to include racialized midwives may well have been a low priority.
Inclusivity may have been seen as a liability to a movement clamouring for
respectability.

Government Bodies and Exclusionary Policies during
the Integration Period
In 1986, the provincial government accepted the Health Professions Legis-
lation Review’s recommendation that midwifery become a regulated pro-
fession and established the Task Force on the Implementation of Midwifery
in Ontario (TFIMO). The task force’s mandate was to supply the minister
of health with information on midwifery education, scope of practice,
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governance, and a variety of other matters (TFIMO 1987, 29). Chaired by
prominent feminist lawyer Mary Eberts, the task force included a physi-
cian, a Canadian nursing professor trained as a nurse-midwife in the United
States, and the chair of the Health Professions Legislation Review. Even
though no midwives sat on the body, they did exercise considerable influ-
ence over its proceedings. The Association of Ontario Midwives and its
closely allied support group, the Midwifery Task Force of Ontario, organized
numerous submissions to the TFIMO from consumers and local and inter-
national organizations (Bourgeault 1996, 74).

In total, eighty-six organizations, twenty-four of them women’s groups,
made submissions to the TFIMO. Only five of the submissions came from
organizations representing racial minority groups, including the Union of
Ontario Indians, the Multicultural Women’s Centre, Women Working with
Immigrant Women, and the Association of Iroquois and Allied Indians
(TFIMO 1987, 273). Ironically, this was a period in Ontario of intense politi-
cal organizing by women of colour and of the proliferation of community,
provincial, and national groups devoted to gaining political rights for im-
migrant women of colour (Pierson and Chaudhuri 1993). Groups such as
the National Organization of Immigrant and Visible Minority Women, the
Congress of Black Women, the United Council of Filipino Associations of
Canada, the Women’s Committee of the Canadian Ethno-Cultural Council,
the Chinese Canadian National Council, and Intercede, an advocacy orga-
nization for foreign domestic-workers all endeavoured in this period to pro-
vide services to marginalized women and to advocate for them on a number
of fronts (Agnew 1996, 111). Struggles around racism in the feminist move-
ment also moved to the fore. The National Action Committee on the Status
of Women (NAC) had been pressured by women of colour to add an immi-
grant and visible minority women’s committee, and organizers of Toronto’s
International Women’s Day celebrations began, in the wake of intense criti-
cism, to pursue a more antiracist organizational structure and politics. Femi-
nists of colour identified racist dynamics as being endemic to many
white-dominated feminist services and organizations (Findlay 1993, 208).

White-feminist activism was being increasingly directed toward gaining
recognition and resources from the state. As Christina Gabriel (1996, 190)
has noted, the province’s responses to women of colour were “ad hoc” be-
cause this group could not be inserted neatly into either “race relations” or
“women’s policies” frameworks. Carmencita Hernandez (1988, 159), an ac-
tivist who later served on a College of Midwives advisory board, observed,
“There was no policy regarding visible minority women. As women we were
not targeted by policies and programs of the OWD [Ontario Women’s Di-
rectorate]; as visible minorities, we were lumped together with men by the
Race Relations Directorate.” A 1984 Royal Commission on Equality in Em-
ployment had identified four groups – women, visible minorities, Native
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people, and disabled persons – who had historically been disadvantaged
and had suffered discrimination. Numerous policies and provincial bureau-
cracies like the Ontario Women’s Directorate and the Race Relations Direc-
torate ensued to address issues relating to the groups as defined by the
commission. The defining concepts of these structures rendered them un-
able to deal with those whose identities overlapped these categories.

The legalization of midwifery was viewed as a “women’s issue” and its
successful implementation as a benefit to all women. Rarely does the Report
of the Task Force on the Implementation of Midwifery in Ontario refer to social
identities that complicate the category of “women.” “Immigrant women,”
often an inferiorizing social category (Ng 1988), is invoked only in passing
and only in terms of the “neediness” of such women. Even the advocacy
group Women Working with Immigrant Women claimed in their submis-
sion to the TFIMO that “women from different cultures” needed midwifery
care because they were averse to being treated by male physicians, thus
reinscribing such women as subjects entrapped in gender-segregated patri-
archal cultures (TFIMO 1987, 259). Moreover, the remedy promoted for this
situation was care by women who were motivated by cross-race female
empathy and who were, therefore, unimplicated in individual or systemic
racism. Absent from the report, except in a statistical accounting of the
province’s nurses, is any reference to immigrant women of colour with mid-
wifery training from their previous country of residence or to the barriers
that might prevent them from benefiting from the province’s attention to
this “women’s issue.” White midwives and their supporters used their con-
siderable skills and influence to produce an extraordinary number of submis-
sions to the TFIMO. Women of colour, a group with a significant investment
in the midwifery profession, were almost completely absent from the task
force’s report.

Accounting for Immigrant Midwives of Colour in the TFIMO Report
The Report of the Task Force on the Implementation of Midwifery in Ontario
showed, inarguably, that immigrant midwives of colour were keenly inter-
ested in practising in the province. In a survey conducted in 1985 through
the College of Nurses of Ontario, 4,514 registered nurses and registered nurs-
ing assistants reported that they had received midwifery training. It was esti-
mated, however, that the actual number of nurses in the province with such
training was between 6,000 and 7,200 (TFIMO 1987, 149). Approximately
35 percent of those who responded to the survey reported that they com-
pleted their midwifery education in the West Indies, India, or the Philip-
pines. Among the total number of respondents with midwifery training, 621
desired to practise midwifery once legislation was in place. Only 110 of these
had ever actually practised midwifery prior to coming to Canada. Of these
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110, nearly 40 percent had practised in the “West Indies or the Philippines”
(TFIMO 1987, 151). There are no data to indicate what portion of those
respondents who said that they had previously practised in the United King-
dom or the “United Kingdom and another country,” or who had indicated
the category “other,” were women of colour. However, among those immi-
grant midwives of colour interviewed for this study, seven out of seventeen
or 41 percent had studied and/or practised midwifery in the United King-
dom. These data suggest that perhaps half or more of those who had been
trained in midwifery, had practised before coming to Canada, and wished
to resume practice were women of colour.

Estimates of the number of “racial-minority” women who were interested
in practising the profession are complicated by post-1985 trends in immigra-
tion. Immigration to Canada from Europe accounted for 77 percent of immi-
grants in 1967. In 1987 only 22 percent of immigrants were Europeans. In
1987, immigration from South and Central America (including the Carib-
bean) quadrupled from 1967 rates (Task Force on Access to Professions and
Trades in Ontario 1989, 12). Nearly 40 percent of Chinese immigrants, who
comprise 26 percent of adults in “visible minority” groups, arrived in the
years between 1982 and 1991. And similarly, nearly 40 percent of immigrants
from the Philippines arrived in the years between 1982 and 1991, although
they comprise only 7 percent of the total “visible minority” group (Statistics
Canada 1999). In addition, in the period immediately preceding the legaliza-
tion of midwifery, one-third of all Filipinas, as well as one-third of all black
women, were working as health care professionals (Boyd 1992, 303), suggest-
ing that immigrant women from the South may have been more likely to
have training as health care workers, including midwifery training.16

The 110 women, probably half or more of whom were women of colour
who had previously practised midwifery and who, in the College of Nurses
survey, expressed an interest to do so again, must be considered carefully
here. The data indicate significant confluences between nurses with mid-
wifery training and those women engaged in re-emergent midwifery. Ac-
cording to the TFIMO report (TFIMO 1987, 343), these 110 nurses had, almost
uniformly, performed the entire range of midwifery functions named in the
survey. In addition, they had practised in a variety of settings and a notably
high proportion – 71.3 percent – had conducted home births. The report
also showed that, while this group envisioned midwifery as a nursing spe-
cialty with independent status, they were not wedded to the idea of nursing
training as a prerequisite for hospital privileges for midwives in Ontario
(TFIMO 1987, 382). Statistics for the cohort of all 621 of those who wished
to practise (with and without experience) showed that nearly half supported
the right of non-nurse-midwives to practise in the province both in and out
of hospitals and that an overwhelming majority supported the right of all
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qualified midwives to conduct home births – positions not supported by
their own provincial nursing organizations (TFIMO 1987, 382).

The data collected for the Report of the Task Force on the Implementation of
Midwifery in Ontario offered the only knowledge available at the time about
the skills and aspirations of immigrant midwives of colour. These statistics,
as well as data about the philosophies and skills of foreign-trained mid-
wives of colour, belie alarmist claims such as those made subsequently by
the members of the Midwifery Task Force of Ontario who, it can be argued,
entirely misread the TFIMO report. In a quote that resonates with racist
discourses of immigrant invasion and usurpation, the civilized mission of
midwifery is seen as being overrun by the uncivilized:

It is important to remembers [sic] when we consider ongoing challenge
testing that according to the 1987 survey in the Report of the Task Force on
the Implementation of Midwifery in Ontario, there are approximately 4000
foreign-trained midwives working as nurses in Ontario. Of these approxi-
mately 600 would be interested in practising midwifery in Ontario. These
are overwhelming numbers in comparison to the 50 or 60 practising mid-
wives in Ontario today. There are concerns throughout Ontario that the
soul of midwifery could be jeopardized by such a large influx of foreign-
trained midwives with a different philosophy of continuity of care, choice
of birthplace, and informed choice, who would shape or alter the approach
of midwifery care simply as a result of their numbers.17 (Matthews and
Thatcher 1992, 21)

Even with the evidence of the TFIMO report proving the concept false, the
project of integrating midwifery into the health care system became infused
with the idea that foreign-trained midwives were philosophically opposed
to the Ontario model of midwifery care. Midwifery activists and policy
makers who supported them held firmly to the argument that foreign-
trained midwives would endanger the project. Such an assertion also served
to delineate the boundary between midwives’ “turf” and that occupied by
nurses. A member of the Interim Regulatory Council on Midwifery (IRCM),
the first institutional precursor to the College of Midwives, commented:

The issue of preserving the full model of care wasn’t designed with any
conscious intent to exclude anybody, as much as it was designed with con-
scious intent to protect ourselves against the College of Nurses, who ini-
tially wouldn’t have wanted a home birth model ... The foreign-trained
midwife thing for the IRCM ... wasn’t a matter of “foreign,” it wasn’t a matter
of “foreign” at all. It was people who didn’t have the home birth experi-
ence. Because without the people having had that home birth experience
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in the program, we couldn’t protect home birth and that was really, really
important to the model itself. (Interview no. 25)

Despite documentation demonstrating the wide scope of their former
practice and indications of some degree of philosophical congruence be-
tween the Ontario midwifery movement and those nurses with midwifery
training from abroad, the TFIMO report painted foreign-trained practitio-
ners as effectively obsolete. It took pains to emphasize one aspect of what
the College of Nurses of Ontario survey had reported: that the training of
those who wished to practise after legislation had been obtained, for the
most part, before 1970, and was therefore “outdated” (TFIMO 1987, 148).
There was no recognition that, for those working as labour and delivery
nurses, temporal distance from midwifery training and practice did not
necessarily signal inferior midwifery skills. To claim so is to deny any
confluence between obstetrical nursing knowledge and midwifery, a claim
that cannot logically be substantiated. My research with immigrant mid-
wives of colour who worked as labour and delivery nurses demonstrates
that their midwifery qualifications distinguished them in the hospital set-
ting as especially skilled, and even prompted doctors to allow them to man-
age deliveries alone in some institutions. However, in the end, the report
concluded, “foreign-trained midwives” would probably need to repeat their
basic midwifery education (TFIMO 1987, 346).

The designation of foreign-trained midwives’ knowledge as obsolete had
a negative impact on both white women and women of colour. For the
latter, it replicated a racist legacy of the inferiorization of the credentials of
nurses of colour in Canada (Calliste 1993) and became yet another road-
block in a system structured to limit their occupational mobility.

Few if any immigrant midwives of colour saw the necessity to make a
special case with the task force for their integration into practice in the
province. As my research shows, many were unaware of the impending leg-
islation and those who were aware may have believed that their nursing
organizations would protect their interests. Regrettably, they did not testify
on their own behalf before the Task Force on the Implementation of Mid-
wifery in Ontario, and their interests went unrepresented for the entire for-
mative period of the midwifery profession in the province. But the TFIMO
report did not formulate insuperable barriers for foreign-trained midwives.
It recommended the initiation of a Midwifery Integration Program as “a
means for the best qualified midwives, maternal/child nurses, and others to
integrate into the regulated profession of midwifery” (TFIMO 1987, 153). It
outlined a straightforward procedure in which anyone with twelve months
of residency in Ontario as a citizen or permanent resident, English profi-
ciency, and “educational preparation or significant experience in midwifery,
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maternal/infant nursing or medicine” (TFIMO 1987, 152) could undergo
examinations leading to Ontario certification. The government-appointed
bodies that were charged with the implementation of midwifery, and that
were controlled largely by white midwifery practitioners, would reformu-
late these earlier policies in ways that worked to exclude women of colour.
How this occurred and which purposes were served by exclusion will be
explored in the next chapter.


