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Alaska jJitaite legislature

House Jf Representatives

Committee on Pooch V
SUt# Capitol

Official Butineaa Hesltfi, Glucition & Socil Services Junaau. Alaaka 99611

“April 1, 1982

The Hon. Joe Hayea, Speaker
House of Representatives

Dear Mr. Speakeri

It 1s the intent of this Committee that this bill, CS2dSS HB 11,
establish a legislative basis for licensure of midwives 1in Alaska.
This optional licensure is expected to result in an upgrading of
the services provided by all midwlvis iIn the state.

The examination provided for in this legislation should be
structured so as to uphold the standards of the occupation.
Whenever possible, the examination should Include oral, written
and practical components. This Committee recognised that the
unique features of Alaskan geography and culture demand flex—
ibility in the Implementation of this Intent.

Slncorely,

Hike Belme. Chairmen
House H.E.S.S. Committee
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Introduced: 4/27/81 _
E&efer‘egz health Education &
ocial Services

IN THE HOUSE By rocERS AND VASKA

SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 11
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWELFTH LEGISLATURE - FIRST SESSION
A BILL
For an Act entitled: "An Act relating to midwifery."
BE T ENACTED BY TrtE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. FIND**CGS AND INTENT. The leglalature recognises the unique
physical and emotional aspects of childbirth, and the need to protect and
enhance the religious, cultural, and individual freedoms in the manner,
setting, and cost of childbirth. The legislature finds that the traditional
and cultural use of mldvlvea continues and that the demand for midwifery
service la increasing In Alaska without adequate regulation and licensure.
Therefore, the legislature Intends that midwifery be regulated in tha public
Interest to assure that users of midwifery services are aware of tha com*
potency levels of their health care providers, and that licensing of mid*
wives does not remove from the parents the reaponsibl.ity for choosing
idiere, vhon. how, and with uhom to del'ver their babies,

"Miv* ¢ ¥ imended by adding a new cnapter to read:
pernc**'*A CHAPTER 69. MIDWIFERY.
.49.010. LICENSED MIDWIFE PRACTICE. A person who practices
Micensed midwife shall obtain a license granted by the Department
of Commerce and Economic Development aa provided In this chapter and
ihall practice midwifery In accordance with this chapter.
Sec. 01.1f.020. UNLAWFUL REPRESENTATION. It la unlawful f«r a

person to represent oneself aa a licensed midwife unless the pereon is

currently licensed under chie chapter.
Sec. 01.09.0)0. 0**THS OF THE DEPARTMENT. The depertment shell
<11 license persona to practlcs midwifery:

MM



(2) prepare and administer examinations which test compe-
tence in midwiferyi

(3) prescribe a bhiennial license fee for licensed midwives
not to exceed $25;

(4) develop, publish, and make available to interested
parties at a reasonable cost, a bibliography and guide to the examina-
tion administered to applicants)

(5) require the compliance of licensed midwives with vital
statistic recording requirementsi

(6) require licensed aldwlves to maintain statistics relating
to births they attgggi.

Sec. 08.69.040, LICENSURE AS A MIDWIFE. A person Is eligible for
licensure as a midwife if that person

1) Is at least 18 years of agei

(2) furnishes proof of having received a high school degree
or Its equlvalenti

£0> Jitden (3) furnishes proof of having attended at least 20 hirths as
a midwife In the two-year period Immediately preceding the date of
application or has completed a midwife apprenticeship! proof Is by
affidavit of the applicant for births which occurred before January 1,
19B?i

(4) passes an examination administered by the department
meeting the requirements of AS 08.69.060]

(3) pays the license fee prescribed In this chapter.

Sec. 08.69.050. LICENSURE BY ENDORSEMENT. A person who is Ii-
censed as a mldwi.a by another state may be licensed as a midwife If

the requirements for that license are essentially the same as the
Jt requirements for licensure under AS 08.69.040.
lec. 06.69.060. EXAMINATION OF APPLICANTS, (a) The exemlinatlon

-2~ SSHB 11



for licensure as a midwife shall be administered at times and locations
selected by the department.

(b) The examination shall be in written form.

(c) Subjects examined by the examination shall Include, and are
limited to,

(1) anatomy of the pelvis and female genital organsi
(2) physiology of the female genital organs»
(3) recognition and management of pregnancy;
(A) understanding fetal presentations and positionsi

C, mechanisms and management of normal labori
(6) management of puerperium,
(7) injuries to the genital organs following labort
(8) sepsis and antisepsis in relation to labori

(9) preparation and management of the delivery site and
lying-in areai

(10) hygiene of mother and Infanti

(11) asphyxiation, convulsions, malformation, and infectious
diseases of the newborni

(12) causes, effects, and prevention of opthalmla neonatorum

(13) emergency occurrences requiring the attention of a
physlclam

(LA) requirements of vital statistics law relating to report-
ing of births and infectious diseases of the newborm

(13) the pharmacology of drugs used in emergency maternity
care for both mother and Infant following childbirthi

(16) nutrition as It relates to the prenatal, partal and

postpartum period;

(L7) management of breast feeding!
(18) knowledge of the bonding process and family interrela-

-3- SSHB 11
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tionshipsi

(19) knowledge of conscious control techniques for labor
management,

Sec. 08.69.070. RENEWAL Of LICENSES, (a) A midwife's license Is
renewable biennially on June 30.

<b) Notice of renewal will be mailed to every currently licensed
midwife on or hefore May 1 of each even-numbered year.

(c) A license not renewed by June 30 will lapse on July lor be
placed on the inactive list at the request of the licensee.

(d) A lapsed license will be reinstated within 90 days of lapse
upon receipt of payment of the license renewal fee and sitlsfactlon of
other renewal requirements.

The department shall establish requirements which must he met
>eMore a license may be renewed, which must Include a requirement that
an applicant for renewal has attended 20 births in the previous two
years or has completed 20 hours of continuing education. Continuing

v educatigsnu\«np»y Include childbirth-related postsecondary coursework,
1B workshops, or*practlcc in association withanother midwife, or any
! combination of training and experience ora combination of experience
70 and continuing education.

il Sec. 08.69.080. DISCIPLINE, DENIAL, SUSPENSION, OR REVOCATION OF
2 A LICENSE. (a) The department may revoke or suspend the license of a
2 midwife, OF the licensee may ha reprimanded, censured, or disciplined
2 ¢ the board finds after a hearing that

3t (1) the midwife has obtained orattempted to obtain a license
m under this chapter by fraud or deceiti

21 (2) the licensed midwife has wilfully violated a provision
25 of this chapteri or

(3) the licensed midwife has engaged In unprofessional

-A- SSHB 11
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(b) The department shall afford a midwife whose license has heen
denied or revoked the opportunity to have the license reinstated by
demonstrating ability to resume the competent practice of midwifery
with reasonable skill and safety.

Sec. 08.69.090. SCOPE OF PRACTICE, (a) A midwife licensed under
this chapter ma- perform functions within the scope of practice. The
scope of practice for licensed mldwlves Includes

(1) recognition of pregnancy and management of prenatal
caret

(2) preparation and management of the delivery site and
lying-in areaj

(3) management of the birth process and delivery of the
Infantt

(4) clamping and severing the umbilical cordt

(5) delivery of the placenta, with anti-hemorrhage tech-
nlquesi

6y recognition of an emergency labor or delivery situation
involving the mother or Infantt

(7) emergency procedures for asphyxiation, convulsions,
malformation, and infectious diseases of the newhornt

(8) administration of prevsntlve prophylaxis for ophthalmia
neonatorumi

(9) postnatal care of mother and infanti

(10) suturlngi

(11) routine laboratory Investigation for normal prenatal
care.

(b) In a medical emergency the scope of practice, to the extant

needed for the emergency includes
-5- SSHB 11
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(1) intramuscular injections for maternal hemorrhagei

(2) penetration of human tissue for emergency episiotomy,
repair, and severing the umbilical cord]

(3) oxygen use.

(c) The department shall desigrate the medications, therapeutic
agents, and techniques which a licensed midwife is authorized to admin-
ister and the circumstances under which those medications, therapeutic
agents, and techniques may be administered.

Sec. 08.69.103. INFORMED CONSENT FORM. (a) The department shall

develop an informed consent form which the licensed midwife shall
provide for clients at their initial meeting. The form will describe

the licensed midwife's

(1) philosophy of practicei
(2) education and trainingi
(3) experiencei

(4) services and feest

(5) procedures for meeting medical emergencies.

(b) The licensed midwife shall inform the client that the statis-
tical Information required by AS 08.69.110 is maintained by the licensed
midwife and is available for inspection.

src. 08.69.110. STATISTICS. (a) The department shall determine
the information concerning the practice of midwifery which must be
collected and retained. This information is subject to audit by the
department. The information is required to be retained in statistical
form and shall Include

(1) infections!
(2) hemorrhage!
(“  lospltal transfers!

(A) malprcMentationsi
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(5) normal deliveries;
(6) absence of physical examinations performed by a physi-
cian and the reason examinations were not performed.
(b) The statistical information required shall be filed with the
department every six months on a form prescribed by the department,
Sec. 08.69.120. MEDICAL HISTORIES. (a) The department shall
require licensed midwives to maintain a comprehensive medical and
obstetrical history of each client. The history shall include
) the mother's name and address;
) the mother'8 date of birth;
) the mother's gravidity and parity;
(4) progress in pregnancy, including routine laboratory
<nvestigation;
(5) progress of mother and infant in labor and delivery;

(6) characteristics of placental delivery and cessation of
bleeding of motheri

(7) APGAR administered to Infant;

(8) Immediate postpartum progress of mother and Infarti

(9) general health of mother and infant at the time the
midwife services terminate;

(10) other information required by the department.

Sec. 08.69.130. PRACTICE OF A LICENSED MIDWIFE. A person licensed

as a midwife under this chapter must

(1) ensure that 'C reasonably possible before the onset of
labor the mother has received a general physical examination by a
physicianr—T-

(2) %e/t}(r:n%end that the\ntsgﬂtervoewtransferred to twe0<c1ar\e/ ft}c?VP

a physician if a medical emergency is indicated.
Sac. 08.69.140. POSSESSION OK DRUGS. A licensed midwife may

of- SSHB 11
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possess and aaminister in accordance with a prescription from a consult-
ing physician agents used to stop maternal hemorrhage, oxygen, and
antibiotic eye drops.

Sec. 08.69.150. MIDWIFE APPRENTICESHIP. (a) A person may com-
plete a midwifery apprenticeship by observing and assisting in the
management and care of the mother and infant in at least 50 births. In
the course of 25 of those births, the apprentice must assume primary
responsibility, under the supervision and observation of the sponsor,
for the prenatal, intrapartal, and postpartal management and care of
the mother and child. A person undertaking a midwifery apprenticeship
shall register with the department at the beginning of the apprentice-
ship.

(b) A midwife apprenticeship must be under the immediate super-
vision of a sponsor. A sponsor may not supervise more than three
apprentice raidwives simultaneously. The sponsor shall secure the
compliance of the apprentice midwife with this chapter.

Sec. 08.69.160. DEFINITIONS. In this chapter

(1) "department" means the Department of Commerce and Eco-
nomic Development!

(2) "medical emergency" means a situation of a serious
nature which develops suddenly and unexpectedly and demands immediate
action during pregnancy, lab,r or delivery!

(3) "normal childbirth™ means a normal physiological state
of health in which the expectant mother is In a stable condition with-
out disease or complications! . c A K
(4) "sponsor" means a physician or  midwife licensed to

practice in this stater
(5) "unprofessional conduct" Includes the habitual overuse
of alcoholic heverages or depressant, hallucinogenic or stimulant
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drugs, as defined in AS 17.12.150(3), or addiction to the use of nar-
cotic drugs as defined in AS 17.12.230(13).
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ALASKA SIATE CEUISLATUKE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

MEMORANDUM May 21, 1980
T0: Representative Brian Rogers
FROM:  Bett?jjjparton, Issues Analyst

RE: The Effects of Re%lulation on Lay Midwifery
Research Request No. 120

This memorandum is in response to your request for information regarding
the effects of State regulation on’la mIdW.IfIr}/. At the time of your
request, )(ou asked that we research changes in the migdwife poPuIatlon of
various states, which may have occurred as a result of regulatory con-
trol. W\ have determined the existing data to be insuffiient for
responsible analysis of midwifery trends. Because there is ng hard data
availaple, we have compiled opinlons concernm% the effects of regulation
through telephone interview's with staff from alternative birth asSocjations,
State public health pro%rams and conversations with Ia% and nurse-midwives
ir. Alaska and other States. Our interview [ist is atcached for your review.
Alaskan lay midwives did not grant us permission to use their names and so,
ere identified in neither the text nor the attachments of this memorandum.

We have gathered what we consider »b be a representative sampling of
current attitudes and experiences regarding the effects of Sfate™re-
gulatory control. However, our perspectivé In presenting this Is that
0t the midwives.. We have not attempted to draw any infofmation from,
medical associations and obstetricians; and, consequently, should this
memorandum reflect any bjases, they should be construed Solely as the
opinions of the persons interviewed.

Pro'o_onents of lay midwifery are not necessarily. proponents of_one anothors
politics and phi osoPhles._ Consequently, our findings regarding the
current practice of lay midwifery are varied to some extent. L_aK
midwifery is a small, ‘albeit developing,movement in the U.S. with much,
internal” diffusion. Nonetheless, mldwives appear united jn an overriding
belief that distinct advanta%_es and disadvantages are to be realized

from regulation, When re?ul_a ions embody fairly derived standards and an
adequaté mechanism for attaining. chose Standards, it is safe to say. that
most contemporary lay mldwlves view State regulation to be worthwhile.
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However, most lav midwifery advocates feel that equitable standards have
rarely been established at” the state level and thus, exercise caution in
recommending regulatory measures. Conditions vary from state to state;
and whether~the general findings reported in thiS nemorandum night apPy
in, Alaska could bear further mvestlﬂatmn. Alaska has a very small lay
midwife population as evidenced by the fact that there are only two
known lay midwives practicing in Anchorage. Because of this, 1t might
not be in the State's interest to ?ursue steps toward regulation at"this
time. The subéect of relqulanon of these practitioners Can evoke heated
and emotional debate by fay midwives, medical professionals, and ?ubhc
health administrators.” On occasion, it apP_ears that more conflict has
emerged from the process of legislative action than existed prjor to the
public's attention to the matter. Part of the problem is surely due to
the new definitions chat lay midwifery has assumed combined with a lack
of model Ieglsla_tlon at the State level. Consequently, it may be wise
for Alaska 1o sit back and watch the effects of otherstates' “regulatory
provisions prior to adopting legislation of its own,

Background Information

The definition of midwifery has expanded since its mcePtmn in the

S, but basically still refers to the mana?ement and attendance of
childbirth, In today's society, there are three types of midwife;

the .traditional midwife, known as the "granny," who has obtained her *
training in labor and delivery solel¥] through apprenticeship and experience
2) the nurse-mldwlfe, who generally has obstetric nursing experience and
graduate coursework in midwifery; and 3) the modern lay midwife, who
generally has been trained throu?h a combinatign of coursework and
apprenticeship. There are more Tay midwives, ,mcludm% both the "granny"
and her contemporar counterpart, ‘than Practmoners o nurse-midwifery.
There are about 1800 nurse-mldvives in the U.S. In Texas alone a state
which exemplifies the Procl|_v|ty of lay midwifery in the South, there,

are an estimated 1500 lay midwives. The predominance of the lay midwifery
population may be due to the rigorous training required for nurse-
midwifery certification. Conversely, state laws that in the past nave

made it Telatively easY to he certified as.a lay midwife have been a factor
in the maintenance of 1lay mldwlves populations.

Most laws governing the practice of lay_midwifery wore adopted by states
in the first quartér of this century. “These laws were aimed at the
"granny" midwife and, for the most part, set very basic standards of
contral, generally only requiring a certificate of practice dispensed b
the authorized licensing board or agency. As the availability of medicine
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and professional health care expanded, the use of midwifery declined
from apout 50 per cent of all hirths in 1900 to only 12 per cent b
1935, But manY states left their lay midwifery laws unaltered, presumably
in deference to the few remaining “granny" midwives, The rate of decline
continued until the 1960's when 2 resurgzent interest in lay midwifery
occurred. At this point, a number of states found themselves with laws
considered by many medical associations and health departments to be
outmoded by turrent health standards, As a result, movements were made
in some states to amend existing legislation, thus marking the beginnings
of a conflict between the medical apd lay midwifery communities régarding
a mutually satisfactory interpretation of their respective roles.

IO

At basic issue is the question of home delivery versus hospital delivery.
Births attended by lay midwives generally take” place in the home or in” '
some Instances at”spécial maternity. centers. The American Medical
Association contends that non-hospital based deliveries place undue risk
upon the safety of the inrant, presumably because of the mother's distance
from emergency’ medical equipment and professional medical staff. Conversely,
lay midwives argue that th» nation's obstetricians have poorer maternal
and child morbidity and mortality rates than do lay. midwives who often, are
attending impoverished, high-risk patients. As an added point, lay midwife
associations offer World Health Organization data that indicate better
morbidity and mortality rates in déveloped countries, such as. Sweden and
Great Britain, where midwives are used more extensively than is the case

in the United States.

Midwives maintain that as doctors of medicine, obstetricians have been
taught to treat pregnancy from a pathological perspective rather th*n as
a natural condjtion; and” consequently have developed the same reliance
u?on anaesthetics and surgery as is prevalent in the medical diagnosis
of morbidity. Lay midwives further contend that such procedures as
cplsiotomy,” a surgical incision of the perineal tissue to enlarge the
vaginal o enln?_, fave pecome routine obstetrical practices becalse they
shorten the deTivery time rather than for any health function.. The
medical profession,” in turn, regards lay midwifery and home-births as
unnecessary. regressmns to a,loSt era, which ignore the capabilities of
modem medicing.

In comparison to other developed nations, the U.S. utilizes midwives
to a very limited degree. In Sweden, every pre%nant woman, including
those who are to deliver by Caesarean section, has a midwife. In the
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Netherlands, midwives have responsibility for all normal births as is |
evidenced by the Dutch ?overnment_'s refusal to_pay for a doctor's services,
If a midwife is available. According to an articlé by Christopher Norwood
in a May 1978 jssue of Ms,, approximately 80 per cent of the world's
habies are delivered by midwives, In the U.S., according to the National
Center for Health Statistics, only approximately 1.5 per cent of the
nation's births occur out-of—hosplt_als. Of these, 92Z are attended by

lay midwives and others, e.g. relatives, taxi cab drivers.*

DDETERMINING THE ROLE OF REGULATION IN LAY MIDWIFERY

The need for regulation of health care personnel has Ion?_ been regarded
as essential by state qove_rnmﬂ entities. Occupational Ticensing, as
with other professionals, is the hasic. component of the regulatory |
process. The fundamental purposes of licensure are to controi entry into

a profession and to establish and enforce minimum standards of pratctice.
Persons found to be deficient in, or in violation of, these basic standards
may be denied licensure: or, if already licensed, may have their licenses
revoked or suspended. It 1s generally” regarded that this Process protects
the public from the purchase 0f incompetent or unsafe health care services,

The degree to which re[qulatory controls should he employed proffers con-
troverSy. In this mafter, development of re(t;ulatory provisions for mid-
wifery can_be especially_complex because of the conflicting opinions
regarding its function. .The resultant effects of the regulatory process,
according to lay midwifery advocates, have been varied.

Pocential Benefits of Regulation

Most midwifery advocates interviewed concurred that licensure may be
necessary to establish minimum standards of practice, an assurance that
is apparently becoming more essentijal as. the interest in home birth con-
tinues to grow, For éxample, Shari Daniels, President of the National
Midwives Association and Director of the EI Paso Birth Center, stated
that under current Texas law, the only requirement to practice midwifery
IS registration at the local courthouse. Under this relatively loose
Texas law, the resurging interest in home births has prompted a number

* The percentage of hospital-based births attended by ¢ tified nurse-
mldwlves is hot available, However, as there are only about 1800
certified nurse-midwives in the United States, the percentage of
births attended by these practitioners is projected to be equally low.
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of untrained, unskilled people to register as midwives. The danger in
this, of course, is the assumption by a consumer seeking midwifery
services that she is obtaining the care of a._ adequately experienced
individual. As a result, amendments to the Texas law are currently
beln% proposed that will estaplish much stricter standards and guidelines
for the practice of lay midwifery e.é}. the successful completign of
IS_tate-approved training and a State-administered examination prior to
icensure.

Arizona has pursued similar measures b}{ strengthening a lenient law with
precise regulacions. In effect since 1957, Arizona's law on lay midwifery
merely. requires submittal of application to practice, establishes
conditions under which a license is revoked or suspended, and authorizes
its Department of Health Services to draft rules and regulations, which
until several years ago, had few restrictions. The Department of Health
Services now requires lav midwives .to have completed an approved course
of study and to pass a State-administered examination comprised of
written: oral, and practical sections. The Department also requires
every client of a lay midwife_to retain a back-up support physician.
Ruth” Beeman, the State's adm|n|ster|n% officer for the lay midwifery
groqram, considers these measures to have been worthwhile” in providing
etter assurances for the health and protection of the public.

An anticipated secondary. result of state regulation is improved quality
of training in la* midwifery programs. Becalse a purpose of licensure s
the establishment of quality standards, a certain degree of service
deficiency in lay .midwifery programs can exist in those states, such as
Alaska, that do not legally address alternative childbirth practice.

Although not prohibited by law to practice, neither an- midwives actually
recognized by states such’as ours.  The result.is Ie_%al ambiguity clouding
the Scope and, in turn, the quality of service provided by lay midwives.
An example of paramount significante concerns the relationship between 1
llay midwives and physicians. Because Alaskan law_does not identify.

the function of lay ‘midwifery, a number of physicians will not admit as
a_client any pregnant woman intending to have ‘a lay midwife-attended
birch.  Corsider”Juneau: of three clinics available for prenatal care,
one clinic refuses the admission of home-delivery patients; a second
admits alcernative-birth clients but charges them a $400 set fee rather
than blllicg on a per visit basis (thereby automatically committing

a client to” $400 worth of visits); Ieavmq,the third, a public clinic
operated through the State, as the only clinic admitting home-birth
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clients without restriction, Lay midwives maintain that situations such
as these would be alleviated to” some extent by regulation.

One local lay midwife compares Alaska to Washington where Iay{ midwifery
Is regulated. She maintains that regulation can™ assist to strengthen
the relationship between lay midwives and physicians, noting that most
lay midwives in Washington perform their deliveries with emergency
transport vans and, adequate back-up support of physicians. By contrast,

In Juneau, she maintains, a number of women have DBeen forced to misrepresent
their intentions to their physicians, in order to obtain prenatal examinations.
She added that because there’is no licensure she is denied the use of certain
health care tools and equipment, contrasting the local situation with

those of Washington and Colorado where she Would he entitled to access *
to labs. .'JLtholgh not a proponent of licensure of lay midwifery in

Alaska at this time, she feels that regulation should” be considered for

the state in the future. .

Another Alaskan midwife, who asked that her identity not be disclosed,

feels that practitioners would be better protected under licensing. . |
Licensed to Bractlce nursing, she feels she has had problems maintaining

her license because of obstetrical opposition to her practice of lay
m|dW|fer¥. She feels her past problems could have been eased had Alaska
ﬁromulga ed clear regulations regarding the role of Ia%/ midwifery. ,
onetheless, she views the,de?_ree of cUrrent bias by the medical” community

to be so strong that an objective consideration of regulation is not

currently possible,

Potentially Negative Effects of Regulation

Lay midwifery advocates seem to agree that the primary disadvantage of
requlatory control lies not in thé concept of licensure but rather in
thé, potential for abuse of its purpose. ~In other words, lay migwives
believe that sta_te,re(t;,ulatory laws. can be merely a sllmly sguised
means for the eliminalion of midwifery practice. Upon examindtion of
developments subsequent to licensure n states such as Alabama, it is
difficult to allay 'lay midwives' fears. Alabama's law exempts fay mid-
wives from_ the licensing requirements of nurse-midwifery, stating .hat
these requirements shall not "prevent lay midwives holding valid™health
department permits from ,engagm%_ in the practice of lay midwifery as
heretofore provided until such time as said permit may be revoked by the
county board of health." In 1979, the Alabama State Department of Health
Issued An order to suspend approval of any new licenses and suggested
that old licenses be proscribed from renewal. Otherestates, through the

process of regulation, have established standards so high that the purpose
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of lay midwifery appears violated with only "professional” practitioners
ablt to meet requirements.. Arizona, with 1ts oral, written, and practicax
exam¢ has been criticized by the Natjonal Midwives Association for its
overly .competitive admissions. criteria; the Association cites the state's
total” population of only 24 licensed midwives as evidence.

Along similar lines, lay midwives also express apprehension regarding

the basis for the minimim standards of ehglblllty set by statés, In.

this area, there apﬁ)ea,r to be two issues of concérn: 1) should physicians
have a role in developing standards, for lay m|dW|fer¥? and 2) can'a
consensus be reached concerning minimum standards? Regarding the fomer
issue, the InterNational Association of Parents and Professionals for

Safe Alternatives in Chlldblrth_d(NAPSAC) assume unequivocally th. | _
medical doctors cannot give valid consideration to lay midwifery j.e?ulatmn
because of their philosophical opposition to the practice. David Stewart,
Executive Director of NAPSAC, views the Association's attitude to be
justified because midwifery is. a profession distinct from that of a
ghyswlan. Juneau's lay midwife views NAPSAC's philosophy to be biased,
hé believes that physicians can serve a valuable function in lay midwifery,
noting the support she received from medical doctors in Washington as an
example, However, she, too, expressed concern that the objectivity of an
occupational Ilcensm% board may be susceptible to biased ‘philosophies

of any physicians.on the board.

Similar in nature to this issue, is the general area of concern regarding
minimum standards for lay midwifery. Lay midwives differ from one
another concerning what constitute$ minimally acceptable experience.
Unlike certified nurse-midwives, %o_verned b)( uniform standards defined
by the American College of Nurse Midwives, 1ay mlowives operate from no
agreed upon sta. lards. For example, David Stewart feels it is important
that lay midwifery remain distinct from nurse-midwifery. As spokesperson
for NAPSAC, he asserts that lay midwives uant concentrated training for
all aspects of childbirth and care rather than courses of study required
In nursing programs which may be largely irrelevant to childbirth.

Shari_ Daniels believes in stressing practical experience in_training lay
midwives, nurse-midwives, and family-practice physicians alike. In

terms of lay midwifery, she maintains that lay practitioners must have
intensive experience in all aspects of normal and abnormal childbirth in
order "to exBect the unexpected” in delivery conditions anticipated to |
be routine. Unlike most lay midwifery birth” clinics, her EI Paso Maternity
Center handles twin and breech deliveries as well as other abnormal
births. Five per cent of the Center's patients are classified as high-
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risk, requiring emergency transport ard hospitaljization. . According to
Ms. Daniels, some states” do not w-nt to license lay midwives trainéd at
her center because of the extent of their experierice. Because most
regulations limit lay midwives to the attendance of normal deliveries,
there apparently is ‘some apprehension that lay midwives exRerlenced with
abnormal births will not provide for emergency transport when theret IS
cause.

Regulatory Control; Is it Necessary?

In analyzing the effects of regulation, some consideration should be
lven t0 the va: Jity of licensure in general as it is currently conceived.*
t the national level, recent research has questioned the apprdpriateness

and effectiveness of regulations. For example, there appears to he a

growing thought that ocCupational licensin i)_laces unequitable and

Unnecessary restrictions on the mobility ot licensed professionals, that

are no longer in accord with toda}/,'s transient society. The effectiveness

of licensufe as a consumer Rrotec ion tool has been examined in other re-
search. Dr. Patrick O'Donoghue (a medical doctor), in a rou,bllcanon

entitled Evidence About the Effects of Health Care Regulation, as prepared
for the National Science Foundation, states the following.

Licensure stops at least gne step short of actually assuring on a.
continuing basis the quality of health care delivered by a paractitioner
In other words, the real concern of a governmental I|cen_smq agency
should be the protection of the publi¢ over the professional Iitetime
of the practicing health care _Professmnal. Up to the present,
however, measures of the quality of care have not permitted direct
regulation of professional activity. Therefore, the states through
their laws have attempted to assure the quality of health care by
establishing and certifying the entering qualifications of pro-
fessionals. Th,.}/, do go slightly beyond this initial assurance in
that, if a practitioner has Deen licensed as qualified and shows
himself to be unqualified, the law puts tha police power of the
state into action in removing the dangerous practitioner from his
profession. On the other hand, ... . the ?,rounds on which a
practitioner may disqualify himself are relatively narrow.

Research performed under Dr. O'Donoghue's direction leads him to a tenta-.
tive conclusion that licensure may not be valid unless it employs continuing
education opportunities and \routlne reviews of a professional's practices
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throughout the duration of his or her career. Dr. O'Donoghue notes_that
the rate of disciplinary actions by state medical licensure boards is
(lqgétBelgony, averaging leSs than 200" actions per year nationally between

Commensurate with_ these findings, lay mid*tfery proponents question
apparent disparities between physicians aid lay midwives in ‘the matter

of licence revocation. As one [ay midwife in Alaska articulated, "A
single error in judgment by a licénsed midwife in California can cause
her“to_be unqualified for practice, while such is rarely the case with a
Bhyflma_n." Advocates feel that should licensure be employed, it must.
e “devoid of professional bias. Current practices weigh thé responsipility,
for protection of the mother and infant over the individual rights of

the mother to exercise her own decision concerning the tyﬁe of care to

be received. NAPSAC argues that this practice violates ‘the freedom of
choice and feels that cUrrent practice must be amended to embody this
freedom in public health law, As the concept.of health care expands from
traditional interpretations to new ghllosopmes as iml led in naturapathlc
medicine and alternative birth, NAPSAC maintains that a State's regulatory
function also will require expansion and a more adaptable structuré so
that freedom of individual choice in the treatment of morbidity and
health conditions may i« respected.

NAPSAC recommends voluntary compliance with licensure standards combined
with a strong consumer education program. Voluntary compliance permits

the State to establish minimum standards of practiceé for licensure and to
penalize practitioners who falsely represent themselves as having attajned
state licensure. However, voluntary compliance docs not force practitioners
to seek licensure .if this means acce%tance of standards that they regard

as foreign to their philosophies of health care. With non-mandator
licensure, the health care consumer, it is argued, has greater freedom
concerning the type of services to be purchased.

"HODEL REGULATORY PROVISIONS REGARDING LAY MIDWIFERY

Although not requested by your office, in the course of our research,

we became curious about the nature of regulatory legislation in certain
states having recently addressed the lay midwifery issue, and felt this
informatjon might be'useful for your purposes. Vie also became interested
In Iea[nln? what alternative birth associations view to he model legislation
regarding lay midwifery. Only two states, Arizona and Florida, were
commended to” us. Arizona's législation has met with mixed reaction, but
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appears to be generally regarded by midwives as representing a positive
approach _to regulatlon._Co(Ples of Arizona's rules.and regulations have
not as of yet been received by this office; we will tranSmit them to
your officé upon arrival.

In Florida, a comprehensive legislative Elroposal regarding lay midwifery
was developed over the p?st few years. However, thé bill] recently died

In committee in a 9-affirmed, 10-"pposed vote. [t is attac! d for your
review, Probabl%,the bill's qr,eatest significance is the standards for
licensure eligibility it contains. The Dill grants authority to the
Department of Professional Regulation to promulgate standards for the
development of a midwife appréntice program; proscribes apprentice lay
midwives from the receipt of compensation for the provision of services
except. under the supervision of the sponsoring licensed midwife or
physician: and requires the apprentice midwife to participate in-a . .
minimum of 50 births, 25 of which have included the “primary responsibility
for the prenatal, intrapartal and postpartal management and” care, under
the observation and supervision of the sponsor.” .

Although successful completion of a state-administered examinatign is
requirgd, the standards permit the option for a lay midwife _seekm? a
license to include as evidence of experience either a certificate Trom a
midwifery school, a certificate of completion from a training program
apﬁ]r,ove,d by the administering department, or "evidence of completion of
a midwife apprenticeship program.

Training and experience a%pea,r to be regarded as essential components of
requlatory legislation. This is of sPec_laI significance in Alaska as no

formal training programs are available in the  state. Consideration,

should be extended to the minimum standards of el|%|b|l_|ta/, especially
in light of the varying opinions on this matter. Shari Danjels of the
National Midwives Association recommends a program of lay midwifery

tralnln% that entails a rainin’ mof 50 births with a_practicing midwife.
Although no states currently offer trammg_ for begmnmg lay” midwifery,
she re%ards the following t0 be a model trdining course:

3 months prenatal care in a hospital

3 months labor and delivery, "on-floor" in a hospital

3 months neo-natal intensive care and postpartal care
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50 births mi: imum with practicing lay midwife

0* [ ]
6 months in-class training with lay midwife, e.g., childcare
education and postpartum education

3-12 months probationary status with normal deliveries (with

lay midwife on call)
She added that lay midwifery training programs, in Europe generally place
far greater e?-.pU7,i8 on “on-floor,”™ practical training than do programs
iffe-_.ed in the United States. Arizona"s standards place more emphasis
Ca the amount of theoretical or academic training received, requiring
only an attendance at 15 births. Ms. Daniels regards their standards to * *
be highly deficient. *

Arizona is the only state, however, to offer a state-administered pro—
gram in continuing education for lay midwives. Offerinf workshops in
subject areas needing special concentration, such as treatment for ex—
cessive bleeding Tqring intrapartal and postpartum stages, the prograa

has been well received by NAPSAC. A strong prograa in continuing education
could possibly counteract the deficiencies perceived by Dr. 0°Donoghue 1in
occupational licensure of health care professionals as a public protection
mechanism.

We hope this memorandum has met your purposes. It is Important to note

that David Stewart, of NAPSAC, and Shari Daniels, of the National Mid-

wives Association, were pleased to learn that we were conducting preliminary
research regarding regulation of lay midwifery whether or not legislation

is proposed based on our findings. In the event that legislation 1is
drafted, Ms. Daniels has offered her assistance in reviewing any drafts.

BB/bf
Attachment



INTERVIEW LIST

Dr. David Scuart: Executive Director
NAPSAC
Post Office Box 267
Marble Hill, Missouri 63764
Telephone: (314)238-2010

(] [ ]
Ms. Shari Daniels: * Director President L
El Paso Maternity Center National Midwives Asso
1119 E. San Antonio P. 0. ”~ox 163
El Paso,Texas 79901 Princecon, N.J.
Telephone: (915)533-8142 (Mate.iiity Center)
* (915)565-9623 (Home number)*
*After 6:00p.m. El Paso time
Ms. Ruth 2%eman: Coordinator )
(Nurse-midwif*) Lay Midwifery Program
Department of Health Services
State of Arizona
Tucson, Arizona
Telephone: (602)255-1024
Ms. Margaret Crawford: Greater Juneau Borough Health Clinic
(nurse-mldvife) Juneau, Alaska
. WTelephone: 586-3736
0
Ms. Peggy Newman: Director

Prince of Peace Drive
Anchorage, Alaska
Telephone: 694-9050

Dr. Charles Muller: Medical Director
Blue Cross of Washington & Alaska
P. 0. Box 327
Seattle, Washington 98111
Telephone: (206)361-3417

Dr. Patrick O0"Donoghue:* President
Policy Center, Inc.
Denver, Colorado

*Al though ve did not Interview Dr. 0°"Doooghue, we have Included Information
provided by him as compiled in his book. Ivldcnce About the Effects of
Health Care Regulation.
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Representative Mike Bierne
House - HESS

Pouch V

Juneau, Alaska 99811

Dear Representative Bierne*

1 am writing in response to House Bill No. 11. 1 am a practicing lay midwife in
the Anchorage area, ar.d would really like to be licensed by the State of Alaska.

But 1 can support t?is bill only if the following changes are made. T
Sec. 08.69.010 - 1 feel that it would only be fair to be governed by a board of
peers. The board should be composed of a majority of lay mldwlves, one

supportive consumer and one physlcl. n or C.N.M. 1 oppose regulation by a physi—
cian, nursing or C.N.M. board.

Sec. 08.69.040.(2). - 1 feel that a prerequisite of 13 births in two years is
more reasonable than 30. If the amount of births 1is kept at 30, there is only
one person that would be licensed in the state. In my opinion, this would not
be beneficial to either the consumer or the midwife. It would definitely limit
the consumer®s righr to choose whom they prefer as their birth attendant.

In another state, or bigger city, it would be easy to have the stated 30 births.
In towns outside of Anchorage, there would not be enough births to meet the
requirement. Hopefully, In the future, mldwlves 1in Anchorage will have more
clients as a result of this type of legislation. But as it stands now, only a
few >bere would be able to have the 30 births and that would greatly reduce the
choice of birth attendant.

I also feel that the January 1, 1982 due date for the prerequisite births should
be changed to June 30, 1982 (the date of license renewal).

Sec. 08.69.060. - 1 feel that the exam should be made up by the governing body,
comprised of a majority of lay mldwlves, a 1 stated In the second paragraph of
this letter. I fear the recurrence of what has happened in other states after
passing legislation regulating midwifery, where they either give tests no one
can pass, or choose to not give tests very often. 1 hope this bill will give
the cldvlves a place In our state as health care providers that recognise the
"Stillness*" of pregnancy and birth. And tw give the consumer a freedom of choice
of birth attendant other than a physician.

Sec. 08.69.070.(e). - The eldwlfe should be required to attend 10 births in two
years to renew her licens> . Actual "laying on of hands™ Is not required by
ocher boards for [llce.ise renewal, such as the nursing board. 1 feel that 20
hours of continuing education In two years Is reasonable.

Sec. 08.69.130. - The atdwlte a*i0 apprentice should be able to count the same
births toward licensing -*"d renewal. The apprentice should be required to have
primary retponlslbillty of 13 births In a two year period.

Also, 1 feel that licensing should be voluntary and not mandatory. The consumer
should still have a choice of having an unlic*nsed midwife attend their birth.
Licensing does not guarantee the competency of the midwife. It provides the
midwife with some protection, and Just gives the consumer an Idea of the
midwife"s qualifications.

1 appreciate you taking the time to read my letter. 1 sincerely hope that you
will consider the changes 1 have written of.

Sincerely,

[Xdckk C M rf- t-busdb

CMrlene "Zelda" Collet t-Paule
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March 3, 1982

To: Representative Pat Carney, Chair
House Finance Subcommittee

From: Representatives Brian Rogers
and Tony Vaska =

Prepared

By . Ginger Balm, Aide to

Senator Vic Fischer

Re: _"CS SS house Bill 11 and Seq%Fe'Bh]l 1{7#*

During today"s subcommittee work session on House Bill 11, the following
issues should be considered:

1. Approximately 5X of all births in Alaska occur at home.

2. Most home-birth parents are covered by health care insurance but
chose to pay a midwife "out-of-pocket" rather than use the services of a
physician or a certified nurse midwife in a hospital setting covered by
insurance.

3. Physicians and Certified Nurse Midwives (CNM) face suspension of
licensure if they participate in a home-birth even though such practice
is not in violation of the law in Alaska.

4. Most homcbirth pirents state they would chose an out-of-hospital
birth with a midwife even if such a practice were in violation of the
law.

5. The average cost of a "natural " and uncomplicated hospital birth
attended by a physician or CNM, 1is $2,000 and up. This fee covers both
birth attendents and facility charge.

6. Some Alaskan hospitals and physicians average 20Z C-sectlons.

Consumer cost for this surgery is nearly double the average for a "natural"”

birth.

7. The average cost of ch Ildblrth at Alaska®"s only birthing center 1is
$1,500. Because the facll ty is not licensed, only the services of the
CNM are covered by health care Insurance, requiring out-of-pocket
payment of nearly a $1,000.

8. Average costs for the services of a "lay" midwife for a homcblrth is
less than $500. This fee includes all pre and post natal care, laboratory

costs, services of the midwife and, usually, an assistant or apprentice,
during the acutal birth.

9. Statistically the incidence of complications, mortality, morbidity
and risks to both Infant and mother 1in a home birth attended by a midwife
compare favorably with hospital births attended by a physician.

10. Current practice prevents licensed health care providers from
attending home births and limits consumers in free choice of health

care. Consumers currently have no mechanism for determining the competency



levels of midwives attending homebirths.

11. HB 11 and SB 747 provide a mechanism for voluntary licensing of
midwives, regulation and supervision of the practice of midwifery through
a self-regulating agency appointed by the Governor, a handle for consumers
to determine the competency levels of their health care providers and a
method of gathering information: and statistics on the practice of
midwifery and homebirths in Alaska.

12. According to a position paper from the Department of Health and
Social Services on HB 11, prior to widespread availability of medical
facilities, adequate transportation and professional providers, the
Department promoted training for birth attendants in renote areas.
Current revenue forecasts may require cuts in transportation, facilities
and professional services by health care providers. This gives sf Zong
argument for reinstating licensing and training procedures for mi< wives
to handle low-risk births in low-cost settings for consumers desiring
these services.

13. The state has a legitimate interest in providing consumer protection
and information. The state should not allow its laws to be used to
promote a c™ *:ain type of health care or to coetce or punish consumers
exercising fr«.e choice in health care services.



HOUSE RESEARCH £
Pouch Y - St a
Juneau, Alaska

465-3991

T0: Representative Joe McKinnon January 14, 1980

FROM: Christine Johnson, Research Analyst
House Research Agency

THROUGH:  Duncan L. Read, Director
House Research Agency

SUBJECT: Compar%Uve Analyms of Midwife Statutes
Research Request“No. 10

Enclosed g ease find statut s. from twenty one stgtes g \n
Ing to h Icensing midwives. We have |ncIu ed S vera
pag ? charts hNuch |nd|cate by s éate the I mid Wtyes
(1 ay, professiona ?r nurse-mi WIVES% W o are |cense

{0 practlce the ranﬁe of their res Ports| ||t|es and
speclal grOV|glons t e statutes con t ah

used a |q eﬁ reference for the sta utes which are
attached In

It Qeed quther information on this or any other matter,
pledse do not hesitate to contact us.



The following state statutes enable the licensing of mid-
wives by an appropriate board or commission, In ?ene al,
they do”not address the types of midwives who will practice
iIn the state or the kind of care they may provide, leaving
these decisions to the licensing board. ? irginia_ is an
exception to this. Tie practicé of midwifery is limited to
nurse-midwives, aIthou%h other midwives who are presently
practicing may continug to renew their permits.)



STATUTORY PROVISLONS PER- .
TAIMINU TO' LICE USING i ALAOAHA
Or MIDWIVES . * (Professionsg and Bueinaosus 4,34-19-1-.34-19-10)

Liconsod roglstorcd nursei certificate from school for nurse-midwives.

[TURSE-H1 DWL FE Requirements

Oof Inltlom o o .
_ _ . Cases .of normal childbirthi physician's supervision necessary.
Hugibte roil nurse who Limitations i ;
lias expanded his/her on ‘ °
practice to the care Practice ¢
of mothers and babies . . . .
through the maternity e Special All deliverles .must be planned to take place in hospital.
cycle, PStatutory
rovieions

PROFESSIONAL MIDWIFE e
Requirements

Def initioni
An individual who has ©
received formal pro- LImltatlons
faseional training on .
Il 1 midwife. Practice e
e
Special .
Statutory 5 .
Provieions
LAY HIDMITB 1
befinitioni s
. . . . . . e
An individual who Limitations Ley mldwlves holdin% hfea|1|th Idﬁpartment permits may continue to practice until permits,
of Health.

Eractices as a midwife on ers revoksd by Boar

ut h?e notf FECEIV?d Practice

ormal nrnfaa-Inna



STATUTORY PROVIBIONS PER-
TAINING TO LICEUSING
0

P MIDHIVES

NURSE-HIDHIFF

Del Initlom

P glstcrcd nutie who
has expended his/her
practice to tho care
of "others and babies
through tha siaternlty
cycle.

PROFESSIONAL MIDWIFE
Dolinllioni
An individual who has
received forsial pro-

fessional training
as a midwife.

LAY MIDWIFE
Doflnilion

An Individual who
Bracuces as a midwife
ut has not received

formal professional

Requirements

Limltations
on

Practice
Special

Statutory
Provisions

Requirements

Limitations
on
Practice

Specie 1
Stsi ttory
Provisions

Requlrements

Limitations
on
Prsotics

e
CALIFORNIA

Lo .
Mousiness and Profe35|on£I Codes 2.5.2746 - 2.5.2746.6) 12.5.2250-12.5.2)59)

Practice supervised by £h¥3|c1an or surgeon (Phys|0|an's presence not required)) cases
of nc/rmsl childbirth. ” Authorised to provide family-planning care. Shall not use In-
struments, or artificial, forciblo, or mechsplcal means to assist childbirth, nor per-
form versiont shall rofer complicated cases to physician. Shall not perform abortions.

In general,

1

Ra?uiremontB for censure are left up to appropriate boarde and committoes.
California's statutes establish tha confines of the practice.

»



NURSE-HIDHIFE

Oeflnitioni

Registered nurse who

has expanded his/her

practice to the care
of Mothers and babies
hrough the Maternity
cycre.

OefIn.Mon i

An Individual who has
received formal pro—
fessional trainin®)

as a Midwife.

LAY Hiowire
Cefinitioni

An individual who
praotioes as s Midwife
but has not .received
formal nrnfaaalnnal

RequlreMents

Limitations
on

Practice

Special
Statutory
Provisions

RequlreMents

LIMItations
on
Praotica

Special
Statuto*y
Provialons

Liaitatlona
on
Praotioa

CONNECTICUT
(377.20-1b)

Graduata of school of midwifery.

Casas of normal
Instruments,
wom”n

labor luncoapllcatad vartea or head presentation). Shall not uee drugs,
nor perform version or attempt to renove adherent plancenta. Shall not attend
In labor until after seventh Month of gestation.

1

Examination required for licenslng.



STATUTORY PROVIBIONS P
TAIN INC! TO KICK USING

Or HIDWIVES

ER-

NunsE-HiDWire Requirements

Dofinllloni
Registered nurse who Limltatlona
ha* ox, andad hla/tier on
practice to the care Practice
0t aothora and bablea :
through tho siaternity Special
Cyc|e. Statqury
Provlaiona

PHOreSSIOHAL MIDWITB e
Requirements

Dofln 11lon i
An Individual who hae
received loiaal pro- Limltatlona
fesslonal training on
aa a midwife. Practice
Special
Statutory
Proviaiona
1./ HIDWire Requirements
Oof Inltlom

An individual who binltatlona
Bractlce* aa a midwife on

ut haa tot racalvad Praotioa
forms 1 nrnfaaalnnai

F'.OR IDA

i (30.405.011 - 30.405.091)
e
' 1

Oiplona from achool for midw]lvesi aﬁ)onaorahlpg by two Bracti_cinag) phyaiciansi ability to
[ .

read manual Intelligently and write legibly (this may bo waive

!

Canes 0f noreal labori shall not uao drugs, Instruments, nor sasist labor In am{ artiflcia
forcible, or machanlcal manner, nor attempt to remove adherent plancenta. Shall not .use

polaonoua drug or herb fcodlclno, nor attempt treatment of dlacaae whan attendance of
phyelolan cannot be secured. t

|
1

Attendance, under the supervision of a physician, at not lasa than flftaen cases of labor |
and tha care of flftoen or more mothers and nawborna for periods of at least ten days eachi
sponsorship by two physiclanai ability to raid manual intelligently and writa legibly

(tills may oe waived).



STATUTO
TAINI

NURSE" MIDWIFE

OQefinitioni

Pogisle cod nurse who
has expanded his/her
practice to the care
of mothers and babies
through tho maternity
eye's.

PROFESSIONAL MIDWIFE

Dofinllioni
An Individual who has
rocelved formal pro-

fessional training
aa a midwife.

LAY MIDWIFE
Definitioni

An Individual who
Bracnces as a midwife
ut has not recelvod

formal ornfeaslnnal

RY PROVISIONS P
UG TO LICBNSING
0

P HIDHIVES

ER-

Requirements

Limltations
on
Practice

Special
Statutory
Provisions

Requirements

Limitations
on
Practice

Special
Statutory
Provisions

Requirements

Limltatlona
on
Prsotios

. INC 1 WA . '
(25-22-1-5,22-22-1-6; Admin. iles (25-22.5-5-5)-1, (25-22,55-5)-2

i
» "

Diploma from school of midwifery which has proper equipment to teach anatomg, physiﬁlogy,
or

hygiene, antlcepsls, neurology, tOXICO|0g¥, and the proper management of labor; hig
school education; ability to”read and write the F illsh languagé* ,
*There are lew schools In this country which trai aidwlves who are not nurses. S'nce
"—amji itrnfaiilAiiil nlilulupn uerc educated at forel Institutions, some states feel IS

necessary to require proficiency in English.

t

(Statutes pertaining to midwifery in Indians' date to the late Ifi00"a.
state la presently controlled by administrative code.
bean Included.) . _ _ _ _ o
Examination required for licensing. Gratuitous sotvlces in an emergsncy not prohibited
by act, nor does it restrict licensed phyatclana.

Midwifery in the
Both the statutes and codes have

D—



STATUTORY PROVISIONS PER—
TAINING TO LICENSING

OP HIDWIVBS

HURSE-HIDWIFE

Definition!

Registered nurse who

has expanded his/her

practice to the cere

of nothers and babies
through the maternity
cycle.

PROFESSIONAL MIDWIFE
De fInlllona

An Individual who has

received formal pro—

fessional training
as a midwife.

LAY HIDWirg
Del In tlom

An Individual who
practlcss as a midwife

formal nrofoaalnnal

Requirements

LImltatlona
on
Practice

Special
Statutory
Provisions

Requirements

LImltatlons
on
Praotlce

Special
Statutory
Provisions

Limltatlons
on
Prsetloe

MARYLAND
(Art.43.82-94)

Certified by American College of Nurse-Hldwlves as a nurse-nldwlfe.

Normal cases of pregnancyi cannot practice medicine or prescribe drugs.

Shall not
laborl or produce abortion. !

Induce

Porson who isnot licensed midwife may practice under the personal and direct supervision
of a physicianl

Subtitle does not rostrlct physician or parson volunteering service In an emorgency.



STATUTORY PROVISI ONS PER-
TAINING TO LICENSINC

or MIOWIVES

NURSE-MIDWIFE

Dednltiom

Registered nurse who

h«i expended his/her

practice to the cere

of Mothers end beblea
through the Maternity
cycle.

PROFESSIONAL MIDWIFE
Dellnitloni

An Individual who has
rocelved formal pro—
fessional training

aa a Midwife.

Definition,

An Individual who
pititlou a ildvlii
but has not reaeived

Requirements

LImltatlons
on
Practice

Special
Statutory
Provlai one

Raqulranents

LInltetlone
on
Practice

Speolal
Statutory
Provisions

RsquireMsnts

on
Practice

-

MINNESOTA
(148.30 - 148.32)

Diploma from a school of midwifery.

of condldftt*.

Ny ]



STATU ORY PROVISIONS PER-
AINING TO LICENSING (40-124*1
OP NIOM1VES
NUI
P«tInttiom
Roglatered nurn who Llaltatlona
haa taptndfd Kki/htt on
practico to tha oara Praotlca
of aothaia and bablaa
tlirough tha aatarnity Spaelal
cycla.
PROTESSIONAL NIOWIPE
PafInttiom
An Individual who haa
rocalvad fotnal pro*
(oaalona | tralning on
aa a aldvlifa.
Spaelal
Statutory
Provisions
kKM P11
BiUL«ilL22'
An ndlvidual who Llaltatlona
Br»ctlcoa aa a aldwlfo on
«t haa not rocalvad Praolloo

fnraal nrnfaaalnaat



STATUTORY PROVISIONI PIR-

HURSC-MIDMirC

DafInltlom

haa aipandad hla/har
fiiotlei to tha eara
*1 nothara and babtaa

cycla.

raorctaioNAL NiouifR
eaddition*
An Individual who baa
roeolvad (oroal pro-

laaalonal tralninf
aa a aUalft

BLBlouiu

An Individual who
praatiaaa aa a oldwlfa

Raqulraannta

on

Rpaolal

Provialona

Raqunaaanta

Llaltatlona
on

Ipaalal
Statutory
Provlaiona

Raqulraoanta

on
Praatloo

3 (41i10)
1 *®
a
0
.. I
14 1
ade
*
¢

instruction In not loon than nlno aont
Csvtiftests fron lorslf* school ol al4

h$
v
Cndorssnsnt b| physician.

ihsll not potfora etlaln&l aboitlon* aorasl labor caios. only.

lamination ragnlrad. Toplca eovarad by aaaninatloa apactdcally laid ou( by statute.

e

fory of sfutl csquirsnsnts.



OHIO

STATUTORY PROVISIONS PER-
TAIMIMG TO LICE USING b (47)1.10-4711.14)

OP HIDMIVtS

MURSC-HIDNIPE

Oafinit ton!

R*IMt«(«tf nurao who
hti eapanded hia/hor
practice to tha eara
of aothera and bablaa
through tha aaternlty
cyclo.

OafInltlom

An ladlaldwal who haa
received foraal pro-
faaalonal training
aa a aldwlfa.

LAY NIOMIPS
Ps/l'liis*"

Braatiaaa aa a aldwlfa
at baa aot racatvad
fnraal nrnfeaalnnal

0

Diplona froa collage for nuraa-aldwlvaa
. L]
Raguiraaanta

Practlca under direction and aupervialon of phyalclan.

on abnoraal condition, aacapt In' aaarganclaa.
0 a
Spaelal
Statutory
Provlaiona

. a
Raquiraaanta

0
Llaltatlona 0
on
a
0
Spaelal 0 a

Statutory a .
Provlaiona



STATUTORY PROVISIONs PER-
TAININQ TO LICE NSING
or MIDWIVES

NURSE-MIDWIFE Requireaenta
Definition!
Registered nurse who LIMItations
hss expanded his/her on
practice to the care Practice
of siothers and babies :
through the Maternity special
cycls. Statutory
Provisions
o RequlreMents
Definitioni
An individual who has _
rsceived Comal pro- LIMItations
fessional training on
as a midwife. Prsctica
Spaolal
Statutory
Provisions
LAY HiDwiri
Definitioni
An individual who Linltatlons

ut has no} re?elv?d Practice

nne

Eractlces as a midwife on
nee

nrml nrn

UTAH
(58-44-1 - 58-44-11)

Completed approved certified nurse-nldwlfery education program.

Establishes.committee to supervise Eractice or nurse-nldwlfery. Examination required
Act does not affect rights of parents to deliver their baby, where, when, how and

with who they choose regardless of certification.



STATUTORY PROVISI
TAININC TO LI

CE
OP HIDHIVE

ONS PER*
HSING
N

NURSE-HIDWIPE Requirements

Delinltlom

Registered nurse who Limltatlons
has expanded his/her on

practice to the cars Practice
of mothers and babies :
through the maternity Special
cycle, Statutory
Provieions

PROFESSIONAL NIDMIPE _
Requirements

Definitioni

An individual who has

received formal pro* LImltatlons

fossional trainlng on .

as a midwife. Practice
Special
Statutory
Provisions

Definition!

An individual who Limitations

Bractlces as a midwife on
ut has not received Praotioe
formal professional

WASHINGTON
(18.50.090 - 18.50.1101

Diploma from legally incorporated school on midwifery in good standing#
least 2 courses of “instruction of at least seven months each in differen
Diploma from foreign institution on midwifory of equal requirements.

e

?ranted after at
calendar years*

Shall not pruscribii any drugs or modlcino except some household remedy.

e
»
examination requirtid. Topics covered by examination specifically laid out by statute.

Gratuitous service not prohibited by chaptor..
Now Jersey's.

Washington's midwifery laws similar to



STATUTORY PROVISIONS PER-
TAININC TO LICKNGING

OP MIDWIVBS

NURSE-riDHire

Definltlom

Registered nurse who

has expanded his/her

practice to the care

of mothers and babies
through the maternity
cycle.

PROFESSIONAL HIOHIPE
Ovlinllion |
An individual who haa
rocalvad formal pro-

fessional training
as a midwife

LAV HIOHIirR
Deflnitlon m

An individual who
Brsotloss as a midwife
ut has not received

formal professional

Requirements

Limitations
on
Practlce

Speclal
Statutory
Provisions

Requirements

Limitations
on
Practice

Special
Statutory
Provisions

Requirements

Limitalions
on
Practice

WEST VIRGINIA

t (30-15-1 -30-15-8)
g S

Graduate of school of mldwiferyi certified by American College of Nuree-Hidwives

e

Practice under the superyision of or in association with physician engaged in family
practico or sped allied flelif of gynecology or obstetrics.

e

Persons holding licenses Issued beforo current laws enacted may continue to practico
until expiration of licenaos without privilego of renewal

- —+



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE

|, REQUEST _ t f, \
Bill/Resolution No. CSSSHB 11 (rilldT.CeT A A n
Title An Act relatlngg to midwifery
|

Requested bv House Finance

- ;lgSeCnACb RE]‘TeAJ't-ed Department of Commerce «& Economic Development
Prougram Category Affected, SMI CPmtECtion
Pro?ram or Subprogram(s) Affectedfequlatiom ft ficensing of professions; admin

Notes I'T more than one bud?et component is affected, separate line-item boards, an
amounts and funding tor each component in the analysis section.) lnvestlgatl

mEXPENDITURES  (Thousands of Dollars)

. FY 82 FY 83 FY 84 FY 85 FY 86 FY 87

100 PERSONAL SERVICES
200 TRAVEL 9.4 10.3 11.4 12.5 137
300 CONTRACTUAL 14 1t 16 1 17 6 1Q 1 20.9
400 COMMODITIES
500 EQUIPMENT )
600 LAND & STRUCTURES
700 GRANTS.CLAIMS.ETC.

TOTAL 1 24§t 269 316 346

FUNDING (Thousands of uollars)
GENERAL FUND 241 . 26.4 "t 9 31.1i 34 40

FEDERAL FUNDS
OTHER (Specify Source)

POSITIONS

FULL TIME 0 " 6 - 0 0 0
PART TIME
TEMPORARY

I'11. ANALYSIS (See Fiscal Note Preparation Instruction. Section I11)
TRAVEL - 10* Inflation factor projected.

Board of Midwifery; 5 members (anticipate 1-Anch, 1-Fbks, 1-Southeast, 1-Kenal area,
and 1-Nome area); 3 moetings per year ( 1 ea. in Anch., Fbfcs, ft S.E.), travel costs
plus 3 days per diem 0 $80/day

$ 6,000.00

Department staff - 1 licensing examiner to attend meetings

of the Board of Midwifery, travel costs plus per diem 1,200.00
1-Regulations Specialist to hold regulation hearings through-

out the state, travel costs plus per diem 1,200.00
l-Investlqator, additional travel costs to Investigate complaints

concerning lay mldwlves; average 1 trip every 4 months 95200/ Lo

trip plus per diem 8$80/day *1,000.00

V. date  March 2. 1982 PREARED (continued.

P
'AGE ?%ﬂ nf nrrwrltimgHll~Lirensing

Originali Le3|s|at|ve Finance  PHON
cci get and Hanagcment

Prune S{JOHSOT (First Legislator Named)
33-001 (Rev. 12/8



Printing of n>w statute booklets, applications and licenses for

midwives desiring to become licensed. / $ 2,000.00
Meeting notices, regulation publications, mailing costs of

application packets and statute booklets . 8&000
General operating costs including phones, computer time (pro- :

rated by board), and similar daily costs. 1,000.00

Development of examination, professional services contract
basis, including updates, pool of questions for use by 5,000.00
state board, storage in in-house computer system

Licensing/Disciplinary Hearings - Anticipate three hearings
per year. In estimating one day hearings, the following
costs are considered:

Average 6 hour days:

Hearing Officer, 0875/hr 450.00
Court Reporter, @$25/hr 150.00
10 exhibits, $.45 ea. 4.50
3 witnesses, 1/2 day ea.0 $12.50 37.50
1 expert witness, 2 hrs. @ $150./hr. 82288
Transcript, avg. 210 pages 0 $4.50/page :
1,887.00
X
$ 5,661.00
Room Rental for examinations:
2 exams per year., 1 day each. 200.00
Proctors for examinations:
Head Proctor - S50/day 100.00
Monitor - 535/day 70.00

TOTAL CONTRACTUAL - " § 14,831.00

«
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STATE OF ARIZONA
DEPARTMENT OF HEALTH SERVICES

| *

ARTICLE 2. LICENSING OF MIDWIFERY

R9-16-200. Reserved
R9-16-201.  Minimum, qualifications

An a&ghcanon for a license to practicemidwifery shall submit

lication on a form Prescrlb ed by the Department;

2. EV|dence satisfactor] to the Director’of the Department of
Health Sen es showmg successful com, Iet|on of a course of
|nstruct|on meetln? th re?uwements of 'R9-16-203:

The Initial Ticense Qrescrl bed b){ AR.S. §36 154;
.. Arequest to undertake tI* next available qualif ylng
examination to be administered by the Department.

Historical Note

Former Section R-9-16-201 repealed new Sectlon R9-16-201
adopted eff. Jan. 23, 1978 (Supp. 78-

212878  Supp. 78-1



-118-

Ch. 16 PERSONNEL LICENSING R9-16-204

RO-16-202. Renewal application
An applicant Tot renewal of a license to practice midwifeiy shall submit a
renewal application on a form prescribed by the Department.

_ Hislorhal Note
{glrjggr%lon RO-16-202 repealed] new Section R9-J6-292 adopted eff. Jan. 23. 1975

R9-16-203. Course of instruction

A. Each applicant for an initial midwife license shall show evidence of luting
completed a course of instruction v.i'h a standard curriculum containing:

1. Information tcgurding the bws and Regulations concerning midwifery in
Atteona;

2. Basic course inasrp'ic techniques, basic observational skills, recognition and
management of emergency situations, and special requirement? of home delivery;

3. Clinical courses covering the knowledge and skill* necessary for:

a. Provision of care during the antepartum, intrapartum, postpartum and
newborn periods, and

b. Management of birth and the immediate cate of lire mother and newborn
infant;

4. Observation of a minimum of ten (10) hirths;

5. Delivery of an-irimum of fifteen (15) women, under direct supervision by a
licensed physician, licensed midwife or cenifred n-me midwife, a.id vended by a
written statement from the supervisor that competence bat been demonstrated.

B. The program of study shall assure that course content mciudes tire requisite
knowledge and skill: needed ra recognize thuie conditions listed in RP-16 2C5.

o Historical Note _
Eolﬁ' p |7§§f}|on R3-16-70J npctled new Section R 16-20) itfupted eff bn 73, 197a

R916-204. Qualifying examination

Priot to receiving t license to practice midwifery, each applicant shall pats a
qualifying examination admimtu d at least twice a yen by (he Department which
will consist of (lire? parts:

1. A written examination designed to test knowledge of the subjects requireJ
in the course of instruction;

2. An oral examination designed to test clinical judgment in midwifery case
management;

3. A piactlca* cxaminat'on designed to demonstrate the mattery of skills
necessary (or practice in midwifery, meeting the requirements of (9>)6-203.

Histoticil Note

Foinrt -ﬁiim R9 16-701 ttpohi. nw Su uon R9-16-704 «feiz<J eft Jan 2). 197t

Supp. 78 1 2/28/78



R9-16-205 HEALTH SERVICES Title9

R9-16-205. Responsibilities of ihe midwife

A. The midwife dull encourage all client* requeuing her service* io seek
regular prenatal care, and shall require that they show evidence that they nave been
examined at least once during the last trimcstet of pregnancy by a licensed
physician or other practitioner operating under the supervision of a licensed
physician. Such examination shall include laboratory tests to determine the
following: '

[. Blood type. Rh gruuo, at.d Rh titers if indicated;

7. Results of a serologic test for syphilis:

3. Hemoglobin or hematocrit level;

4. Results of a urir.tlyiit for prolcm and sugar.

B. The midwife shall visit the prospective birth place at least once before the
expected delivery date to make sure conditions art adequate for delivery and to
prepare the family

C. The midwife shall have formal arrangements prior to each delivery for
backup medic?! care fo: the moths: and infant. The midwife sliall call a physician
and/or transfer the mother and/or irfxnt to a hospital whenever any c* tlie
conditions luted below arc present:

|. Maternal conditions:

Abnormal vaginal bleeding before, during or after delivery;
Edema of the face and hands;

Excessive vomiting;

Persistent headache;

Visual disturbances such as blu'iing or dimness of vision;

f. Blood pelsue elevated oser 149 mm rig systJic end/or 70 mu. ilg
diastolic, or an increase of 30 mm Itg systolic and/e" 15 mm !lg diastolic during
labor;

g. Blood pressure that falls I.low 90 mm Ilg syuolic and/or pulse rate that
incieascs to 17G or above during or after Lbor;

h. A fetal heart tate the' is below 100 o: above 150 beats pet minute between
0; during contractions, or i feral he.n rats that is irregubr;

Meconium mined smniottc fluid;

Llevation In temj-eratuie over 109*F or 37/'C.oially;
Unengaged head in primigrasvfa or inrruliipara in labor;
PiescntJrg part ether than vettex;

Ruptuied membrancrs of mo*e than 24 hours;
Prolonged labor using established criteria;

Multiple gestation;

Retained phcenta over! he.-r. eatlUr ifbkedlr” occurs;
Retained placental fragments cr nicnibtir.es,

[Vriitient uterine atony;

Vaginal or petinol Irceratlon;

[ BN =E N — )

PO T OS5 53— < &

int.1t, Supp. 78 |



K0J6-2C6 HEALTH SERVICES Title 9

R916*206. Reports

A. Each licensed midw:rc shall submit quarterly, to the Department Or Health
Services a summary report of each case on foins supplied by the P |iartment. The
report shall contain information concerning the pitenancy listed .n "Rcsponsibil*
Ities of the midwife" (R9 J6-205).

B. Failure to submit quarterly reports on a timely basis shall constitute
frounds to deny renewal of a license.

_ Historiat Note
@Bﬁﬁﬁm R9-16-206 rmpealed, rew Section R9-16-206 adopted eft. Jan. JJ, 1978

R9-16*207. Prohibitions or limitations to the practice of midwifery

A. Prohibitions: The midwife sinll not knowingly accept responsibility for
births in which there are the following conditions:

1. History of third trimester bleeding.

2. Preadampsia,eclampsia;

3. Persistent hemoglobin level btiow 10 g during Ihe third trimester or at the
time of delivery;

4. Multiple gestation;

5. Abnormal presentation or lie;

6. Client under 15 yejrs of age,

7. Previous Cesarean section, or othci known uterine surgery such at
hysterotomy or myomectomy;

8. Rh negative with positive liters, or if titers are not available;

9. Syphilis or gonorrhea;

10. Active infectious diseases, i.e. tuberculosis, hepatitis, or genital herpes;

11, Severe psychiatric disorders:

12.  Any systemic conditions which >w generally recognized as having the
pot'-ntial for .ieatinj problems at deliv* ,;

13.  Suspected or diagnosed congenital anomaly that may require immediate
n.cdic. | intervention,

14 Contracted pelvis;

15, Cunant naicotrc addiction;

16. Suspected prematurity, immaturity or postmatuhty.

B. limi'atiorj: The midwife shall not knowingly attend any cliildolrih
where the following conditions exist except under the supervision of a licensed
physician:

1. Women between 15 and 1C years of age, and over 35 years of age;

2. Parity greater than 4;

3. History of severe postpartum hemorrhage;

4. History of stillbirth or neonatal death;

2/26/78  Supp. 781
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Ch. 16 PERSONNEL LICENSING R9-16-205
t.  Excessive pain or discomfort during or after labor;
u. Shortness of breath;
v. Seizures;
sv. Wishes of the client.
2. Conditions of the infant:
a.  Weight leu than 2,500 g or 5fc pounds;
b. Congenital anomalies;
¢. Apg.r score less than 7 at 5 minutes:
d. Respiratory distress;
*lrregular heartheat;
f. Signs of immaturity, prematurity, or postmaturity on physical assessment;
f Jaundice;
h.  Abnormal cry;
I

Pale, cyanotic or gray color;

. Excessive edema.

3. Any other abnormal condition not listed above that might endanger the
woman or inunt.

D. At the time of delivery the midwife shall:

1. Plrce twi drops of | percent silver nutate solution into each of the infant’s
eyes (or in lieu orsilver nitrate, any other preparation specifically approved by the
Director)in acccrd* xcwith R9-6-11S;

2. Inspect the umbilical cord for the appropriate number of vessels and record
on the birth record;

3. Inspect the placenta and membranes to note their completeness;

< Inspect the penneum fcr Licetation

E. The midwife shall observe both mother and infant for a minimum of two
(2) hours following birth.

K. The midwife shall file a birth certilicate with the local Registrar within ten
(10) days after birth.

G. The midwife shall tcrvaiualc the condition of the mother and infant
between 36 and 72 hours of delivery to deteimtna whether physician consultation
Is icquired,

Il. All equipment used In the piaclicc of tntdwtfcry shall be maintained Inan
aseptically-clean manner and in working order.

l. The midwife shall maintain records or each patier.t attended and make them
available for audit and review as requested by the Director oe his staff.

liuioiicl Nor*

Fonnri Sattica H9tC-70J rtptavd. imw Sauion R1-ii 70) adopt.4» If Jan. ). 197#
(Supp T#1).

Supp 781  2f28/78



PERSONNEL LICENSING R9-16-303

5. History of birth INUIY to either motlicr or previous child;

6. History of difficult delivery and/or depressed baby at birth.

C. The midwife will not perform any operative procedures other than that of
damping ind severing the umbilical cord.

D. The midwife will not use any artificial, forcible or mechanical mean* <o
assist birth, nor may the midwife attempt to correct fetal presentations by external
or internal version.

E. Except ?s provided in R9-6005.D.1. the midwife will not administer any
drugs, medications or herbs.

_ HilMilcal Note
(lzsomer7§elctt|on R916J07 repealed, new Section R9 le J07 adopted eff. Jan. 23, 1978
upp. 7f-It.

Supp.78 | 2/28/7S



STATE CF NEW MEXICO
HEALTH AND ENVIRONMENT DEPARTMENT
POST OFEICE BOX 968
SANTA FE, NEW MEXICO 87503

LATICNS GOVERNING TOE PRACTICE OF LAY MHWIFERY

FILE CATEGORY:
REGULATION NO..  HED-80-3A (HSD) . . .
ORIGINATOR: Health Services Division

STMUTDRY Al/noilTY: The statutory authority for these regulations is
contained in Section 9-7-6 and Section 24-1-3(R) IWSA 1978 and Section
61-6-16 (C) tWSA 1978. Enforcement is provided by Section 24-1-21 t*SA
1978.

REASONS POR ADOPTION:

(1) These regulations are an amended version of the sim ilarly-
named Regulations nurtured HO-80-3(HSD), filed with the'StalQ Records

Center on February 5, 1980.

(2) The change*, made in
there is no public interest that
Therefore, they are adopted

Post O ffice Box 968
Santa Fe, New Mexico 87503
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RECEIVED
lsta SCR 12 P2 5 52

Health and Environment Department
Health Services Division

725 Saint Michael's Drive
Post O ffioe Box 968

HED-80-3A(HSD)

100.

101.

102.

103.

/ *

Santa Fie, New Mexico 87503 .

REGULATIONS OOVEWUNG THE PRACTICE OT LAY KtCM IPEKIf

" General Provisions

LEGAL BASIS: The regulations set forth herein are promulgated by
the Secretary of Health and Environment by aut'iority of 9-7-6CF)

hMSA 1978 and

ment of these regulations is

24-1-3(R) »4SA 1978.

Adm inistration and enforce-

the responsibility of the Health

Services Division of the Health and Environment Department. En-

forcement is provided by

24-1-21 JttSA 1978.

PURPOSE: These regulations establish policies, standards and
criteria relating to registration, practice and continuing

education of persons who practice

tions do not apply U
physician or certified nurse midwife.

lay midwifery. These regula-
viy licensed medical or osteopathic

GUIDGLAZS: In the absence of specific direction in these veghi-
lations as to standards of practice c¢r ethics, the Standards of
Care of tho American College of Obstetricians and Gync ologists
and procedures snd policies of the Health and Irrvirom ent Depart-
ment and Health Services Division are established as guidelines.

OTHER LAW AND HEOQUIATFONS:

These regulations are subject to the

provisions of the Health and Environment Department's Regulations
Governing Promulgation of tabulations and feoulations Coveming

Public ACCESS to Department Records.

In addition, department

regulations on related subjects include: registration of nuzse
mirW ives; prevention of infant blindmss; newbo.n screening for
phenylketonuria and other congenital malfunctions; registration
of births, deaths and fetal deaths, and control of diseases and
conditions of public health significance. Copies of regulations
suy be obtained by writing to the Health Services D ivision, Rost
Santa ta. New Mexico 17503. Appeal of an adwrse
Division shell be in accordance with the Uniform
*61-1-1 thru 61-1-28 *SA 1978,

0 ffice Bra 968,
decision of the
Licensing Act,

HED-BO-3A (MSD)

Page 1 of 23 pages



DEFDimOMS: As used in these regulations, the following terms *
shall have the meaning given to than, e>*cept where the context
clearly requires otherwiser '
104.0.. "Apprentice perm it" means a permit issued by the
Division to authorize a person desiring to bhecome a
lay midwife and pursuing the required course of study
to obtain clinical experience under supervision of a
physician, certified nurse midwife or registered lay
m idw ife. : . . e

104.02. "Certified nurse midwife" means a graduate nurse
licensed to practice in this state who has been
certified by the American college of Nurse-Kidwives
and registered with the Division pursuant to the pro-
visions of the Department's Mcrse-Mixbdfe Regulations.

104.03. "Contact hour” means a unit of measurement to describe
50-60 minutes of an approved, organized learning ex-
perience or two hours of planned and supervised
clinical practice which is designed to meet profes-
sional rjucAtlonal objectives.' \

104.04. "Continling education" means participation in an
organized learning experience under' responsible
sponsorship, vipable direction and qualified instruc-
tion and approved by the Division Cor the purpose o f
meeting requirements for renewal of registration under

those regulations.
[ ]

104.05. "Division" caans the Health Services Division o f the
Health and Divironment Department.

104.06. "Lay Midwifery" means the provision of haalth care ser-
vices in pregnancy and chikbirth by a person not a
Licensed physician or a certified nurse-cdd”ife.

104.07. "Physician" means a person licensed to practice medicine
or osteopathy In this state.

104.03. "Registered lay midwife" moans a paraon who la current-
ly registered and in good standing on the registry of
lay akWives maintained by the Division.

104.09. "Registration” aunt a docxnant issued by the D ivision
identifying s legal privilege and authorization to
practice within the scope of these regulations. Regis-
tration undai these regulations is not transferable.
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104.10. "Regrstratron year means the Berrod from Decenc rar "’
of any year through December 30 of the fol ovrng year
Initial’r H}rstratron may be issued at any time
expire on the following December 30; apprentrce permrts
may expire at any trme but no later than the following

December 30<

104.1T.  "Supervision" means the coordination, direction and
continued evaluation at first hand of the gerson in
training or engaged in obtarnrn? clinical experience
or enga?ed in difect delivery of lay midwifery services
within the soope of these regulations.

APPLICABILITY

LIMITATION*; ymr wifery in New Mexrco Is limited in scope to
practice as outlined In these regulations.

SOOPE: The lay midwife nay provide care to Jow risk patrents
detarimuned é&wymc;w evaluation angd exanuimaton o Ero
spectively nor for pregnancy and childbirth. Such car

includes:
201.01. prenatal supervision and counseling;

201,02, preparation for childbirth;

201.03. supervjsion and care during labor and delivery and
care of the moth(er and the newborn In the immediate
postpartum period, so long as progress meets criteria

generally accepted as normal.

RBQUIREI\/ISOT OF REGTSNWTION: = Fran and after JuI 1, 1980 no
gerson shall hold" nrm/herself out as a lay nH ere or offer for
ondensation or otherwise, any, servrces v.tiich con trtute
midwifery ut.less currently registered as a lay midwife .un er
these regulatrons or hold mq a. provrsr na or agprentrce ermit
Issued by the Divisjon, Violation of thi grovr ion s subject
to prosetution or civii action as may be provided by law.

-127-
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300.

301.

302.

-128-

“REGISTRATION OF TAY MIDWIVES

TYPES OF PERMITS FEES: Upon application, meeting require-
ments and payment of fees, a person subject to these re?ulatlons
may be issued an apprentice permit, a provisional re%|s ration
permit, or a reqular registration permlt as applicable, !
accordance W|th these régulations.” Permits shall be |ssued with-
out ee th rouH December31, 1980; thereafter fees, new or
renewal, shall be submitted in accordance with the fee schedule

. prescribed in Section 400. hereof, , )

APPRENTICE PERMIT: An aP rentlce permit may be «issued to any
person for a period not 0 exceed one year and may be renewed once
only for an additional one-year period. Education and clinical,
experience required for regular registration may be obtained
during the apprentice period.

PROVISIONAL REGISTRATION PERMIT: Upon appllcat|on a prOV|S|onaI
registration per,it may be issued t

302.01. Any person who under former regulatlons of the Division

IS currentl}/ permitted to en? ?e in lay midwife ﬁrac
tice under the supervision of the District Health Officer,

or,

302.02. Any person who presents satisfactory evidence of
education, training and experience; such person shall

submit:

302.02.01. EV|dence of completion of at least a :our
ear high school course of study or e™iiva-

ent as determmed by the Department;

302.02.02. Evidence of satisfactory comPIetmn of re-
guwed clinical experlence cited in Section

302.0'.03. Evidence of satisfactory completlon of a
Health Services D|V|S|on apgrove course. in
prenatal nutrition (may be (Peted during

. . provmonal registration period)

302.02.04. EV|dence of rat|sfact0r complet|on of a
course in preﬁared birth ag Ilcable to
the heme birth setting . (may be comp, eted
during provisional reglstratlon periol) |
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. permit nay apply for reqular registr
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302.02.05. Current physician's statement certirfry'ihtj. *f
absence of ‘oonmunicable disease:

302.02.06. Satisfactory reference fran a ph,¥sician,
certified riurse midwife or midwifery in-

structor;
302.02.07. Fee as prescribed by the Division.

302,03, A provisional permit may be issued for a period not to
exceed one year and may'be renewed once only for an

additional one-year period.

302.04. The requirements of section 6C0 hereof may be met during
the provisional registration period.

KK o0
REGISTRATION UNDER REGULAR PERMIT: Upon meeting the requirements .

of Section 600, a person holding an aE_prentlce 0r provisional
ation as a lay midwife and

shall submit.
303.01. An application to sit the next qualifyind examination,

303.02. Evidence of conpletion of at least a four year_ high
school course oPstudy or equiva?ent as de¥ermine% by

the Department;

303.03. Evidence of satisfactory completion of a courne in
theory of pregnancy and childbirth;

303.04. Evidence of satisfactory completion <f required clinical
experience;

303.05. Evidence of satisfactory completion of an HSD approved
course in prenatal nutrition;

303.06. Evidence of satisfactory completion of a course in_pre-
pared childbirth applicable to the home birth setting;

303.07. Evidence of satisfactory completion of a certified
course |en car(ﬁopuﬁmongfy res%smtat?on o? the adult and

newhorn:

303.08. Current physician’s statement certifying absence of
cormmicuble disease;

1 1ED-80-3A (HSD) Pago 5 of 23 pages
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304,

305.

306.

307,

308.

309.

310.

130-

303.09. Four recaimendations ,gone each fian a_physician or
certified nurse midwite, a midwifery instructor, a con-
sumer and a member of the cannumtyy; and

ol . »
303.10. Fee as prescribed by the Division.

FOREIGN EXPERIENCE: Applicants for registration as a lay mid-
wife-vho lack the required clinical experience in New México,
but who have equivalent experience fran another jurisdiction,

-la aﬁgly to sit the qualifying <"™antination after submitting
evidence ot experience and 0f alg. >ther reguwements. Action of
the Division on the request may be apjrealed under the provisions

of the Uniform Licensing Act.

LIMITATION: Registration as a Ia)( midwife in New Mexico is not
to ba construed as valid in any other jurisdiction.

EXAMINATION REQUIRED: ' Registration as a lay midwife in New
hte,xmdo,lst,by examination only; there is no reciprocity with other
juisdictias.

RENEWAL OF REGISTRATION: Ever){ lay midwife registration must be
annualty! An applicant for renewal of registration shall

submit to the Department:

. 307.01. A renewal application cn the form prescribed by the

Department;

307.02. Evidence of completion of,ei%ht contact hours of con-
tinuing education as required by Section 604; and

307.03. Renewal fee as prescribed by the Division.

GRACE PERIOD: Delinquency in renewal of registration of e months
or greater shall result in termination of régistration,

INACTIVE LIST: Any person re%istered as.a lay midwife in New
Mexico who moves from the stale may retain registration by ful-
filling tha requirements previously described” Absence from th
State 0f New Mexico for longer than 10 years shall result in

termination of registration: .
RE%ERTIFICATION: Any person _previousl}/r registered as a IaK mid-
Wi e

e.In the State of New Mexico whos e%ustranon ﬁ_as hee
terminated may be recertified as a reg; stcrod lay midwife by:
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500.
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310.01. Submitting evidence of eight contact hours o/, continuing; C*.
education"annually; - 1 T A TRIES

310.02. Submitting evidence of being current in practice in
another jurisdiction;

310.03. Applying for a lay midwife apprentice permit in .order_to
obtain Clinical experience to become current in practice

as determined by the Department;

310.04. Sitting any or all portion (s) of the qualifyjig examina-
tion ags realuired bypthe Deéa)rtment; aﬂd /119

310.05. Submitting renewal fee as prescribed by the Division.

FEES: From and after Janua_r%/ 1. 19B1, all applications for
apprentice permit or provisional or regular registration must be
accompanied by a money order pa%able to the Division in **e amount
of firty dollars ($50200). Such fee provides for initial regis-
tration” for the registration year, or part thereof, remaining.

I the application”is deemed insufficient, the fee will be réturned.

400.01. Fee for annual renewal of 8rovisiona| and regular
registration shall be $25.00 a year.

400.02. Deamination fee shall be $25.00 and is not included in
registration e,

REVOCATION OP REGISTRATION; The Division may refuse to issue,
suspend for a_definite period, or revoke a régistration for any

of the following causes:
500.01  Dereliction of any duty imposed by law;,
500.02. Incompetence;

500.03. Conviction of a felony;

500.04. P_ractici_ng vMilo suffering*frun a contagious or infec-
tious dir?asc;

pjpJ 500.05. Practicing under a false name or alias;

500.06. Violation of any of the standards of practice set forth
in Sections 800 and 905;

. .9 .
500.07. Obtaining any fee by fraud or misrepresentation;

4 HED-CO-3A (USD) Page 7 of 23 pages



<Ar-

600.

500.08. Knowingly employing directly or indirectly any sus- e
pended unregistéred person or persons not holding an
apprentice permit to perform any work covered by these

regulations;

¢
500.09. Using or causing or P_romoting the use of any advertisin
matter, promotional literatiire, testimonial; or any oth
representation however disseminated oar published, which

Is misleading or untruthful. X . %

500.10. Representing that the service or advice of a person
licensed to practice medicine will be used or made
available when that is not true, or using the words

doctor,” "clinic" or similar words, abbreviations or
symbols 'so as to connote the medical profession when

such is not the case;
500.11. Permitting another to use his registration;

50* 12, Directly or indirectly glvmg or offer tr give, or Per-
m|tt|n([;, or causing to be given moneK or,anythln? of
value to any person who advises another in 4 professional

gaPaC|ty as an inducement to influence him or have him

influence others to use the services of the registration
or permit_holder, or to influence persons to réfrain

from seeking services '-Isewhere; or

500.13. Violating any of tha provisions of these (egulations.'

Y
er

= EDUCATION
.

CQURSE OF STUD*/:  The Division shall. on the advice of tha Lay
Midwifery Advisory Board, periodically maintain and. periodically
revise a list of approved courses, texts, and trainers covering
at least the following subject matters. The Division may use

the list as a_guuilellne In “determining the acceptability’of g non-
listed educational source which an ap%llcant submits as complgmg
v/ith any educational experience requirement, A course of stuqy
in theory of pregnancy and childbirth must include the following:

In each category applicant shall cite approved training source
or indicate reasons why source should bo approved.

1JED-80-3A (HSD) Pago 8 of 23 pages



600.01.

600.02.

600.03.

600.04.

%

600.05.

600.06.

600.07.

600.08.

SrTTVEW)

-133-
L
Provisional Regular
Requirgrants  Requirements
Basic_aseptic Required by hoth the registration
techniques levels

Basj¢c Observation Required by both the registration
skills levels

Basic prenatal May be done dur*- . Required. at
nutrition ing provisional application
registration period "

Basic parent educa- May be done our-. * Required. at

tion for piepared Ing provisional application
childbireh " E%g?i?gdtrauon pplicatio

Provision of care Required by both the registration
during the ante- levels

partum, intrapartum,

Bostpartu_m ard new-

orn periods

Management of birth  Required by both the registration

and inmediate care of levels
the mother and the
r. awhom

Identif())/ source of
Education

Recognition of eariy Required by hoth the registration
signs of possible levels
abnormalities

ldentify source of
Education

ﬁﬁﬁg&&}ﬁﬂﬁ{]o?nd Retired by both the registration

emergency situa-
fions
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602.

-134-

Provisional Regular
' 'Requirements Requirements
600.09. SfoecirIReq,uirements May be done during  Required at
of homedelivery Prov,lsmnal_regls- application
- ratian period *

600.10. Information re%ard- Required by hoth the registration
ing the laws an levels
requlations relat-
Ing to the practice
of “midwifery in
New Mexico

LIMITATION; Tha oqurse of study nust not include the independent,
medically- jnsupervised use of anyjjrugs™in the antepartum,
intrapartum, postpartum or newhorn periods except for prophy-
lactic treatment of the eyes; and the course must not contain

any training in any surgical procedures other than the procedure
for repair of a first O- second degree laceration.

CT.rmCAL KXPEPJENCE: Clinical exPe_rience in lay midwifery may be
obtained in any setting (i.e,, office, clinic,"hospital,” ma-
ternlt)( center; hare).” Clinical experience must include at
least the following types and numbers of experiences:
*Provisional Regular
Requirements Requirements
602.01. Prenatal visits at
least 15 different
women , 60 100*

602.02. Labor observatians
(at least 10 must be
before first de-

livery, all deli- * . ,
veries may be i 'V
Included in this st
number * . 20 40
: X )
602.03. Dehvw of newborn o v _ w |
and placenta 10 - 20
602.04. Newborn examinations 10- W ah
HED-00-3 A (USD) Page 10 of 23 pages
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- iIStOKRR 12 PH 3'
Provisional ™ - Regular .. %
Requirements . " Reoulregents
602.05. Postpartum heme Wer oy
visits (within
6 tours of".
delivery - 10 N 30 .

602.06. BCEX Department of ilay be done dur-  Requijred. at g

Pediatrics NICli and  inQ registration  "application
Nursery (s hours Perio L
minimum).  Other
acceptable observa-

. tions entities will
be oonsidered

602.07. ECM/ Department of  May be done dur- Required. at

Obstetncs and ing. reg|strat|on application
ynecolo?y Hl%h Risk perlo
périnatal”Unit ob ser

vation entities will
be considered

602.08. Observatlon of ore  May bn done dur- 1-6. tour class
complete series of  ing registration series pre-
, H ared childbirth  period, ferred
asses
602.09. Observation of one  May be done dur- 1 series of
complete La Leche Ing.registration 4 meetings
League series period

602.10 F|ve exr%erlences in each of categories 602.01, 02, 03
ust be with an approved ghysman or certified

m|dW|fe trainer.  Required at application.

SUPERVISION OF CLINICAL EXPERIFACnr CI|n|caI experience may be
obtained under the superwse >n of a? ysician, cert|f|ed nurse-
midwife or reo{stared }/ midwife. This must be direct, present
in the same rocm supervision." Thuso providing su?ervmo must
be approved by the Division for tralnlng and should. )av¢ had
previous.exroriunce with home birth, PostPartum heire visit
supervision njy be provided by an HSD public toalth nurse.

f
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700.

102.

o T o
-136- . Vo

annual renewal of registration. ,

604.01. In each calendar year, eight contact hours of continuing
education must be obtained. One hour each of management
of antepartum, intrapartum, and iewbom periods and one
hour of recognition and management of emergency situa-
tions must be obtained: othér hours may cover any
topics applicable to midwifery practice: — ««

604.j2. Continuing education may be obtained through convention,
conferences, area midwives meetings or other mechanist

as approved by the Division. e Xt > f

. Tkt % ' .

604.03. In a~y calendar year the Deﬂartmetnt may require épecific
topics_for continuing education based dpon any problem, *

areas indicated by régistered lay midwives' sémi-annual

reports. |

REQUIREMENTS OF EXAMINATI_ON:,An%lPerson agplyin? for reqular |
registration, as a lay midwife must pass a qualifying_eXamination:
administered under the auspices of the Departmenf. “The Depart-
ment shall offer the examination at least twice a year™ .

Y TN § . [
TELDS TESTED: Tha examwatmp shaﬂionswt | f t}]ree) perts:

*

701.01. A written exam.lhation designed to ' test knov'\'/%d@'e in
theory;regarding pregnancy and childbirth;

701.02. Anoral'examination des /ned to test clinical judgment
oot Iawmdwﬁery case managerant; and X

0 i
701.03. A practical'examination designed to demonstrate the
mastery of skills necessary Tor tho practice of lay

midwifery.

SCOPE OF WRITTEN EXAMINATION: The written examination shall
COVer: I
i N .
702.01. Theory regarding pregnancy and childbirth includin
hut n%t I|gmitedgtg: Sy LR g

" . .o * 1
702.01.01. Anatcm andephys,iolog){ of the female repro-
ductivé system; in both pregnant and non-

pregnant Ktates;

COOTIWIKG EDUCATION: . Continuing education is required for
i

°1?
1

M
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702.02.
702.03.
702.04.
702.05.

702.06.

702.07.
702.08.

to'Oyrr 12 PH
<02.01.02. Normal growth end development of r(q&UL..and;
.placenta; o - \ »

702.01.03. Normal progress of pregnancy, iabor and
delivery;

« |, ' .
702.01.04. Comfort measures in the antepartum, intra-
partum and postpartum per|\9_ds; 7

702.01.05. Significance of laboratory studies in
prégnancy and the neonatdl period; angd *
¢ ° "« o

702.01.06. Prenatal nutrition.
%]

Patient teaching;
Special requirement of home delivery: -

Risk factors in pregnancy; o e

Terminology used in the practice of lay midwifery;

Nor..al newborn characteristics and possible problems
including anomalies;

Care of the newborn; and « ko

Pertinent legislation and regulations for lay midwifery
In New Mexico. ) 0

score or ORAL EXAMINATION: The orol examination shall cdiiér:

703.01.

Evaluation of judgment to.cover areas, of:

. m \

703.01.01. Early recognition of <Ix»rmaiities in éhe
antcpartun; intrapartum, postpartur. an
neonatal periods: _their nig ficance and
possible sequelae if untreated

703.01.02. Recognition and treatfient % f emergency

situations ¢

703.01.03. Course and ituinugenent of normal Inbcr and
selected normal anteﬁ)artun situations'.
nutritional counseling, patient teaching,
ealing with n?rrmal disccniforts). ., 4,
[] PYy . []

o W

J t vy F
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104,

800.

801.

802,

803.

804,

805.

-138- 1 o

SCOPE QF EXAMINATION:  The practical e.'amInaticn shall
cover hasic skills:
704.01. Tanperature, pulse, and respiration
704.02. Blood pressure. N ' ;dc o tehee,
i Boaa ’ *. oy
7104.03. , Feta] hear4 tones ¥ 5o KR
704,04, Abdominal palpatior “x@)' rt-V
704.05. Cervical dilatation 'j’i* | .
704.06. Fetal#position . ' 4;\/4 1>
104.07. Measurementof fundal height .
704.08. Exam for edema y *I |

DOTIES AND RESPONSIBILITIES T

COVERAGE: The registered lay mickdfe must assure that all
women she plans t0 deliver receive required tests.

fEDICAL EVALUATION:  The lay midwife must require the Rati_ent to
have a risk evaluation and ph¥3|cal examination by a physician
before a registered lay midwife assumes her care.

REQUIRED TESTS: Initial r[])hysician_examination shall include
clinical pelvimetry and the “following laboratory tsts — VDRL,
GC screen, blood type and group, hematocrit and hemoHIobm
rubella titer and Urialysis:  Hematocrit must be reciecked at

28 and 36 weeks gestation. . . t

PRPJWIAL VISITS: Prenatal vista should be every 4 weeks until
28 weeks gestv*cation, every 2 weeks from 28 until 35 weeks gesta-

tion and weakly frcra 36 weeks until delivery.

PHYSICIAN VISITS: Each weman must also ha\j one prenatal visit
with a physician at 36 to 40 weeks.*

RECORDS; The. lay midwife shall maintain records of physician's
visit with evidence of his/her exam for the Division.
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806.

807.

808.

809.

810.

en.

612.

813.

a.o’n 12 P'**5
ADVANCE PREPA%IWN for NEED: The registered lay mia*ifE/- r%'r'*Y iz
to the onset abor, must have: J Y 2% p~ ***kw

806.01. Arran%ements made for transport of mother and/or infant
to a hospital; and

806.02. Agreement for medical referral and/or hospitalization of
'mother and/or infant, if it should beocme ngcessagy.

'INFORMED CONSENT:  The registered lay midwife most inform any
woman seeklnn%; home hirth Qf possible I’ISkE of home birth and most
obtain Informed consent of the woman for home birth prior bo the

onset of labor on a form provided by,the Department. Vo e

OCFMINITY RESOURCES. He registered lay midwife most be familiar
with conrnunity resources for pregnant women such as fxenatal
classes, NIC program, La Leche League and HSD clinics.

LATE PREGNANCY PERIOD: The registered lay midwife will make a
hone visit no more than 4 weeks prior to the EDC bo assess the
physical environment, to ascertain that the woman has all neces
sary supf)lles to prepare the family for the birth and to instruct
the” family to correct problems or deficiencies. .

NORMAL DELIVERY: The registered Ia% midwife must rémain with the
mother and infant for at™least two hours postpartun, or until| the
pother's fundus is firm and lochia normal, the mother has voided
and the infant has a normal temperature and is nursing wall,
whichever is longer.

HOSPITALIZATION:  The registered lay midwife Bust ocrcrpany to
the hospital any mother 0r infant requiring hospitalization,
giving any pertinent written records and averbal report to the
Bh sician”assuming care. If Po_ssmle, she should remain with the
ojher and/or infant to ascertain outcomsg. |

PHYSICIAN EVAnnCff OF KBaOWh The registered lay midwife w st
recomend that any infant deliwred *t home be evaluated by a
P ysician within 3 days of .age, or sooner when it bocrmss agparent
hat the newborn needs sedical attention,

POTPAKITM VISITS* The registered 1ay Bijct'ife shall make poat-

Parnm harT visits .to evallate the t »altion of Bother and

ntant at least twice - once within s hours of birth y.d once

on the fourth or fifth posteartlre*d [. Additional visits shall
D

be mado as indicated. W

i**
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814,

815.

816.

817.

818.

819.

-140-

RH BLOOD FACTOR; In the case of an unsensitized Rh negative
mother, the registered lay midwife shla*II:.

814.01. Obtain a sample of cord blood fran the placenta and.
deliver it to a laboratory within 24 hours of the birth.

814.02. Be ﬁ%trasin that the mother consults a physician within

PREVENTION OF INFANT BLINDNESS: Within one hour of birth, the
registered lay midwife shall administer two drops of 2% solution

of silver nitrate or other antiseptic of equal potency and
harmlessness into the eyes of the infant in accordancé with the

Health and Environment Department's Regulations Governing the
Prevention of Infant Blindness. .

BIRTH REGISTRATION: The registered I’ay midwife must C(;np,le_te a
hirth certificate and file 't with the” local registrar within ten

days of the b!rth. o | X ,

SANITATION; The registered lay midwife shall maintain till equip-
ment usezTin therp_racnce of midwifery in an aseptically clean
manner and in working order.

RECORDS: . The re?istered lay midwife shall maintain records of
each patient on_forms approved by the Deportment. Inactive records

shall be maintained no less than"ten years.

ANTEPARTUM:  The registered lay midwife shall refer for medical
evaluation and/or care any weman who during the antepa<rtpm

period: ,

819.01. Develops a bleed pressure of 140/90 or an increase of
30 rm Hy systolic or 15 mmHg diastolic over her normal

blood pressure. |
819.02. Develops edema of the face and hands.

B19.03. Develops severe, persistent headaches, epigastric pain
or visual disturbances. ,

819.04. Does not gain 14 pounds by 30 weeks gestation or at
least 4 pounds a month in”the last tfimester or gains
pore than e pounds in two weeks in any trimester’

819.05. Develops gluoosuria or proteinuria.
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819.06.
819.07.
8§19.08.
819.09.
819.10.
819.11.
8§19.12.

8§19.13.

8§19.14.

819.15.
8§19.16.

819.17.
8§19.18.

e 4

819.19.

Has synptcms of vaginitis. .

Has synptans of urinary tract infaction. ”c.*l
L
.

Has vaginal bleeding before onsetof labor.

Has prematura rupture of menbraneo.
(X * 0 > e 0% % * ’::_H.-J )

Noted de'creas*e i'n or cessétiog of f'etal uovemm t.
. .

Has inappropriate gestational size.

Has denonstratad anemia by blood test (hematocrit leas

than 30%).- - " .
Has a fever of 1004 degrees P. or V degrees C for
24 hours.

* * £y
Has cffaccrent and/or dilatation of the aervixX prior to
36 weeks gestation. PN

Hasgolyhy.draenios or oligohrydrjn mioe .

Has excessive vaulting or continued vom iting after 24
weeks gestation. ¥ Wt .

* ‘e

Is found to be ta negative.

Has severe, protruding varicose veins of extrem ities
or vulva. * t

36 years of age or older.

n/TRkP/JmJMt Tho registered lay ebW ifa shall refer for cedioal
evaluation-end/or care any wenwn who during the intrapartus

period:

8§20.01.

820.02.

8§20.03.
820.04.
820.05.

Develops a blood pressure of 1*0/90 or an Increase of
30 ms Hg systolic or IS ms Hg d. estollc over her nocsal

blood pressure. o

Develops severe headache, epigastric pain or visual
disturbance.

Develops proteinuria.
Develops a fewer over 1004 degrees Por N degrees C.

Develops respiratory distress.
M3>-e0-1A (KSO) Page 17 of 23 pages



821.

820.06. Has fetal heart tones bela/ 100 or above 160 beats per
minute between or during contractions, or a fetal heart
rate that is irregular.

820.07. Has ruptured mschbranes without onset of labor after 12
hours.

820.08. Has bleeding prior to delivery. .
* * M| ek

820.09. Has meaonlva stained aoniotlc fluid .

820.10. Has a presenting part other than e vertex.
*O

820.11. Does not progress in effacamsnt, dilatation or station
after 2 hours in active labor (or 1 hour if distance to
hospital is greater then 60 miles). f

820.12. Does not show continued progress to delivery after 2
hours of second stage labor (or 1 hour if distance to
hospital is greater than 60 ailes).

820.13. Does not deliver the placenta within 2 hours if there is
no bleeding and the findus is fine (or 1 hour if dis-
tance to hospital is greater than 60 alias) .

820.14. Haa a partially separated placenta with tiecding or has
a blood pressure belew 100 systolic or a pulse rata
over 100 beats per alrxrta or is week cr dirry.

820.15. Bleeds core than 500 cc (2 cups) with or after the
delivery of the placenta.

820.16. Has retained placental frwpents or reefcranes.
820.17. Dseiios medicju consultation or transfer.

s *

ICCTPATOW: The registered lay aid/ife shall refer for oedlcal
evaluation and/or care any woaan Ufe during the goetpa_rtug

ported. I 4

821.01. H*s a second, third or four*h degree laceration.

821.02. Has uterine atony. .o 7

¥*21.03. Bleeds in art amount greater than normal lochiel floe.

fCX> 80-U 'HSD) fege 18 oféﬂtJ pegee
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622.

KO.

821.04.

821.05.

821.06.

-143- - SJPCEIVE .o

8a »R12M>s2

Dxjs not void within 6 hours of birth. e | T IFft*
Dave lops s fever greater than 100<c¥. 30*fc on any 2
of the first 10 days postpirtu* excluding the first 24 )
hours. , If o

* i

Develops foul smelling lochia.
' ' Vi< o ' la

NPSOftV WOOLSB t The registered lay siid/ife will refer for

medical

822.01.

822.02..

822.03.

822.04.
822 0S.

822.06.
822.07.

822.08.

822.00.
822.10.

827.11.

822.12.
822.13.

evaluation and/or care any infant v4ro:

1

Has anftpgafsoofe:of 7 or les- at 5 minutes.

L)
*

Has any obvious anomaly.
2 " ) LI

Develops grunting respirations, retractions or
CpM BM

lias cardiac irregularities
Has a pale, cyanotic or grey color. \
0 4 0

Hus an abnormal cry.
®

Weighs less tImn 5 1/2 pounds or 2500 grams or wv ighs
more than 9 pounds or 4100 grams.

signs of prcmuturity. dysnaturity or poetrsturlty.

lias roocnitfs staining.

Dee not urinate or pass nrcxxMura in the first 12 hairs
4 after birth.

Is lethargic or dor* not nurse wall.

Has

ftrotftrs weak or flaorid, has abnormal frees or appears
mat to be mmil 1in any other respect.

mcHtoiTicpt KX> LPtnwricrc isVX nmcncE or iay inrgrgy

an_l' JID mencki The reylttriel ley «i<Mfo snail rot

CoMi

ylscSpt re”visibility for the prenatul or intrapsrtia

cere of a vre*a wtoi
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900.

900

900

900

900.

900

900.

900.

900.

900.

900.

900.

900.
900.

900.
900.

01.

.02.

.03.

.04.

05.
.06.

07.

08.

09.

10.

11.

12.

13.

14.

15.

16.

Has had a previous Cesarean section or other knc./n
uterine surgery such as hysterotomy or rayamectony.

. L] .‘ S

Has a hlstory of difficult to control hemorrhage with

previous deliveries-

o Keyy Rk %

Has a history of low birth weight infants (2590 grams
or less), stillbirths or neonatal deaths.

. K

Has a history of birth injury to mother or infant ta any

previous delivery-

Has a history of third trimesterlbleedi‘ng. . -

Has  history of thrombophlebitis or pulmonary embolism.

Vv LI *

Has diabetes, hypertension, Rh disease W|th posutlve

titer, active tuberculosis, active syphilis, active
heart disease or kidney

gonorrhea, epilepsy, hepatitis,
disease. . e

«

. ¥V o, »

Has genital herpes simplex in the first trimester or in

Has a contracted pelvis.

. the last four weeks of pregnancy.

* * % * *
, <

e 9

Has severe psychiatric illness or a history of
psychiatric i1llness in the 6 month period prior to

Is addicted to narcotics or other drugs.

Ingests snre than 2 ounces of sloohol or 2 boors a day
on a regular basis or participates in binge drinking.

Has a aultiple gestation.

£ 7.

Has e fetus of less than 37 weeks gestation at the

onset of labor.

e .t

LI SY

Haa a geststion beyond 42 weaks fay dates.

Haa a fetus in any preaantation oiler thanvertex at the

onset of labor.

10-10-3A (HSD)
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900.17. Is a primigravida with an unengaged fetal head at the

r

onset of labor, or any wcman who has rupturelﬁF inecnbranes .

with unengaged fetal head, with or withoub "lahori® « r
L] " ’ J ..t 0

900.18. Has a fetus with suspected or diagnosed congenital
anomalies that may require immediate medical inter—

vention. . .* Y A
ok *

900.19. Has pre-eclanpsia.

[ *
900.20. Has a parity greater than 5.
ot H . X! ke *
900.21. Is 17 years of age or younger. e
I
900.22. Smokes 20 cigarettes or more, per day, and is not
likely to cease in 1regnancy. Vo
! * . . Vo* *

EXAMIKATIGN Pl LABOR: The registered lay midwife will not perform
any vaginal examinations -a woman with ruptured membranes and

no labor, other than an initial examination to be certain there

is no prolapsed cord. Once active labor is assuredly in progress,
exams tray be gade as necessary. N , e

OPERATIVE PrOCUXJRES: The registered lay mitW *fe will not perform

any operative procedure other than: clanping and cutting the

unblical oord; repair of a first or second degree laceration.
*

MEDICATICKST "he registered lay mid/ife will not administer try
drugs, medications or herbs except when specifically ordered to
do so by a physician and when administering medication in accord—
ance with Regulations Governing the Prevention of Infan; Blindness.

ARTIFICIAL »EAfCt The registered lay midwife will not use dlly
artificial, fwihia or mechanical means to assist the birth.

00nrerTICN OF PRESENTATION: The registerad lay miArfife will not
attarpt to correct"fetal presentations by external or internal

version. . 3
0 0 e

(]
*§'#Q% "

. . \ a

| i:?.«*i#.
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1000.

1001.

1002.

1003.

1004.

' SUPERVISION BY DIVISION = o X

ADVISORY GROUP: The Division shall appoint a Lay Midwifery
Advisory Group which will assist in the development, practice
and problems cf lay midwifery, assist Division staff in the
development of examinations (written and oral). The Lay
Midwifery Advisory Group will be composed of five (5) members:
o * » .
1000.01. One physician who must be active in perinatal care;
N . } J 3 ; . %
1000.02. one certified nurse midwife;

. [
1000.03. TVo regularly registered lay midggves;
. L
1000.04. One member at large. ° x % T

Tho lay Midwifery Advisory Group will meet at least biennially

to evaluate practice of lay midwifery as reflected in the semi—
annual reports during tha time that the program is becoming
established.

S
QUARTERLY SPORTS: The registered lay midwife shall subnit
quarterly to tha Health Services Division, Health and Environ—
ment Department, a suimé&ry report in a form prescribed by the
Division. This report oust be submitted within 30 days of
the end of the quarterly period, individually identifying
information shall not be required.

. ' . tHH SP
MORTALITY: E*gDIATE FEPOKTING: The registered lay midwife
must report within 48 hours to tho Health Services Division
any fetal, neonatal or maternal mortality in patients she has
cared for or any major morbidity as outlined in tho section
Prohibitions and Limitations of Practice.

POPMS SUPPLIED: The Department will send to each registered

lay murvife an anple supply of quarterly reports one month

prior to the beginning of each three month period. The Division
will also furnish any other forms ngyired. . , ‘
STATISTICS: The Department will cceplle annual lay midwifery
statistics and make than available to registered ley midwives
and other interested groups or parsons.
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THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

l' Ei %ESE’[IOH No
Rn Act relating fto midwifery

Requested by

' FngerAL%ﬂ‘inéH' Department of Comrr%erce 4 E2onomic Development
R m(s) E#ec[ed RO T ihg of "prole ns; 434Ln/1nWW lip 11
(Note Ifmore th*n one budqet component is Affected, separate line item amounts and funding for each
component In the analysis section.)
EXPENDITURES  (Thousands of Dollars)

1 FY 81 FY 82 FY 83 FY 84 FY 85 .FY 86

100 PERSONAI SERVICES . 0 0 0 0 6
?nn TRAVEL 5.3 5.9 6.5
300  CONTRACTUAL "o 1047 112.0  T19.8 ] 13770
400  COMMODITIES 0.1 0. 0 0 0
500 EQUIPMENT - o J 0 6 6 0
600 LAND A STRUCTURES 0 . Q.. a 0
700  GPANT5 CLAIMS Etc. - 0 0 0 ~5 0

TOTAL /7 1089  ~16.7 125.1  134.0 143.6

FUNDING  (Thousands of Dol lira) Y
1089 \  116.7 125.1  .134.0 143.&

GENERAL FUND {
J

FFDERAL FUNDS
OTHER (Specify Fund SeurctL

roinpNg

FULL TIMIL |
PAHI TIME I .......................
TEMPORARY 1 . . R Np—

Il ANALYSES (see Fiscal Note Preparation Imtructiom, Section I11)

TRAYCt - »2X Inflation factor projected.

Dept, staff to adnlnlster eaanlnatton, 2 tines/yr. 700.00
Dept, staff to attend reflation hrgt.. Anch/rMs/Jnu 1,600.00
Additional travel and field wort by Investigators. located In
Anchorage 1| Juneau, to investigate aidnlfe conplalrts:
PSR |} o peivedied/ 00, SgoeTuReredatrip
4,700.00
CONTRACTUAL - 71 inflation factpr projected,
legal notices, publications, duplicating and priInt®no costs of
applications, consent form etc.j printing/mill g/distrlbutlon 31900-00
costs of statute and regulation boo*lets; development of eaen. yrv | (continued neat
: ; N .
V. i>ati gg™MtoK mEn w rrrrfiH Tny
u * **x M K ) M ns-nrr- A2
U l4rd and Manmmmt

hue tfvnmo« (faM Lrgnlatof t



SSHB 11 - Fiscal Note

Hearings * estimated 2 headings concernm% m|dW|ves per year.
Costs estimated at $50,000 per hearing: nhearing officer 0 $55/hr,
plus travel &expenses: ciurt reportér @$20/hr Jud|0|a| Drocess
approx. $1,000 per hearing.

Rogm Rental for examinations and hearings.
% exams Per year, mln Anc /Fbrl<s/Jnu lgda ea.
2 regulatory hearmgs per year, 2 days ea

Proctors for examinations.
%50 for heed, proctor
35 for monitors

Total contractual

-Admlnlstratlve supPort t n uld be absorbed
by staff budgeted for in FY' u

100,000.00

[eplda)
OO
o [l
o [T
[ e

o
[
o

$104,700.00
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DEPARTMENT OF LAW
/ POUCHK - STrA TESAPfTOL
OFFICE OF THEATTORNEY GENERAL B 100 3685 681

May 5, 1981
465-3600 X 56

The Honorable Representative Donald E. Clocksin
House of Representatives
Chairman, Health, Education and Social
Services Committee
Pouch V
Juneau, AK 99811

Re: SSHB 11 -- Services of Nurse Midwives
Dear Representative Clocksin:

The Department of Law would like the opportunity
to comment on the above bill, but has been unable to do so
yet, due to the press of business. Since we handle enforce—
ment for the Division of Occupational Licensing, we are
quite interested in that aspect of the legislation. I would
appreciate i1t if you could notify me prior to any further
hearing or work session on the bill.

Also, did you know that the Code Revisiou Com—
mission has done considerable work on developing uniformity
throughout AS 08, 1in regard to licensing and disciplinary
procedures, etc, and has a fairly sophisticated draft of a
comprehensive bill it hopes to Introduce next session? We
would hope to have SSHB 11 coordinated with that legislation
for uniformity, 1if possible.

Thank you for your help. I will hope to hear from
you.

Sincerely,

WILSON L. CONDON
ATTORNEY CENERAL

Sarah T. Kavasharov
Assistant Attorney Ganeral

STIC/3b
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Pouch Y, State Capitol
Juneau, Alaska 99811
(907) 465-3991

MEMORANDUN May 21, 1980
TO: Representative Brian Rogers

FROM: y Barton, Issues Analyst

RE: fne Effects of Regulation on Lay Midwifery

Research Request No. 120

This memorandum is in response to your request for information regarding
the effects of State regulation on lay midwifery. At the time of your
request, ¥ou asked that we research changes in the midwife population of
various states, which may have occurred as a result of regulatory con-
trol. We have determined the existing data to be insufficient for
responsible analyst'- of midwifery trends. Because there is no hard data
available, we have compiled opinions concernln? the effects of regulation
through telephone interviews with staff from alternative birth associations.
State public health pro%rams, and conversations with Ia% and nurse-midwives
in Alaska and other states. Our interview list ‘s attached for your review.
Alaskan lay mldwlves did not grant us permission to use their names and so,
are identified in neither the text nor the attachments of this memorandum,

We have gathered what we consider to be a representative sampling of
current attitudes and experiences regarding the effects of Stats re-
gulatory control. However, our perspective In presenting this is that
of the mldwlves. We have not attempted to draw any information from
medical associations and obstetricians; and, consequently, should this
memorandum reflect any biases, they should be construed Solely ss the
opinions of the persons interviewed.

Proponents of lay midwifery are not necessarily proponents of one another
politics and philosophies.” Consequently, our findings regarding tha
current practice of lay midwifery are varied to some extent- La%
midwifery is a small, albeit developing,movement in the U.S. elth much
internal diffusion. Nonetheless, mldwlves appear united in an overriding
belief that distinct advanta%_es and disadvantages are to be realised

from regulation, When re?ul_a ions ewody fairly derived standards and an
adequate mechanism for attaining those standards, it is safe to say that
most contemporary lay mldwlves view State regulation to be worthwhile.
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However, most Ia)é midwifery advocates feel that equitable standards have
rarely been established at the state level and thus, exercise caution In
recommending regulatory measures. Conditions vary from state to state;
and whether “the general findings reported In this memorandum might apPIy
in Alaska could bear further mvesﬂgatlon. Alaska has a ver){ small lay
midwife population as evidenced by the fact that there are only two
known lay midwives practicing In Anchorage. Because of this, 1t might
not be In the State's interest to ?ursue steps toward regulation at this
time. The subdect of re?ulatl_on of these practitioners can evoke heated
and emotional debate by [ay midwives, medical professionals, and Publlc
health administrators.” On occasion, it appears that oore conflict has
emerged from the process of lerlslatlve ictlon than existed prior to the
Publlc's attention to the matter. Part of the problem is sure_lﬁ due to
he now definitions that lay midwifery haa assumed combined with a lack
of model Ie%lslatlon at the State level. Consequently, it may be wise
for Alaska to sit back and watch the effects of other states' regulatory
provisions prior to adopting legislation of its own,

Backgrc nd Information

The definition of midwifery has expanded since its mceptlon in the

U.S. but basically still refers to the management and attendance of
childbirth, In today's society, there are three types of midwife; 1)

the traditional midwife, known as the "granny," who has obtained her °
training in labor and delivery solel){1 through apprenticeship and experience;
2) the nurao-nldwlfe, who generally has obstetric nursing experience and
graduate coura work <n midwifery; and 3) the modern lav midwife, who
generally has been trained throu?h s combination of coursework and
apprenticeship. There are more lay mldwlves. Includln? both the "granny"
and her contem{)orary counterpart, than practitlooers of nurae-mldwlfery
There are about 1800 nurse-midwives la the U.S. In Taxes alone a state
which exemplifies the procI|V|t?/ of lay midwifery InTTi South, there

are an estimated 1300 lay mldwlves. The predominance of the lay midwifery
population may be due to the rigorous training required for nurae-
mldwlfery certification. Conversely, state lews that in the past have

made it relatively easy to he certified sc a lay midwife have been a fectot
in the maintenance of Tay mldwlves populations.

Most lews governing the practice of ley_midwifery were adopted by states
in the first quarter of this century. “These lews were elmed et the
"granny" midwife and, for he most part, set very basic standards of
control, generally only requiring a certificate of practice dispensed by
the authorised licensing board or agency. As the availability of mat' cine
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and professional health care expanded, the use of midwifery declined

from about 50 per cent of all births in 1900 to only 12 per cent by

1935. But manY states left their lay midwifery laws unaltered, presumably
in deference to the few remaining "granny" mldwlves. The rate of decline
continued until the 1960's when a resur%ent interest in lay midwifery
occurred. At this point, a number of states found themselves with laws
considered by many medical associations and health departments to be
outmoded by current health standards., As a result, movements were made
In some states to amend existing legislation, thus marking the beginnings
of a conflict between the medical and lay midwifery communities regarding
a mutually satisfactory Interpretation of their respective roles.

At basic issue Is the question of home delivery versus hospital delivery.
Births attended by lay mldwlves generally take” place In the home or In
some Instances at special maternity centers. The American Medical
Association contends that non-hospital bast. | deliveries place undue risk
upon the safety cf the Infant, presumably because of the mother's distance
from emergency medical equipment and professional medical staff. Conversely,
lay mldwlves argue that the nation's obstetricians hsve poorer maternal

and child morbiditv and m_ortal_ltz rates than do lay mldwivts who often are
attending Impoverished, high-risk patients. As an added point, lay midwife
associatrons offer W_orld Health Organisation data that indicate better
morbidity and mortality rates In developed countries, such as_ Sweden and
‘reat Britain, where mldwlves are used more extensively than is the case

in the United States.

Mldwlves maintain that as doctors of medicine, obstetricians havu heen
taught to treat pregnancy from a pathological perspective rather than as
a natural condition, and” consequently have develop’d the same reliance
u?on anaesthetics and surgery as is prevalent In the medical diagnosis
of morbidity. Lay mldwlves Tfurther contend tlut such procedures as
eplslotony, asurglcal incision of the perineal tissue to enlarge rhe
vaginal oEenln?_, ave become routine obstetrical practices because they
shorten the delivery time rather than for any health function. The
medical profession, in turn, regards lay midwifery and home-blrths as
unnecessarg_ regressions to a lost era, which Ignore the capabilities of
modem medicine.

In comparison to other developed nations, the U.S. utilises midwives
to a very lie tel degree. In.Sweden, every pte%nant woman. Including
those who are to deliver by Caesafftan section, has a midwife. In the
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Netherlands, mldwlves have responsibility for all normal births as is
evidenced by the Dutch ?overnment's refusal to pay for a doctor's services
If a midwife is available. Accordfng”tcTan article by Christopher Norwood
in a May 1978 issue of Ms., approximately 80 per cent of the world's
babies are delivered by midwives, In the U.S., according to the National
Center for Health Statistics, only approximately 1.5 per cent of the
nation's births occur out-of-hoslolt_als. Of these, 92Z are attended hy

lay mldwlves and others, e.g. relatives, taxi cab drivers.*

DETERMINING THE ROLE OF REGULATION IN LAY MIDWIFERY

The need for regulation of health ‘are personnel has Ion?. been regarded

as essential hy state giovernln% entitles. Occupational Ticensing, as

with other professionals, is the basic component of the regulatory

process. The fundamental purposea of licensure are to control entry Into

a profession and to establish and enforce minimum standards of practice.
Persons found to be deficient in, or in violation of, these basic standards
may be denied licensure; or, if already licensed, may have their licenses
revoked or suspended. It is generally regarded that this Process protects
the public from the purchase of Incompetent or unsafe health care services.

The degree to which requlatory controls should be employed proffeis con-
troversy. In this matter, development of re?ulatory provisions for mid-
wifery can be especially complex hecause of the conflicting opinions
regarding its function..The resultant affects of the regulatory process,
according to lay midwifery advocates, have heen varied.

Potential Benefits of Refulatlon

Host midwifery advocates Interviewed concurred that licensure may tx
necessary to establish minimum standards of practice, an assurance that
la apparently becortng more essential as the interest in home birth con-
tinues to grow. Por example, Shar*. Daniels, President of the National
Hldwives Association and Director of the EI Paso Birth Center, stated
that under current Texas law, the only requirement to practico midwifery
Is registration at the local courthouse. Under this rr'atively loose
Texas law, the resurging Interest In home births has prompted a number

* The percentage of hospital-basel births attendst by csrtifled nurse-
midwives is not available. However, as there are only about 1AQ0
certified nurse-mldwlves in the United States, the percentage of
births attended by these practitioners is projected to be equslly low.
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of untrained, unskilled people to register as mldwlves. The danger In
this, of course, Is the assumption by a consumer seeking midwifery
services that she Is obtaining the care of an adequately experienced
individual. As a result, amendments to the Texas law are currently
beln(t; proposed that will establish much stricter standards and guidelines

for the practice of lay midwifery, e.g. the successful completion of
IS_tate-approved training and a State-administered examination prior to
icensure.

Arizona has pursued similar measures by strengthening a lenient law with
precise regulations. In effect since 1957, Arizona's law on lay midwifery
merely requires submittal of application to practice, establishes
conditions under which a license Is revoked or suspended, and authorizes
Its Department of Health Services to draft rules and regulations, which
until several years ago, had few restrictions. The Department of Health
Services now requires lay mid lves to have completed an approved course
of study and to pass a State-admlinlatered examination comprised of
written, oral, and practical sections. The Department also requires
every client of a lay midwife to retain a back-up support physician.
Ruth” Bceman, the State's admlnlsterln% officer for the lay midwifery
Brogiram, considers these measures to have been worthwhile” in providing
etter assurances for tha health and protection of the public.

An anticipated secondary result of state regulation is Improved quality
of training in lay midwifery programs. Because a purpose of llc«ns' re 'is
the establishment™ <* quality standards, a certain degree of service
def|0|enc¥ In lay midwifery progrias can exist In those states, such as
Alaska, that do not legally addross alternative childbirth practice.

though not prohibited by law to practice, neither are mldwlves actually
recognized by states such aa ours. The result is legal ambiguity clouding
rhe scop** nd, In turn, the quallt. of service provided by lay mldwlves.
An examp  of paramount significance concerns the relationship between
lay mldwlves end physicians. Because Alaskan lew does not Identify
the function of lay mldW|ferY, a number of phys.clans will not admit as
a client any pregnant woman Intending to have ‘a lay ml'wife-attended
birth. Consider Jureau: of three clinics available for prenatal care,
one clinic refuses the admission of home-dellvery patients; a second
admits altemative-birth clients but charges them a $400 set fee rather
than bill ig on a per visit basls~Tthereby automatically committing
a client to $400 worth of visits); Ieavm?_ the third, a public clinic
operated through the State, as the only clinic admitting home-birth
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clients without restriction. Lay mldwlves maintain that situations such
as these would be alleviated to some extent by regulation.

One local lay midwife compares Alaska to Washington where lay midwifery

Is regulated. She maintains that regulation can assist to strengthen

the relationship between lay mldwlves and physicians, noting that most

lay mldwlves in Washington perform their deliveries with emergency

transport vans and adequate back-up support of physicians. By contrast,

in Juneau, she maintains, a number of women have been forced to misrepresent

their Intentions to their physicians in order to obtain prenatal examinations.
She added that because thereis no licensure she is denied the use of certain
health care tools and equipment, contrasting the Iccal situation with

those of Washington and Colorado where she would be entitled to access

to labs. Although not a proponent of licensure of lay midwifery in

Alaska at this time, she feels that regulation should  be considered for

the state in the future.

Another Alaskan midwife, who asked that her ldentity not be disclosed,
feels that practitioners would be better F)rotected under licensing.
Licens d to Bractlce nursing, she feels she has had problems maintaining
h'" license because of obstetrical opposition to her practice of lay
mldW|fer¥. She feels her past problems could have heen eased had Alaska
eromulga ed clear regulations regarding the role of Ia% midwifery. _
onetheless, she views the_de(t],ree of current bias by the medical community
to be so strong that an objective consideration of regulation is not
currently possible.

Potentially Negative Effects of Regulation

Lay midwifery advocates seem to agree that the ptimary disadvantage of
regulatory control lies not in the concept of Ilcencure but rather in
the potential for abuse of its purpose. In other words, lay mldwlves
believe that sta_te_re?.ulatory laws can be merely a slimiy disquised
means for the elimination of midwifery practice. Upon examination of
devolopmeots subsequent to licensure n ststes such as Alabama, it is
difficult to allay lay midwives' fears. Alabama's law exempts ,Iay mld-
wlves from the Ilcensmgi requirements of nurse-mldwifery, tenting that
these requirements shall not "prevent lay midwives holding val'd health
department permits from _engagln%_ in tne practice of lay midwifery as
heretofore provided until such time as said permit may be revoked by the
county board of health." In 1979, the Alabama State Department of Health
issued an order to suspend approval of any now licenses and suggested
that old licenses be proscrited from renewal. Other states, through the
process of regulation, have established standards so high that the purpose
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of lay midwifery appears violated with only "professional™ practitioners
able to meet requirements. Arizona, with its oral, written, and practical
exams has been criticized by the National Midwives Association for its
overly competitive admissions criteria; the Association cites the state"s
total population of only 24 licensed mldwlves as evidence.

Along similar lines, lay midwivea also express apprehension regarding

the basis for the minimum standards of eligibility set by states. In

this area, there appear to be two issues of concern: 1) should physicians
have a role in developing standards for lay midwifery? and 2) can a
consensus be reached concerning minimum standards? Regarding the former
issue, the International Association of Parents and Professionals for

Safe Alternatives in Childbirth (NAPSAC) assume unequivocally that

medical doctors cannot give valid consideration to lay midwifery regulation
because of their philosophical opposition to the pr ctice. David Stewart,
Executive Director of NAPSAC, views the Association ™ attitude to be
justified because midwifery is a profession distinct from that of a
physician. Juneau®s lay midwife views NAPSAC"s philosophy to be biased.
She believes that physicians can serve a valuable function in lay midwifery,
noting the support she received from medical doctors in Washington as an
example. However, she, too, expressed concern that the objectivity of an
occupational licensing board may be susceptible to biased philosophies

of any physicians on the board.

Similar in nature to this 1issue, is the general area of concern regarding
minimum standards foe lay midwifery. Lay tnidwives differ from one
another concerning what constitutes minimally acceptable experience.
Unlike certified nurse-midwives, governed by uniform standards defined

by the American College ofNurse Mldwlves, lay mldwlves operate from no
ngieed upon standards. For example, David-Stewart- feels It lu Important
that lay midwifery remain distinct from nurse-midwlfery. As spokesperson
for NAPSAC, he asserts that lay mldwlves want concentrated training for
all aspects of childbirth and care rather than courses of study required
In nursing programs which may be largely irrelevant to childbirth.

Shari Daniels believes In stressing practical experience In training lay
mldwlves, nurse-midwives, and famlly-practice physicians alike. In

terms of lay midwifery, she maintains that lay practitioners must have
Intensive experience 1in all aspects of norouil and abnormal childbirth in
order "to expect the unexpected" 1in delivery conditions anticipated to

be routine. Unlike most lay midwifery birth clinics, her El Paso Maternity
Center handles twin and breech deliveries as well as other sbnormal
births. Five per cent of the Center®s patients are classified as high-
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risk, requiring emergency transport and hospitalization. According to
Ms. Daniels, some states do not want to license lay midwives trained at
her center because of the extent of their experience. Because most
regulations limit lay midwives to the attendance of"normal deliveries,
there apparently is some apprehension that lay midwives exRerlenced with
abnormal births will not provide for emergency transport when there is
cause.

Regulatory Control; Is it Necessary?

In analyzing the effects of regulation, some consideration should be
Rlven to the validity of licensure in general as It is currently conceived.
t the national levél, recent research has questioned the appropriateness
and effectiveness of regulations. For example, there appears to be a
growing thought that occupational I|c_e_n3|ng% F,Iaces unequitable and
unnecessary restrictions on the mobility of licensed professionals that
are no lorjer in accord with todak/_’s transient society. The effectiveness
of licensure as a consumer ﬁrotec ion tool has been examined in other re-
search. Dr. Patrick O'Donoghue (a medical doctor), in a publication
entitled Evidence About the Effects of Health Care Regulation, as prepared
for the National Science Foundation, states the following:

Licensure stops at least one step short of actually assuring on a
continuing basis the quality of health care delivered by a paractltloncr.
In other words, the real concern of a governmental Ilcen_smgi agency
should be the protection of the public over the professional Ilifetime
of the practicing health care_ProfessmnaI. Up to the present,
however, measures of the quality of care have not ﬁermltted direct
regulation of professional activity. Therefore, the states through
their laws have attempted to assure the quality of health care by
establishing aid certifying the entering qualifications of pro-
fessionals.” They do go sl ghtly beyond this initial assurance fir.
that If a practitioner has been licensed as qualified and shows
himself to be unqualified, the law puts the police power of the
state into action in removing the dangerous practitioner from his
profession. On the other hand, . ... the ?_rounds on which a
practitioner may disqualify himself are relatively narrow.

Research performed under Dr. O'Donoghue's direction leads him to a tenta-
tive conclusion that licensure may not be valid unless It employs continuing
education opportunities and routine review; of a professional's practices
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throughout the duracion of his or her career. Dr. O0"Donoghue notes that
the rate of disciplinary actions by state medical licensure boards is
quite low, averaging less than 200 actions per year nationally between
1963-1967.

Commensurate with these findings, lay midwifery proponents question
apparent disparities between physicians and lay midwives in the matter

of license revocation. As one lay midwife in Alaska articulated, "A
single error in judgment by a licensed midwife in California can cause

her to be unqualified for practice, while such is rarely the case with a
physican." Advocates feel that should licensure be employed, it must

*< devoid of professional bias. Current practices weigh the responsibility
for protection of the mother and infant over the individual rlRhts of

the mother to exercise her own decision concerning the type of care to

be received. NAPSAC argues that this practice violates the freedom of
choice and feels that current practice must be amended to embody this
freedom in public health law. As the concept of health care expands from
traditional Interpretations to new philosophies as imbued in naturapathic
medicine and alternative birth, NAPSAC maintains that a State ™ regulatory
function also will require expansion and a more adaptable structure so
that creedom of Individual choice in the treatment of morbidity and

health conditions may be respected.

NAPSAC recommends voluntary compliance with licensure standards combined
with a strong consumer education program. Voluntary compliance permits

the State to establish minimum standards of practice for licensure and to
penalize practitioners who falsely represent themselves as having attained
state licensure. However, voluntary compliance does not force practitioners
to seek licensure if this means --ceptance of standards that they regard

as fToreign to their philosophies of health care. With non-mandatory
licensure, the health care consumer, it is argued, has greater freedonm
concerning the type of services to be purchased.

MODEL REGULATORY PROVISIONS REGARDING LAV MIDWIFERY
Although not requested by your office, 1in the course of our research,

we became curious about the nature of regulatory legislation 1in certain
states having recently addressed the lay midwifery issue, and felt this

information might be useful for your purposes. We also became Interested
in learning what alternative birth associations view to be model legislation
regarding lay midwifery. Only two states, Arizona and Florida, were

commended to us. Arizona s legislation has met with mixed reaction, but
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appears to be generally regarded by midwives as representing a positive
approach to regulation. Copies of Arizona®s rules and regulations have
not as of yet been received by this office; we will transmit them to
your office upon arrival.

In Florida, a comprehensive legislative proposal regarding lay midwifery
was developed over the past few years. However, the bill, recently died
in committee in a 9-affirmed, 10-opposed vote. It is attached for your
review. Probably the biM"s greatest significance is the sta dards for
licensure eligibility it contains. The bill grants authority to the
Department of Professional Regulation to promulgate standards x”r the
development of a midwife apprentice program; proscribes apprentice ?ay
midwives from the receipt of compensation for the provision of services
except under the supervision of the sponsoring licensed midwife or
physician; and requires the apprentice midwife to participate in a
minimum of 50 births, 25 of which have included the "primary responsibility
for the prenatal, intrapartal and postpartal management and care, under
the observation and supervision of the sponsor.™

Although successful completion of a state-administered examination is
required, the standards permit the option for a lay midwife seeking a
license to include as evidence of experience either " certificate from a
midwifery school, a certificate of completion from -.raining program
approved by the administering department, or "evidf a of completion of
a midwife apprenticeship program.™

Training and experience appear to be regarded as essential camjonents of
regulatory legislation. This 1is of special significance In Alaska as no
formal training programs are available in the state. Consideration
should be extended to the minimum standards of eligibility, e;pecially
in light of the varying opinions on this matter. Shari Daniels of the
National MIldwlves Association recommends a program of lay midwifery
training that entails . minlmum of 50 births with a practicing midwife.
Although no states currently offer training for beginning lay midwifery,
she regards the following to be a model training course:

3 months prenatal care in a hospital
3 months labor and delivery, "on-floor™ 1in a hospital

3 months nco-natal intensive care and postpartal care
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50 births minimuir with practicing lay midwife

6 months in-class training with lay midwife, e.g., childcare
education and postpartum education

3-12 months probationary status with normal deliveries (with
lay midwife on call)

She added that lay midwifery training programs in Europe generally place
far greater emphasis on "on-floor," practical training than do programs
offered in the United states. Arizona®"s standards place more emphasis
on the amount of theoretical or academic training received, requiring
only an attendance at 15 births. Ms. Daniels regards their standards to
be highly deficient.

Arizona is the only state, however, to offer a state-administered pro—
gram in continuing education for lay raidwives. Offering workshops 1in
subject areas needing special concentration, such as treatment for ex—
cessive bleeding during intrapartal and postpartum stages, the program

has been well received by NAPSAC. A strong program in continuing education
could possibly counterai the deficiencies perceived by Dr. 0"Donoghue in
occupational licensure of health care professionals as a public protection
mechanism.

We hope this memorandum has met your purposes. It is important to note

that David Stewart, of NAPSAC, and Shari Daniels, of the National Mid—
wives Association, were pleased to learn that we were conducting preliminary
.esearch regarding regulation of lay midwifery whether or not legislation

is proposed based on our findings. In the event that legislation is
drafted, Ms. Daniels has offered her assistance in reviewing any drafts.

BB/bf

Attachment



INTERVIEW LIST

avid Stuart: Executive Director
NAPSAC
Post Office Box 267
Marble Hill, Missouri 63764
Telephone: (314)238-2010

Ms. Shari Daniels: Director * Fresident
El Paso Maternity Center National Midwives Assoc.
1119 E. Sar. Antonio P. 0. Box 163
El Paso, Texas 79901 Princeton, N.J.

Telephone: (915)533-8142 (HalLsraity Center)
(915)565-9623 (Home number)*
*After 6:00 p.m. EI Paso time

Ms. Ruth Beeman: Coordinator
(Nurse-midwife) Lay Midwifery Progranm
Department of Health Services
State of Arizona
Tucson, Arizona
Telephone: (602)255-1024

Ms. Margaret Crawford: Greater Juneau Borough Health Clinic
(nurse-midwife) Juneau, Alaska
Telephone: 586-3736

Ms. Peggy Newman: Director
BABE
Prince of Peace Drive
Anchorage, Alaska
Telephone: 694-9050

Dr. Charles Muller: Medical Director
Blue Cross of Washington & Alaska
P. 0. Box 327
Seattle, Washington 98111
Telephone: (206)361-3417

Dr. Patrick 0"Donoghue:* President
Policy Center, Inc.
Denver, Colorado

¢Although we did not interview Dr. O"Donoghue, we have Included information
provided by him as compiled in his book, Evidence About the Effects of
Health Care Regulation.
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Pouch Y, Slate Capitol
Juneau, Alaska 99811
(907) 465-3991

March 27, 1981
MEMORANDUM
TO: Representative Tony Vaska

FROM: Leslie Longenbaugh
Research Staff

RE: Lay Midwifery invregoi)*®
Research Request Number 81-89

You have asked that we Investigate the history and consequences of the

Oregon Attorney General’s opinion of June 17, 1977 regarding lay mid—
wifery. Specifically, you asked about 1) the legal ratijnale used by

the Attorney General in his opinion; 2) how the legislators who oppose

lay midwifery happened to forego the opportunity to legislate against

the practice; 3) whether Oregon has been held liable for health problems

or deaths resulting from lay midwifery; and 4) whether Oregon keeps a
register or other list of lay midwives.

Linda Vaska asked that we relay the Information to your office in in—
stallments, if necessary. This memorandum presents the preliminary
results of our research.

We spoke with Marianne Remy, 0) -he Oregon Department of Health*, who
was able to answer yocr questions as follows.

1. What was the legal rationale used by the Attorney General®s office
in his opinion?

Oregon law apparently provides that only those medical procedures de—
fined as Involving a "dlIf*ase state” renulre the presence of a physician
or registered nurse. Childbirth Is not defined by the Attorney General
as a "disease state,” or as an intrusive and surgical procedure, and
therefore 1s not a precedure that requires the attendance of a licensed
medical practitioner. The Attorney General®"s opinion prohibits lQ)j
midwives from administering medication and from performing episiotomies.*-
In the case of an emergency during a delivery, a lay midwife either calls

*Marlanne Remy, Oregon State Department of Health, Portland, Oregon;
phone:  (503) 229-5806.

AAccording to Ms. Ren\y, lay midwives rarely violate these prohibitions,
in large part because of the "nonlnt*usive®* philosophy that Informs
their work.
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a local physician or transports the mother and child to the emergency
room of a local hospital. The question of whether lay midwives may
cut the cord if an Infant has not been addressed, either in the opinion
or in the enforcement of the opinion®s prohibition against surgical
procedures.

2. h..y nave Oregon legislators who oppose lay midwifery notattempted
to pass legislation to restrict or limit the practice?

Ms. Remy reports that the members of the medical community and legis-
ators who oppose lay midwifery and home childbirth were not aware of
the extent of lay midwifery that was practiced in Oregon at the time
of the Attorney General®s oplr.ion. Now that laymidwives haveformed
associations and have become quite visible in the state, such organ—
izations as the Oregon Medical Association havebegun to press for
legislation to restrict attendance at a childbirth to licensed phys—
icians and nurses. In fact, such a bill apparently has been introduced
during the current session of the Oregon Legislature.

Has Oregon been held liable for illness or death attributable to
the nractice of lay midwifery?

Ms. Retry is not aware of any suits chargingthat the state is liable

In cases of complications resulting from childbirth through lay mid—
wifery. She Indicted that this question could be better answered by

tire Attorney General®s office.

4. Does Oregon keep a register of lay mldwlves?

There is no list of midwives compiled by the state.

The member of the Oregon Attorney General®s staff who wrote the 1977
opinion will not be in the office until Monday, March 30; we will call
him then, and send you additional Information based on this conversation.
Ms. Temy Is sending us a copy of the Attorney General®s opinion.

The Oregon Public Health Association has recently formed a resource

committee to study the issue of alternative childbirth; Ms. Remy 1is a

member of this new committee. The committee plans to study the out—
comes of several types of childbirth, among t\em lay midwifery.

ADavid Spence, Director, Family Health Section, Division of Public
Health, Department of Health and Social Services; phone:  465-3100.
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In Alaska, David Spence is the Director of the Family Health Section
of the Division of Public Health in the Department of Health and Social
Services.3 He might be able to give more information on lay midwifery,
not only in Alaska and Oregon but for other staces as well.

If you would like us to analyse the opinion in light of Oregon and
Alaska law, please call on us.

L1/dp



ALASKA STATE LEGISLATURE
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March 31, 1981
MEMORANDUM
TO: Representative Tony Vaska

FROM: Leslie Longenbaugh
Research Staff

RE: Lay Midwifery in Oregon, Additional Information
Research Request Number 81-89

In our memorandum to you of March 27, we mentioned that we would oe
contacting the author of the Oregon Attorney General®s opinion on lay
midwifery. We spoke this morning with Arnie Silver® of the Oregon
Attorney General®s office, who offered a somewhat different perspective
on lay midw"fery in that state.

Mr. Silver described his legal approach in writing the opinion as one
which employed not only the "disease state" criterion alluded to by Ms.
Ren\y (see our March 27 memorandum), but also an old Oregon statute
that allows a midwife to sign a birth certificate. He Interpreted
this law to mean that the Oreqon Legislature had Intended to allow
lay midwives to deliver babies."7

Mr. Silver 1is of the opinion that strong opposition t* lay midwifery
does not exist 1n Oregon, except among members of the medical ccmriunity.
He feels that, owing to Oregon®s strong "naturalistic™ movement, many
people support the notion of "natural™ childbirth performed it home
under the guidance of a lay midwife.

In answer to your question concerning the state"s legal liability, Mr.
Silver believes that his state has no legal responsibility whatsoever
In the practices of lay midwives, as Oregon does not participate in
any licensing or training.

The copy of the Oregon opinion sent to us by Ms. Remy has not yet
arrived; as soon as it does, we will forward a copy to ycur office.

If we can be of further assistance, please call on us.

Urnie Silver, Assistant Attorney General, Portland Division; phone:
(B0*») 229-5725.

“Mr. Silver mentioned that thv opinion was requested by the Oregon Board
of Nursing, which wanted to know whether lay mldwlves were practicing
nursing, and therefore would come withing the purview of Oregon laws
governing nursing.



TO: Tim
FROM: Ed

RE: SB 4 Insurance Coverage of Nurse-Midwife Services

This bill would extend health insurance coverage to
maternity services provided by licensed nurse-midwives. It
would allow nurse-midwives to bill insurance companies directly
instead of billing through physicians. This would affect
only policies 1issued or amen.2d after January 1, 1982.

Nurse-midwives are a long established (SO years), highly
trained group of professionals. They are recognized and
licensed in 47 states, 1including Alaska. Nurse-midwives are
all registered nurses (R.N.) who have completed a graduate
course 1in the specialty of midwivery. Thus, most nursgémidwives
have 0 years of professional education. They also must
pass a national certification examination.

Nurse-midwives are employed by hospitals, public health
agencies, private physicians, the military, prepaid health
plans and birthing centers. Nurse-midwives are limited to
handling the 90 per cent of mothers who have normal, low-risk
pregnancies and deliveries. They are trained to recognize
any abnormalities which might arise and to refer such problems

to an obstetrician.



Nurse-midwives are required by Alaska law to be associated
with and "collaborate" with a licensed physician (obstetrician).
The nurse-midwife profession is regulated jointly by the State
Medical Board and by the State Nursing Board:

Nurse-midwives are preferred over physicians for normal
delivery and maternity care by a large and growing number of.
women and men nationally. Women say they prefer the nurse-midwives
because they spend more time with them throughout the entire
pregnancy and labor, as well as follow-up treatment; they
answer questions more readily and thoroughly; and since most
nurse-midwives are women, many of whom have had babies themselves,
they are more empathetic with the expectant mothers.

There is also strong evidence that nurse-midwives have a
positive effect in reducing the rate of infant mortality.

As seen in the tables below, the United States is not among

the top developed countries with low mortality rates. Several
other countries consistently have lower mortality rates. Most

of those countries, especially Nethjrlands, Sweden, Norway,
Finland, Denmark, Australia and Japan, employ midwives extensively.

INFANT MORTALITY RATES FOR SELECTED COUNTRIES

Rak per 1,000 Rak per 1,000

Country 1971 P 1972* Country 1971 1972*
Swed 1.1 108 New Zealand 16.6
Netherlands 1.1 1L4 Australia T
Finland 11LH* II.% Canada 17. ) 171
Japan 12.4* 11. United Kingdom 17.9
Norway 12.8* 1) East Germany 18.0 17.7
Denmark 11.5% Ireland 180 177
France 14.4* 1).) Hong-Kong 18.4 175
Switzerland 144 DO United States 19.2* 185

Information from the Statistical Office of the United Nations provided by Dorn Haire
‘Provisional.



INFANT MORTALITY RATES FOR SELECTED COUNT RIES
(Rate per 1,000)

Country 1964 Country 1964
Sweden 142 England and Wales 199
Netherlands 148 japan 204
Norway 164 ('/editisltivakia (pritvisiimil) 212
Finland 170 Ukrainian SSR 220
Iceland 177 France 2JJ
Denmark 18.7 China (Taiwan)" 219
Switzerland 190 mtootland 240
New Zealand 19.1 Canada 247
Australia 19.1 United States of America 248

ISnfor_mation from the Statistical Office of the United Nations, provided by U.S. Public I Icalth |°
ervice : :



Chapter O ne

The N ew H om e b irth

THE HOMEBIRTH REVOLUTION

Despite the fact that almost all of the people now alive
in the world were bom at home,1 the homebirth move-
ment in the United States, which | call the new home-
birth, is completely revolutionary, something which has
never before happened in human history. We now. find
that women, together with their partners, are giving
birth at home as safely and with fewer complications
than in the average hospital birth,2and are finding it a
joyous process, indeed a peak experience in their lives,

This joyful experience of birth is the keynote of the
new homebirth. Indeed the current return to home
deliveries isnv' a return at all, because it involves a new
consciousness of birth. When your great-grandmother
gave birth at home, she probably did so shouting,
moaning and praying that it would soon be over. She
believed th*: tlie pains of childbirth were women's lot
and was embarrassed before her husband, who either
paced nervously downstairs, or went out to get drunk.
After participating in just such births in rural Mexico, 1
am strengthened in the conviction that there is no such
thing as "natural childbirth"—a woman cither follows
her cultural conditioning or makes the leap to a new
realization which, although still only recognized by a
minority of women, is now available to\is all.

The new homebirth is a completely new response to
birth, a recognition that what we need 'o vitalize our

‘Marion Souu clilrm. “Fully 08 percent at the people now alive

*wy_bom_at home" Childoirth at Horn* (New York: Bantam,
1977)p |5.

25ee pp. 4-7f tdocumentation,

lives, save our humanity, and renew our sensitivity, is to
choose actively tofeeland to know ourselves, our lives,
our birtns, out deaths. Through this realization, women
are not only actively giving birth with dignity and joy,
but are also reclaiming their birthright—the right to be
self-determined and recognized, especially in the
uniquely feminine act of giving birth.

The second key to the new homebirth is women's
desire to assume active responsibility for their bod.es,
their lives and their birth experiences. Instead of show-
ing a blind dependency on experts, passively allowing
doctors to impose their authority on them, couples are
informing themselves as much as possible and selecting
birth attendants who will help them in their actions—
attendants who are not only medically skilled, but also
sensitive and aware of the emotional and psychological
qualities of birth. For people are con Ing to know in
their hearts that the way in whict. omcthing is done
may be even more important than what s done, and
they have found that the medical cstaolishment has
placed a very low priority on the emot onal and spir-
itual experiences of the people it serves. This has forced
couples to find new types of birth attendants, to Icam
for themselves what has formerly been tht sacred do-
main of the experts, and to come to trust the knowledge
of their own bodies, minds and intuitions.

The third key. then, in understanding the new
homebirth is the recognition that birth is a spiritual pro-
cess, one which has lasting psychological and physio-
logical effects. Parents are demanding, from the mo-
ment of birth, the recognition that their child is a whole
and sensitive person to be treated with care and respect.
And although these realizations have so far been con-
sciously formula: d only by a minority of parents, the



force of this realization has been so strong that .f has
already affected changes in many hospitals’ procedures
and will continue to transform the American way of
birth.

Reclaiming Birth:
Historical Rootsof the Change

The reclaiming of the birth experience by women has
been fueled by prepared childbirth classes and ignited
by books such as Suzanne Arms’ Immaculate Decep-
tion.* It has transformed hospitals, led to the estal ' sh-
ment of birth centers, and been the driving force behind
the new homebirth. The recognition is emerging
everywhere: birth is a joyful and spiritual process with
lasting #* >act on everyone involved. To see how
radical tins statement really is, we have only to glance
at the history of v,irth in the West.

For centuries birth was not only a painful, but also a
dangerous prospect. In the Middle Apes, it is estimated
that 60 percent-of babies, and 35 percent of mothers
died in childbirth. The invention of forceps in 1598
liogan the gradual shift towards safer hirths, but also
rrsuited in births being turned over to specialists, men
who guarded the secret of forceps not only from women
but from discovery by other doctors.

Queen Victoria's radical choice of using chloroform
at the birth of Prince Leopold in 1853 was the start of
overcoming the conviction, here expressed by a minister
in 1855, that

Pain during childbirth is. in the majority of cases,
even desirable!. . .Yet there are those bold enough to
administer the vapor of ether, even at this critical
juncture, forgetting It has been ordered that "in sor-
row shall shebring Torth.~4

But the introdu lion of anesthetics didn't reall; change
the conviction that birth was painlul, and it left women
even more passive and completely dependent on their
obstetrician to deliver their baby.

The discovers' bv Semmclwels in the mid-nineteenth
century that lack o' antiseptic technique was resREUUIL
tatg~~lor ihe tremendous death rate in hospitals from
“childbed fever” helped to make hospital births safer
than they had Iteen (although American hospitals were
especially slow in adopting su lie methods, not using
them for more than three decades after Semmeclwetf
discoveries).

By the 1930s. an increasing number of hirths were

~ Vwr lomplrir informalinn on all bonks n -ntiunnl hrrrin. or
lirg*bibllograph) al the mil id Ihr bonk

48uu|rd In Thnjiliire Clai.franl. S Short Huforby of Ohtletnii
ond Gynecology (Springfield. Ill: Cherlet Thomas. IW60]. p.

The New Homebirth

being done in hospitals and more and more drugs were
being used. In 1QSS.A? percent of U.S. births were in
hospitals. By 1950 the percentage had risen to ss per-
cent, and bv 1960 it had reached 96 percents Doctors
discouraged homebirths because technicalization of
birth and the shortage of civilian doctors during World
War Il required the equipment and centralization of the
hospital environment. Birth had become a techno-
logical process, requiring experts to bring the baby out
of a mother who w”s unconscious on the delivery table.

The counterswing to this trend has its roots in
Grantly Dick-Read's Childbirth Without Fear, pub-
lished in 1933 in England and in 1945 in America. But
it was Marjorie Carmel's Thank You, Dr. Lomaze
(1956) which first brought a large number of Ameri-
cans the message that a woman could approach child-
birth consciously and with dignity, without depending
on drugs.

This was u remarkable shift, allowing women to
make such statements as, "I gave birth to Thomas by
the psvchoprophylactic method called childbirth with-
out pain. When friends say to me, 'Well, did you feel
nothing? | reply, ‘Quite the opposite, | felt everything,
and that is the wonderful part of it... the amazing ex-
perience in which each second has remained imprinted
on my memory and in which pain has simply found no
place." "®

The next maﬁ)r step forward we owe to Dr. Robert
Bradley, whose Husband-Coached Childbirth mad« the
father an integral part of the birthing team and allowed
him not <nly to be ﬁresent but also to take an active role
in the birth of his child.

-But even though prepared childbirth leaves the
woman awake and aware, it docs so within a frame-
work in which she is still a patient, under the authority
of a doctor and subject to the schedules and indignities
of hospital routine. The woman has not vet Iftily lieerT
recognized as the central, and hence responsible, person
in the act of hirth. Laina/e classes in this country,
despite all the good they have done, have often become
so watered down that neither obstetricians nor women
feel that spinal anesthesia is incompatible with pre-
pared childbirth. Although most Lamaze teachers will
discuss how to ward off unwanted anesthesia, ihev ask
for a permission slip from the woman'sdoctor to attend
classes, then urge her not to be a martyr and to accept
anesthesia if it hurts, rattier than dealing squarely with
the issues of feeling and experiencing her baby being
born, and the effects of anesthesia on the baby.

- N*al De>1ll. The Trapsition from Home lo It<»pil*l Birth m
lhe I'nﬁe 7S_/ute 1810-IV66,Q' B{rtw and the FanﬁPy leuinal 4
tSummrr 1077s

_ ®Fem*ntl Ldi.uir, Falnint Childbirth. The Lamase With |
iNm Vurk Pwiel Bunkt. 10721.p 17
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This compromise with anesthetics (unless necessi-
tated by a medical emergency) is a far cry from Dr.
1amaze's injunction:

Thos. who still maintain that anesthesia should be
used durm% delivery can never have seen the face of a
woman who has Rerself brought her child into the
world. No obstetrician or midwife can forget that
face, radiant with joy and full of pride, as thé mother
sees her child being born. 7

| will add. sees and feels her baby being bom by her
own efforts. not by forceps, which are usually r pessary
with regional anesthesia.

And while students of the Bradley Method on the
other hand, do succeed in giving birth without drugs in
over 90 percent of cases. Dr. Bradley still regards the
“little woman" as a little girl who is “nuttier than a
fruitcake" during pregnancys and needs to follow her
husband's and obstetrician's more rational leads in
areas such as routine episiotomy. for example.

NatureoftheChance

Thus we see that self-awareness is not yet intrinsically
present in prepared childbirth classes in this country.
The completely new realization is the recognition by
the couple that they "hemselves are the pivot and focus,
the responsible parties a . £ the intentional agents, of the
birth process. Assuch they are seeking help, both inside
and outside the medical system, in trying to understand
themselves and birth, and they deserve all the respect,
knowledge and acknowledgment that can be given
them by friends, childbirth educators and birth attendants.

pre< fhjy mean they fravc turned their h”cks on
medicine, technology and medical expertise? No. not at
all. Couples involved with homebhirth today arc seeking
to be informed, to make responsible decisions, and to
have a”kllled birth attendant present who is willing to

work with them They are seeking and demanding qual-

ity prenatal care, and if doctors arc refusing them be-
rause of their plans to have a home delivery, they are
firming their own self-help prenatal clinics or starting
inrth centers. People are coming to trust their bodies

and their own ability to learn and make informed deci-

sions. They are corning to icel that medical technology
should be resen ed for those ¢ *ses in which it is required
lie., high-risk pregnancies, which can be delected
through prenatal care, and unforeseen complications,
which occur in five to ten percent of prepared home-
births).

M p 7).

8Rubrrt BradIn. HuibandCiurhnt Coilcbitib iNc* iu |
Harprr tcHow, I*#/A»p 117
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However, as is the case with all revolutions in con-
SC uusness, the people are changing faster than the insti-
tutions, and there are more couples involved with the
ne\ >homebirth than there are medical people prepared
to help th:m. Couples are searching for skilled birth at-
tendants who not only regard birth as a normal physio-
logical prjcess, but who also encourage couples to share
in decision-making rather than being "patients." Sine*
so few doctors are either traineJ in normal birtho or
willing to enter into this new relationship with wome i,
couples are turning to midwjves as the euardians of
normal birth" and asking that doctors fulfill their role
of medical experts Iw providing backup in the smal]
percenta itLpf births requiring medical intervention.

Although they are not turning their backs on tech-
nology. parents involved with the new homebirth have
realized what doctors in Holland have always known:
that birth isa nahiraj hgman function, whirh in general
works best if not meddled with (sec Kloosterman's dis-
cus-ion, p. 5). Recently the evidence has been multiply-
ing that the technological approach to birth not only
robs a woman of a unique experience, but that it also
has many health disadvantages. Just as people are com-
ing tw know that a blind devotion to industrial technol-
ogy which does not recognize the integrity of the earth
may become lethal, so we are coming to know that an
overly medical upproach to health has latrogenic, or
self-induced, counter-productive results..o The new
homebirth is an ecology of the body and an expansion
of the spirit.

In summary, the driving force behind the new
homebirth is the realization that, in order to be fully
alive, it is necessary for us to participate a.lively in
what we do, to brine, our consciousness, feelings, sense
of responsibility and deci- on-making ability to bear as
fu'ly as possible in every action of our daily liv t, and
especially inan event asmomen'ous as birth.

THE ADVANTAGES OF HOMEBIRTH

Ynn dffp'r have to have vour bain at home to partici-
pate in this new' conscionsncy. Some women or couples
may choose to deliver in a birth center o; hospital,
rithcr because of risk factors or because they feel more
comforlable in an environment where many factors are
predetermined and emergency equipment U close at

<«ti>n »hu ha** tmumf involved with homrbirlh lu>»
lien ' t homrfcirlhi with midelvw a<d teamed born tlwrr th* con
ndrnt* and Irchntqun of normal birth, which are with ,rSin| In
ihr turnrula of medical school* and misting trom Ih* aanti ol
Irachinf hcapilals

*®For a dinunion id lalrsifowtis, «** Ivan Mich't Mrrfw*f
Vrmrii* The Csprvprinftim */Wro/th IN*w York: Paiithwn, lesep



hand. Wherever you give birth, ! urge you to explore
what it means to take responsibility and to be an in-
formed medical "consumer” (or, better yet, "deter-
miner”).

| certainly do not advocate homebirth for everyone.
Rather, | recommend that you give birth in the place
where you feel best. But to help balance the scales
against the counter-arguments that are so common, |
would like to enumerate some of the advantages of giv-
ing birth at home.

Self-determinism

In the comfort of your own hoim, you are not reduced
to the status of a patient. You are in charge. You can do
what you want in the way you want. Everyone is pre-
sent at your request, including birth attendants, who
are more likely to view birth as a normal process and
share knowledge and decision-making with you.

Strengthening of the Family

The father can take an active role in the birth, rather
than being "allowed" to be present in the delivers'
room. You can share in the intimacy of labor and birth
without being interrupted by changing shifts of nurses
or interns coming in to do exams. Some midwivcs will
even help the father catch the baby as the mother de-
livers her to the outside world. If you choose, your other
children can share in the birth and immediately bond
with the baby, and no one has to be separated after the
birth. The birth is an integrated part ol your lives.

N o UNNECESSARY MEDICAL INTERVENTION

You can avoid the d ngers and discomfort of routine
spinal anesthesia and accompanying forceps, routine
electronic (etal monitoring, ite of pitocin or relaxants,
and routine episinicimy. You do not require a pubic

shave, routine enema or IV drip You don't need to in-

terrupt your rhythms by going from home to hospital or
from labor bed to delivery room. You and your labor
are granted much more individuality at home JitsluiU.
sour babv is bo[n Wihha tmedical pruccdtirci-ttinch
t*n be valuable [OJUGN-IIIK LJifl hut wliith-Ahm MNI
on the normal mother and habv. can actually ieonar-
dire the health of both

Choice of position for labor and birth

Delivering on a narrow table with sour legs strapped in-
to stirrups (in the hospital in Los Angeles where | taught
Lamaze classes they still strapped your wrists down as
well) is not on'y uncomfortable and degrading but is

The New Homebirth

also the worst position for your perineal muscles and
almost necessitates an enisiotomv (cutting of the birth
canal) to avoid tearing. Delivering in a more relaxed
nosition at home with a skilled birth attendant, you
almost never need an episiotomy (standard in 95 per-
cent of hospital births) and you rarely tear. You can
also be on your hands and knees or relax in the bathtub
during labor if they help you feel comfortable, and
squatting can often overcome lack of progress without
the need for drugs or forceps.

Advantages for baby

The babv ,Sbom without being d'ugged and dragged
out bv forceps. He or she iswelco ned into a loving en-
vironment where the trauma of oirth is eased by soft
lights, gentle touch and reassurance. Immediately after
the birth your baby can nurse and can bond with you
both instead of being whisked off to be bathed, weighed,
banded, footprinted, and so forth. Your baby is'reeled
as an individual, and his or her uniqueness is cievly
recognized and honored.

There isjess chance of infection at home than in a
h >snit.il nursery- and your baby's every need is instant-
ly satisfied when she or he is with you rather than being
one of many under a nurse's care. Breastfeeding on de-
mand hclps-vour milk come in anrTnrevents some rmp-
mon problems of nursing. It also results in a happier
and more secure baby who doesn't experience separa-
tion, or having to wait for what must seem like eternity
when she or he ishungry or in pain or lonely.

FOCUSON QUALITY

You have the total attention of your birth attendant,
rather than thirty minutes of your obstetrician’s time
and occasional help from nurses. Because your birth is
the only thing happening in your home, the total focus
of attention and energy of everyone present can be
directed towards creating the emotional qualities you
want. You are surrounded and assisted by people who
lon€ yOuU. not bv strangers. If you ore more comfortable
and more relaxed at home, your labor will go better
The rmotinnal. spiritual and transforming qualities
aie not something we have to add to birth—thev are in-
herent in [he nature and magnitude of this holy event. If

we oPen to these qualities, we cannot help being
transformed

BITISHOMFBHTH SAFE?

A common misconception, fostrred by well-meaning
medical professionals, is that homebirth poses grave
risks and dangers, while hospitals, with their immense
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arsenal of equipment and emergency procedures, pro-
vide the safest birth mone?/ can buy. Sostron?/Iv do thev
f.f| (his that several stafc awsriafinnc haV

contemplating revokine licenses of physicians who
participate in out-of-hospital births, and some hospitals
revoke hospital privileges to anv on their staff who even
pffer assistance to zomebirth couplaa-.

However, as the homebirth mo rment matures and
more studies re completed on maternal and infant out-
come. the results demnnslr.itf that prepared horrehirllix
(with prenatal care and a skilled birth attendant)jul.
nnlv have a mortality rate as good as or better than
hospital births, but have a much better record in trrrps
[of complications and damage to the babv.

How can this be true? How can it be that all the tools
of modem medicine don't improve on the simplicity of
ahomebirth?

Fvcy farmer and veterinarian know? that interfer-
ing with an animal in labor will cause problems in the
birth, but our medical system does not apply the
wisdom of this benign non-interference to humans.
Bather, it is moving towards ever-greatcr use of dancrr-
ous medical and surgical procedures (which may be
nelpful in high-risk situations) on what should be nor-
inaLmoihcrs and babies.

For example, the resarran cate in 12 k.up.iAl
ranges from 1o percent to nearly SO notcent while the
rate. TheFarm in Tennessee, where prenatal care and
delivery are done at home by "empirical™ midwivei. is
only | 2 percent And in considering other populations
atawhole, we find Ihe cesarean ratio to be hetween two
and live percent in Holland and F.ngland There is
abundant evidence of the damage and dangers inhrrrnt
in cesarean sections, including risks of anesthesia,
higher risk of pelvic infection, and risk of complications
for the baby." But rather than working to reduce the
resarenn rate, the medical profession is encouraging c-
sections by adopting routine use of electronic fetal
monitoring.

The electform; icUl mumtor (FT Mi is orrhjos thf
outstanding current example of needless and harmful
meddling m"normal labor It requires that the mother
he flat on her back and insolsrs prrmaturr artificial
rupture of Itie ammotic sac and insertion of an electrode
puncturing the baby’s scalp Studies such at that of
Havrrkampu hasr shown that lhe use of KfNj triolet

A rrtrnl iimh by Nu Biwn IWrrsity mrtnim m Klulr
[tUnd Kit ihmn llial llie oil uf nulcul ilnIH Mharsit) tit Imn
r wrth a crvateenboth IKantf sslor » bn drtnrc )l

Din »» lnid man rinmmi ihtdt gl matemal death in
cesarean trciiom by DF John It Ewami and Dr U»wM Csddand
repealed n' I Joumal of Otscfrfcs and Cpnmdafy The prtieniafe
d numn binht tkncbled MItbuia Island INNwn [M | ami IV7S

. [* umilar to Ibapal Wlt Repeated m VAFIAC \&t i,
\PJJ tﬂ S(lJm]l g{m?mer ﬂ%gnnﬁ " I

'l\,/IU.rrk.mg »iludr aid mher data on [:TM Imn Or_Fitdmr
Eltwi. »tHHIal ObrirlrMt Do tU Bmebts Our»ee(h iKaRids* m
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the cesarean rate While not providine a tingle area of
Improved outcomeK

The unfortunate dehumanization and mechanic |,
tion of birth by American hospitals is thoroughly dis-
cus_sed_h'l] Doris Haire in The Cultural Warping of
Childbirth and Suzanne Arm* in Immaculate Decep-
fion. I will cite only one other example, the use of for.
cepsjn up to 55 percent of American hospital birth?
The incredibly high forceps rate in this country is neces-
sitated bv the lithotomy position for deliver . the use of
regional anesthesia, and by the belief (not si

ther coyntries) that forceps have no deleterious effect
nt cﬁa%y.

The application of forceps and other procedures is
being done with such vigor in an effort to improve
maternal and infant outcome, and yet that doesn't
happen-as evidenced by the fact that there are fifteen

countries which have better infant mortality rates than
the United State? !

In The Netherlands, which has the third lowest rate
In infant mortality” about two-thirds of all babies are
T>orn at home with trained midwises usually dmne thr
deliveries Transfers to the hospital nfn.m - nt. ~f

less than 2 percent for multipaias and about s percent
for primaparai (mothers with first babies! Holland's
ccAatcan rate isonly 2 3 percent, and forceps arc used
onlv in aboul 3 percent of the hirths.

O bstetricsin Holland

Dr. G. J. Kloofterman. chief of obstetrics and gynecol-
0gy at Amsterdam University, describes thr philosophy
upon which Dutch obstetrics is so successfully based:

i1 Childbirth in itsrll, rvm in human brings, it a
natural phenomenon ihat in thr large majontr if all
*ores needs no interference whatsoever, only close ob-
servation. nv.ial support and pnuntion agatntl
human mnldlrsorneness _

(2>A heallhi woman who delivers sponlaneousty
prrictris in the IaE]ge majority of all casrt a job that
cannot be improve _

111 This p4i can, be done m the best wav il the
woman s trlf-confidrr and stays In a surrounding

xvher% she is thr real c-ntrr las lor example, m hec own
orne

JIsl Cm** Obssrrrses NWL iChaprl Mill NC. SAPVSC. IV,
MT-6J ttisinl UlussimliBM iiUwnl H{LFM includes scsip

.I\>I(n« ami «elluliiis. infectmv. tear and petes [Tl t* neatier ami fesal
im

1"in/ani **al>n Ifuces Ice 11" llinnlta I'nUad NaltunaOWee
d SlalHtus

14 OxsSaScits anlb* SaShrsUmfe Alurvwalur a Chalhnpe* ad-
dan* by C | KlmsSrcmaa. MD brim* tha Mem TunbrMgt Ut«*
Mersmg. [VH



(4) It is possible during pregnancy, by thorough
Prenatal care, to divide the expectant mothers into
W0 groups: a large one that shows no recognizable
symptoms of pathology (the so-called low-risk group
and a much smaller one_In which there are signs o
slight or gross abnormalities. _

_ (SA_OnIy this last group, the group at risk, belongs
in ? t|gh|y qualified hospital under the care of spe-
cialists1s

The country with the lowest infant mortality rate
Sweden, has almost all births occurring in the hospital.
so it obviously not the location VEI S€ that is at issue.
Rather, it is the attitudes, procedures and approach
toward birth that determine outcome and cause prob-
lems and dissatisfaction with hospital birth (it must be
noted that In Sweden, all normal births use (he Lamaze
techi iqucs with no anesthesia and are attended by mid-
wives in tbe hospital!

Until the training and orientation of American doc-
tors undergoes a profound shift in these areas, any at-
tempt to humanize the hospitals by adding flowered
wallpaper and an easy chcr while still welcome, will
remain only superficial and fail to address the real
issues. Hospital procedures can be life-saving when
needcd~hut tlteir routine application to low-risk births
can I*- il/-ttunrrjta| to the health of both mother and
jphv- well as being emotionally unsatisfying for the
mother and other members of the familv.

Homebirth Safety in the United States

As alrrady mentioned, the percentage of U.S. births tak-
ing place in hospitals rose fm fll3flflg tttn UB .96 PTfiXfll
l)ctween FY3*>aiuTUIM| Since outcomes improved con-
skierablv during this period as writ, doctors often point
to this as an indication of the effectiveness of their ap-
proach. In fact, however, homebirths were liecoming
safer during this period as well. A recent analysis of the
studies done I rtwren 1930 and 1960 shows that even
then the incidei ce of birth injuries amiotntrtric mortal-
ity was greater in hospitals tlun in homebirths —
despite t «e poverty, ill health and frequent high risk
conditio tsof the womrn who delivered at home **

For -sample, the Omaito Maternity f>qirr ilel».
cred more than 12.000 babies at home without a tingle
foedB* B3 5555 55 " *EES
Jnrthst; at »he same time the malrrnal death ratr m
wrr-iin Jw jpjifiL Jiiuy,

Despite aIll tive brou?{aha raised by the medical pro-

| frsvion over techniques of labor and delivery. by far the
most important factors m determining birth outcome

arc IUvition, prenatal care and preparation (like pre-
pared childbirth classes). In fact, 66 percent of our
perinatal mortality is due to low birth weight, and
although medical science has improved in keeping
premature and low birth weight babies alive, Devijtt
states that 75 percen* of the recent reduction in
neonatal mortality ir je to the reduction in the rate of
low birth weight, N0t to changes in obstetrical care

HOMEBIRTH VS. HOSPITAL BIRTH:
THE MEHL STUDY

The largest scientific study comparing outcomes of
homebirth with hospital birth is Dr. Lewis Mehl and
associates* "Home Birth Versus Hospital Birth: Com-
parisons of Outcomes of Matched Populations/’I* In
tke study. Hfiiminebirthy were compared w|{h 1046
hospital bir'hs of equivalent populations in the U.S. For
each home-delivered patient, a hospital-delivered pa-
tient was mat hed for age. length of gestation, parity,
risk factor score, education and socio-economic status,
race, presentation of the baby and individual major
risk factors. Thr homebirth population had trained .y. .
tendinis and prenatal care.

Their study shows a three times greater likelihood of
cesarean operation if couples gave birth in a hospital in-
stead of at home with the hospital standingly. The data
from their hospital population revealed twenty tinu.
more forceps, twice as much use of oxytocin to arrrl
erate or induce labor, greater use of analgesia and anes-
thesia. and nine times greater incidence of episiotomv
iwh leat the tame time havi ig more were trars in need

. of major repalr). The hospital sample showed sintimcf

more infant duffess in labor, five times more cases of
maternal high blood pressure, ami thrre timei greater
Tnudener @ postpartum bemorrh ty. Three was four
times more infection among the newborn: three times
rftore babies needed help to pegin breathing, W hdz$S
hospital sample had thirty cases of birth injuries, in-
THi*g tTW fir_ukaree fecial nervr mlvu-y br.e Inil
nerve iniuries and' levere cephalohematomas. there
werrdW h inturtet at h«mc,

Itie iruant death ratr of tlteir study was low m both
cases and rarnltally the same There were no malrrnal
deaths for either home or hospital Thr num di(fyfrn<’»
tyrrrin % iifiinfrantimprovemen tt)w mt-iK."
baby 's health 1 thr couple planned a huinelmlh. and
this V\at tiur despite the fact that the homebirth statis-

«rtlp Sl

UFrrvesixrd»>0daim JOIC IM w ihr |04ih mmmmi mrriui*
of  Smrmai* NMk HmliS CmamlIno Fur luistirf inttrmiiiM .
tnuUil Ike IntfUuto fur QwkitMvhrud Familt Aevcrit 2533 Drna
S, Soar 201 Brrirtrv. CA*4204
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lies of their study included those couples who began
labor at home but ultimately needed to be transferred to
the hospital.

STATISTICS FROM THE FARM,
SUMMERTOWN, TENNESSEE

Perhaps the best example of r. self-contained system of
prepa.ed homebirth within the United States is pro-
vide Jby The Farm, an intentional spiritual community
fnuuded and led by Stephen Gaskin. Beginning with his
wife, May Caskin, The Farm gradually evolved a
group of self-trained or "empirical" midwives. They
have recently published their statistics for the J22
berths managed bv The Farm midwives between Octo-
ber 1970 and Vugust 1977. Those statistics include
Wntv-eight deli ‘erics the midwives considered high-
risk and which dc ivered at a ncarbv hospital.

Of the 722 births. 44 percent were babies of first-
time mothers (primipara). Of all the births. 94 percent
were delivered at home bv the midwives: there were
only nine cesarean sections (1.2 percent) and two
forceps hirths (Q.3 percent). The largest babv they
delivered weiglred 11 1bs 4 0 and the smallest living
babv. 2 Ibs. 1Q'/l o r They have never hn.| 4 mother dir
and their total number of perinatal deaths(babies dying
between 28 weeks gestation through 28 days after birth)
was fifteen, a rate of JO s/1000. Which compares favor-
ably to ljospitaU.

Of their nineteen breeth oirths (buttocks first),
eleven were first-tjipe mothers aud none resumed a
cesarean. The most recent nine were all done at home or
in Thr Farm Maternity Center. All of lhe breeches (ex-
rrpt one of the first ones) were done without anesthesia,
and Ihirlt -n of the nmettfn weie done with no roixint-
omv This is in dramatic contrast to hospital practice,
which in most hospitals result in a ncarlvautornahc c-
lection lorbreecdibirthvwim anesthesia and forceps
n r those who do delivery vaginatly.

Dir Farm attributes sonic of their outstanding sta-
tistics to their vegetaria* diet and healthy lifestyle In
birth they focus on the psychological and spiritual as-
pects and on having strong husband wife and mother-
midwife relationships's

YOUR OWN BIRTH DECISION

We has* jua "Vwuvvcd birth statistics at some length,
but . 'ten * At have your baby, you are not a statistic.

_ *For mtrt tniorailwi are In* Mu Calm, UUmfn%
iMuraunrfkn T\ The Comp*, IB'Il. pp 474-
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No one can say with absolute certainty that because
most cases like yours have gone well, yours will; or, con-
versely, that just because your case is "high-risk" it will
have problems. Since there are no guarantees in hirth,
your individual situation will be governed by your ac-
tions and decisions during pregnancy and at the time of
birth and by forces coming together in that particular
moment, not by national averages.

It is never possible to eliminate all risk from giving
birth or from being alive. But it is up to you. the preg-
nant woman, to inform yourself, weigh the risks, and
make a responsible decision based on minimizing risk
and maximizing satisfaction for you and your family.
This book is intended to help you to focus your ideas
and come to a decision that best expresses your real feel-
ings and attit les.

Whatever your choice, studying the process of birth
will be invaluable for you. Even if you prefer a home-
birth but end up with a hospital delivery, your ha 'ing
informed yourself will ensure a hospital experience
quite different from that of someone who has abnegated
responsibility for the birth process.

This book is designed as a practical guide for preg-
nancy and homebirth At tlie end of most chapter* isa
list of other books which explore in detail the issues in-
volved in making the homebirth decision, give personal
accounts of home deliveries, and so forth. Bead! Confi-
dence based on knowledge and certaintv is one of the
keys to a satisfying homehirth experience.

Talk with other couples. If there are homebirth
classes inyour area, be sure to attend them; no book can
replace the first-hand information and emotional sup-
port they provide. Chapter 4 lists the national trganiza-
tions providing such classes. If there are no <lasses spe-
cifically geared for homebirth couples in your area,
start a homebirth study group. You'll lie emszrd at the
number of interested people you will find, informed
Homebirth offers posters and suggestions for torming
such a group hasrd on its homebirth course, which is
available on cassette tapes

Above all, communicate with each other as a cou-
ple. If your partner is apprcliensi'-r about homebirth.
really listening to hit fears, ditcutiing birth, reading
and taiking with other people will often help him to see
things differentlv. After all. men in our culture are
given very little support for being in touch with their
bodies, and practically no information or feeling for
their relationship to the normal birth piocrss.

If, on the other hand, it is the man who is pushing
for a home delivery, he should recognize ihat ihe ulti-
mate decision needs to be his wife's. Ms experience has
been that if a woman wants to give birth in a hospital,
she will probably end up there one wav or another. It is
important f>ra homebirth that the couple be In agree-
ment about what they are doing and have a high levr. of
intention and responsibility.



Once you have made your decision to have a home-
birth. there is still a great deal to do. Later chapters in
this book discuss the issues of finding prenatal care,
finding a midwife and preparing an emergency backup
plan. The sooner these activities get underway, the bet-
ter, especially if you live in an area without much sup-
port for homebirth.

Because we have all been culturally conditioned
with so many irrational attitudes about birth, you may
well encounter opposition to your plans at some point,
whether from friends, family, doctors, or other mem-
bers of the medical community whom you approach for
health care. It is best not to argue with people if it fos-
ters upset. Instead, focus your attention on building a
community of support to help your intention strengthen
and grow; you are not alone in your knowledge and
convictions. If you encounter people who are worried
but truly open-minded, recommend that they read some
of the books on the subject.

We are living in a time of rapid change in our cul-
ture’s attitudes about birth. You are part of that change.
Our right to give birth as we choose is a right well
worth reclaiming.

FOR FURTHER READING

Childbirth at Home by Marion Sousa. Provides a
detailed discussion of the American way of birth and
the advantages of homebirth Afterword by Dr. Lewis
Mehl on the management of complications in Santa
Cruz home deliveries. Excellent for people considering
the idea of homebirth.

Commonsrnir Childbirth by Lester Hazcll. Presents
birth as a natural, dignified, creative experience in
which the mother has many choices; includes sections
on homebirth and unexpected outcome.

The New Homebirth

<lie Cultural Warping of Childbirth by Doris Haire. A
booklet detailing how American hospital practices have
distorted the process of giving birth, with recommenda-
tions for change.

The Home Birth Book by Charlotte and Fred Ward.
Essays by various contributors on the advantages of
homebirth and why people from all lifestyles at choos-
ing it. Beautiful photographic work. Excellent to give to
relatives and friends.

Immaculate Deception by Suzanne Arms. An in-depth
presentation of the way in which American hospital
practices arc robbing women of their birth experience;
contrasts with birth in European countries.

Living-Int A History of Childbirth in America by
Richard and Dorothy Wertz. A fascinating study of
childbirth practices from colonial times to the present.

Safe Alternatives in Childbirth, David and Lee Stewart,
eds. Proceedings from the first annual conference of the
National Association of Parents and Professionals for
Safe Alternatives in Childbirth (NAPSAC).

Spiritual Midwifery by Ina May Caskin. One of my
favorite books, describing births as managed by mid-
wives on The Farm in Tennessee (“Amazing Birth
Tales," advice to parents, section for midwives). Al-
though the active role of their midwives works well
within a community of agreement and everyone gets
high, if a male doctor came into one's home and did
some of the same things, it would feel like gross in-
terference and lack of respect. My own preference is for
some of the insights of The Farm combined with the
parents' maintaining an active role (see “The Birth of
Phoebe Rose" after Chapter 8).

21it Century Obstetrics Nowf David and Lee Stewart,
eds Proceedings from the 1977 NAPSAC conference; 2
volumes.



THE CASE FORHOME BIRTH

Table One
Infant Mortality Rate.'
Country
1. Sweden
2. Japan
3. Denmark
4 Finland

6 Nethe%fands
7. Switzerland

France

9. Belgium
10 Smg é)ore
Canada

% éermanaDemocratlc Republic

14, HonP %

15. England and Wales

116 l,{lnltedSutes
ew Z

lg German e(?eral Republic

19. Spalr
20. Ireland
21. Austria
| 22, Italy

% ézechoslovakla
I 25. Greece

* LowestZScountneSWlthﬁf opulation of 2.000, 0000rm0re Rate* per|
It

1.000 live births. Unite igns data. Reprinted from Wegman.
M E Annual umma 0 agutnun JIP(M 64:6, Dec. 1979,

t Provisional; 1978 f |gure from France' escludes live-born  infants |

dy&r&g g%fgéisrsﬁghsgta %nd(e){lr?fﬁt(pns *1 " anibig-iilics of statistics such
s those given above, see Appendix C of this hook.

the United States. (4,6,88) The characteristic features of
American maternity rare since 1040 have been doctors and
hospitaj«. The characteristic features of Dutch maternity
carg haso been nddwives and home birth,

Amen an physicians point out, In defense of their
hospital, that throughout thlscentury birth related mortal-
ities have fallen dramatically around the world with [h»
increased hospitalization of birth. They conclude that there

ua: The Five Standards for Safe Childbearing
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is a causal relationship between th<
ments and hospital care. They igno;
factors, independent of hospitals,
provements much more satisfacU
statistical study has confirmed the
should be credited with the perinat
century. Kloosterman and Gasthui:
Holland, commented that if one w
during the post decades the impr
out"mes are due to increased hosj
two . -em to parallel, one could jus4
improvements to global inflation
inflation rates also seem to parallel
ment in perinatal outcome!164]

If the better outcomes of the wot
dti to higher rates of hospitalizati
witn the most hospitals should be i
ranking and those with the most ho
the bottom. On an international sea
been so. An inspection of Table O
countries with the lowest infant mort
at tho top. Sweden used to havo a
birth system based upon midwifery,
midwives, but since the middle 19
nearly 100% hospital births. At th<
worst countries in Table One also hav
births. Furthermore, Holland, which
sixth place had 42%% home births in <
(1977). Hence, the practice of total
birth does not statistically correlate w
outcomes. There issimply no such cot
data. It should bo notod here, in con
countries such as the US. (with a
Holland (* ith what has traditionally |
while both countries have enjoyed
pregnancy outcome over the past seve
of improvement have been much great

By comparing regions within the sat
period of transition from home to ho
further insight into the relative safet
the home. If high rates of hospilalizj



Senator Charles Parr, Chairman

Senate Health, Education and Social Services Committee

Pouch V

Juneau, Alaska 99801 .

I

[

I have just, tonight, learned rf Alaska Senate Bill 237, submitted to the Senate
Health, Education and Social fervices Committee on March 4. Tomorrow I will contact
Wally Richardson of our Legislative Affairs Office and request a copy of the bill

in its entirety, | am requesting, in this letter, that a local teleconference be
held on this bill that | might testify rather than a public hearing in Juneau which
would be impossible for me to attend, 1 will follow-up on this request by contacting
Wally Richardson and ask that I be notified well in advance of the teleconference
date. If there is something further 1 can do to stress my position, | ask you to
advise me, 1 realize an individual has little hope of an effective stand when the
opposition is tho powerful Alaska State Medical Association, but | am hoping that
members of the Senate Health, Education and Sccial Services Committee will net make

d decision without accurate- statistics and information, nationally and internationally,
on the many safe alternatives in childbirth and that each of you is fully acquainted
with the many controversies in modern obstetrics, | hope the committee will not
simply bow to the authority of the Alaska State Medical Association without considering
that i1t is a union as much as a professional organization and financial rain is as
much a factor in their position on this bill as the interest of maternal and child
health.

Dear Senator Parrs

I am opposed to SB237, 1 understand this bill will allow the State Medical Board
to authorize who shall assist at childbirths, 1 would not be averse to this if the
State Medical Board were moving in the direction of expanding safe alternatives in
childbirth through the certification of lay midwives, with criterion to be met de—
termine i by skilled midwives rather than obstetrical surgeons, but I have no doubt
the Intent of this bill is to restrict rather than expand safe birthine options fcr
the people of Alaska,

I am 32 years old, an education administrator and the mother of an eleven-month-old
daughter, My master®s degree ir in education of tho severely and profoundly retarded,
with particular interest in the multiply handicapped, | am quite familiar with the
many events which may occur during pregnancy, childbirth and the neonatal period
which can damage the body and mind of an infar.t,

I approached pregnancy as 1 would any new experience in my life, by educatinr myself
as completely as possible to be sure I made the best decision for my baby, mv husband
and myself. In the three years prior to mv pregnancy and the subsequent nine months,

I read countlsss texts and articles on pregnancy and childbirth, 1 talked with several
doctors, nurses, mldwivos and parents and went through the standard hospital prepared
childbirth course, I feel I am as competent as anyone on your committee to know

what constitutes a safe alternative in childbirth,

I spent the first several months of my pregnancy trying to find a doctor who was not
patronizing, but truly believed a normal, healthy birth is the rule And not the
exception} one who believed it the woman®s responsibility to prepare her body and
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mind for the experience and believed an her ability to do so; one wnose ego would
allow h=" or her to &ttend" a birth, yet maintain control over the desire to medicate,
monitor and otherwise intervene unless it was imedically necessary, T know such
physicians exist, but I did not find one. ~In ;the seventh month of my pregnancy,
following-up on a number of names | had encountered, I found a lay midwife with whom,
after one afternoon®s meeting, I knew I had found the person to attend the birth cf
my child, 3 *

I ' |
After thoroughly educating myself, working hard to maintain a healthy, complicati».n-
free pregnancy, selecting a skilled birth attendant and preparing for emergency
back-up, 1 chose a homebirth with a lay midwife. I do not, in any way, feel my
choice was irresponsible; on the contrary, | cjid more research and gave more thought
to this decision than most women give to a hospital birth. From all 1 have learned,
I also believe my healthy and normal delivery would have been at greater risk had
I subjected myself and my child to a "normal hospital birth”. Most medical personnel
would say my choice was foolish. One doctor told me it was "stupid to even consider
a homebirth™, yet statistics prove the opposites a well-planned, well-screened
homebirth, attended by a skilled midwife with arrangement? for good emergency back-up
is as safe as any hospital birth with the added benefits to homebirth of shorter
labor, less complications and the opportunity far immediate family bonding with its
long-term psychological advantages. From a vei, personal standpoint, it provides
a feeling of such groat Joy and accomplishment, 1 cannot possibly desc be it well
enough and can only feel terrible sadness and a sense of loss for tho* who recall
only an unpleasant birth experience.

What SB237 is roally about is not safer birth; because statistics do not support
physician-supervised births ao being necessarily safer; rather, this bill is really
about money. )

Tho birth of my daughter cost $350. Had 1 elected a routine hospital birth in
Anchorage, the bill would have been $2,0)0 to ~3,000 and would likely have included
IV's, amniotomy, fetal monitors, episiotomy, labor room charges, delivery room charges,
newborn nursery charges, an unnecessarily long hospital stay and perhaps, if I really
went first class, a C "ection — they seem to be excessively popular these days.

It is certainly to the doctor®"s economic benefit to have all births required, by
law, to fall under h.J or her supervision. This is, | believe, the basis of the
Alaska State Medical Association®s request to the State Medical Board and to the
Governor for the passing of SH237» and does, by virtue of the obvious financial

gain to bo had, presont a question regarding tho objectivity and sincerity of the
request. 1, on the other hand, experienced no financial gain through my deliberate
and woll-planned choice of a lay midwife, and my desire to see safe alternatives
oxpa id is based entirely on what 1 have learned about current obstetrical trends

and ahat | believe to be good physiologicrl and psychological health care and basis
common sense. Had 1 delivered under a physician®s supervision, regardless of the
cost, my insurance company would have covored the birth. Bocause | elected an
alternative other than the AMA approved method of giving birth, the insurance
company denied my claim stating it did not coincide with their list of "reasonable,
necessary and customary™ maternity services. | am well aware of how the medical
community manipulates private medical ccverage — will it now manipulate and dictate
to the State of Alaska how and under what circumstances a woman may give birth?

The intent of ny letter is not to encourage homebirth, lay midwifery, or any particu—
lar birthing alternative. 1 refer to these approaches because it was what 1 chose,

as i1t was my right to choose, and that, Senator Parr, Is the point of tnis correspondence,
to stress tho right of the individual to choose from a wide spectrum of safe
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alternatives. Highly sophisticated modem obstetrical care must continue to be
available for it sometimes becomes very necessary, but necessary, too, is the

availability of the family doctor, the certified nurse midwife and the certified
lay midwife, for romewhere in this range is the skill and philosophy which meets

the needs of each family. i ¥

« ¢
I am enclosing several recent, brief and informally written articles from a variety
of sources which sup,. ru points on which 1 have generalized, I would also like to

recommend the following books as essential. They provide an in-depth statistical
look at childbirth in this country and how we"compare wiir. other countries, as
well as a good review of obstetrical history in the United States and a discussion
on current controversies. Perhaps the committee is already familiar with this
literature. If not, and if these titles are unavailable to you, I will send my
own copies of those 1 presently have at hand,:if you request,
i
Benefits and Hazards of the New Obstetrics, Tim Chard and Xartin Richards

In: A History of Childbirth in America, Richard and Dorothy Wertt

The Cultural Warpln; of Childbirth, Doris B. Haire

!
Immaculate Deception: A New Look »t Women and Childbirth in America,

Suzanne Arms ;
> 1

To attend a birth is a privilege, not a right to be determined by Alaska State Lav;
rather, an h jor which should only be granted by tho birthing parents, the ones who,
let us not forget, must also pay for the service. Please acknowledge the individual
intelligence and right of Alaskan families to plan their own birth experience;
defeat Senate Bill 237. Help us expand safe alternatives in childbirth, not restrict
them.

I

This has been a longthy letter. Thank you for your time and patience, 1 can provide
much more information if you feel it would be useful. You need only ask.

Sincerely,

Julie Gorham

Box 1037
Bothel, Alaska 99559

) i J
Enclosures: Five articles

cc: Representative Tony Vaska
Senator Goorgo Hohman
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To. All legislators Ity

Prom: The Alaska Women*? PesojI’CG Center
204 t. S**1 suite 224
Anchorage* Alaska 99501

Concerning. S.F. 23: (The Me lical Practice Act)

*a*

aaa AAA AA* AAA AAA AAA

The Alaska Women's Resource C nter Is against the revision that would lluit to
physicians only the right to rttend or assist at childbirth* Vc believe It Is th-

parents right to choose who a ;sists at the birth of their children* This provision

is unrealistic and tmpractica in rural Alaska.
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April 12, 1981

Representative Brian Rogers
Pouch V
Juneau, Alaska 99811

Dear Representative Rogers:

Thank you far your letter and check for $24 for two copies of the book,

THE FIVE STANDARDS FOR SAFE CHILDBEARING. When 1imd last

talked with your secretary, whose name I believe is "Ginger," she had

said to send up one copy right away and a check for $12 would be sent at

the same time. Hence, one copy of the book has already been sent. Enclosed
is your second copy.-

As for licensing in general, NAPSAC"s idea on this is contained in the book,
COMPULSORY HOSPITALIZATION OR FREEDOM OF CHOICE IN CHILDBIRTH,
Chapter 34, pp. 399-450, entitled, "Midwifery Licensing: Problems, Pitfalls,

and Alternatives to Licensing,” by Allen Solares. |Instead of mandatory licensing
for ail health professionals in order for them to practice, freedom to practice 1is
given to everyone- but what is mandatory is disclosure to the public of one"s
education, experience, practice policies, and results. Hence, a doctor or midwife
can practice with or without certification, but must, by law, reveal their

status to all. Every doctor or midwife must compile and make available to
everyone--clients and the public alike, their results--perinatal mortalities,

fetal deaths, cesarean rates, hemorrhage rates, etc. |If parents have knowledge
of a practitioners education, extent of experience, practice policies and statistical
outcomes--then, an "only then, do they have a rational basis far choice. To
choose on the basis of whether or not a practitioner lias e mandatory state
administered llsccnsc is not very useful information Most of the most dangerous
birth attendants in practice today arc liscenscd medical doctor.i and many of the
safest birth attendants are unlicensed lay midwives functioning outside the iaw.
You and your aides should read this chapter.

As for my availability to testify, Ilwould be pleased todo so and have some
experience inmore than several states in this regard. My expenses must be

fully p- ovlded and although I charge no consultant®s fee, as such, since I receive
a salary from NAPSAC, 1do ask for $100 per day to be made payable to NAPSAC.
This would be for total days absent from headquarters here--including travel time.
This helps compensate NAPSAC for my absence and also helps maintain NAPSAC
in its continued efforts to provide resources in this field far everyone, such as
your r*fice, to use.

Please let me know how things come out with your efforts. Itwas a pleasure
talking witn you via the phone and lwas impressed with your understanding of
the issues at stake.

Sincerely. David Stewart, PhD, Executive Director
NAPSAC laincorporated ae anon-profit mi asompt erpanuahen-oenirtbulUono to NAPSAC are las deductible
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Wasilla Phone: (907) 376-3237

Agnes Zaborac
Ruth Jerde
Marjorie Campbell
Mary Combs
Lillian Plumlty

STAFF

Or. (arolyn V. Brown
Obitarlcs / Gynecology

Or. Georga W. Brown
Pediatrics

VI Snider
Maxine G'.dda
Nurses

Debbie Peldo
Medical Records

Mery Jane Blum
Racaptlonist

1 Vecmen andC hildren's

Health Associates

Box 2101 Palmar, Alaska 99645

Palmer Phone: (907)745-4711

OBSTETRICS /GYNECOLOGY PEDIATRICS PREVENTIVE MEDICINF

March 19, 1981

Representative Brian Rogers
Alaska State Legislature
Pouch V

Juneau, Alaska 99811

Dear Representative Rogers:

Thank you for your letter of February 4, 1981; 1 was out of town and
have only recently returned to read through it.

I have reviewed your letter carefully and have once again gone over
Senate Bill #4. 1 do appreciate that the purpose of the Bill was

to make a little n.ore liberal the insurance problems related to
delivery in this State. This 1 can accept. However, there are still
certain points within the proposed Bill which 1 think need extremely
careful evaluation:

1. I do believe most firmly that advanced nurse practitioners
certified to practice as nurse midwives must do so

under the supervision of a licensed medical doctor in this State.
No doubt you are aware of che problems which the State of California
has had in home deliveries of babies by midwiv®s. 1 believe a proposed
Bill 1n California which would have allowed home delivery of babies
by mldwlves was killed. 1 certainly think that untrained persons
should not be given legal sanction to provide this type of health
care and 1 do not see this 1n the proposed Bill as stated.

2. Why was the definition "provider” placed instead of
physician? If medical care is to remain reasonably
scientific, | believe it must remain within the hands of licensed
medical doctors. | certainly see no reason to substitute the word
"providers" for physicians In Senate Bill 4. | believe this does
nothing but to water down the Bill and make possible interpretations
of provision of medical care by other than licensed medical doctors.

3. An even greater serious problem is Indicated in the
definition of "provider”™ which I read on Page 5 of
the Bill as meaning a "physician, dentist, osteopath, optometrist,
chiropractor, nurse midwife, or other licensed health care practitioner™.
If 1 read the Bill correctly, this would mean that a certified nurse
midwife (who might otherwise be very qualified and trained) could
and would work under the direct supervision of an optometrist or a
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chiropractor in provision of deliveries. If we are to continue to
provide any modicum of quality in health care, 1 certainly do not
believe that a chiropractor or an optometrist can take on a certified
nurse midwife and allow that person to provide deliveries.

In my own practice, 1 have cared for a number of women who were plan—
ning to have a home delivery by an alleged midwife. These women came
to a "real doctor" just for a final check-up prior to their home de—
livery. In evaluating these women, it became obvious that a number
of them have extremely high risk problems, such as pre-eclampsia,
severe anemia, gross obesity, prenatal history which is not conducive
to a normal delivery, and estimated due dates which were not consistent
with either physical exam or menstrual dates. Certainly to sanction
the home delivery of these women Is, 1n my judgement, a genuine step
back in obstetric care 1n this State. Most of these women had no

real idea about the competence or training of their "midwife".

I believe that until a person can substantiate that he is <allfied
to do deliveries Inside or outside the hospital, that person should
not do deliveries. 1 can assure you that we have problems enough
within the hospital for those last-minute disasters which are com—
pletely unknown until the point of delivery.

My own feelings about the present surge of home births is that we
ought to be making every available accessability and convenience for
parents to have their deliveries within hospitals. If | thought a
home delivery could be carried out with safety, 1 would be doing them.
I believe that most of the people doing home deliveries are doing
them very uninformed. It has also been my experience in my office
practice that when 1 discuss with a woman who plans a home delivery,
she will elect a hospital delivery when she understands her risks.

No woman would deliberately choose to have an unsafe delivery. Those
who choose a home birth, 1n my experience, are not suf-"Iclently In—
formed to make that kind of a decision. Those who do when they have
been fully informed ot all the risks and benefits and lazards often
do so for religions or financial reasons.

To your question of what I think we can do to encourage patients to
voluntarily choose the best health care for the birthing process,

I would simply state that the medical profession must be In a position
to provide more information to parents. We must liberalize our birth—
ing policies within hospitals and we must develop better family orien—
ted birthing centers. Most of this can be done within the constraints
of already existing hospital environments as we have done at Valley
Hospital.

I can only say to you that the statistics | understand Indicate that
90X of the time a baby could be born almost anywhere and do all right.
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For that 10% of the time in which there will be a real problem or

a near-disaster, the problem will not be known until just prior to
delivery. For this to happen in an unsafe environment without avail—
able emergency care and life-supporting systems for both the mother
and tho child, to me is unconscionable. For that baby and that mother
the 10% becomes a possible 100%.

I would like to at least strongly suggest that the definition of a
"provider” be limited to a licensed medical doctor ir this State.

If we do not do this, 1 believe we are opening ourselves to increased
quackery in this State.

Please let me know where 1 can be of further help.

Sincerely,

Carolyn V. Brown, M.D.

cVB/dd
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SSHB 11 Highlights

1. Department of Commerce - Occupational LicensingDivision -regulates
and licenses midwives. Does not create new board.

2. Licensing 1is voluntary - bill is a consumer protection measure and
sets out to the consumer all pertinent information regarding midwifery:
education and training; services and fees; procedures for meeting medical

emergencies; history of client infections; h( rrhage; hospital transfers;

malpresentations and normal deliveries.

3. No third 1irty Insurance coverage

CSSB 4am allows 3rd party coverage to nurse midwives -
SSHB 11 deals with lay midwives

4. Licensure requires:

a - 18 years old
b - high school degree or equivalent
c - attend at least 20 births as mid-wife over 2 yearperiod prior
to date of appHcaf"" or completion of mid-wife apprenticeship.
Proof 1s by affidavit 1f before 1/1/82.
d - pass exam administered by Department (written)
5.  Renewal:

a - attend 20 births 1n previous 2 years or completed 20 hours of
continuing education

Gen

A

6. Medications determined by Department - prescriptions from a consulting
physician.

7. Apprenticeship - 50 births assist, 25 births primary responsibility
under supervision of sponser.

HP :sp
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Licensing:

The Myth of

Government
Protection

In most communities,
if you want to cut hair,
sell a candy bar,
embalm a body- or
argue a case incourt,
you need a license

Permits and licenses are ubiquitous
features of modem American society.
Activities as diverse as driving, build-
ing. barbering, lawyering, vending, nurs-
ing,embalming, selling liquor and pol-
luting the environment all require
someloon ofofficialgovernmental im-
primatur.

In the occupational areas alone,
states now license nearly 500 profes-
sions, amounting to 25 percent of the
labor force In some pans of the coun-
try. During one recent year, New York
City had over 70,000 licenses and per-
mits outstanding for businesses rang-
ing from garages, parking lots and Junk
shops,totheaters, cabarets and coffee
houses Cidlfomla's Department of
Consumer Affairs licenses and regu-
lates over 850.000 people In more then
100 occupations.

The popularity ol the permitasareg
ulatory tool derives primarily from its
apparent simplicity, under the typical
scheme,noon# mayengage Inthereg-
ulated activity without a “permit** or
“license" (as a practical matter the
terms are Interchangeable).

The government willnot granta per-
mit unless the applicant meets mini-
mum entry standards (e.g . education
and experience), and will presumably
suspend orrevoke the permit Il he (alls

by David S. Baron

Assistant Aftanmy G tnrral,
Sian ofArizona. © 1960



tocomply with performanes standards
(e.g., competence, far dealing). En-
forcementagainst violators of the per-
mit requirement Is supposedly easy
because theonly issue iswhetherthey
are properly licensed. In theory, then,
the permit system identifies those who
meet government standardsana weeds
out those who do not.
Unfortunately, the realities of permit
regulation are far different from the
theory. In many Instances, permits are
issued almost automatically upon fif-
ing an application, with little review of
the applicant's qualifications. Where
eligibility standards are employed,
they frequently bearno relationship to
legitimate governmental interests and
are applied restrictively merely to limit
competition. Administrative agencies
flovote so much time and attention to
Issuance and renewal of permits that

vote tojponltorinp and enforcement,

APermits are almosf naveicavoksd. and
violators of permit conditions and
performance standards are rarely
gunnhfd,

Consider the example of New Ycrk
City. According to a 1968 reeee ch
study, only six of the 70,688 licenses
and permits outstanding In 1964 were
revoked, and only 19 were suspended,
despite the filing of over 4,300 com-
plaints against licensees with the city
that year. At the same time, the citya
Departmentof Licensing had far more
employees working on administration
and license Issuance than or enforce-
ment. License issuance and renewal
were almost automatic unless appli-
cants had cnminairecords Inonlyone
instance did lhe department require an
examination to establish occupational
skills—an applicant for a sightseeing
guide license had to take a written text
on points of interest In New York City

THE CASE OF THE

MORAL MANICURIST
Unreasonable entry restrictions are
moat common m the area of occupa-
tional licensing The state of Ohio, for
example, requires pawnbrokers, bar-
bers,sanitariansand manicurists to be
of "good moral character in order to
ply their trades Funeral directors are
deemed unqualified If theyare not UA.
cttixena. Landscape architects mutt
graduate from an accredited louryear
fAKEAN 8 iinoicipi fichHotiuft <y
have al least seven years of practical
training. Barbers are required lo
graduate withalleast 1,800 hours from

an approved school of bartering and
complete an 18-month apprenticeship.
At the same time, however, lawyers
need no practical experience to be
licensed and can handle serious crimi-
naltrials withouteverbefore having set
foot Inacourtroom.
Licensing exams are particularly
suspectTin a 1977 study, university or
[Tenhesscu economists Sidney Carroll
I and Robert Gaston found a direct err-
| relation between oass rates and ex-
Acess demand for professional ser-
Tvices, concluding that occupational
[licensing boards often use exams to
manipulate the supply of practitioners
s0 as to maintain income levels for
those already licensed

Exams frequently teat matterswhol-

ly unrelated to bb capabilities, barring
entry to the tes« formally tre'ned and

minorities. In some states, barber ap-

plicants must show generalised
knowledgo of anatomy, physiology

and biology, and prospective ar-

chitects must know about the history

of architecture Ceorgie requires auc-

tioneers to be versed m the prtndpiec
of land economics.

Inthe midstof thismare of entry re-
strictions and examination require-

ments, the JDonitonng and enforce-
mentfunctions o' perm tt.ng”jengto
are often torgotten in the medical pn>
feesion, for sxamoie. an estimated
"16,000incompetentorunfitphysicians
are in practice, according to a 1976
New York Times report Despite this,
aneveraoeofonly 72 peryearlost then

licenses between 1971 and 1974 Al-

though the numberof revocations has
since Increased toover400annually, ft
still constitutes less than three per
cent of the total A mayor part ol the
PrOOtfm Itemf TfOm IICr Of I0fOfCf
mentresources Asof 1976. New York
stats had only 7 investigators to moni-
tor 96.000 physicians

Recent statistics from Antons pn>
vide furtherexamples There, the State
Board of Technical Registration,which
licenses professionals such as arcln-
tacta, engineers and geologists, did
Wi levuae m license oerween
1964 and 1979. the Board had over
6A00 Noanseee during the tatter fwifof
thispenod. The Aruone State Oplome

try Board rewwed nq licenses torvt
Hymﬁpraétné'é'ﬁfh"d ard$ Betlveen @M

and 1971, and issued onty five euaperv
alone, each torlees than three days

In Florida, most Mcensim rise
investigate fewer than one percent of

their licensees annually, according to
data Ina 1974 legislative study. The
state barber board, with a budget of
over8140,000, conducted only 4 Inves-
tigations in 1972, when 4,216 barber
shop licenses were outstanding.

These examples are not mere aber-
rations. Government officials from all
parts of the country have expressed
concern about inadequate monitoring
and enforcement by licensing agen-
das.Ofcourse, unfairnessand ineffec-
tive administration are not unique to
permit systems; otherformsr egule-
tlon can be abused as well. Licensing
does have several basic flaws, how-
ever, that invariably undermine Its ef-
fectiveness.

WHEAT TO THE LEFT
CHAFFTO THE RIGHT

é{he most_gignifica etknesa is
infinnffiw ulll 0
miIL A license or permit confers a ve-
neerof legitimacyon the activity of tho
holder. Thelogicalassumption is thata
licensed person knows what he is do-
ing and te acting In accordance with
governmentstandards indeed.amafor
function of permit systems Is to assist
eve ,body in separating legitimate
practitioners, operators and busi-
nesses from theincompetents, frauds
and criminals.

Inreality, however,apermitdoes not
guarantee miTfha hm nvbctrg
gwgenyv nit « T**h iwwmfciy
qualified Rather, it merelyInSoatse
that—aronetime-the holdermetm >
imum requirements tor entry into a
busmeestortheexercise ofaprtvite®e
Even the best of requlatory agencies
cannotcontinuouslymonitortoenewe
that Meansas are immed-staSy sur
oencad or revoked when execution trs
break the lew, loee thew s*uiorabuse
thee positions Yathetwean regulatory
reviews, the permit remains on the
waf. creating the impression that an la
weltregardlessolany impropriety that
may m tad exist

This sod ol deception can affect
tvry ini vQlJwCXI!l infm HW H m
i.ro*fMOurcM HItlemotkx) to# ol
hctais lo presume that Kansan are
actmg properly and lo focus enforce-
ment efforts on unlicensed activity
This is particularly this where the B-
cenxing and enforcement Imcnom
are pe*iormeti wtfun the semeagency

Officials «»ho have certified a panic
Uter person aa 'competent- may wan
be retuctant to celt mso question the

*
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same person's ability at a later date.
Such officials may also see their pri-
mary function aa controlling entry Into
a profession or activity, with careful
screening acting as the principal tool
for ensuring compliance with stan-
dards. Unfortunately, no screening sys-
tem, however thoughtfully devised, can
predict with certainty how people will
behave after being licensed; there will
always be those whoviolate standards.

A second basic delect in permit
regulation Is tn» m.»dcq'u.cy of the re-
vocation or suspension threat as an

[tjSea For regulatory

'—violationsof minorormoderate seven-

ty, revocation Is neither a realistic nor
credible delerrent Undercontempore-
ty notions of .ustice and fair play, a
total bar on future actfvfty by tha I
cantaa la aimpiy too harsh a penalty
for a noncTM.-sl transgression Even
where sign - -ant deficiencies are In-
volved, r*.;slton may be inappro-
priate If *m violations stem from
Isolated irvudent acts rather than

chronic nr -synoilance Aslnofe viola-
tiondoes itnecessarily show thatthe
licensee unfit to engage in the reg-
ulated . Uvfty. Ae both a punitive

meesufi jnd a control device, permit
revocati i is too severe a sanction to
heueefn Inmostcases

A third flaw of permit systems Is
their Ine.'lidencY In applying regula-
tory resources Under the typical
scnema. every person wno earns to
engage m the regulated activity must
Qetapermit TNetanecessary toeffec-
tuate the identification and exclusion
hmectione of permits cited earlier Ase
practical matter, however, many per-
mittees wW require no regulatory at
tentton Those who are truly compe-
terti conscientious teweatwdma awd
diligent will comply with state starv
derds whether ornot there Is e permit
eyetem Inevitably then, permitting
agencies wM waste tune and effort m
licensing end supervising persons
who already meal standards end who
wetcontinue lo do eo

FOLLI/TK>N PERMITS
PhiSINT PROBLEMS
Permits also present special pro*
lame tor the efficientadministration of
erwvonmerwaf laws. Poauhon permits
TRQKmbF 0 r*~ | §P@cie COMIY hega
auras and compeancs kiw W h for
gach polluter The permit terms trans
late general statutory and requlatory
mandate* into perucute'requ*ementa

foreach fnctory orplant. Invariably, the
process of negotiating (and some-
times litigating) permit terms Is time-
consuming and costly. During this
period the applicant may well be In
gross violation ol standards, causing
severe environmental degradation.

Even after the permitIsissued, there
It no guarantee that the permittee will
comply with Its terms. Thus, e second
level of administrative action or litiga-
tion is often required to enforce the
permit standards. The whole process
can drag on for many years, during
which time regulatory objectives are
thwarted. The flexibility of cae* jy-
case standard-setting may be desir-
able from « policy standpoint, but
lengthy delays In attainment of sub-
stantive goals are inevitable In such a
system.

Beyond inherent flaws, permit sys-
tems art particularly auscaotlbie to
panipuiatioo by regulated groups tor
anti-com pfjitivepurposes.Intheoccu-
pational licensing area, most state
QIO mw run B ifw 3 04T o i
requlated profession, eitherdirectly or
through their protesttonal associa-
tions Legislatures mandat* surh self
regulation on the often mistaken belief
that only practitioners possess the re-
quired expertise to property requlate
other practitioners. The entry control
mechanism provides these board
members withapowerfultoollorlimit
tng the supply of professional aervtcee
INQ mamxaimng n*yn incom#s fof
themselves

Regulations restricting practice to
cation, solicitation end advertising are
also used to stin* free competition
The result, according to economists
Carroll and Gaston. Is that licensing
tend* lo raise costs tor ooneimers
while actually tovMrtng service (PsMy,

PLUSES OF AN
ENFORCEMENT SYSTEM
Tn# oflinFc*#ncyofp p m r#Qu
suggests governmental go*** m*gnt e
tAEItH by # «Vict
proech such at the SK'Ofcrag’lu-*
mTem Under such a eystem, an atan
oa-ds far cryvi”® of the regulated
actMtyareeeloutm statutesandregu
Myoni nanyoo# vkh i inoa# ii#v
daros th* state saeka appropnete

sanction* agatnet tha wrongdoer For /

ordna”“be”apgrogM

or chronic notations an order gt m '

jynclfon restricting or piorvtxung fu-
ture ectM ty may be justified a comb*

49

nation of sanctions can also be used
depending on the circumstances.

Intlw enlorcemont scheme, govern-
ment agencies focus the bulk ol their
resources on monitoring the activities
ofregulated partiesend on swiftprose-
cution of violators. Although officials
mightnot Investigate everyone Ina giv-
en year, the threat of enforcement ac-
tloo has a substantial deterrent effect
throughout the requlated community.
Thereerenopermitstomislead oeoolt
Into believing that anyone Is presume-
TlveiyquallfledoLd. t.noprooarlv atany
specific time.

The enforcement system accom-
plishes most of tho goals of a permit
system,with few of the disadvantages
Heavy reliance on entry control to en-
sure quality Iseliminated and replaced
by a more vigorous monitoring pro-
gram to ensura that standards art In
fact being met The hollow threat of
permit revocation or suspension is re-
pUced by avery real threat of punish-
ment that can be tailored to fit th* vio-
lation Governmentofficials can focus
theireffortson suspected wrongdoers,
withoutwasting timeon thoselr com
piiance Hopefully, too, the influence of
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regulated groups on administration ol

the laws Is greatly weakened In a sys-

tem requiring no licensing boards, and

relying primarily on Impartial enforce-

ment officials for compliance review.
Of course, an enforcement system

cannot totally replace the Informa-
tional function performed by many per-

mit systems. The entry screening
orocess, although not always a fair or
accurate method of ensuring quality,
does assist In Informing third parties
of whether a person has met certain
minimum standards. Toa large degree.
¥, this Informational function
performed simply by requiring
sd parties to publicly disclose
ickgrounds and qualifications,
ipn by OfofMiifinal societies

§an also meet thisneed Private valida-

tion standards would probably track
existing licensing requirements,

which are usually Imposed by the pro-

fessional societies or practitioners
anyway through theircontrolof licens-
ing board*

Thenotion thatgovernmentalvalida-
tion Is somehow more objective is be
lied by the substantial influence of
requlated parlies overregulatory agon
cte*. At most, the government's role
shojkfbe limited to vbluAWV gjflITT

sumer free to choose between the
j*enineMIM AhfloctdIBd Thisap
proach, advocated by economist Mil
ton Frtedman, minimizes the anticom-
petitive effectsof licensing end avoids
many of its costs

Anenforcement system also cannot
totally replace the notification func-
tionofapermitsystem. The permitting
process routmefy identifies most per
ties engaged in a regulated activity.
This greatly aids monitoring and en-
forcement efforts smce officials read
nofspend tunaand money locating tha
peopt# they are supposed to ba rego
fating An enforcemen*-on>y system
does not Identity sit regulated parties.
It works prtmarMy on the basis of Ups.
complaints and spot checks

In cases where identification of aN
requlated parties may be useful m an
enforcement program.# t " pie rejn
fiUa?? SI'twn can serve the pyrgpsf
Undrrregistration. anyone who enters

IAiAt msim thy g”ynmaot There are

no (vp'KjuiiitH to entry other then

notification, atnou”™'- registrants orri*

nertty muttinform the regulatory agen
iof address changes An

ment system with registration allows
for Identification of all regulated par-
ties without the burdensand disadvan-
tages of entry controls and licenses.

WRIST-SLAPPING
INEFFECTIVE

Asforthe supposedease ofenforce-
ment provided by permit systems, the
advantage Is largoly Illusory. Because
of the high stakes Involved,s proceed-
ing to halt an unlicensed practico or”
revokean existing permitIsonen more
complicated than a simple penalty ac-
tion. Administrative officials and
Judges will Invariably demand evi-
dence of actual Incompetence or
wrongdoing befo<e completely depriv-
ing a parson of h.s livelihood. Unless
serious transgressions are shown, the
remedy will likely be limited to a tem-
porary suspension or Imposition of a
compliance schedule As a practical
matter,mere proofofatechnicalviola-
tionofthe permitrequirementisrarsly
adequate for meaningful enforcement
undera licensing schema.

Likewise,a permit system does not

It makes no sense to license barbers,
pawnbrokers, funeral directors and
cabaretoperators, when tha"qualifica-
tions" for these jobs are nebulous, the
potential harm from malpractice is
limited,snd the capacity of consumers
tochoose the competent is high.
Even where a permit system might
otherwise be Justified. It will be ot
questionable value unless the Intentis
to closely monitor the activities of
gvery permittee. As already noted, a
permit creates the Impression 'hat the
permittee Is currently In compliance
with standards. Where 50,000 licens-
eeseremonitored byonly 7 Inspectors,
ItIspuredeception toemployeregula-
tory schame that pretends to
license retention only to long as the
holder Is qualified and acts property.
Undersuch drcumstanoes. the permit
Is no belter than a certification, with
tharevocation sanction ameaningless
threat that acts as a drain on othar
morjaffective enforcement tools.

Theonly areas inwhich permitregu-
lation raally makes sense are those

raally provide a greater degree of ad- / "hat meet all of the criteria outlined

mInistrative flexibility or control than/
an enforcement system. It Is true that
permits can be used to apply general
regulatory requirements to specific
cases, as In the environmental area
But enforcement settonsdo essential |
ty tha same thing with greater speed
and finality By seeking a Judicial de-
termination of a regulated party's re-
sponsibilities in the first instance, an
agency avoids thadouble layerofadju-
dication often required for permit*
on# to decide on whether the permit
terms are reasonable, and another to
VnTCXCv [TwrTt wAQfwCrtm, in# COmprO
m*sing of competing interests and
tailoring of regulatory standards to
specific esses-ostensible advan
tsga* of permit regulation-are rou-
tinely and more conclusively accom-
plished through litigation,

Tha faWure of licensing is largely at

| tmbutal*e lo Itsu f m fields where itis
Hn needed. Thepr.menraatin

u**h*ng testgfi of permit systems-
control Of aoiry tnrougn «lam int
lion or setting of minimum qualities
lions—seams
te ofrtscHvtfy
the competent from ins incompetent.1

an can cauH
T1T f. ll: b ”-A-,

permit regulation produces no

benefit over other forma ol regulation
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gbove and that require fairty intense,
constant governmental scrutiny. Nu-
clear power plants, for example, must
be designed and operated by highly
skilled scientists and engineers, and
mustbeconstantly monitored forsafe
ty and environmental hazards Thapo
tential harm from incompetence orvio-
lation ol standards Is enormous, and
citizens cannot realistically "roteci
themselves from that harm

Because there are very tew nuclear
powerplants,thagovernmentcan reel
IshcaHy and affectively requlate all of
them by permit Othar uhrahazardous
activities, such as disposal ot toxic
materials,maybainasimilarcategory
Aside from activities creating major
Moomwmaasel e FFOWATRI| Iner®
are tew areas m which permits appear
gither necessary or desirable for pro-
tection of tha public or for regulatory
efficiency.

Permitsare supposed toensure that
anactMty taclosely requlated Butthe
pFo»R IimitH atédmpHEAE® Asidehve IA
the way of guaranteeing quality or In-
ducing oompkanos wtth standards In
most cases, it merely creates an (Mu-
Sionofregulation Statutesand reguie
pom* win pw fimen mNmvgvuiimpact
Inadvancing tha public interest unless

otticiais forget their
wmiiSs ane nw W
stead to v.goruusiy eo«<ycatha law
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v Fortaleza, Drruil — A pilot proj-

w may protide a Third

ect that teaches basic health care o
women in Brazil's
orld cure for
the'disease and death that threaten
childbirth among the world's impov-
erished millions.”

“The only pediatrician. a new
baby usually
mother.” says Dr. Galba Araujo.

The Brazilian obstetrician has or-
ganized a network of traditional
rural midwives who. are. ta_u%ht
methods that blend with traditional
health care. They also learn to rec-
0gnize warning signals in the few
births which require a doctor's atten-
dance. ¢ 'l ) 1 o

"We've never had a woman die in
childbirth." Araujo, said in an inter-
view. “ The statistics show that 04
percent of the hirths were without
con\}\fzhcanons. o

ith more than SCfObirths in five
years, the project, supported by U.S.
private money end Brazilian govern-
ment funding, has also slashied the
rate of Infant death in one of the
world's highest population growth

areas.

"Underdeveloped countries have
been imitating_ the developed coun-
tries in providing health care,"
Araujo said in an ‘Iinterview. "They
have been_adopting technology at
high cost. But nobody can afford to

) > B J ) .
_p>¥he pilot project here stresses
inexpensive methods which require
mlnlmal_t[alm_ng?, and also provides
local tralnlnrq intam Iy plarnini* ond
birih control'— n sensitive subject ta
this predominantly itoinan Catholic
country. . o o
~US _Ioopulatlon specialists, Uny-d
In Brazll, praise Araujo’s work. With
two-third of the world’s people living
without adequate medical cm?
these spemahsts_saY_, the project
may_have major implication*. In" the
coming decades. o

Amojocited U.N. statistics t> .ch
chow tlut, if pitM.nl trends contimu,
there will be three billon bi.'dts
worldwide helwren row nrd the
Year X.C0. The statistic- also indicate
hat one bllliun of ther.e Infmy will
dir, nn nddil>«n.d 10 million will rot
reach a >v.tr of age a~| ICOmillion
worr.ai will die in tr<* birth cycle,

Arau_{o, mvdlcaj director of the
MatermY_ Uiwpiul in Fortnlert —
an At antic coast city of U milium
|.tflo mJlftk north of Rio de Janeiro —
says tho data be Inf alh ring s. per ct
Irdat iA jrerg-m,r.f rrec yl @ mm

+ end

oorest reglon.

mneeds is its own

\y**, O

ILlIy _||uu| a A AL A VIC',,
Araujo, who has Sp.-rco:.?d interna-
tional forums on hea|th tare and has
lectured in the United States and
elsewhere, ¥ o * o _
Araujo's project, wh :h receives

* grant mcrey from the Ceara State

" Qovernment, federal health officials
] the Kellog Foundation.of the
. United States, has established a

* series of regional and local health

* clinics. He and other physicians_ en-
" list the help of traditional midwives
- and offer them group training, - v

- +'The prolect advocates the use of
2 "birthing s

19 stools,", either at home or
m.a clinic, instead. of giving birth
lying down, The birthing stools —

2 which can be a simple a$ a wooden
- chair with pan of the seat removed

2

* about

,siuon so that gravity aids the

—nplace the mother Ina squatting_po-

irth

‘process.’. -
Three hundred mldwlves have
been trained in Ceara state, _Iearnmg
problems of infection _an
about modern preventive care. They
also are taught waming signals of
birth problems and canrefér moth-

*ers tolocal "satellite clinics” for bet-.
1 tercare. The satellite clinics, in turn,

can refer patients to "base hospi-
tals” for more sophisticated help.
.There are now eight satellite cen-
ters and (Itree hase hospitals. Araujo
says he and the state health depat-

.. meént plan lo double the number by

1633, with eventual plans to cover the

entire state. , 5>,
Ccara, with a population of more
than five _million, is In Brazil's

drought-stricken northeast poverty
bell."The birth rate here is hlgher
than the national rate of 33 per 1,000
and the infant mortality rate hiyjier
than the national raté of 108" per

1,000. . e .
The statistics r.t the tateillte con-

- ter at Aquiras, 23 miles from Forta-

leza. are markedly better. Since the
clinic opened on May 1, 1777, there

*Thave brer 2**5 a-Im V!-'ﬂt rrd 1£M

.. birthv An addilicn.il 323

dases were

%referred to the Fnrtale-n erwer nr.d
- other worrier. received pre-.rd. post-
| natal care. There V\{ﬂ& 25 irdant

w deaths am'.n]g 1L|e |

births, u
*death rale of 13 per 1/40 — tne-
eighth of tho nvigrul average end
lower than fie U.S. |.'mt mortality
rate of 15 per LO't. The overall st»-

~ tiatici sn the Ccure proper ata MmF
k lar_Araujo aid.

The cWmator of the Acl?lr,as
Center, L'c-r Tcrerinhi | *vira
Lifts. harielf a traditional midwife,
Mid the clinic h">bven iW* o con-
vince I , . .. I /-nu that
the tare hi >'turvic«werLs.

b, nirstring (to la a mid-
wife) fitrt ry -ran*.c.3tk»r wh*n 1
was 21," the = 4. "Vvhrn | got here,
everything vav_d*ffer«nt. But now,
evef/me ot--Jto It ctdve deliver
50 to POb >bles a ra*jnth.

Araujo s»ii Utf nvitbvastern
project “has in:-nrant 1?»-cny» for
ir.ole developed orxn cf Bfanl, a
\évalllfas for CCUtI*-* like t* T United

a.



HOME BIRTH-H

by Rooert £ Brooks. PhO, former professor of Ouantative
Analysis. University of Southern California, -

One of the most common assumptions which doctors make
when cnticizmg home birth is that they are much more danger-
ous than births in the hospital. Note that we say "assumptions"
because, in tact, theie is no proof at all to support such asser--
tions.

According to Wegman (1975) the United States ranked 15th
in infant mortality rates for 1973. (See Table 1)

The differences between the top six countries and the U.S. is
quite substantial: the U.S. infant mortality rate is more than 50%
higher than the sixth placed country. Norway. Yet this can
hardly be blamed on home birth since only about 3% of births in
the UJ. occur athom e” -1

In fact in nearly all of the top twenty countries most births
take place injome type of hospital or maternity home. The one
exception to this fact is Holland where fully 53% of hirths took
place at home. Huygen (19761 in his classic paper on home
deiivenes in Holland cited statistics showing the perinatal mor-
tality rate for home births in If."? to b» only 6.9 per 1000 live
births compared to 33.8 per Itax. .or hospital deliveries. Since
htgh-nsk mothers are usually referred to hospitals for their births
m Holland, one cannot conclude from these statistics that home
birth is live times safer than hospital birth. On the other hand
one can certainly conclude that it is possible to have a system

OW SAFE IS IT?

wherein a low risk mother can have her baby at home with a
extremely high chance for a safe birth. 7 X
*|n addition Huygen states that he_has "serious doubts abgtt’
the desirability and safety of hospital for normal deliveries.
Home births offer important advantages from an emotional and
psychological point of view. Research has made it clear that
many women prefer to have their babies at home." And regard-"
ing the technology available in the Hospital "I feel :hat these
advantages in technology at the same time carry with them the u
nsk of unnecessary intervention."

Even though the percentage of home births in the U.S. has -
been small, it has experienced a rapid growth in the past few ..
years. Statistics on the entire population of home hirths art not
available. Some studies have been done, however, which can be

used to indicate what fund of safety one can expect from home___

hirths.

Dr. Lewis Mehl's analysis of 1147 elective home births in

northern California revealed the following outcomes (see Table
2)
In this study the incidence of infant mortality is less than half
as much for home birth as it is for all births m California in 1973.
While the total number of home births represented in this study
s not large enough to statistically conclude that home birth Is
twice as sare as hospital birth, it is certainly indicative that the
physicians' assumption that home hirth nuch more danger-
ous must be senously questioned.

VTABLE 1 - INF%lg MORTALITY RATES (1973)

Counlrr 1000 live Bushs % Hospital Attencke
>«om % 100 vdwtit .
r.mine 100 999 Doctor or MQinie
lapan 11 899 Doc[@ _
semeiUnds . n>. _ 47 Doctor or Mdwile
Denmai* ¥ tvs BS < Midwile 4 Doctor
Norway B 994 Mrawit
S~iil*»lind u.r 99 Mdae
htnce ugs 97 Doctor
Canada [S* 97 Doctor
Carman Democrat* Sepub 140 98B Doctor
v * Zealand tar 100 Doctor
austral* %46§]* m7043t DogNorrfe
Mong Kong ' Midwif
IngiUnd 4 Wales 149 94 Mdwiie
Belgium 170 8 Mdwife 4 Coowv
Urvieo Suits 177 97 Doctor
iteland 150 IS Miwte
Caethostoiat* 714 99 Nurse-iciwile
German federal Kepub 727 97 Mdnife
Israel . 24B 100 Mdlwilf
Sources pfaram « ‘anpual Survey of vnal StauiKi- reza
B%ggllnet 56 60-9(?(?, Decemoer >97%
ana JCU Maternity Cere m me woric 2natMon >976
TAPLE 2 -
All uelilomia
Number Bate Sum raie-1972
|Tout Bums Il'laSrJ
«e Bums I
leia* Death AT 104
Neor|1eul r etim h ﬁl %4 12%41
Total eer«iaui Deaths
low Bum«W ».ghl JSOlgi 1) 1;% 44%

Source i
Bulls Noiei. Vol. J. No. 2. page 4

-Ourcome ot fsBCtiyf «ome flirm A Series o' +147 Cases' nt»ni weeim unit (en/ormj Sraie Oeoenmenr o/ MMftn agragrer. CA
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Neonatal

Home Delivery and

Mortality in North Carolina

Claude A. Burnett Ill, MD. MPH: James A. Jones, MPH; Judith Rooks, CNM, MS, MPH:
Chong Hwa Chen, MS; Carl W. Tyler, Jr, MD; C. Arden Miller, MD

+ Neonatal mortality Is examined by place and circumstances of delivery
In North Carolina during 1974 through 1976 with attention given to home
delivery. Planned home deliveries by lay-mldwlves resulted In three neonatal
deaths per 1,000 live births; planned home deliveries without a lay-midwife,
30 reonatel dnaths rnr 1,000 live bi'ths: and unplanned home deliveries,
120 neonatal deaths per 1,000 live births. The women whose babies were
delivered by lay-mldwlves were screened In county health departments and
found to be medically at low risk of complication, despite having demograph-
ic characteristics associated with high-riBk of neonatal mortality. Conversely,
the women delivered at home without known prenatal screening or a trained
attendant had low-risk demographic characteristics but experienced a high
rate of neonatal mortality. Planning, prenatal screening, and attendant-
training were Important in differentiating the risk of neonatal mortality In this

uncontrolled, observational study.
( 1980;244.2741-2745)

SUMMARY reports of state vital sta-
tistics have traditionally classified
births as occurring in-hospital and
out-of-hospital. Fetal and infant mor-
tality has also been reported using
this differentiation. Being the best
that is generally available, such infor-
mation has been quoted in defending
the argument that in-hospital deliv-
er- is safer than out-of-hospital
delivery. However, with increasing
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interest in home delivery, the places
and circumstances of delivery should
oe more precisely classified before
attributing mortality risks to them
This article provides an analysis of
neonatal mortality in North Carolina
during 1974 through 1976, will, atten-
tion given to the places and circum-
stances that characterised out-of-hos-
pital deliveries.

In North Carolina, the proportion
of infants born at home has declined
from 76% in 1940, to less than 1% in
1975 (Figure). With this shift to hos-
pital delivery, maternal mortality fell
from 50/10000 live births in 1940 to
3710000 live births in 1975, a decline
of 94% Neonatal mortality also
declined 61% from 33/L000 live
births in 1940 to 13/1000 live births
In 1975 Neonatal mortality remained
more than 40 times that of maternal
mortality in 1975, despite nearly uni-
versal hospitalisation for childbirth.

Most of the medical profession

advocates hospital delivery and views
home delivery as a regressive step
that would reverse the historical
improvement in the safety of child-
birth. Most women choose to deliver
in a hospital where physicians are
able to intervene effectively ‘in emer-
gencies, many of which cannot be
anticipated with even the best pre-
natal care. However, an increasing
number of women prefer delivery at
home in order to be anx< , familiar
people and surroundings, to avoid the
perceived risks of highly technical
medical care, and to reduce cost

Lay-midwives legally attend home
deliveries in some counties of North
Carolina. The practice of these lay-
tnidwive* is regulated by county
health departments. Prenatal care
involving physician-supervised
screening for risk factors must be
provided by the health department
for each patient, and every home
delivery by a lay-midwife must be
approved In advance as low risk.
Since 1964, no lay-midwife has been
initially certified to practice in any
North Carolina county. Those lay-
nidwives still practicing are gradual-
ly being phased out; 25 were issued a
required yearly permit in 1974 eigh-
teen in 1975, and fifteen in 1976.

MATERIALS AND METHODS

Thi* study used neonatal death rate* at
a measure of the riak associated with the
place and circumstance* of birth. Vital
records of live births and neonatal deaths
registered In North Carolina, for 1974
through 197C constituted the initial source

Neonattal Mortality- Bumettelal - 2741



Rate Log,

Proportion ol birtha to hospital. neonal il mortality rala. and maternal mortality rata. North

Carolina. 1040 to 1975

of information Birth record* were codel
at occurring in a hospital, in a clinic rr
office, enroot* to a hoapital, or at home.
Infant death record* are routinely linked
with their curraaponding birth reco d* in
North Carolina, _makmg_ It poaaibl* to
determine mortality by Birth characteris-
tics.
~ Toeatimate the riak of neonatal mortal-
ity aaaociated with the eircumatanee* of
home delivery, the 1,296 home deiveries
occurring in North Carolina during 1974
through 1976 were classified by both their
Planmng ataty* and th* attendant preaent
f a home delivery. waa cho**n and a
healthy infant anticipated, it wa* classi-
fied aa planned. o
KmPhaa_ta wa* placed on determining
th* planning *tatu* of thoae home deliv-
eries that reeulted in neonatal death.
Mlisdaselfleation of a amall number of
the** death* would have had a notable
effect on reported neonatal mortality
ratea. Therefore, these death* were indi-

vidually reviewed by examination of th*
birth and death cerfiheate* a* well aa by
dt*cu**ioti with county health department
alnff and. when necessary, the attendant
at_the home delivery. _

Two simplifying assumption* _were
mad* in classifying all home deliveries by
ﬁlanmn _status "W* assumed that all

ome déliveries attended by a lay-midwife
were F)Ianned This assumption Wa* justi-
fied for two reason* Firatf for a lay-
midwife to receive a permit to sttrnd"a
home delivery, a pregnant woman had to
be_approved by a health department a*
being at low riak of complications. This
waa considered evidence of careful plan-
ning Second, a lay-midwife would proba
hly not attend an unplanned home deliver/
and report It nn th* birth certl/Acat*
because of the risk of permit revocation

Qur second assumption was that home
deliveries of infants weighing 2,000 gi or
less at birth and not attended by a Tay-
midwife were precipitate and unplanned

9742  JAVA Dec 10. 1BBO—\ol 244 No 24

There were 51 such deliveries. These .-nay
have been planned but vere ctassifieu as
unplanned. However, no such assumption
was made in the classification of the
neonatal deaths thst followed home deliv-
_erx Therefore, any classification error
introduced by the second assumption
would have increased the apparent neona-
tal mortality rate of home deliveries clas-
sified as planned and not attended hy a
lay-midwife, and decreased the apparent
neonatal mortality rate of home deliveries
classified as unplanned. _

In June 1978, birth certificate copies of
the remammg unclafsified home deliveries
were sent to the health department of the
county of residence of the mother. A brief
questionnaire accompanied each certifi-
cate requesting that health department
staff delermin® the reason for home deliv-
ery and identify the attendant present.
Four reasons fof home dellverr Were pro-
vided: precipitate, intended, failure to plan
for health care, and unknown. Field work
by county health department staff was
nec_essar% when no detailed record de-
scribed the circumstances of the birth.

RESULTS

Births Associated With Home Deliv-
err.—Table 1 shows a classification of
all 1,296 home deliveries for 1974
through 1976. Seventy-two percent of
home deliveries were classified aa
ﬁlanned._Of these, 766 were attended

y lay-midwives and were assumed to
be planned; 166 were daisified by
uestionnaire as “intended" and were
therefore considered planned. Of the
166 home deliveries classified as "in-
tended." 57% occurred by preference,
26% were for economic reaaons, s%
were for religions reasons, and 9%
were for other or unknown reasons

Nineteen percent of home deliveries
were classified as unplanned. The 51
infanta horn at home, attended by
other than a lay-midwife, and weigh-
INg 2,000 g OF leas were assumed to he
precipitate, unplanned home deliv-
eries. An additional 199 were elaeei-
fted by questionnaire as either "pre-
cipitate" or "failure to plan for health
care” and wer* also considered un-
planned. _ _

Ncoastal Deaths Associated With
Home Delivery.—The planning status
of the home deliveries that resulted in
neonatal death la shown in Table 2. Of
the 36 neonatal deaths aaaociated
with home delivery during the three
Kear*, six (L7%) followed planned

ome delivery, and 30 (83%) followed
unplanned home delivery.

Neonatal Mortal'/ —Burnett et el



Table 1—Planning Status
ol All Home Deliveries*

Planned '\%34 )52
ol
220 19

éﬁgdgu%’&gﬂnged) 5
lonnalre 19
1% ol

"North Caroling, 1074 throuoh 1070

Six neonatal deaths occurred fol-
lowing. planned heme delivery. In
three”instances, a trained attendant
was not present; in three others,
delivered by lay-midwives, death was
attributed fo congenital anomalies.

Two of the 30 unplanned home
deliveries resulting in death were
classified as “unplanned- no alterna-
tive." Allegedg, one tiiuiher, who
delivered a 2,800-g infant at eight
months, went to a hospital but was
turned away for lack of fundi. The
other, who delivered a 1,400-g infant
at seven months, reported_lr had been
told not to go to the hospital without
Payment in"hand. We concluded that
these home deliveries were not
intended.

(~ Five_of the 30 unplanned home
deliveries resultln% in death were
classified as “unplanned—suspected
homicide or neglect." Three involvil
unwed teenaged mothers charged
with homicide, Of the two remamlng
deaths, one infant was found drowne
in a canal and the other was grosaly
neglected These home deliveries were
judged to be either precipitate or
Intended, without preparation for a
healthy infant .

Neniutel Mortality Ralrt Aaaociated
With Home Delivery.—Home deliv-
eries, without regard to their plan-
ning status, were aaaociated with a
neonatal mprtalltzI rate of 30 per
1,000 live births Ho
divided by their planning status (Ta-
ble 2), a different picture emerged
The neonatal mortality of planned
home deliveries waa 5/1,000. while
that uf unplanned home deliveries
waa 120/1,000. The relative riak of
unplanned home delivertr*_w»i 20
anrgs that~oT ptanncd~home deliv-
The planning status of 112 home

JAMA. Dec 19. 1000- Vou 244. No 24

wever, when sub-

Table 2 —Neonatal Mortality by Planning Status ol Home Deliveries'

Pla@?eei

en n(irgal

nital anomal
T A

Eked ietar1t§iv*
usm&e romicic or neglect
Total

thbegrqa%alrgg&?hsl%ﬁ %&ﬂ?& 7r6|hi

Death*.. glg.n(X) Btgl%f}{ Ralgt
xe)
30(63 250
%" ’
b '
(100) 1184 2

Tebl* 3 —Neonatal Mortality by Place and Circumstances ol Delivery*

" ' P?’S Deerrg)* M l\/é51 IMISt
anned, attencant physici

I-bme:Banneoj a nt(f?de i

T A Y. p
OmeorclJIIlc* " toh 15 949 M
i @pm 4 et ot physoen 3 1001 %
inrom P 1 g
Homo—unplanned X 01 V|

l.eee 244543 31

0

deliveries remairtd unknown follow-
ing the questionnaire survey. If these
had been planned, the neonatal mor-
talltr rate of planned home deliveries
would still have been 6/1,000. If ail of
these home deliveries had been un-
planned, the neonatal mortality rale
of unplanned home deliveries would
h% been 83 rather than 120 per
L0 . .

The effect of possible classification
error introduced by the assu_mPtlon
that the home deliveries of SI infanta
welghmé; 2,000 g or leas and not
attended by a Ia¥-m|dW|fe were pre-
cipitate and unplanned can be simi-
larly examined. If all 51 home deliv-
eries had been planned, the neonatal
mortality rate of planned home deliv-
eries would still "have been 6/1,000;
the neonatal mortality rate of un-
Blanned home deliveries would have

"en 151/1,000.

Table 3 shows all neonatal deaths
for thr three-year period by place and
circumstances of ‘delivery, in rank
order from the lowest to the highest
neonatal mortality rate The 112
home deliveries with unknown ﬁlan-
ning status and Il planned home
deliveries with an unknown attendant
are not included in the births column

or in the denominators of the neona-

tal mortality rates Thr ratrs ranged

Tolol
‘North Caroling. .1574 I .
' Jﬁ%@ﬁ%&rm& \%@Tﬁnkmm planning slalus and 11 planned homo dmiNin win

from irro  neonatal deaths for
planned home deliveriea attended by
a physician, to 120 neonatal deaths
Ber 1,000 unplanned home deliveriea,
lanned home deliveriea, prenatally
screened aa low riak and attended by
lay-iiiidwives, were associated with a
neonatal mortality rate of 4/1,000 live
births. However, all three deaths fol-
lowing dellve,r% by Ity-midwives were
associated with congenital anomalies
and may not have been preventable.
_Hospital deliveries, including h_|%h-
risk p.re?nanmes and  low-hirth-
weight infants, were associated with
a neonatal mortality rate of 12/1,000
live births After eacludln%lnfanta
Welghm? 2,000 ?or leas at Dirth, the
neonatal mortality rate for hospital
deliveries waa 7/1,000. while that
for lay-midwife home deliveries re-
mained 4/1,000. This difference .vas
not statistically significant.
Three tt;_rnu a 0f home_deliveriea
can he distinguished from Table 3: (I2
unplanned, ~(2) planned  withou
known medical screemng and without
a trained attendant, an S3) planned,
selected lascd on medical screening,
and with at least a minimally esprri-*
enred attendant (grouping home de-
liveries by physicians and lay-mid-
wivea together{ Croup 1 had 4 times
(95% confidence limits 14 lo 114) thr

Neortaial Mortality- Burrell el al 2743



Table 4.—Parcant Distribution ol Birtha by Selected Maternal Characteristics*

Horme La%l\/idets,
e 0
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neonatal mortality rate of group 2
Group 2 had 8 times (95% confidence
limits. £2 to 31.3) the neonatal mor-
tality rate of group 3.

Lay-Midwlifr Deliveries—Table 4
compares the mr* rnal characteris-
tics of the 467 Wtnen del vered by
Isy-midwives with all 159.*33 deliv-
eries occurring in_ North Carolina
during 1975 and 1976. The table also
shows the neonatal mortality rate for
all deliveries relative to maternal
characteristics. The distributions for
the demographic variables of age,
race, marital status, and education
reveal a preponderance of mothers in
hlg?h-rlak catePorles among lay-mid-
wife home deliveriea compared with
all deliveries. The women attenderjby
jay-midwivea were mordite lyjo e
youngn»laCk, ~unmarried, and le:«
ruu?il)d—KaV the average wpipa i
wTio"Hellvrred in the state ~Despite
their high-risk demographic.m.>le,
these women had a relatively low risk
m”jcaTproTile None of théir infants
WeightT'TCO00 g or leas, end their
neonaut mortality rau was jne third
that for all deliveries

Planned llonw Deliveries Without a
Trained Attendant.-"-Contrated with
women_ delivered -by lay-midwivea,
women who dtliytrftL-Wlthout. a

trained attendant” had a IpvYirisk.
. No 74

f'44  JAMA. Doc IB. 1060—Vol 044

uemographic profile: 5% were young-
er than 20 years, 78% were ‘white,
90% were married, and 48% were
educated beyond high school. While
they were al hl%h risk with respect to
prenatal care (38% with two or less
prenatal visits), their deliveries were
at low riak with respect to infant
birth weight %only 2% of tne infants
weighing 2,000 g or less). Even with
these favorable characteristics, th ir
neonatal mortality rate was e'(];_ht
times .hat of lay-midwife home deliv-
eries.

COMMENT

This study showed that the out-
come of delivery* varied importantly
b}/ both the place and circumstances
of delivery. In-hospital va out-of-
hospital classification does not ade-
quately group births by riak uf neo-
natal mortality. Even more specific
designation of the place of hirth does
not Suffice to describe risk. Deliveries
occurring at home ranged from low-
erlto highest risk of neonatal mortal-
|t%/ depénding on planning and the
attendant present _

Medically selected women delivered
al home b}/]_lay-mldwwea were at high
demographic "but low mediral riak,
The screening process carried out
through physician-supervised prena-

tal care at local health departments
was apparently effective. _

In contract, planned home deliv-
eries without known medical screen-
ing and without a trained attendant
resulted in _hlqh neonatal mortality
desplte their low-risk demographic
profile. Having less prenatal care and
not having a trained attendant at
delivery appears to have lessened
the demographic advantage for this
?rou_p and predisposed their inf**»s
0 higher mortality.

Unplanned home deliveries w*re
associated with neonatal mortality
even hlﬁher_than deliveries en route
to the hospital, a_lth,ouah the differ-
ence was not statistically significant,
After analyzing 100 consecufive cases
of unattended” home deliveries in
England, Fraserl concluded that
“while precipitate labour is an |mP_or-
tant factor, inadequate preparation
and instruction of the patient are the
commonest causes” of unattended
home delivery. .
_Ade(?uate prenatal care and provi-
sion of care appropriate to medical
risk has Iteon re eated|¥ associated
with lower neonatal mortality. Mont-",
?omeryJ and later Levy ct al* showed
hat a nurse-midwife program, which
emPhasued prenatal care for a medi-
cally undcrserved population, was
associated with a notable decline in
neonatal mortality followed by a
sharp rise after discontinuation of
the Program Zackler et a* have
reported that a maternal and infant
rare PrOJGCt, which provided ﬁrenatal
care 10 girls who conceived when they
were younger than If years, was
associated with lower * -matal mor-
tality compared with a population
that" dH not receive proHec_t LLIVICES.
In large-waie studies of vital statis-
tics data, Kessnvr et si* in New York
and Doti and Fort* in Louisiana found
that adequate prenatal care was asso-
ciated with less risk ol low hirth
weight and neonatal mortality.

Several limitations of this study
suggest cautious interpretation of ifs
finding* Inferences regarding the
aafcty of home births should await
P,rospec,tlye controlled studies. Poten-
ial deficiencies of this study include
the following: home delivery practices
in North Carolina were no* necessari-
ly representative of practices in other
stales; there was a small number of
neonatal deaths in the study; there

Neonatal Mortality- Burrell ol d



were possible errors in classifying the
true place and circumstances of birth;
underrePort|nﬁ of home births and
neonatal deaths may have occurred.
Two factors restricted the scope of
this study. First, home deliveries and
hospital deliveries attended bY nurse-
mic wives were not represented, but
are an increasing proportion of deliv-
eries in other states.” Second, Iar-
midv'ves practicing in North Caroli-
m during the study were initially
certified in 1964 or before and had at
least ten years' experience with home
liveries. , ,
Despite including al. oirths in a
three-year period,” the. number of
home " deliveries_in this study re-
mained small. There were so f w
neonatal deaths that the neonatal
mortality rates of subgroups ot home
deliveries could be substantially al-
tered by the addition or reclassifica-
tion of ‘several neonBtal leaths. The
findings need testing where jme
delivery is more common. ,
Retrospective classification of birth
regarding intent to deliver in the
place and circumstances in which
delivery actually occurred is difficult
at best. Intended home deliveries fol-
lowed by neonatal death miy havo

L From A Uncxpo
rutdJ IMS.i64M .49 o
[ Mrntgomery T A cam for nur»* fnidwirr*
m J Ob** Gvnkol 1M9.106 309-31) .

3 Levy B, Wtlkin*on K, Morin* W; Rfducmg
itoonal)” mortality rol* with eu.owmlitwy*

J Qottri Cyiwec) 1971.109509

c
T
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ct*J homr torWment, '

been misclassified as Ere(:lpltate and
unPIanned. Women who chose home
delivery but developed a problem dur-
|n? labor may have gone to the hospi-
tal to deliver. Hospitals are appro-
ﬁrlately the intended place for moat
igh-risk deliveries. This fact con-
founds_comparison of the neonatal
mortality of hospital and home deliv-
eries.

Some home births may not have
been reported to Btate reglstrars,
especially if the infant died. Possibly

such underreporting was more fre-.

quent in planned "home deliveries
when a preventable death caused
quilt feelings. However, because lay-
midwives, need a permit for each
home delivery and have a reputation
to maintain, such underreporting is
probably less likely than for home
deliveries that did not come to the
attention of the health department
before delivery.

Inconclusion, there has beer a
dramatic shift from home to hospital
delivery in the last 4C Years in North
Carolina. The potential riak of deliv-
ery at home may be unacceptable to
most women. However, some women
still prefer or economically need an
alternative to a high cost physician-
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hospital delivery. Indeed, cost and
Pre erence accounted for more than
hree fourths of the reasons for the
dangerous planned home_ deliveries
not “attended Isy a physician or lay-
midwife. ,

Poor_wor.;n_in some rural areas
are still experlencm? high levels of
preventable neonatal mortality be-
cause of lack of medical attention. To
extend adequate prenatal and deliv-
ery services to these women, economi-
cally realistic alternatives should be
developed before existing traditional
services are CPhased_ out. For prena-
tally screened low-risk women, deliv-
ery by a trained nurse-midwife under
ghysman supervision, perhaps in a

irthing center with hospital backup,
may « a cost advantage over phy-
sician-hospital delivery without unac-
ceptable risk of maternal or neonatal
mortality. Whatever program a com-
munity - develops, monitoring the
quallt_Y of prenatal care, adequately
identitying high-risk preﬁnanues,
and training_competent birth attend-
ants all require the knowledge, exper-
tise, and support of the medical com-
munity.

ond u(iW*Uon of proniul tor* ond hoopiul
Earviry* ow opmlity row* Am J Qo™
Gyut. W,

7. Rook* ] Kurt* to IA* Uiitfarf

Slaut 1961977, WoahInfton, DC Amarieon
Colltg* of Nur»*'Midwl«*«, 197V pp 29. 40-41

Neonatal Mortality- Bumettel dl 2748



sJ

Neonatal and Infant Deaths of
Anchorage Residents, 1970-1979
Neonatal Infant Number Live
Deaths/R?te Deaths/Rate Res. Births
1970 55 17.2 14 22.5 3285 * I
1971 36 11.8 52 16.3 3192 .
1972 36 11, H1 16.4 3119 i 7 €,
1973 39 13.5 h1 17.5 2917 ’
1974 36 11.6 46 14.8 3132
1975 13 4.0 36 11.3 3260 ) :
1976 25 6.4 47 12.0 3968* s*
1977 22 5.9 43 11.6 3720
1978 39 10.3 58 15.3 3825 0 2
1979 39 10.3 56 14.7 3823 r
estimated
Resident neonatal and_infant death rates dropped dramati- o

cally from 1970 to 1975, but have started climbing slowly

gain, Because numbers are small the effect of each change

may e mlslead|ng Until 1978 local rates were below thgse |

of " the nation |nce 1979 Tocal rates (14.7) have exceeded 11

natlonal rates 6). The State Health Systems Plan recom-

mens malntalnln\g a neonata mortallty raté of no more than

9.0 per 1,0 e b|rths an infant rate of no more |

than 15.0 per 1,000 live b|rths Further and careful review
chorage rates is necessary.

of An

Table
Neonatal and Infant Mortahty for Anchorage, Southcentral
and Alaska, 1970-1979

Infant Mortality Rates Neonatal Mortality Rates
Year Anchorage Southcentral Alaska Anchorage Southcentral Alaska
1970 22.5 17.2 23.4 17.2
1971 1.3 20.3 18.3 11.6 12.h
1972 16.4 16.7 17.0 11.6 11.1
1973 17.5 21.8 19.9 13.5 13.0
1974 14.8 19.2 18.8 11.C 12.6
1975 11.3 13.7 14.3 4.0 9.4
1976 12,6 * 15.3 16.1 6.4 9.2
1977 11.6 13.9 14.8 5.9 8.2
1978 15.3 14.6 1C. 3 9.6
1979 14.7 147 6.1 10. 3 9.1
# estimated

no
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Home Births and Perinatal Mortality. Growing numbers of
Alaskan women are choosing to have their babies at home or
at least outside of an acute setting. Table r shows the
number of Alaskan and Anchorage births which occured in a
setting "other"™ than a hospital or clinic.

Table
Number and Percent of Births Occuring Outside a Medical Facility
Anchorage and Alaska 19 - 1979
1976 1977 1978 1979
W % + £ J # %
Anchorage [ [ A 32 1.2 75 1.8
Alaska 302 3.3
v |

It is not clear at this time exactly how many women who
intended a home birth, developed complications and actually
delivered 1in a hospital."* |Indicator? _of..the incidences of
problem.deliveries are minimal7\JU>w«-ver, Annual SUIVEYS of
Anchorage hospitals indicate that*from 15 to 30 percent of
all hospital deliveries are classified (|CD-94:M§ as
"Complications of Pregnancy, Childbirth and Puerperium.™ i
V. » A"While that classification code may_include relatively minor
\M¥ complications, it does indicate need for medical attention
beyond that which occurs during a normal delivery. In addi-
tion, some physicians estipaus that about one of every four
f F) women identified as low risk Throughout pregnancy,
experience (matornal or fetal) complications during deli—

<t

very. The inference from these.data is that there ir suf—
:> = ficient risk to mother an”~Kinfant during the perinatal
period to question the adviseability of home Irths.
v j | Features such) as alt=irnative birthing rooms and centers,

\'n 10



part'um care, 24 hour -rooming-in, and shorte * lengths-of-stay
are now available. Such services are offer*." to create a
more personal, family-centered experience for all involved,
whléedassurlng sound medical monitoring and treatment when
needed.

Estimates of Service Requirement and Needs

Assumptions and Methodologies* Estimates are based upon the
bed need projection formula as described below, Estimates
assume that the use rate is appropriate for this service and
that population estimates are valid. Anchorage NSCN units
serve native and non-Natives, from Anchorage, Southcentral
and the rest of Alaska, Better patient orrgin data is
needed to more realistically determine future bed needs.

Por now the formula used will bet

%1
Ng N Use Rate (1979) - NSCN Pat. Days, 1979
Health Service Area Births (State)

Use Rate x No. State Births in 198x (1000) = Projected
365 days Average Daily
Census

ADC
£0% occupancy mFuture NSCN Bed Need

Estimates of Service Needs. Calculation of projected need
for NSCN beds required estlmatln% future numbers of live
births in the State. Table shows projected state births
and beds needed applying a 1579-base use rate of 283  Since
1973 there has boon an average annual increase of s.7 per-
cent in the number of Alaskan births. That same growth

has been applied to projections from 1981 to 1990, althcu”,.
future developments In the state may render these projec-
tions conservative.

Table
Projected Alaskan Births and Need for
N?Qy Beds 1981 - 1990

) [ | Current NSCN
Alaska Births NSCN Beds Needed Bods Available
1981 10,198 26 20
1983 11,393 18
1985 12,728 20
1990 16,790 26

Current total supply 0f NSCN beds would appear to moot
demands gcr*ated by the service area. However, closor look
at utilization of tv* 1 e*f2kinr eenits shows that the 14



bed Providence unit IS operating Close to th-s 50 percent
minimum occupancy standard recommended; whereas the 6 bed
Alaska Hospital unit is operating below 20 percent occu-
pancy. National guidelines recommend that for maximum effi—
ciency and effectiveness minimum size for an NSCN unit is
beds. Recommendations regarding the appropriate distribution
and supply of NSCN beds, as well as other Level I, 11 and

Il resources, are due by fall 1981 from the Perinatal
Services Technical Advisory. Group. Those recommendations
will be proposed for public review, followed by amendment to

this HSP. /
Goals 0 fuc /3
* X
Goal 1.0: Implement a regionalized system for perinatal
care.

Objective 1.1t By 1983, establish a regional
system for perinatal services with appropriate

linkages at each level (I, Il and Ill), that are
responsive to consumer needs and moet the >
following criterial
m\/

"Average annual occupancy of at least 75% in

Level 11/111 units;

*at least 1500 annual live births 1in each

Level I/l unit;

."no more than 4 intensive and intermediate
care beds per 1000 live iirths 1in the service
ea.-a;
eno fewer than 15 beds per unit; ~
eongoing outreach and continuing education for
providers in the service are aregarding
appropriate referral procedures.

Goal 2 .01 ;"**mprove prognosis and survival rates for high
risk mothers and babies.

. Objective 2.1: By 1983, 1increase by 10% the
V. number of 1in-utero transports to Anchorage Level
I1/111 Perinatal Center.
Pi'kObjective 2.2: By 1983, reduce the number of home\
[births to less than 1% of the total Anchorage
\occuring births. ** /e

Objective 2.3: By 1982, to improve personnel
skills with and affective use of electronic fetal
monitoring 1in all labor and delivery settings.

[ v im " fw-t [ ... |
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THE LEGISLATURE OF 1HE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE - AMENDED

|, REQUEST _
Bill/Resolution No. 2d SSHB 11
Title An Act relating to irridwitery.
Requested by  Rogers Date Z-IlI-BZ

[l. FISCAL DETAIL .
Agency Affected Department of Commerce &jCONO0rrtc Development
Program Category Affected PtAHc Protection
BRU, Pro%ram Or Subproqram(s) Affectcd Bpgiil;tHnn A Ticencing nf nrnfw dnn?
(Note It more than one bud?et component is affected, separate line-item
anourts and funding tor each component in the analysis section.)

EXPENDITURES (Thousands of Dollars)
FT 82 FY S3 FY 84 FY 8 FY 8 FY 87

100 PERSONAL SERVICES 27 A* 27.9 27.9 27.9 27.9
200 TRAVEL 9.4 in i 11.4 12.5 13.7
300 CONTRACTUAL 16 n 17.4 1B.9 20.6 22.4
400 COMMODITIES 6 .5 A AT
500 EQUIPMENT 2 R
600 LAND A STRUCTURES
700 GRANTS.CLAIMS.ETC.
TOTAL 56.6 56.1 58.7 61.5 64.5
FUNDING  (Thousands of Dollars)
GENERAL FUND 56.6 btrr 61.5 64.5
FEDERAL FUNDS
OTHER (Specify Source)
POSITIONS
FULL TIME " i . i - r
PART TIME rr !
TEMPORARY
1. ANALYSIS (See Fiscal Note Preparation Instruction. Section I11)
PERSONAL SERVICES - FY*82 Stl4ry schedule and benefits.
1 licensing lunfrver 1, range 12, aen.govt., 12 nos. 27.9

TRAVEL = 101 Inflation factor projected.
Board of Midwifery, 5 mashers (anticipate 1-Anch, 1-Fbks, 1-Southeast.l-Kenal area,
and 1-Nome area); 3 meetings per year (= ea. In Anch, Fbks. A S.E), travel costs

plus 3 days per die* #S80/day $6,000.00
Department staff: 1-Hcenslng examiner to attend meetings of the
Board of Midwifery, travel costs plus per diem 1.200.00
1-regulations specialist to hold hearings and assist board
In promulgation of regulations, travel and per diem 1.200.00

1-Idvestlgator, travel and per diem coats to Investigate corplalnts
concerning lay mldrifery; average 1 trip every 4 months B$200/trlp
plus per diem < $60/day 1,000.00

n. PAH Mythzn, M? PREPARED

AGENCY 0l els\ft
Original, Legislative finance  PHONF
o rﬁet eg?ls%?n TSt Legislator Named)
11001 (Raly"15/3N J



N
77 Fiscal Note, Dept. oc
Commerce & Economic

Development

CONTRACTUAL - 92 inflation factor projected.

Printing of new statute booklets, applications and licenses for

midwives desiring to become licensed. $ 2,000.00
Meeting notices, regulation publications, mailing costs of

application packets and statute booklets 800.00
General operating costs including phones, computer time (pro—

rated by board), and similar daily costs. 1,000.00

Development cf examination, professional services contract

basis, including updates, pool of questions for use by 5,000.00
state board, storage in 1n-house computer system

Ilcensling/Dlsclplinary Hearings - Anticipate three hearings
per year. In estimating one day hearings, the following

costs are considered:

Average 6 hour days:

Hearing Officer, G$75/hr 450.00
Court Reporter, (?$25/hr 150.00
10 exhibits, $.45 ea. 4.50
3 witnesses, 1/2 day ea.P $12.50 37.50
1 expert witness, 2 hrs. 8 $150./hr. 300.00
Transcript, avg. 210 pages 0 $4.50/page 945.00
T3877W

X 3

$ 5,661.00

Room Rental for examinations:

2 exams per year., 1 day each. 200.00
Proctors for examinations: .

Head Proctor - $50/day 100.00

Monitor - $35/day 70.00

Rental Space - 1 licensing examiner position: 60 sq.ft X $1.70 X 12 nos." 1.2

COMMODITIES

General suoplles needed by llgpnsing examiner such as tapes for
tings, file folders, paper etc. -5

EQUIPMENT - one time cost In FIf83.

1 desk .double pedestal 60* x 30* 426.92
1 chair, posture without » m (contour) 170.57
1 typewriter, correcting selectrlc, dual pitch 1,026.81
1 typewriter table 101.92
1 credenxa, 90* x 62* 470.90
1 side chair 95.15
2 flit cabinets, 4 drawer legal 505.20

$2,799.48



February 17, 1982

Barbara W1l*1ns, Assistant
House Committee on HESS

c/o0 Representative Mlke Beirne
Pouch V

Juneau, AK 9910E

Dear Ms. Wilkins:

1 have received your letter of 1-23-82 to the Alaska Medical

Association.

This letter Mas presented at the Fairbanks Medical Society Meeting of

2-11-82. At that time, the members of our medical community
babies were polled, and we were unable to docunent any cases
mothers being denied prenatal care because they contemplated
delivery. This has not been a problem In the Fairbanks area
know of.

If >ou have any evidence to the contrary, please bring It to
attention.

Sincerely,

Richard 6. Parry.0l.D., F.A.C.S.
President

RGP/co

uho deliver
of expectant
I'tome

that we

ny



SECTIONAL ANALYSIS FOR CS 2d SS HB 11

Purpose: The purpose of this legislation is to establish

a Board of Midwifery, license and regulate lay midwive"” .

There has been controversy over the scope of the statutorily
mandated practice, over the means of regulation and examination,
over the informed consent form, the extent of educational
background, and formation of a collaborative relationship with
physicians, and voluntary versus mandatory nature of licensure.

Changes:

Page 2, line 8: Changes the two elective members to one
physician and one elective member appointed by the Governor.

Page 3, line 12: Adds the requirement of two years of nursing
school or its equivalent to educational requirements.

Page 6, line 14: Adds the following sentence: "The form shall
contain notice that injuries sustained during a home birth may not
be covered by malpractice insurance even if a midwife or

physician 1is in attendance.”™ This section is purely experimental.
It has been objected to in light of the 1978 SLA repeal of sections
of law which mandated malpractice insurance for medical doctors.
The collaborative nature of physician/midwife practice will
eventually concern liability and may be one area of concern

between the professions.

Page 8, line 10: Adds a section to the obligation of a midwife
in that the midwife 1is responsible to establish and maintain

a collaborative relationship with a physician. The scope 1is
generally on referral, advice, and rarely in emergencies.
However, the language would seem inadequate to reflect an
ongoing professional relationship.

Page 9, line 8: Enlarges the definition of sponsor to add,
"and authorized to act as a sponsor by the board.™ This was
to ensure a responsible supervisor who mcst be board endorsed.
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(Alaska Jitate legislature

House of Representatives

Committee on Pouch V
] State Capitol
Busin«M Health , .eSituation & Social Services Juneau, Alaska 99811

AGENDA for April 1, 1982

House Bill 412, Relating to Preventive Dental Program

Representative Buchholdt

House Bill 111, Relating to Optometry

Senate Bill 650, Relating to Licensing of Facilities

John Pugh, Director, Family and Youth Services

House Bill 11, Relating to Midwifery

House Bill 327, Relating to Naturopathy 1
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REVISED PUSITION PAPER
2d Sponsor Substitute for House Bill No. 11

"An Act relating to midwifery."
WHAT THE BILL DOES

This bill creates an examining and licensing Board of Midwifery and estab—
lishes criteria to be used in issuing such licenses. However, since a license
would not be required to practice midwifery, it would create three levels of
midwifery care: (a) certified nurse (under 12 AAC 44.4U0), (] licensed
Mdwife, and (c) unlicensed midwife.

DISCUSSION

Historical Background - Alaska, like many states, had existing policies and
procedures concerning lay-midwifery practice in the early part of this
century. Before widespread availability of medical facilities, adequate
transportation and professional providers, this Department promoted training
for birth attendants in remote village areas through maternal and rhilld =
health nurse consultants. In 1968. specific training was discontinued because
of the establishment of the Comnunlty Health Aide training program by the
Alaska Native Health Service. This program emphasizes the Community Health
Aide"s collaborative relationship with the Alaska Native Health physicians,
which has resulted In moving the vast majority of village home births to

the protected environment of hospitals.

-urrent Situation - While It is difficult to sumnarlze the states®™ laws

in this area, It can be stated that 13 states have licensure statutes for
lay midwives. Some of these, while remainTng on the books, are not oper—
ational in terms of issuance of new licenses. Uf the remaining 37 states,
approximately 8 have statutes which prohibit practice of lay midwifery.
Ihls Information Is summarized from a survey of states™ laws printed In
Mothering, Fall 1981, p. 63. There are three states (Washington, South
Carolina, and New Hampshire) that have passed legislation within the last
year dealing with this issue. These states have established midwifery
regulatory boards which have the authority to establish licensure criteria
and procedures. Typically, these boards include physlctan(s), certified
nurse midwives and consumers In addition to lay midwives.

Problem arras of this bill - Assisting with childbirth is both an art and

a science. In most Instances the process proceeds to a normal outcome with
nothing mure than artful support and non-intervention. In some Instances,
however, the process requires utmost scientific knowledge and skill. Since
It is not possible to know in advance which cases will require this higher
level of care, It Is In the best interest of Alaska®"s citizens to require
quality care in as many births as possible. The licensure criteria In th
bill are smply not adequate to assure that the licensee would have the
Jodyeent needed to recognf/e and refer the problem cases. *  1-

These deficlen:les are In both formal education and In pr,“tlcal supervised
training and experience. A required period of 9 months of formal training

and participation In at least SU births have been suggested by the National
Midwives Association. The Washington law ca”ls for 3 years of training and
10U births.
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POSITION FMPEH/Department o icoren &sociar

kid SSHB No. 11
Page L

This Department has recently been appraised of the problem that lay mid—

wives are having in getting prenatal blood tests performed. AS 18.15.150
currently addresses the legal 1issues in this matter. This bill (p. 5,

line 28) will solve this problem only for the licensed midwife. This illus—
trates a much larger problem - that or the collaborative relationship between

a lay midwife and a physician to whom any problems would be referred. This
relationship is required for physician®s assistants and for certified nurse
midwives. Once a woman 1n labor develops a problem requiring referral there

Is not sufficient time to start searching for a physician with whom to consult. V*
One of the basic tenents of midwifery practice Is to handle only normal or
low risk clients. This risk assessment can best be approached through a
collaborative relationship with a physician. The collaborating physician
should be protected by statute from liability related to the care of a client
not directly under his supervision. °

POSITION

This Department Js\opposed)to passage of this bill as written, (inclusion”
of reoulrement(9or nmnfi as well as practical training and a requlrement
for(dT*.ol laborative relationship with a licensed physician are essential
features. In addition to the Board members stated In Sec. 08.69.030(a),
there should be a licensed physician who *s a practicing obstetrician and
a certified nurse midwife. Any contemplated legislation should Includt”T)
requirements for these practitioners to comply with AS 18.15.150 and As
18.1b.200 regarding prenatal bloud work and newborn metabolic testing
respectively.

<k

Recommended by:
r. S/PabeauT"H.0., O01rector"
Division of Public Health

Oate: J t-

Approved by: — «Emf)]
.alen D. Bitrne. to<5#isslon”r

Department of Health and
Social Services

u-le: W
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FISCAL NOTE

I. REQUEST
UA11/ ItCDUAUwWAVIl iU LU jUi vUJJVllllLC Vi -JIUUIC 0111 MU« 11
Title _"An Act rel~tirja to midwifery."
Reauested bv  commissioner®s Of lice L D.t. 3/17/S2.

1. FISCAL DETAIL
Agency Affected Department of Health and Social Services

Program Category Affected Health/~ubllc health

BRU, Prog?ram Or Subprogram(s) Affected
(Notel T more than one budPet component is affected, separate Tine-item

amounts and funding for each component in the analysis section.)
EXPENDITURES (Thousands of Daollars)

FY 8 FY 83 FY 84 FY 85 FY 86 FY 87

100 PERSONAL SERVICES v 0 0. 0 0 0
200 TRAVEL g 0 f 0
300 CONTRACTUAL 0 0
400 CO* .ODITIES 0o 0 0 ff b 0
500 EyAMPHENT 0 0 a 0
600 LAND u STRUCTURES 0 8 0 7 0
700 GRANTS.CLAIMS,ETC. 8 50

TOTAL

FUNDING (Thousands of Dollars)
GENERAL FUNG 0 0 g ) 5 0
FEDERAL FUNDS 0 0" ; d | X
OTHER (Specify Source) i 0 nro 5

POSITIONS
FULL TIME S a ) _ '
PART TIME YT b i o
TEMPORARY " 'a b tf 0 Q

[11. ANALYSIS (See Fiscal Note Preparation Instruction. Section I11)

V. MTV v 1wtL MN%AFW BY
Qriginali |§iat|ve Finance

CCl e and Nanagenent, . .
/Bpg)nsor Irst Legislator Hm *4)

31*001 Rev 12



SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 11

An Act Entitled "An Act relating to midwifery"”,
DISCUSSION

Before widespread availability of tredlcal facilities, adequate trans—
portation and professional providers, the Department promoted training
for birth attendants in remote village areas through maternal and child
health nurse consultants. In 1968, specific training was discontinued
because of the establishment of the Community Health A.de training
program by the Alaska Native Health Service. This program emphasizes the
Conmunlty Health Aide®s collaborative relationship with the Alaska

Native Health physicians, which has resulted 1n moving the vast majority
of village home births to the protected environment of hospitals.

Since that time there has been Increasing demand for alternative birth.loq
situations. Including Increased use of nurse midwives and birth attendants.
This growing pheno«enon 1s happening primarily in urban Alaska and 1s

due to both economic reasons and to the desires for a family oriented
birthing experience. Analysis of birth statistics (with an approximation
for the number of unreported home births) in 1979 Indicates that 200-300
cut of 9,000 births probably occurred at home. These home birthsmucCUWFifl
primarily in Anchorage, Fairbanks, Homer and Juneau. Tne few home births
that occurred in remcte areas were primarily due to medical emergencies

ind hazardous travel condltior

Alaska 1is attempting to address the needs of these individuals by:
1. expanding Medicaid coverage for maternity care;

2. extending general relief medical assistance for those not eligible
for Medicaid;

3. providing support for family centered birthing attitudes and procedures

in hospitals;

4. providing medical care assistance through Improved Pregnancy Outcooe
and high risk pregnancy projects; and

5. supporting the practice of nurse-mt<Mves.

Alaska recognized the advanced nurse practitioner role oy adopting
regulation 12 AAC.44.400 which addresses the scope of practice and
certification requirements. These increased training ind educational
requirements for nurse aidwives have evolved to assure competent, quality,
alternative health care for pregnant



RECOMMENDAT IONS

Section 06.69.010 provides that a person who practices as a licensed
midwife shall obtain a license. Since there is neither specific language
requiring biKh attendants to be licensed nor disciplinary action for
practicing without a license, as presently worded only birth attendants
who want to represent themselves as licensed midwives need to obtain a
license. We question if this is the intent of licensing this field,

when non-licensees are not prohibited from practicing.

Section 08.69.040 establishes requirements for licensure which include a
minimum of 20 births or a completion of an apprenticeship and passing an
examination administered by the Department of Commerce. Since the
specific purpose of regulation of a profession is to limit entry to

those persons qualified to administer the services and to protect the
consumers (In this instance mothers and children), these proposed statutes
may be insufficient to assure that birth attendants will have the minimum
base skill level necessary to practice safely. The National Midwives
Association regards training and experience as essential components to any
regulation, and they recommend a minimum of 50 births with a practicing
aldwife for licensure. Arizona, which has birth attendant licensure,
requires attendance at 15 births. These statutes are seen to be highly
deficient by the National Midwives Association. The Depar\rent recomnends
that an apprenticeshio be required for all persons who have not comoleted
a course of study that Includes a period of apprenticeship.

Section 08.69.070 provides for the renewal of birth attendants licenses.

The proposed statutes vrequire an applicant to have atti ded 2b Mrths

in the previous two years or to have completed 20 tours of continuing
education. Since the practice of birth attendants 1is based both in know—
ledge and skills, the Department recomnends that both continuing practice
and continuing education be required for license renewal. It is recommended
that continuing education requirements be in childbirth related courses
only, ano that practice with a midwife be deleted as a substitute for
continuing education

Section 08.69.08 outlines -he conditions under which a license may be
revoked or suspended, or the licensee may be reprlma» jed, censured, or
disciplined. The Department recomnends that a section be included that
covers intentional or negligent conduct that results in a significant
risk to the health or safety of a client or in injury to a client.

This would be similar to the proposed statutes in Senate Bill ho. 238
"An Act relating to the practice of nursing*.

Section 08.69.130 outlines the conditions under which the birth attendant me,
practice. It provides that the client of a birth attendant must have a
general physical examination by a physician, and that the mother be
transferred to the care of a physician if a xedical emergency 1is indicated.
The Department recommends that:

(1) a required general physical examination of client be done by a
physician or a nurse mldewlfe. This will allow more flexibility,
and the nurse midwife is qualified to perform a general physical
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(2) that th,, section ot regarding transferred to medical care be changed to:

The mother will be transferred to the ca”e of the physician 1f she
develops any high risk conditions; and that the birthing attendant
have available adequate resources during labor and delivery to
transfer the mother to a hospital and/or physician if a medical
emergency develops".

(3) that the following requirement be added:

"Birth attendants shall have an approved written collaborative
relationship with a physician. This requirement would be similar

to regulation of nurse-practltloner and physician assistant and is
essential to assuring that the mid-level practitioner have sufficient
medical back-up. The collaborating physician should be protected

by statute from liability related to the care of a client not
directly under his supervision™.

Section 160 P™vjdes for definitions. The Department reconroends
that Section 08.69.160(4) be revised to read "sponsor"™ means a physician
or a nurse midwife licensed to practice In this State. As presently
written, a birth attenda.it (lay midwife) could serve as a sponsor to
another birth attendant; this may become problematic In terms of assuring
that the apprentice 1is trained by a practitioner with sufficient knowledge
and skills to be a trainer. The Department believes the mininum skill
level necessary to snrv? as sponsor arc those possessed by nurse

mfdwives or a physician.

DtPARTHEKT POSITIOV*/|

In order to assure clients a safe, alternative to physician services,
nurse midwives have to meet specific educational, apprenticeship, and
collaborating phyiutan requirements. The Department fully supports the
mode of nurse midwife practice and rrcooaendi that Mrth attendants (lay
mfdwives) should have similar requlremrnts in order jo assure clients of
an optimal outci-

t>
Recoamirndrd by:

David brucrTDeputy Director
Division of Public Mea.th

uate: /fry ./ TA,

Approved by: V'
Toner

Dept, cf health A Social Services

Date:
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TIIH IEGISLATURE OF THE STATE OF ALASKA
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11SC.At, NOTE

BwSIlion No. SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 11
Title "An Act Relating to Midwifery®J. ..
Requested bv HOUSE HESb Date 4/28/81

FISCAL DETAIL

Agency Affected Qeoartmont of Health and Social Services

Program Category Affected Health

HKU, Program, or Subprogram(s) Affected Family Health

(Note: Ifmore than one budget component isaffected, separate linc-item amounts and funding for each
component in the analysis section.)

F.XPr NDITUKES (Thousands of Dollars)

"y 81 FY 82 FY 03 FY 04 FY 85 .FY8cC

PI RSON AL SERVICES 0
TRAVEL 0

0
COMMODITIES 0
EQUIPMENT 0
I\NDA STRUCTURES 0
GRANTS. CLAIMS. ETC J)
TOTAL 0

FUNDING (Thousands of Dollars)

GENERAL FUND 0
FIDIRAI FUNDS 0
01 I R (Specify luml Source) 0

0

POSITIONS

FULL TIME 0
PART 1 1IMml 0
TEMPORARY U

ANAT VMS (See Fiscal Note Preparation Instructions, Section II)

IV. DATE 4/30/81 .PRI.PAKI D BY rtn..1 la Panda!l-Phil UpS
Original  Irp*tjtirc I liuncr nioNF -
1v; Ilodeel anJ Managennemt s A
Prune Sponsor (First Icpslator Named) Mill Approval /_ .(//n ft/ J.n- Cd

33 001 (Itev 12/80
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FROM: JEAN, .ANT FO TO: ROM, JUNEAU INFO
fe TARGET: LJH2 S POM
A
X= TO: ALL SENATORS
] REPRESENTATIVES BEIRNE,MARTIN, CATO, MALONE AND SMITH
# FROM: AL RUSHING = .
1403 E 27TH
ANCHORAGE 99504 <H> 279-0181 .
SB 747

-l AM IN FAVOR OF SB 747 AND HOPE THAT YOU WIL.L SUPPORT ITS PASSAGE
AS SOON AS POSSIBLE. IF I CAN BE OF ASSISTANCE IN PROVIDING
INFORMATION REGARDING THIS BILL FOR MIDWIFERY PLEASE CONTACT ME.

A PLEASE SCHEDULE A TELECONFERENCE AS SOON AS POSSIBLE.

ouUT=
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March 3, 1982

To: Representative Pat Carney, Chair
House Finance Subcommittee

From: Representatives Brian Rogers
and Tony Vaska ¥

Prepared . _

By: Ginger Bairn, Aide to

Senator Vic Fischer
Re: cs ss House Bill 11 and Senate Bill 747 ~

During today's subcommittee work session on House Bill 11, the following

issues should be considered: e

1. Approximately 5% of all births in Alaska occur at home.

2. Most horae-birth parents are covered by health care insurance but
chose to pay a midwife "out-of-pocket" rather chan use the services of a
physician or a certified nurse midwife in a hospital setting covered by
insurance.

3. Physicians and Certified Nurse Midwives (CNM) face suspension of
licensure if they participate in a home-birth even though such practice
is not in violation of the law in Alaska.

4. Most homebirth parents state they would chose an out-of-hospital
birth with a midwife even if such a practice were in violation of the
law.

5. The average cost of a "natural " and uncomj .cated hospital birth
attended by a physician or CNM, is $2 000 and up. This fee covers both
birth attendents and facility charge.

6. Some Alaskan hospitals and physicians average 20t C-soctions.
Consumer cost for this surgery is nearly double the average for a "natural”
birth,

7. The average cost of childbirth at Alaska's only birthing center is
$1,300. Because the facility is not licensed, only the services of the
CNM are covered by health care insurance, requiring out-of-pocket
payment of nearly a $1,000.

8. Average costs for the services of a "lay" midwife for a homebirth is
less than $300. This fee includes all pre and post natal care, laboratory
costs, services of t* = 'wife and, usually, an assistant or apprentice,
du.lng the arutal birth.

9. Statistically the incidence of coinplicationt, mortality, morbidity
and risks to both infant and mother in ¢ home birth attended by a midwife
compare favorably with hospital births attended by a physician.

10. Current practice prevents licensed health care providere from
attending home births and limits consumers in free choice of health

care. Consumers currently have no mechanism for determining the competency



levels of midwives attending hcroebirths,

11, HB 11 and SB 747 provide a mechanism for voluntary licensing of
midwives, regulation and supervision of the practice of midwifery through
a self-requldting agency appointed by the Governor, a handle for” consumers
to determine the’ competency levels of their health care providers and a
method of gathering information and statistic i on the practice of
midwifery and horaghirths in Alaska.

12. . According to a Bosnmn_paper from the Department of Health and
Social Servics on HB 11, prior to widespread availability of medical
facilities, adequate transportation and Professmn_al providers, the
Department promoted t|d|n|nn%; for birth attendants in remote areas. .
Current revenue forecasts may require cuts in transportation, facilities
and professional services by health care g_ro_wders. This gives strong
argumtnt for rel_nstat_mﬁ licensing and trajning procedures™for mjdwives
Eﬁe?gngéervli%\évsmk births in 2Dw-cost settings™for consumers desiring

13, . The state has_a Ie%itimate
STomole 8 cottain ybe ot healy
|
gxercising ?ree cho){ge In health

interest in providing consumer grotectmn
Id not allow its lawS to he used to
care or tq coerce or punish consumers
care Services.



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE
£ S& K

Bill/Resolution No. CSSSHB 11 (Fl”dhceV

Title An t relating to midwifery.' .
Requestedt\y House Finance ID"rg|5-82

1. FISCAL
ed Department of Commerce m& Economic Development

enc
ate oy Af ected ion .
E %ﬂ ram96yr unprogra TTAﬁeF&{g Cetoﬁlrétflpn &Ilcensmg f professipns. admir
ote 7 ote 1 h%n n onent Is aftect separ te | elt oards, al
amounts an fundlng or each component In t e analysis sec |on) fovestigati

EXPENDITURES  (Thousands of Dollars)
Fy 82 F* 8 FY 84 F 8 F 8 FY 87

R SERVICES 0.3 JLi L2
T%é% 14-R. | 17 !a ?]5.1|' 2103°
% R
TOTAL 242 j 204 28.9 31.6 34.6
FUNDING  (Thousands of Dollars) '
EEE% B? 24.2 26.4 28.9— 31.6 34.fi
Specity Source)
POSITIONS

%EOQME 0. 0" . 0 0 0

[11. ANALYSIS (See Fiscal Note Pre; aration Instruction, Section Il1)

TRAVEL - 10X inflation factor projected.

Board of Midwifery; 5 members (anticipate 1-Anch, 1-Fbks, I-Southeast» 1-Kenai area,

and 1-Nome area); 3 meetings per year ( 1 ea. in Anch., Fbks, & S.E.h travel costs
plus 3 days per diem 0 $80/day o

$ 6,000.00

Department staff - 1 licensing examiner to attend meetings

of the Board of Midwifery, travel costs plus per diem 1,200.00
1-Regulations Specialist to hold regulation hearings through—

out the state, travel costs plus per diem 1,200,00
1-Investigator, additional travel costs to investigate complaints

concerning lay mldwlvesj average 1 trio every 4 months 0X200/

trip plus per diem 0$80/day 1,00000
r ~Xmjb5e
IV. date  March 2. 1982 PREPARED . . fon (continued.
AC- Ivisign of flrfupAL|onAL icrnUng-

Original. e |s atlve inance
- r| a%%sornflg?rrnsetn Legislator Named)
33001 (Rev 13/? J



CONTRACTUAL - 92 inflation factor projected.

Printing of new statute booklets,
"ssiring to become

midwives
Meeting notices,

regulation publications,

applications_and licenses for
licensed. |

mailing costs of

application packets and statute booklets

General operating costs
rated by board),

Development of examination,
basis, including updates,
state board, storage in

Licensing/Disciplinary Hearings

per year.
costs are considered:

including phones,
and similar daily costs.

In estimating one day hearings,

computer time (pro-—

professional
pool

services contract
of questions for use by

in-house computer system

- Anticipate three hearings
the following

Average 6 hour days:

Hearing Officer,
Court Reporter,

10 exhibits,
3 witnesses,

Transcript,

Room Rental

@$75/hr
@$25/hr

5.45 ea.

/2 day ea.0 $12.50
1 expert witness,
avg.

2 hrs. @ $150./hr.
210 pages 0 $4.50/page

for examinations:

2 exams per year., 1 day each.

Proctors for examinations:
Head Proctor - $50/day
Monitor - $35/day

TOTAL CONTRACTUAL

$ 2,000.00

. 809,00
1,000.00

5,000.00

$14,831.00



SECTIONAL ANALYSIS FOR CS 2d SS HB 11

Purgos . The purpose ?f this Ie8|slat|0n 1S tj establish
a Board of Midwifery, license and regulate lay midwives. .
There has been controversy over the scope of the séatutorll
mandated bracﬂce over the means of regulatlon and examination,
over the informed consent f?rm the extént of educat |ona
background, and formation of a collaborative relat|ons |g With
physicians* and voluntary versus mandatory nature of nsure.

Changes:

Page 2, line 8. Changes the two elective members to one
physician and one elective member appointed by the GAvemer.

Pa% f line 12: Adﬁis the requirement ol twoey ars of nursing
school or its equivalent to educational requiréments.

Pa%e 6, line 14: Adds the foIIowmg sentence "The form shall

tain notice that mjuries sustaifed during a home birth may not

be covered by malpractice insurance even if m|dW|fe or

physician is”in attendance." This section_is ure experimental.

It has been obJected to in Ight of the 1978 A re(i)eal of sections
Iawyv mandated mal ra tice Ins ra,gce for medic ctors

he col aboratlve n]ature rX&lman midwife practice WI

eventua concern lability and may be one area of concern

between the professions.

Page 8. line 10: Adds a section to the obligation of a midwife
|ngthat the midwife ?s resi)on3|b|e to establ?sh and malntagn
with g S|c|an The scope IS
and r In emertgenc|es
lect an

a collaborative relationsh
eneraly on referral, adV|ce
owever,” the langu qe would e%m madequate to re
ongoing professional relations

Paﬁ 9, line 8: Enlarges the definition of sponsor to .add,
d authorized to act as a sponsor by the board.” This was
to ensure a responsible supervisor who must be bo rd endorsed.



February 17, 1932

Barbara Wilkins, Assistant
House Committee on HESS

c/o0 Representative Mike Beirne
Pouch V

Juneau, AK 99108

Dear Ms. Wilkins:

I have received your letter of 1-23-82 to the Alaska Medical

Association.

This letter was presented at the Fairbanks Medical Society Meeting of

2-11-82. At that time, the members of our medical community
babies were polled, and we were unable to document any cases
mothers being denied prenatal care because they contemplated
delivery. This has not been a problem in the Fairbanks area
know of.

If you have any evidence to the contrary, please bring it to
attention.

Sincerely,

R1 .- .0., F.A.C.S

President

RGP/co

who deliver
of expectant
home

that we

my
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