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l. INTRODUCTION

A rr.ovement away from hospital births has been developing
in recent years, as more and more women are electing to have
their babies born either at home, or in an Alternative Birth
Center (hereafter, "A.B.C."). "Parents favoring home birth have
very definite convictions as to what's best for mother and
child. Generally they want: labor and delivery in one room
(without unnatural re :lrainls), hushand coaching and support-
ing his wife throughout, infant nursed immediately and remain-
ing with his or her mother.... They don't want the routine
pubic shave, enema r,d ep.is.iotomy Above all, they want
no drugs or anesthetics."i

At Iho present there is one A.B.C. in Anchorage. Women who
don't choose lo have their babies born in a hospital setting
have few options available. They can have a home delivery
attended by a lay midwife (or no attendant at nil), or they
can deliver in Dr. Iledric Hanson's A.B.C. if they chnoso to
ul.il i/.e him as lheir ohslelrieian. The Childbirth Kduenlion
Association (he/onfler C.K.A.) of Anchorage is investigating
this problem by ini liating a study lo del Minino it enough
eolamun ity siipp.irl. exists to establish another A.B.C. in this
city. Alaska Hospital is scheduled to open all A.B.C. in
April, 1JBO, iuit it has been unable to assure the public. Ihal

it will open it boenu.se ol difficulties in staffing and
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financing the new unit. These writers have elected to carry
cut the C.E.A. study as their research topic for the following
three reasons:
1. To learn research technique and methodology.
2. To study community health needs from a.nursing
perspective.
3.AsMvomen, to have other childbirth options

t available to us.

TTe METHODOLOGY

In our study we researched many variables. With the
C.K.A. members (clients) we inquired about age, income, level
of edue.ati.on, previous childbirth experiences, economic status,
and occupation. With nurses and physicians we investigated
ago, their specific type of practice or licensure (obstetrics,
general or family medicine for doctors; associate, diploma or
bnccalanrate degrees, and midwife fortification for U.K.'s),
and Lhei.r number of years of experience in labor and delivery.
We oxpoclod all of theselvariables to have an el'reel: on Ihe
varieli<)s of responses compiled. for example, awomen who
has hadan unpleasant childbirthexperience in ahospital
may favor having her next baby in an A.B.C., whil.o the first
(ime liiotliel'~to-be might not. flimi L:irly . a voinrm U'ilh a ixi'juln
school level of education might 1x3 exported to be loss recep-

tive to change (from a hospital birth), whereas a college



educated woman may be more open to a less traditional setting.
From a nursing perspective, a nurse who is a relatively recent
graduate, or who has special midwife training, we expected to
be supportive of an A.B.C. Physicians recently graduated from
medical school, or doctors in practice for many years who have
incorporated home visits in the past were believed to react
more Tfavorably towards an A.B.C.

The format of our study was a brief questionnaire' directed
at these three groups, but all were reached in different ways.
The parents' group, specifically the mothers, were mailed a
questionnaire. The C.E.A. maintains a mailing list of 900
parents either currently enrolled in childbirth education
classes (whom presumably are expecting babies), or those
parents formerly enrolled in classes whose infants wore born
within a year. Because of mechanical problems with the
C.K.A.'s printer, questionnaires were sent only to 200 members
who wore Known lo be active in the organisation.

To reach lhe nun-;0s we personally visited the Director
of Nursing at Providence Hospital, and the Dire-elor of Tnsor-
vice al. Alast'a iwdie.M.) Center. We explainod our research to
lho directors and received positive responses. We then took
our questionnaires to the head nurse in Labor and Delivery
at both institutions and asked them t0 distribute the* qwes -
lionnuiros to their staff. We received a 77% return from



Alaska Medical Center and a 26% return from Providence
Hospital (41% overall response).

We also visited the offices of the 23 known physicians
in Anchorage who deliverd babies (obstetricians, 'family
practioners, or general practioners) at the time of our
survey. We were favorably received by the receptionists in
all of these offices, and eventually nine questionnaires were
returned in the mail (43% response). We "dressed up" for
these visits, foregoing the usual student attire, to make a
favorable impression upon the receptionists who route the mail

In all of the three groups we deliberately decided to
address only those parents, nurses, and physicians .intimately
associated with the childbirth process. We reasoned that if
there was any support or antagonism towards an A.B.C. in
Anchorage, this population subgroup would be must affected
and would wield the most power and influence in the community.

Copies of the nurse, parent and physician questionnaires
are attached to this report. We attempted to ask similar
questions of each group, keeping in mind the perspective of
1bo respondent. For example, if a mother were at an A.B.C.
it would be in the capacity of a client, and we asked, "If
an A.B.C. were available in Anchorage would you have your
baby there?" Likewise, wo asked nurses. "...Would you seek
employment there?" Of physicians we inquired, "...Would you

attend deliveries there?"



1. LITERATURE RESEARCH

It was not the intention of the researchers to take sides
by either endorsing or disparaging an A.B.C. in /jnchorage.
Aside from the learning experience, our purpose V\fas to provide
a data base for the C.E.A. in planning, decision-making, and
policy formulation in this matter. Literature research we have
done in preparation for this project indicated that alternative
birth options, both at homo and in birthing centers, are in-
creasingly popular in the Lower 48, and safe from a medical
point of view. Those major points appeared throughout the
Jit*rature.

In this age of consumerism and self-help groups, it is
not surprising to find childbearing women and their parlincrs
expressing dissatisfaction with traditional maternity care
services. Many lay persons have bhecome .increasingly knowledge-
able about the process of pregnancy and birth, and wish to
share in the responsibility for their own care during this
time. Orton this loads to conflict with prevailing attitudes
of health professionals; when [liis happens Ilu couple feels
Pifist.valed in their attempts lo sock a childbearing expos'ionce
that is not; only physiologically healthy but also phyohologi
rally sal isl'ying Tor them.

Biscnchnninsent with flio.spiial obsi.ei rioal care is almost

certainly one of the reasons behind the increasing number of



horri0 births. Generally the medical profession has not sup-
ported home births and, in fact, discourages its own members
from attending them. As a result of consumer pressure, the
medical profession is beginning to rethink its intransigent
insistence towards hospital births. Alternate Birth Centers
are evolving as a compromise between parents and the medica
profession. All Die articles we reviewed stressed that A.B.C.'s
are more oriented towards family partieipalion wilhout compro-
mising client safety. Interestingly, many women .in our
client survey cited the safely features of hospitals as a
positive factor in a hospital birth. However, some of Die
literature wo surveyed suggested that hospitals actually pre-
cipitate birthing complications (forceps' injuries, fetal
compression and oxygen deprivation in induced labors, anal-
gesic medication during labor, increased risks of infoc-
Lion).z’ 3,.4

Overall, our literature survey showed IhaL A.B.C.'s
are popular .in the bower -1B, do a brisk busimss, and do not
pose any undue risk wiiii careful licailh screening of applicanls.
I'url hei'iiiore, j.mauls nl ili/.ing lhose coiler*; have been very

satisfied with their health eare.

V. 1IYrOTIHRSKS

Ve proposed Ihe following hypotheses in our re:<>reh. Tin

liypotheses wi [l be further discussed in the seel ion on findings.
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1) Parents (specifically the C.E.A. members) support the
establishment of an A.B.C.:

a) Clients would support an A.B.C. hecause of an
increase in control and in family participation in the
birth experience.

b) As the level of education and jncome in%creases,
C.K.A. members would be .increasingly supportive of an
Alternative Birth Center.

2) Nurses support the establishment of an A.B.C.:

a) The longer a nurse has been active in labor and
delivery, Ihe more supportive she/he would bo of an A.B.C.

b) Nurses would feel that increased client control
and satisfaction would be the most important reasons why
elionLs wonId dosire an A.B.C.

c) Nurses would feel that U.N.'s with experience
in hospital flabor and delivery rooms, certiliod midwives,
and ohstcLi icinns would be qualified to deliver infants
in an A.B.C.
2Physicinn$ .support Mio  lahlislimenl of an A.B.C..

a) Physicians \o>uld support an A.B.C. il" il v.ero
in close proximity to a hospital,

1> Physicians would perceive cl ient sal isl'arl ion
as the must important reason lor clients lo choose an A.B.C.

0) Physicians would belie\e obsli»l riciaiis and p.yno -
colegists, ol her meilical doctors, and cerl ified ir.idwives



-Cc4*

comlf| * | __ o = mmm *rv/iv - "ml - .

could deliver babies in an A.B.C.

(The null hypotheses would state that each of these groups
would not support the establishment of an,A.B.C.)

In the remaining sections we will summarize the main
findings of parent, nurse and physician surveys. 0Of these
guestions that we asked of all three groups (how desirable
is an A.B.C., preferences for prenatal care and birth atten—
dants, where to locate an A.B.C., and ranking of reasons to
use an A.B.C.) we will cross-compare the responses. Finally,

we will summarize the main conclusions relating to our hypotheses,

V. FIK\)ﬂ«Bj PUYSJOFf ANS 1 SURVEY

We left surveys at the offices of the 23 physicians who
deliver babies in Anchorage. Only nine surveys (d37c>) were
returned which is approximutely what we anticipated, but,
nonetheless, receiving less than ton responses was disappointing.
Because of the extremely small sample, it is hazardous to
assume statistically accurate conclusions. Uix obstetricians
and Ihreo general pearl, ioners romplcl.ed our .survey. Of Tlhis
number, Mt? were belw* in 33 and d> years of age. Only one
physician was so. Alaska is a young stale and pliysieians
practicing in Alaska Lend lo ho younger than physicians in
Ihe rest; of the United States; we feel t!:!m |ho ago group above
generally reflects the ago group of the physicians in anchorage.

The range of years in practice varied between d and 25. Might



physicians had children and all of these children were born
in a hopsital.

© This subgroup yielded the fewest items for analysis. Some
of the returns were inaccurately completed which reduced our
units of analysis even further. We will compare the meager
bulk of information with the other two subgroups in the

conejusions.

VI.  FINDTjvGSj_ NURS_ES™ SURVEY

At the time of this survey there were 24 staff nurses
working in labor and delivery at Providence Hospital, and
eight staff nurses working in labor and delivery at Alaska
Hospital. Thirteen surveys were returned (or 43%). Wo do not
have any conclusions as to why the returns were so low, and do
not fool that this return is relateci lo poor methodology.

One nurse did remark that, "It is hal'd to get nurses to sit
down and fill out surveys."

We ran breakdown analyses and cross-tabu lations with
several variables (seeking employment in an A.B.C. by ago,
by typo of nursing degree, and by years of experience in lalvor
and delivery) to see if live latter variables influonood the
former.  When asked if the nurses would week employment in
an Alternative Birth Center there was an even distribution

of responses:



%

31% - Yes

31% -- Don"t Kknow

39% - No
In the cross-tabulation of seeking employment in ‘an A.B.C.
with age, there was no real statistical correlation (tau = .27,
significance = .21), although less experienced nurses in labor
and delivery said they would seel: employment in an A.B.C.,
while those who worked in labor in delivery for many years
(L4 or more) tended to say no. Maybe those nurses with less
experience have not established firm behavior patterns and
opinions regarding labor and delivery and are more open t.o
change.

The educational background of the R.N.'s who answered

our questionnaire is as follows:

Certifiod Nurse Miuwife o (One respondent)
Licensed Practical Nurse  113% (Two rcspondenls)
Associate Degree Nurse 23% (Three rcspondenls)
Diploma Nurse 31% (Four rcspondents)
Bachelor of Science Nurse 39% (fivo resp<uidenls)

There were no master degree nurses and no Nurse Practioners,
presumably because they would be engaged in a higher level

of practice as public health nurses or as private practioners,
and therieilre were not exposed 10 this survey. Some interesting
results emerged in the cross-tabul'ation of whether they would

sock employment 1in an A.B.C. with their types of nursing degrees
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Nurses in SeekEm&meentin A.B.C.
YES ON'

Each Category?* T KNOW NO
C.N.M. 1
L.P.N. | 1
A.D.N. 3

Diploma o
B.S.N. 1 3

(-NOTE: Nurses were allowed to mark more than one

type of nursing degree if it applied.)

We expected to see thatmas the level of education in-
creased so would the desire to work in an A.B.C., but our
results did not confirm this. As shown by the table above,
all the Associate Degree nurses (2 years of training) desired
to work in an A.B.C., while the Diploma nurses (3 years of
training) said they did not. The baccalaureate nurses (4
years of training) wore evenly distributed. To investigate
this further, Lhe researchers crass-tabulated ago and years
of experience with the training of the nurses. We discovered
all iho Diploma nurses to be older than 40, while the Associate
Degree nurses were younger (2V, 20, 00). Diploma nursing
schools are being phased out, and most Diploma graduates
completed their training a number of years ago.

As the diploma-type schools of nursing are being phased
out, -=soc ate Degree nursing programs are replacing them.
Graduates of the newer schools will be younger, and will have

-11-
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to compete with nurses with more years of schooling (Diploma
'nd Baccalaureate programs). The nurses with the least educa-
tion will have the least job mobility; public health and nurse
practitioner positions go to those with the advantage in formal
training. Therefore, if the Associate Degree nurses are at
a disadvantage in the job market and limited to hospital
staff positions, nursing homes, and doctors' offices, the
opportunity to work in an A.B.C. may offer a welcome change in
work setting.

e also discovered an interesting correlation between

age and years of experience.

Percent of Years of Percent of
Age Nurses Nurses
26-30 54% 0-5 55%
40-56 46% 14-30 45%

When broken down into frequencies, we saw a correlation between
age and number of years working in flabor and delivery. This

is logical since oix* would oxpee|; younger nurses to have less
experience Ilian older nurses. In addition, there was a gap

in our table; wo had no nuvfa » between 31 and 39 years of ago
and none with experience between 6 and 13 yours. The nurses

in this category may have returned to school for further
education, may be practicing outside the hospil.nl setting
(doctors' offices offer better hours for women with families)
or may be temporarily out of Ilie job market to raise Iheir

fainilios.



Beyond frequency tabulations, this sample is too small
to produce statistically significant data when one tries to
cross-tabulate variables with each other (age, years of
experience in labor and delivery, education). The comments
above regarding why younger nurses may be more likely to
seek employment in an A.B.C. than older nurses, or those
regarding why no nurses betv.een 3L and 39 years answered our
survey are not going to have a major impact on decisions or
policies of the C.E.A. when or if it elects to establish
another A.B.C. Must importantly, the vast majority of
nurses fe.lt an A.B.C. would be desirable in Anchorage (see

Section VII1).

VI, I-INI)JIN<hS:  Ib\RENT,3" SURVEY

In analysing the parent data, we must reiterate that
they \o not represent a random sample. Tin* C.E.A. membership
of fJ/K) persons probably is not iepro.seiilativo of the popula-
tion of expectant pan nls in Anchoragr ; Ilie 3>t) "active"
members who received the cueslionnnire are not isiit repre-
sentative of ilie lolal C.E.A. organixalion. Tlie tinrandomness
is rellicled in our slat islie.al dal a.

'I'ne parents are an educated, affluent., and younger group

Ninety nine p. eiil. havel a liip.h school level or bet.Lor ethical ion*

13-



High School Graduate 13%
Some college or vocational training  44%
College graduate 15%

Post-graduate 25%
%

(In 1978 in Anchorage, only 92% of the general population

had high school or higher training.)5

Seventy-seven percent of the respondents owned their homes

and the majority were under 35 years of age

21-25 years 37%
26-30 years 30%
31-35 years 27%
36-38 years 0%

(In Anchorage, 66% of the general population owned their
homos in 1978.)7

When we asked the women about 'heir occupations, wo allowed
Muin to cluck as many categories as applied:

Homemaker 52%
limp loyed full 1 -time 28%
Employed part lime 28%
SUniont lull -1imo 3%
Sluih nL parl |ime 3%

Due to (lie lieiiiogeiu'ily of Ilie respondents, variables
such as age, education, occupal ion, and income did not deviate
significantly to yield statistical dala.

31iglilly Tloss Ilian half of lho iespondenls (47%) were

pregnant at the time they answered the survey. Sixty -five

14-



percent of all the women had one or more children:

One child 26%
Two children 27%
Three children 12%
No children 34%

We asked all the women where their children were%born.
Because some mothers with more than one child delivered
their babies in more than one setting, and because some
women did not have any children, our percentiles total over

one hundred:

Born in a hospital 62.5%
Born at home 16%
Born in an A.B.C. 1%
Born oilier 1%
No children 34%

The percentage of home births among our respondents is double
the number of home births estimated to occur in Anchorage.7
Of the women who delivered babies in a hospital, we asked

them how satisfied they were with their oxperi.eii.cG.:

Very satisfied 26%
Sel.n-wlia L. sal isl"ied 29%
Ben 11. know 2%
Somewhat dissatisfied 20%
Very dissatisfied 22%

Wo also asked women bow uniisfiod they were with, @ non ho:.pit:

birth expcrienco:

-15-



Very satisfied 89%
Somewhat unsatisfied GY%

And we asked all the women if they would deliver their babies

in an A.B.C. in the future;

Yes 58%
No ' 15%
Don't know 21% %

Some of the results of these frequency tabulations were
intriguing, and we looked further into them to see if we
could find correlations within the parent data. We wondered
if people would use an A.B.C. to save money, and in Anchorage,
at least, it appeal’'s not. (We regret that we did not ask the
parents about medical insurance.) In preparing our research
project, the literature searchshowed thatA.B.C.'s in some
places could reduce the costof ahospital birth by as much
as one-half for <onsumers. In these days of lower birth
rates in the United States, hospitals are having to compete
for maternity patients; an A.B.C. can bhe a drawing card for
these clients and a money maker for lho hospitals.g

fn April, 11)80, the roseareiners contacted the accounting
offices of Iho Alaska Medical Center, Providence Hospital,

and Dr. Hanson of Anchorage to obtain the following-
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A.B.C. Conventional Hospital Birth

Delivery (Includes two-day stay)
Alaska Medical Center $ 700 $1,200
Providence Hospital $1,200
Dr. Hanson* $1,500

*The average obstetrical fee in Anchorage, which 1includes
prenatal care, delivery, and post partum checkup 1is $700;
this is not included in the above amounts with the excep—
tion of Dr. Hanson. His fee 1is all inclusive.
From this breakdown it appears that consumers locally could
save 3$500 by having their babies 1in an A.B.C., but this may
not be a consideration if maternity patients are covered by a
medical 1insurance program that would pay all costs, regardless.
To see if the less affluent respondents would utilize an
A.B.C. to save money, we compared home owners vs. renters and
whether or not renters (with presumably lower Incomes) would
have their babies in an A.B.C. There was no significance at
all. And, 1in fact, when wo cross-tabulated the owners/renters
with parents whose children wore born at home (16) or in an
A.B.C. (1), it was significant (significance factor - .06)
that 750 were owners. If anything, those couples with higher
incomes (homo owners) might be less likely to have their
children born in a hospital.
Classically, education and income have been directly
proportional and our survey confirms this. Our respondents

are both more educated and more affluent than the general
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population, using home ownership as a yardstick for income.

A higher level of education (with the implied openness to new
ideas, etc.) 1is probably more likely to be a factor in a
couple®s decision to have their child in a non-traditional
setting, than 1is their 1income.

We noticed that 16% of the women had tlieir babies born
at home which is an exceptionally high percentage 1in Anchorage.
However, this 1is unlikely to be an accurate representation of
the population at large because of the unrandomness of our
survey. This small group of "mavericks"™ have strong opinions
regrading home births. Eighty-seven percent of the women
.vho had [I.hcir children at home don"t want an A.B.C. Lo be
located in a hospital. (Chi Square significance ~ 0.0014).

We cross-tabulated these women who had home births
against whether they would use an A.B.C. in the future. Six
said yes, five didn't know, and Tour would not. While Lhose
numbers are not statistically significant, they may interest
any health cave providers who believe that if an A.B.C. wore
widely available, then the number of home births would drop.
Several respondents offered comments: "The A.B.C. would have
l.) be pretty good to he better than home." "We had a very
satisfying home birth experience and would definitely do it
a ain." The implication is that women who are advocates of
birthing at homo are not going to have their baby in an A.B.C.

-13-



or a hospital.

It is interesting to note the different degrees of
.satisfaction of those women who had traditional hospital
versus home births. Of the former group, 55% were' satisfied
with their experiences (26% very satisfied, 29% somewhat
satisfied). But of the women who had a non-hospital (home)
birth, 89% were very satisfied. Keeping in mind that this
percentage only represents 15 women, and therefore is too
small in number to make valid statistical inferences, it s
still a striking contrast, especially when only 26% of the
women who had conventional births wove very satisfied with a
hospital delivery. (It may have been helpful Lo have asked
the mothers Lo name the hospital where their children were
born, except that with Alaska's high transiency rate, many
of the children may have been born Outside.)

Women wore graphic in describing their least likod features
of a hospital birth: “"disrespectful treatment, unnecessary
and painful procedures;" "being I.rented like a piece of
meat -- like cattle to slaughter;" "you were restricted to
who could lie a part of the labor and del ivory <« | would have
liked more company and support, during my labor;" "you are
not a person — only an object that needs to ho dealt with in
a prescribed manner;" "separation from infants, non -support
ot breast feeding, routine episiot.omy." Their responses were

less varied in describing aspects they liked best in a hospi.lal
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setting: "nothing;"™ "it was a high risk situation - I was

in need of attention and appreciated it;" "some nurses were
so sweet;" "I Tfelt secure that if anything happened, there
would be immediate help available;" "safety."

In the next section the responses of the parents, nurses
and physicians to (essentially) the same questions will be

annlyzed.
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COMPARISON TABLE OF THREE SUBGROUPS

Parents
(89 Returns)

Desireability of A.B.C. 91%
(Somewhat or very)

Prenatal Care Preference

In A.B.C.
Obstetrician 58%
Certified Nurse Midwife 35%
Other MD

RN with labor and
delivery experience

Delivery Attendant Preference

In A.B.C.
Obsletrician 46%
Certified Nurse Midwife *15%
Other MD

RN with labor and
delivery experience

tyhere to Locate _A.BA C.

in a hospital 42%
Not in a hospital
Don lknow/cither place 26%
Reasons to Use A.B.C. Most Least
Cited Cited
Low cost 30%
Non-hospi tnl environim nt 30°0

ConLinnily of care
Par Lic ipal. ion of family
and friends 22%
More cl ion L conf rol 28%
M<»re c lien |, ralLizTael i>n 21%
More safety than a heale
del iVery 2 ¥y

-21-

Nurses
(13 Returns)

92%

100%
92%
69%

46%

100%
91%
66%

83%

69%
8%
23%

Most Least
Cited Cited

50%
33%
4 1%
33%
0

Physician
(9 Return

100%

100%
100%
89%

22%

39%
100%
9%

11%

100%

Most [.0as]
Cited Cilei

33%
50%

80%

16%
20%>
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VI, COMPARISONS OF RESPONSES OF ALL THE GROUPS AND CONCLUSIONS

Not surprisingly, all three groups felt an A.B.C. in

Anchorage would be desirable. In fact, not a single respondent
checked "don ™ know," "somewhat undesirable,”"™ or "very undesir—
able."

When we asked parents, nurses and doctors to indicate their
preferences for prenatal c.are-givers and delivery attendants
in an A_B.C., they could choose among obstetricians, other
physicians, Certified Nurse Midwives, R.N."s with labor and
delivery experience, lay midwives, and others. The parents
were asked to chuck two choices but health care professionals
were allowed to check as many as they wanted; Lhis was an over—
sight that was not discovered .in proofreading. (Sco Comparison
Table on previous page, and attached copies of the question-—
naires. )

Parents were overwhelmingly in favor of obstetricians
and Certified Nurse Midwives for both prenatal and delivery
care. This seems reasonable when considering I.hat both of these
piofossional groups are childbirth speciarists. The heal m
proi'essiona ls were romi v.liat evenly distributed in Iheir re-
sponses on lheir prororoiicos, with the exception of Iheir
perceptions of the functions of an R.N. with labor and delivery
«Xpt ririiio. FeiLy-six percent of these nurses felt they could

give prenatal care, and 83% felt qualified to be del iv ry



attendants. Only 22% of the physicians felt nurses should
be able to give prenatal care, and even less (11%) thought
nurses with experience in labor and delivery should actually
deliver infants. This is a wide disparity in the" perceptions
of responsibilities of experienced R.N."s. The vast majority
of labor and delivery nurses feel qualified to deliver babies;
in fact, it is their responsibility to "catch"l babies if the
physician doesn"t quite make 1it. Perhaps this occurs more
often than doctors realize. (Recently an obstetrician stated
to one of these researchers that he did not see the need to
come to the delivery room to "catch"™ babies in normal deliveries,
because R.N."s were more than qualified. He added that most
physicians still are not ready to relinquish this control in
the delivery room.)

The researchers puzzled over this contradiction 1in which
I.he vast majority of labor and delivery nurses fell, qualified
to deliver babies 1in an A.B.C., while the vast majority of
physicians who responded felt the nurses wore not. Perhaps
I'xr physician 1is aware only of his/her own practice, and knows
only of 1lhe Limes when lie or she a/"rived too late and had to
roly on a-nurse in the del ivory roonm. But the nurses see ill
the doctors, and may have a bolLler perspoct ivo on a wider senlo
« bow often {.hoy arm Lliell" j<mers a iLitelid <c*iivories in Liie

absence of physicians. These nurses may Tfool qualified to attend
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births because they actually are "catching" babies, on a
scale that doctors are limited in perceiving.
Health professionals overwhelmingly preferred an A_.B.C.

v
in a hospital setting, but the actual consumers of health

care, the parents, were not so certain. Less than\a majority
of the latter preferred a hospital location (42%); a third
wanted an A.B.C. in a non-hospital setting and a fourth
either didn®"t know or it didn"t matter. Doctor% and nurses
appear to be biased in favor of their tr;ditional turf, and it
looks as though their clients are challenging this assumption.
When one looks at the most important reasons the parents
cited in their decision to utilize an A.B.C., they were rather
equally divided on "more client control,” "more client
satisfaction,” and "participation of family and friends."
Hospitals traditionally have not given a maternity patient much,
if any, control over her birth, experience, and there is no
hospital to this researcher's knowledge that allows a woman to
invite her family and friends to participate. One parent
rioted on the questionnaire she relumed that; if one can' control
a situut ion, then .it follows that one will be more sal isfieri.
In ihis light whore the consumers of maternity care are indi-
cating they want more control of the process, then it, is easier
1.0 understand why they want to disassociate from a hospital

setting whore control is in the hands of others.
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The least cited reasons by parents to use an A.B.C.
seem to correlate with this. "A non-hospital environment
for patients who are uncomfortable 1in a hospital setting,"
"lower cost,"” and "more safety than a home delivery" are the
least important reasons to use an A.B.C. from their"perspective.
They don"t elect an alternate birth setting because hospitals
intimidate them, or because they worry about the safety of
home births. It seems that what parents want is more control
of thei i birth experience.

phe nurses also cited the "more c.ontrol/more satisfaction"
re is . 'mheir perceptions of why parents would use an A.B.C.
But the doctors did not pick up on this. Eighty percent
thought patients would use an A.B.C. because it offered a
"non-hospital environment," and we have already < n that
this was actually one of the least important reason:, given by
the parents. Additionally, the physicians cited "more client
control" as being one of the least important reasons a couple
would use an A.B.C., hut the clients sec this as [he moot:
important reason! (See Comparison Table.)

Due to Die format, of the three cpn Lionnai res, it 1is
not possible 1o sf.al isl.ic.nl 'y compare items of data from Ilie
parent survey to those of the nurses and physicians, and vice
versa. This would present a formidable programming task beyond

Die capabilities of these researchers. However, because of Ilie



few respondents in each of the professional groups it is

unlikely that this lack impairs this study.

IX. SUMMARY AND CONCLUSIONS

Our small sample sizes derived from the physician and nurse
surveys and the unrandomness of the parent group has \affected
the statistical results of this project. Ordinarily, statis-
tical research requires samples of at least 35 items to have
any validity, and with nursing and medical samples, only 13
and 9, respectively, our data :s obviously hampered. Further-
more, our parent group respondents are almost "too alike" to
show up any differences. The 16 respondents to the parent
survey who had their children at home are the only exception
to this. Hut, colloquially speaking, they "stuck out like
sore thumbs" in the computer print owls. It was only the input
from tills group that yielded data I.hatw : statist ically
significant, but: in terms of the needsof this research, its
validity is oT minor import.anco.

Tlris is certainly not. to say thatno informal ion can he
extrapolated from the C.K.A, |reject.oust important ly,
all throe groups in this survey unanimously believe Mint an
A.B.C. in Anchorage would he eil.her somewhat or very desirable,
and this seems to support our three main hypotheses (see Section
IV:  "Parents. ..nurses. ..physicians support the establishment,

of an A.B.C.")



Reviewing the parent sub-hypotheses:
la) Parents would support an A.B.C. because of an
increase in control and in family participation in
the birth experience,
1b) As the level of education and income increases, C.E.A.
members would be 1increasingly supportive of an A.B.C.
Our data only confirms the former; the parent group v.as too
homogeneous to affirm 1b
The results of the nursing hypotheses are also mixed:
2a) The 1longer a nurse has been active in labor and
delivery, the more supportive she/he would be of
un A.B.C.
2b) Nurses would feel that increased client control and
satisfaction would bo the most important reasons why
clients would desire an A.B.C.
2¢)  Nurses would I'cel that H.N.'s with experience in
hospital labor and delivery rooms, certified inidwive.s,
and obstetricians would bo qualified to deliver infants
in an A.B.C.
OQur first hypotheses is nel :upperlea), and iur data suggests
that older nurses would not waul, lo he employed in an A.B.C.
(although this doesn't necessarily mean lhoy don't support it).
Items 2h) and appear to be .supported by our data.
Finally, Lo review our physician liypol hoses:

Ha) Physicians would support an A.B.t . if it were in
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close proximity to a hospital.
3b) Physicians would perceive client satisfaction
as the most important reason for clients to utilize
an 1l1.B.C.
%
3c) Physicians would believe that obstetricians, other
medical doctors, and certified midwives could
deliver babies in an ABC
One hundred percent of the physicians in the survey thought an
A.B.C. should be located in a hospital, but none of them
perceived client satisfaction as an important reason Tfor parents
to opt for an A.B.C. Our data agrees with 3c) above.

Tn addition Lo the hypotheses, a few oLher points that
emerged 1in the questionnaires bear repeating:

1) Home births would not necessarily decline 1in Anchorage
with Die establishment of an A.B.C.; women whose children were
born [I.lioro seem to feel very strongly that there 1is no place
liho homo.

2) The participation of friends and family members is
important to some parents; |llie health pro lVssionals did not
pi rce ive Ilhis .

i) A majority of nurses and doctors selected a hospital
as the best location for an A.B.C., while only a minority of
p. n uts agreed wii.ii this,

A) KighLy nine percent of the moiliers who had babies at

R



home were very satisfied and only 6% were somewhat unsatisfied.
Of women with conventional hospital births, only 26% were
very satisfied, and 42% were somewhat or very dissatisfied.

5) Although locally A.B.C."s appear to save money Tfor

%
sonsumers, this is not a major reason why parents would select

this childbirth setting.
6] R.N."s with experience 1in labor and delivery feel

qualified to deliver babies, while their medical colleagues

do not appear to share this opinion.

These researchers feel that these additional six findings
could provide some insights for health care planners; a gap
may possibly exist, between what the public wants and what the
nursing and medical professions think they (the parents) want.
The desirability of an Alternative Birth Center 1in Anchorage

has been positively established, but it"s implementation

remains a challenge.
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FOREWORD

In the twenty years since it was founded, the American
College of Nurse-Midwives (ACNM) has achieved publ c
and professional recognition of its competence an |
authority to certify nurse-midwivcs, to establish qualifi
cations, standards and functions for the practice o;
nurse-midwifery, to approve nursc-midwifcry education-
al programs, and to develop guidelines for nursc-midwif-
ery services and for the continuing education of nurse*
midwives.

A number of states have enacted separate legislation
specifically recognizing the practice of nurse- nidwifcrv.
In other states, nurse-midwivcs practice und r a variety
of legal arrangements. Of the states which specifically
recognize nursc-midwifcry, some by statute or adminis-
trative regulation provide that graduation from a pro-
gram approved by the American College of Nurse-Mid-
wives and/or certification by the College shall, either
alone or in conjunction with other qualifications, entitle
a nurse-midwife to practice. Other stales have specifical-
ly authorized nurse-midwivcs to practice in accordance
with the College’s Statement of Qualifications. Stan-
dards and I-'unetions. We hope to see every state adopt
legislation fully recognizing nursc-midwifcry and the role
of the ACNM. Until that happens, there is an urgent
need lor a legislation survey report summarizing cur-
rent law and practice in the various states. The ACNM
Legislation Information System, and in particular Alice
Forman and Llizabclh Cooper, have rendered an inval
uahle service to the profession and to the public In con-
ducting such a survey.

The legislation survey report is the product of count-
less hours of research, analysis and writing. It shows
what an intelligent and dedicated group of non lawyers
can accomplish. This report summarizes in one source
up-to-date informatin:; ah.-;;; the cnin-ni L*.d Mains of
nurse-midwivcs in all fiftv states (as well as the District ol
Columbia. Guam. Puerto Kirn, and the Virgin Islands).

the qualifications for practice, the place to apply for li-
ceti:ure. the agencies (if any) employing nurse-midwives
for full clinical practice, local ACNM affiliation, and a
key source for Icigriiation information. Citations are pro-
vided to relevant statutes, regulations and court deci-
sions. The discussion of the legal status of nurse-midwif-
ery in each jurisdiction takes into account not only
statutes, regulations, judicial decisions, and Attorney
Generals’ opinions, but in addition, joint statements on
nursc-midwifcry developed by interdisciplinary profes-
sional groups as well as actual and current practice in
each state. Reference is also made to pending legislation
in some states which would fully rccogni/.e the practice of
nursc-midwifcry.

The law is in a constant slate of change; recent stat-
ute'.. cases and rulings are often unavailable because of
delays in reporting, indexing and the like. Therefore,
completeness and absolute accuracy may not be possible
n a survey of this kind. However, the method and dcvo-
lion which characterize this survey suggest that it must
i time very close to total accuracy.

The American College of Nurse-Midwives is to be con-
g atiilaled upon the publication of this excellent survey.
N it onlv is it an indispensable guide for everyone eon-
ei tied with the delivery of modern health care lo prcg-
m u women and to infants, but it should provide a sound
ha is for progress in the achievement of unilorm laws
10 uding full recognition to the practice of mirsemid-
wit i\ and in the role of the ACNM in developing and en-
liut ing standards lor the profession.

v,>'k

Man®1l. 1"J71,

fh.Ttin 1. Fil/UT. L1).

n>/e,./,//;

(tcin"iul Counsel,
/ In- Ainerii-ini (ii/A-go of .\nrsi Miihen-i-s
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INTRODUCTION

Tlie word “legislation” often has a soporific effect on
nurse-midwives who are busy with clinical services. The
language of law is dull or unintelligible. The dynamics of
political forces seem unmanageable or incomprehen-
sible. The safest position for a practitioner is probably to
stick with practicing nursc-midwifcry and avoid the un-
known of the world beyond. However, nurse-midwivcs
along with others interested in the development of nurse-
midwifery have found that an important aspect of getting
nurse-midwifery services started is assurance of the legal-
ity of their practice. Mounting uncertainties about
whether or not state laws permit, or appropriately sup-
port, nurse-midwives to function fully in the manage-
ment of normal pregnancies have led the American Col-
lege of Nursc-Midwives (ACNM), through its Legislation
Committee, to make a survey of the relevant legislation,
the results of which are presented in this report.

As was true for undertaking the survey of legislation
pertaining to nursc-midwifcry, the pugiosc of the present
report is to provide information which is useful to those
involved in learning, practicing, or administering nurse-
midwifery services. Although the term "survey" may
imply an academic study, the content is intended to be of
practical value to practitioners, and the report was in-
deed written for nurse-midwives by nur.;e-midwivcs. Part
1, Survey Methods, describes both how the information
on legislation was collected and how ACNM is organized
to .provide current information on a continuing basis.
Part 11, Survey Findings, summarizes significant differ-
ences in state laws and other provisions relating to nurse-
midwifery and draws attention to problem areas. While
not intended as an exhaustive analysis of similarities and
differences in various state laws affecting nurse-midwif.
ery. the main purpose oi presenting the descriptive tables
of information was to answer several frequently asked
questions about the country as a whole. In the process of

organizing the data we have become increasingly aware
of the important difference between a survey of legisla-
tion pertinent to nurse-midwifery and an intensive study
of its legal status. The latter task wc have avoided, in the
hope that it will some day be undertaken by legal experts.

Part 111, the Directory of Information, in addition to
answering several practical qui itions about how and
where nurse-midwives may practice in each of 50 states
and four jurisdictions (District of Columbia. Guam,
Puerto Rico, Virgin Islands), includes abrief summary of
the legal bases for either permitting or prohibiting nursc-
midwifcry. These capsule accounts arc more by way of
introductions to official documents than legal analyses.
In scope and language they are the stuff of legal primers
intended for novices rather than for experts in legislation
or litigation. Our sources included responses to struc-
tured questionnaires, legal documents, and a multitude
of informal communications from on-thc-spot infor-
mants.

References to legislative and source documents in Part
111 may be disappointing to an expert on bibliographic
style, but they are the result of an earnest attempt to help
the readers of this report locate the actual documents
and pieces of laws which ai pertinent. Legal styles often
require a decoding manual, and literary reference styles
do not fil comfortably the requirements for identifying a
legal document. It must also be noted that Part 111 re-
flects the legal and actual status of nurse-midwifery prac-
tice in the United States as of 1975. This should be kept
in mind in using the Directory of Information, as
changes were under way in several stales even then, and
other changes arc expected in the near The most
current information available can be obtained from the
Legislation Information System at ACNM headquarters
in Washington, D.C.



PART |

METHODS AND

OF THE

Many of the methods of collecting information for this
survey of legislation pertaining to current nurse-midwif-
ery evolved in the course of the survey. Plans and pro-
cesses for the first "one-shot" effort, which was limited in
scope and time, gradually developed into a continuing
information system which now provides for constant up-
dating of information, along with a reservoir of historical
perspectives. Hence, the purposes of this section are two-
fold: to describe how the data presented in Parts Il and
Il of this report were obtained and to illustrate the goals
of the Legislation Information System of the American
College of Nursc-Midwives(ACNM).

In keeping with these aims, the following presents in-
formation 011 survey objectives, data sources, question
naires. administrative organization, and financing with
respect to (1) the initial survey in 1970-71; (2) the pilot
project for a continuing survey method conducted in
1973-75; and (3) the current ACNM Legislation Informa-
tion System.

INITIAL SURVEY

In 1970. ilie need lor information about laws which
either permitted or prohibited imrsc-midwilerv piuciicc
in various stales was urgent. Nurse midwilcrv services
could not expand without deicrminaiioii of the extent nl
legal as well as professional support lot nurse midwives
to function fulls in the stales and jurisdictions ol the
United Males. At the same tune, no single good souue ol
information existed lot the counti> as a whole, the
American ( ollcgc ol Nuisc-Midwivcs (ACNM) had in iix
files data and documents on less than ball ol the slates,
and much ol ihoi inloiniaiion vas obsolete. | millet
more, no federal government agones, nation.d mgani/.i-
lioli. or law libiai\ li.ol i "Diploic, nil oill and leadib a

ORGAN

|1ZATION

SURVEY

cessible information on laws and practices relating to
nurse-midwifery. To fill this gap and meet the increasing
demands for information, the ACNM Legislation Com-
mittee conducted a country-wide survey in 1970-71.

The main objectives of the initial survey were to deter-
mine

e What state laws were permissive, restrictive, or am-

biguous with respect to nurse-midwifery practice;

e How state laws were affecting, or likely to affect in
future, nurse-midwifery practice:

e What guidelines should be used in developing a
sound legal base for mirse-tnidwiferv practice.

Data Collection

Survey questionnaires were designed for the purpose of
obtaining copies of current laws and data concerning
nurse-midw ivcs and lay midwives practicing in each stale
and jurisdiction. Along with these questionnaires, letters
ol explanation about the survey were sent to state health
departments in 50 slates and lo health departments ol
four jurisdictions (District of ( olumhia. New York ( its.
Dufi to Rico. Virgin Islands). Al the same lime, duplicate
survey materials were sent to nurse-midwives in -12 ul the
states and jurisdictions where thev could be Im ated.

Hv March 19"2- one year afiei ihcfitsi mailing ol sui
ve\ questionnaires, responses had been received limn 91
percent ol the health departments, with 7-1 percent ic-
spondmp to llie fiist mailing, and 20 percent lo a second
mailing. For the remaining O percent (3 states), inloim.i
lion was obtained through other sources such as Mate
Hoards of Medieal Lxaminers, State Hoards of Nursing,
and knowledgi able muse-midwives. In general, muse-
midwives proved to be important sources of information
on many oilier states also, as they both interpreted the
purposes of the survey to their respective health depart
ments and produced useful and often important inim
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matron which had not been included in health depart-
ment responses.

Reports of Results

Even before “responses had been received from all
states, reporting of the survey results was begun. A series
of preliminary reports provided information on (1) pat-
terns of legislation and the practice of nurse-midwifery;
(2) legal bases for practice in states where nurse-midwif-
ery was officially recognized; (3) a directory of licensing
authorities; and (4) a list of institutions and agencies
which employed certified nurse-midwives for practice.
Also, the survey results were presented at the 16th Inter-
national Congress of Midwives. Washington, D.C.,
November 3, 1972 (1). Furthermore, as the survey pro-
gressed its state files were frequently used for reference
by the ACNM Legislation Committee in responding to
letters of inquiry and in advising the ACNM Board of
Directors and membership.

Administration and Financial Support

A “shoestring operation" characterizes rather nicely
the administration, organization, and financial support
for the first survey effort. Nurse-midwife members of the
ACNM Legislation Committee were primarily respon-
sible for voluntarily carrying out the project in their spare
time. Research consultation, secretarial staff and office
facilities were provided by The Johns Hopkins University
School of Hygiene and Public Health under its DHEW
Nurse Faculty Research Development Grant, and by
funds from the ACNM.

Conclusions

Although this first survey yielded much useful infor-
mation concerning state laws and the practice of midwif-
ery. it also revealed the need for a more efficient system
of collecting, reporting, and financially supporting such
survey information on a continuing basis. Parts of the
survey questionnaire were misunderstood by respon-
dents. Some health departments were not able to provide
pertinent public documents and data requested. Delays
in obtaining information and analysis problems retarded
the process of reporting. | bis meant that parts of the
completed reports were obsolete by the line they were
distributed. Expenditures in time and money for the
whole project were far beyond the resources of the
ACNM and its individual Legislation Committee mem-
bers Although these administrative and financial diffi-
culties were formidable, the value of legislation informa-
tion had increase'l, along with i miming realization of its
practical potential for the establishment of imrse-tuid-
wifety practice. Experience \.illi this initial survey thus
formed the basis of recommendations to develop a con-
tinuing legislation survey method

1) Lnrmijin. AM lz-iasl.dnitl .uni ilir [h.ulkt ol nurv mnliul- X m
liv 1Hiliril SiiUi-s- 1. |||0rns(§n|l| lini's. .mil is,in's. \<i- [lo» ¢+ m

Mitim/i-tt. Inluliill. WicrijaOiii.il ( un| tcssol Muln 0CS. W ON T

le.n ( nlli'i'cill Nittsc Mnlwnrs. |0" 1

CONTINUING SURVEY
METHOD:
A PILOT PROJECT

In order to implement recommendations for a continu-
ing legislation information system pertinent to nurse-
midwifery, the ACNM Board of Directors supported the
ACNM Legislation Committee in its proposal to the
A.C.N.M. Foundation to sponsor a pilot project. Its main
objectives with respect to nurse-midwifery legislation
were

e To identify a network of informant? or "key

sources," one for each stale;

e To construct a questionnaire suitable for collecting

essential information; and

e To develop an arrangement for making the system

financially self-supporting.

In keeping with the first two objectives, a new survey
was conducted in 1973 designed to obtain more com-
plete, accurate, and current information on legislation
and the practice of nursc-midwifcry in the USA. This
time the revised, pretested questionnaire was mailed to
selected "key sources" in each of 50 states and 4 jurisdic-
tions (District of Columbia, Guam, Puerto Rico, and the
Virgin Islands). Although the 1970-71 survey had includ-
ed New York City as a separate jurisdiction because its
health code for nurse-midwives was different from New
York State laws, the 1973 survey did not study the city
separately because recently amended state laws regard-
ing mire-midwifery were applicable in the city and state
alike.

Informants

The new group of 51 "key sources" (one residing in
each state nr jurisdiction) were, with few exceptions,
rurse-midwives who had either provided useful informa-
tion (bring the previous survey or had expressed interest
in nurse-midwiferv legislation, especially in their respec-
tive states. This approach to the selection of informants
resulted from experience with the 1970 71 survey, in
which informants who were involved specifically with
nurse midwiferv had proved more effective than had
health departments in providing informal information
ab ml the application of state laws and news of changes
in process, as well as formal data and documents. Accor-
dingly. the list of approximately 30 effective informants
in the 1970-71 survey wa.i expanded to include other in
(crested nurse-midwives whose cooperation was solicited.

Although the initial response to tins soliciting of kv \
sources was excellent (only a few states were unrepic
soiled), maintaining a complete and stable network for
data collection was hampered by a 50 percent turnover
rale among llie key sources, nurse-midwives lending to
move out of areas where practice opportunities were lim
iteil. However, despite continuing changes in kev sources
the network was gradually strengthened by new method--
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oPkcy source selection. These reflected the ACNM mem-
bership's growing awareness of the project goal to create
a self-sustaining system, and also of the importance of
being involved with legislation relating to the develop-
ment of nurse-midwifery. In some states, key sources as-
sumed responsibility for finding their own replacements
among interested nurse-midwives. In other states,
ACNM Chapters selected their key sources to represent
them in the legislation information system. (1)

Data Collection

The revised questionnaire used in the 1973 survey was
designed to improve data collection by changing items
from the previous questionnaire which had been misin-
terpreted by informants or had thwarted efforts at analy-
sis. The reconstructed questionnaire was then pretested
with nurse-midwives who were ACNM Chapter chairper-
sons in ten states, randomly selected among those chair-
persons who were not also key sources. Nine out of ten
questionnaires were returned and proved so complete
that no further modifications in the questionnaire
seemed necessary.

While the response rate for the first mailing of revised
questionnaires was only 50 percent, extensive i lllow-up
of nonrcspondents, and in states without key sources,
brought in essential information for all of the 54 states
and jurisdictions. In order to achieve this, persistent and
varied follow-up methods had to be used not only where
no questionnaire was returned but also where question-
naires were submitted hut information was ambiguous or
missing and documentation was required. These follow-
up methods comprised three main approaches. Remind-
ers and requests for clarification or for documents were
sent by mail. When responses were still inadequate, key
sources were contacted by telephone, and finally, where
key sources were unavailable or did not send infor-
mation as agreed, other sources were contacted such as
key sources in neighboring stales, regional representa-
tives to thi'* ACNM Boat'd, or officials in state, agencies.
Personal contact by telephone proved the most effective
means for getting results Air 1. telephone communica-
tion, m contrast lo letters, appeared more efficient in
terms of project staff time and funds required. However,
these effotls to gel complete inhumation prolonged the
data collection phase of the project so that its timetable
had to lie extended by several months.

The project's reference files were greatly impioved bv
the inflow of new laws and other pertinent documents.
Many were received along with HO percent of the goes
tionnaire responses. Pven after submitting (licit initial
questionnaires, kev sources continued to pr.n.jdc copies
of m«re recento passed or ptoposed legislative bills, stale
boatd Mile*, and regulations, etc. These voluntary efforts
of the kev sources have become an important element in
the sell 'sustaining data collection system.

(1) liilnf tntium mm itic -~ m'Ulivs lu.iiipn, in,tilin% liditf csscs. ACNM

t li.ipic i .uni Kicint) .if(llLitmus) .ire listed lot (Ml li stale and pit is

d., liv'd in N\»n 111 id tins iv Jini. KtTuil tliitiip « in kes souices ate
u.ul.dd. 1mililn At NM Tepsliupti Committee.
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Exploration of Funding Methods

Plans for achies ng the third objective focused on find-
ing ways of financing wh’ch would make the information
system self-supporting, by sale of annual subscrip-
tions to a series of periodic (semi-annual or quarterly)
survey reports; by sale t! individual reports; and/or by
fees charged for the use o5 the legislation document files.
The following questions had to be answered:

e How much could be realized from the sale of annual
survey reports and from user fees for the legislation
files?

e How many individuals, institutions, and agencies
would subscribe on an annual basis and at what
price?

e To what extent would these sources cover costs of
collecting, processing, and distributing information
annually?

It was found that although income from the sale of
individual reports and from user fees might be incorpor-
ated more easily into the administrative management
services of ACNM, these approaches were less likely to be
significant sources of income. Conversely, while an an-
nual subscription system seemed to be a more promising
source, arrangements for soliciting and maintaining sub-
scriptions were likely to present the ACNM with an ex-
cessive administrative and financial burden. Conse-
quently, a fourth method is being tried out. Mutually ad-
vantageous arrangements have been made with thcVowr-
nal ofNurse-Midwifery to publish and distribute period-
ic reports from the ACNM Legislation Information Sys-
tem, thus reducing the system’s printing and distributing
costs. On the other hand, subscriptions to the Journal
may increase because it will publish updated legislation
information in subsequent issues. However, to make the
data collection part of the system self-supporting, other
sources of income must be found.

Administration and Financing

Although the ACNM Legislation Committee was re-
sponsible for conducting the pilot project, the members'
functions were reorganized in order to make more effi-
cient use of their lime and of project funds. A task force
of three members concentrated on the resurvey. A fourth
member explored methods of funding, while the re-
maining committee members assumed primary rcspnn
sibility for other new activities of the Committee.

Office space and administrative support were provided
by The Johns Hopkins University School .if Hygiene and
i’ubiic Health under a contract with ACNM, A member
of ACNM and of the Hopkins faculty served as Project
IJircctor. Paid staff were limited to a technical editor and
secretary who were employed part-time.

Financial support for this pilot project was initially
provided by a grant of S4HOO from the A.C.N.M.
Foundation to the American College of Nurse-Midv ives.
wl '‘eh in turn contiacted with The Johns Hopkins Uni
versity School of Hygiene and Public Health to conduct
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' the project in the Department of Public Health Adminis-
tration. An additional grant of 57500 was awarded to
ACNM by The National Foundation - March of Dimes
for preparation, publication, and distribution of the pro-
ject report.

Timetable for the Pilot Project

In planning the pilot project, the timetable for its com-
pletion was estimated to be one year, i.e., six months for
conducting the resurvey and reporting the results and an
additional six months for exploring funding methods for
the continuing Legislation Information System. This
estimate proved to be rather optimistic. Data collection
alone continued from March 1973 through May 1975.

There were many reasons for extending the time re-
quired for completion of the project, most important
among them the fact that the volunteer staff responsible
for conducting the project were ACNM Legislation Com-
mittee members who had numerous other commitments.
Progress on the project was also delayed by pretesting the
survey questionnaire by mail; difficulties in finding
nurse-midwives to serve as key sources for states where
nurse-midwifery practice is not established; efforts to
contact key sources who were in the process of moving
from one state to another; belated responses by key
sources to the questionnaire and to follow-up requests for
clarification on documents: and a large volume of corres-
pondence in response to the upsurge of requests for re-
cent information on legislation and nurse-midwifery.
Also, there were new activities, such as a Legislation
Workshop and a Consultation Service which were ini-
tiated by the Committee and which needed time and at-
tention from the project staff, as well as the need for re-
peated revision of survey reports due to the large volume
of new legislation and the increase in nurse-midwifery
services. On the other hand, the extra time expended on
this project will probably have improved the quality of
the ACNM legislation information and the system for
collecting, reporting, and using it.

ACNM LEGISLATION
INFORMATION SYSTEM

The current ACNM Legislation Information System is
now an established ami vital activity conducted by
the ACNM Legislation Committee with approval from
the ACNM Board of Directors and participation from
ACNM Chaplets across theeounir\. In order to help po-
tential users to understand the system, this section will
describe where it came from, what it is composed of,
what it can do, how it works, and how it can be used,

Where It Came From

Experience with the 1970-71 and 1973-75 surveys had
.mfirmed the assumption that planning for development

of nurse-midwifery services requires knowledge of perti-
nent current legislation. Furthermore, maintaining an
up-to-date reservoir of information requires methods of
collecting data on changes in legislation and practice as
they occur, which is almost dailv. Equally important are
means of making data available to users at reasonable
prices. Finally, the surveys revealed that to be effective,
an information system must be country-wide because
state laws affecting nurse-midwifery practice vary widely.
While such variation can be an obstacle to the expansion
of nurse-midwifery, it also provides an excellent chance
to compare advantages and disadvantages of the differ-
ent legal bases for practice, and can guide the develop-
ment of model laws for nurse-midwifery.

What ItIs Composed Of

Important components of the system arc (1) a Task
Force that conducts activities, (2) comprehensive refer-
ence files of legislation information for each state. (3)
legal consultation, and (4) ACNM documents and state
mcnts of other professional groups relative to legislation
and new roles of health personnel.

The Task Force is composed of several ACNM Legis-
lation Committee members and approximately fifty-
four key sources. National Committee members are
responsible for planning and conducting activities of the
information system. The key sources, most of them
members of the ACNM residing in each of the 50 states
and 4 jurisdiction of the United States, form the net-
work for communication on legislation and practice of
nursc-midwifcry. Because they are regarded as the ex-
perts with respect to their own states, close communica-
tion is maintained between tliese key sources and the
Legislation Committee members through guidelines for
their activities, correspondence, telephone calls, reports,
and annual meetings. Key sources were important par-
ticipants in the 1974 Legislation Workshop which
drafted the ACNM Position Statement on Legislation.

The comprehensive files which are compiled separately
for each state and jurisdiction contain the following main
types of information pertinent to nurse-midwifery:

» Copies of laws and official statements of organiza-

tions or agencies;

e ACNM Legislation Survey questionnaire responses;

 News items and magazine articles about legislation

and nurse-midwifery services in the respective
states; and

« correspondence and notes on telephone communica-

tions with key sources and others concerned with
muse-midwifery. The materials date back to those
Ha wrrekerrvur-wites HEN Bhe ¢ vin .

The legal counsel available to the National Committee
is Harriet I'ilpel, General Counsel to the ACNM. and her
associates. Legal consultations for key sources arc usual-
ly obtained within their respective states.

Important ACNM documents which are used as a
basis lo- activities of the information v.stem include
those i.j: \CNM Philosophy: Qnaliti, ain-m, SiaitilauP
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and Functions: Position Statement on Nurse-Midwifery

Legislation; and Guidelines for Establishing Nursc-Mid-

wifery Practice (see Appendix A D). Other important

reference documents are the joint statements of the

American College of Obstetricians and Gynecologists,

the Nurses Association of the American College of
Obstetricians and Gynecologists, and the American Col-

lege of Nurse-Midwives; position statements of the

American Nurses Association regarding nurse-midwifery

and the expanded roles of nurses; the American Medical

Association guidelines for physician assistants; and De-

partment of Health, Education and Welfare publications

on professional certification, licensure and statistics per-

taining to health resources, as well as the ACNM Guide —
lines for Establishing Nurse-Midwifery Sendees, in par-

ticular the chapter on legislation.

What It Can Do

The potential functions of the legislation information
system could be almost countless but for the constraints
of funds, time, and expertise. However, experience with
the ACNM legislation surveys indicated several main
areas of activities for which there is increasing demand
and which would appear feasible for the ACNM. With
respect to legislation and nurse-midwifery these are re—
search, education, anA consultation.

Research would include a range of systematic investi-
gations, such as data collection and analysis for country-
wide legislation surveys, intensive studies of factors asso-
ciated with permissive and restrictive legislation, descrip-
tive case studies of how nursc-midwifcry practice is legal-
ly established, and testing of "model" laws. Although in
order to be useful, some types of studies need the exper-
tise of trained investigators and lawyers, others could be
effectively conducted by perceptive nurse-midwives.
Often those at the grass roots, who shun matters of legis-
lation as mind-boggling or dangerous, become politically
quite sophisticated through a common-scnse involve-
ment wijh finding out whether or not they can practice
nursc-midwifcrv in their own states.

Education with respect to legislation on nurse-midwif-
ery is a primary purpose of the system's research activi-
ties. An urgent need for it was emphasized by partici-
pants involved in the ACNM Legislation Workshop of
1974, which drafted the ACNM Position Statement on
Legislation and worked on strategies for establishing
nurse-midwifery practice. The scope of such educational
efforts is expanding with publications, annual meetings
and correspondence with key sources, and workshops.
Survey reports, guidelines, and position statements are
Nlieftihni<q] u'jiU c-orrc«j 'k 1Li- itnci with roporiL
to the membership, as well as through the Journal of

Nurse-Midwifery. The aim of these educational activities
is to reach a widening circle of people involved with es-
tablishing a sound legal base for nurse-midwifery first
the Committee members and key sources, then the
ACNM Board of Directors and membership, and then
others concerned with nurse-midwifery.

Consultation is closely related to the educational and
research functions of the system. Even when legislation
information was meager, the Committee responded in-
formally to requests for advice and assistance in deter-
mining the legal status of nurse-midwifery in particular
states or in changing their laws in order to establish
nurse-midwifery practice. Now, with an extensive infor-
mation base for reference and the mechanism provided
by the ACNM Consultation Service, the Committee is
able to work more effectively with local groups on legisla-
tive matters relating to nurse-midwifeiy. Consultation es-
tablishes what information is needed, how to get it, and
what it means, as well as how to use it.

How It Works

The system is based on a two-way flow of information
within its basic network, in which the center is the
ACNM Legislation Committee and its peripheral units
are the key sources in each state. Local information perti-
nent to legislation and nurse-midwifery is sent from the
key . ources to the ACNM Legislation Committee, which
in turr ..ends out national information to the key sources.
Information also flows between key sources. To encour-
age this communication and eliminate delays encoun-
tered by going through the National Committee, each key
source is provided with a list of the names and addresses
of her counterparts in other states. Other important
points of contact in the operation of this communications
system arc the ACNM Board of Directors and the ACNM
Executive Secretary at headquarters, who channel infor-
mation to other ACNM committees by correspondence
and at Board meetings. The six regional representatives
on the Board of Directors arc in a position to strengthen
efforts of the key sources in their respective regions and
maintain communication among them.

How It Can Be Used

Potential and actual uses of the information system arc
beginning U emerge from experience with the collection
and distribution of legislation survey data. Precise
mechanisms for using the system to establish and expand
the practice of nurse-midwifery remain to be explored.
However, the power of information is clearly and imprcs-
&V\Cy CvidCut, ami uii CifcCiivC Acli*Mi5ttxiiiinv.* im ui lll»t*
tion system should be a stimulant and guide to action.
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PART H

SURVEY

Part Il of this report of the ACNM-sponsorcd survey of
current nurse-midwiftry legislation and practice presents
findings relating to the United States as a whole. The
main purpose of the following tables of information is to
answer Questions that have frequently been asked of the
Legislation Committee of the ACNM. During the past
few years, inquiries about legislative and legal aspects of
nurse-midwifery practice in the United States have come
from a wide variety of individuals and groups — stu-
dents, practitioners, legislators, professional organiza-
tions, state health departments and boards authorized to
control professional practice, the public media and
federal agencies — and they reflect the interests of sev-
eral professions, among them general medicine, social
work, nursing, nursc-midwifcry. obstetrics, and law.

This general purpose will also have more practical im-
plications. While answering specific questions, the tables
should provide a guide for action and help in focusing
plans designed to expand and strengthen nurse-midwif-
ery services. The data show where there are no nurse-
midwifery services, where the laws arc restrictive, where
the legal bases arc weak and where they are strong. These
signs and symptoms, as it weie, are a guide to diagnosis,
while the ACNM Position Statement on NurseMidwifery
Legislation and the ACNM Guidelines for Establishing
Nurse-Midwifery Practice presented in Appendix C and
D will assist in defining essential elements of treatment.

Four main topics arc addressed by the series of ten

mm o wiiuil .

e The nature of relevant legislation

e The extent of practice jf nursc-midwifcry and of lay
midwifery

Patterns of legislation and practice

The control of practice

FINDINGS

Each table will be discussed with the aim of clarifying
ambiguities and stimulating interpretation, in the hope
that our reservoir of information will become increasing-
ly useful.

In these tables, stales and jurisdictions arc grouped
according to characteristics of pertinent legislation and
nurse-midwifery practice. Reasons for assigning states to
particular categories may be found both in the defini-
tions provided and in Part 111 of the report, the Directors”
of Information, which summarizes the legal status of
nurse-midwifery, and the extent of practice, by states and
jurisdictions. Three major terms used in classifying states
with respect to legislation and the practice of nurse-mid-
wifery arc defined as follows for the purpose of this dis-
cussion of survey findings:

Laws and legislation arc general terms, both denoting
legislative statutes or regulations promulgated by official
agencies authorized by legislative statute.

Nurse-midwifery refers to practice by a Certified
Nurse-Midwife (C'NM), as defined by ACNM, and also by
those who are recognized by laws specifying that the mid-
wife must be a registered nurse and a graduate of an ap-
proved school of nurse-midwifery.

Definitions of other key words are included in the dis-
cussions of the respective tables.

Besides clear limits to the framework of analysis, i.e.,
the four main topics outlined above, there are other limi-
tations which must be taken into consideration when in-
willtniiq, 0 M8t jrettic ¥ Vv mill-visim
ness of the tabulated information arc limited b\ the
sources and time period of the survey. Main sources of
information were volunteers who were interested notices
in the field of law, and documents made available by
state agencies. While the cut-off date lor purposes of
analysis was May 1975, laws changed subsequent, and
new documents were received.
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Some measure of the extent of recent developments,
legislative: and otherwise, pertaining to nurse-midwifery
is provided by the following summary of changes report-
ed by the ACNM Legislation Information System for the
period 1971-1975 (May):

e Twen.y-two states passed legislation enabling the
practice of nurse-midwifery.

e Two states passed enabling legislation, although
implementation is uncertain because other legisla-
tion is open to restrictive interpretation.

« In three states, joint statements recognizing the
practice of nurse-midwifery were accepted by state
professional organizations.

e In two states, enabling legislation was introduced
in legislative sessions in 1975.

To allow for this process of evolution, it is planned to
provide updated reports on legislative and other changes
pertaining to nurse-midwifery practice in subsequent is-
sues of theJournal ofNurse-Midwifery. We would appre-
ciate being alerted to changes which are not reflected in
this report.

NATURE OF
NURSE-MIDWIFERY
LEGISLATION

The nature of legislation pertaining to the practice of
nursc-midwifcry in states and jurisdictions of the USA is
reflected in Tables 1 to 3, which attempt to answer the
following questions:

Table 1: Where arc state law . permissive, restrictively
interpreted, or clearly prolubiti '‘C of the practice of
nurse-midwifery?

lable 2: Where do public laws or official regulations
recognize nursc-midwifcry specifically and what is the
form of recognition?

Table 3: Where are nurse-midwives able to practice
fully under laws which do not recognize nursc-midwifcry
specifically and what is the legal basis for their practice?

Table 1 —Intentof Legislation
Pertaining to IMurse-Midwifery

1he 50 siiiicA am! 4jin isuiciious (Disu il | of Coiumiiia,
Guam, Puerto Rico, Virgin Islands)are grouped in Table
1 according to whether (heir respective laws are permis-
sive, restrictively interpreted, or clearly prohibitive with
respect to nurse-midwifery practice. In this context, per —
missive means that statements in laws arc either not pro-
hibitive o supportive; restrictive inicr/>rcla;ion refer m

situations where a state Attorney General's opinion, giv-
en in writing in response to a request for interpretation of
laws, has found that the practice of nurse-midwifery is in
conflict with one or more existing laws; and clearlypro—
hibitive refers to laws containing statements which
specifically prohibit the practice of midwifery by anyone
other than a licensed physician.

The classification of each state in Table 1 is mainly
based upon a review of current laws, primarily the follow-
ing generic set of legislative statutes: (1) nurse practice
acts, (2) medical practice acts, (3) nurse-midwife acts,
where they exist, and (4) midwife acts, where they exist.
Also reviewed were official rules and regulations relating
to the practice of medicine, nursing, ard midwifery as
promulgated by state Boards of Medicine, Nursing, or
Public Health. For some states, it was necessary to ex-
amine hospital health codes. However, in most cases the
pertinent information was found in the statutory defini-
tions of medical, nursing, or midwifery practice. Salient
clues were also found in exemption sections of the
various laws which list categories of practitioners not
subject to the respective restrictions. Usually those ex-
empted were other health personnel licensed by the state.

The list of 49 states and jurisdictions with permissive
laws contains those where laws do not provide specifically
for nurse-midwifery practice as well as stales with laws
which recognize nurse-midwifery. However, as subse-
quent tables show, nurse-midwives arc not actually prac-
ticing in all of the states that have permissive laws.

In each of the 5 states designated as having restrictive
interpretations of laws pertaining to the practice of
nurse-midwifery, these interpretations are given in writ-
ten opinions by the respective state Attorneys General.
Their delineation of legal bases for not recognizing
nursc-midwifcry reflects differences in the contexts of
current state laws, historical interpretations, and individ-
ual orientations of the incumbent Attorney General.
Nevertheless, critical issues uniformly locus on the ques-
tion of who can practice midwifery legally — physicians,
lay midwives, nurses under supervision of physicians, or
certified nurse-midwives. The main problem is that old
laws arc not suited to new situations. Where old laws
specify in detail limitations to lay midwifery practice and
nursing functiu..s, today's nurse-midwife, a new profes-
sional with better p cparation for providing maternity
care, is prevented from functioning. Another critical area
relates to definitions of the practice of medicine. Is mid-
wifery included in that? If certified nurse-midwives prac-
tice fully in keeping with their advanced preparation, are
they illegally practicing medicine? In dealing with these
questions, the state legal authorities seem to weigh strict-
ly legalistic views against human considerations of legis-
for each of these five stales are summarized and docu-
mented in Part Ill of this report.

As consideration is given to changing the restrictive
legislation in these states, it is worthwhile to examine the
laws and experience of states where nurse-midwifery
practice is officially recognised.

JOURNAL OF NURSE-MIDWIFERY « Vol. XXI. *.0. 2, Summer 1976 7



Table 2 — Specific Recognition of
Nurse-Midwifery

The 18 stales and jurisdictions which recognize nurse-
midwifery practice specifically in public laws or official
regulations are grouped in Table 2 according to the ac-
tual form of official recognition. Recognition of nurse-
midwifery in this context means that specific reference is
made, in a law or a statutory nile, to nurse-midwives.
nurse-midwifery, or certification by the ACNM. A
legislative statute is alaw enacted by a slate legislature.
A statutory agency refers to the state agency, such as the
Board of Health or Board of Medical Examiners, which
is authorized by a legislative statute to define rules and
regulations for professional practice. In addition, there
are joint statements which define standards for practice
as agreed upon by state professional groups, such as
nurses associations, medical societies, or hospital asso-
ciations, that are recognized by the state authorit; s al-
though not empowered by legislative statutes; there are 7

z -
r . ''na . c r-: d .:
ol these in Table 2. Although such joint statements do
not have the power of statutes, they command consider-
able respect when promulgated by recognized interdis-
ciplinary professional groups.

While fable 2 shows a fairly even distribution of states
under each of the four categories, two of these states have
uniquely ambiguous arrangements. New Mexico recog-
nizes the practice of nurse-midwifery in rules and regula-
tions promulgated by two statutory bodies. This means
that nurse-midv/i es must meet qualifications for prac-
tice set by two separate state agencies. Another unique
situation exists in Maryland where, although a “joint
stalcmcent” specific to nurse-midwifery has been en-
dorsed by the stat ;'s medical society and nurses associa-
tion, nurse-midwives must continue to be licensed under
provisions cf the lay midwife act which includes specifi-
cations inappropriate for nurse-midwifery practice.

An important recommendation for nurse-midwifery
legislation as defi ned by the ACNM in its Position State—
ment on Nurse-f Udwifery Legislation (Appendix C) is

TABLE 1. INTENT OF LEGISLATION PERTAINING TO NURSE-MIDWIFERY
BY STATES AND JURISDICTIONS
Stales and jurisdictions with permissive lav, s
Kansas

Alaska Kentucky Oklahoma
Arizona Louisiana Oregon
Arkansas Maine Pennsylvan a
California Maryland Puerto Rico
Colorado Minnesota Rhode Island
Connecticut Mississippi South Carolina
Delaware Montana South Dakota
District of Columbia Nebraska Tennrssee
Florida Nevada Texas
Georgia New Hampshire Utah
Guam New Jersey Vermont
Hawaii N<w Mexico Virginia
idntiD New York Virgin Is' 'rids
Illinois Nortn Carolina Washington
Indiana North Dakota West Virginia
lowa Ohio Wyoming

States with restrictive interpretations of laws

Alabama

Mnssachusolis

Missouili
Wisconsin

Stater, with clearly prohibitive laws

Num *
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statutory recognition of nurse-midwifery. Nineteen states
and jurisdictions, as listed in the first thiee groups of
Table 2. have laws in keeping with this recommendation.
In 8 other states — Alaska, Colorado, Mississippi,
Nevada, North Carolina, Oregon, Tennessee. Washing-
ton — statutory authorities are now processing rules and
regulations which specifically recognize nurse-midwives.

In the 7 states and jurisdictions which recognize nurse-
midwifery' in joint statements approved by their respec-
tive professional organizations, nurse-midwives benefit
from the official support of medical and nursing groups.
However, the extent and duration of this kind of recogni-
tion is less certain than for that of statutory agencies,
even though the standards for nurse-midwifery practice
defined by these joint statements arc often as detailed
and rigorous as those defined by statutory bodies. While
specific recognition of nurse-midwifery in state laws is
recommended as the best legal basis for practice, nurse-
midwives are in fact practicing legall; without such
recognition in several stales.

TABLE 2.

Table 3 — Legal Basis for Wurse-IVHdwifery
Without Specific Recognition

In 23 states and jurisdictions which do not specifically
recognize nurse-midwifery in their laws, nurse-midwives
are nonetheless able to practice fully because other laws
provide a legal base for their practice. Table 3 show's the
states grouped according to various types of laws under
which nurse-midwives practice. In this context, do not
specifically recognize means that state laws make no ref-
erence to nurse-midw'ifery or certification and other stan-
dards of the ACNM; practice fully means that qualified
nurse-midwives are responsible for management of nor-
mal pregnancies in all aspects of the maternity cycle, in-
cluding labor and delivery; and legal base for practice re-
fers to the primary statutes which support nurse-midwif-

ery practice.
A more general concept of the legal base for practice

fakes into consideration all laws pertaining to the prac-
tice of personnel providing health services. In the case of

SPECIFIC FORM OP RECOGNITION OF NURSE-MIDWIFERY

IN LAWS OF STATES AND JURISDICTIONS

Legislative statute only

California
Montana
Ohio

Puerto Rico
Utah
West Virginia

Rules of a statutory agency only

Connecticut
Guam

Kentucky

New Hampshire

New Jersey
New Mexico (a)
Pennsylvania
South Dakota

Virginia

Legislative statute and rules of a statutory agency

Arizona
Florida

New York
Virgin Islands

Joint statement of state interdisciplinary professional organizations

Colorado
District of Columbia
Maine

Maryland
Mississippi
South Carolina

Vermont

4 Hul; ol two r.Ialulory atK'ni ("' nnnly to huim; midwillvy ;h.» lice in tin- state
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nursc-midwifcry this means that practice may be per-
mitted not oniy where there are supportive laws but also
where there are no prohibitive ones. In order to establish
this broad legal base for practice, it is necessary to exam-
ine the following statutes in particular: (1) medical prac-
tice acts, (2) nurse practice acts, (3) physician assistants
acts, (4) lay midwife acts. In some cases it is important to
examine also general health statutes and hospital codes.

In several states listed in Table 3, statutes which are
identified as the primary legal basis for nurse-midwifery
practice include provisions for licensure. This is usually
true of lay midwife and physician assistants statutes. In
the case of nursing statutes, frequently no special licen-
sure is required of nurse-midwives besides licensure as a
professional nurse. Even in Oklahoma and Texas, where
general statutes refer to the practice of midwifery, no
special licensure is required.

In some states — Arkansas, Connecticut, lowa,
Nebraska, Washington — nurse-midwives can practice
on a variety of legal bases while in Kansas and North
Dakota, where laws are not clearly prohibitive, there is
no apparent legal basis for practice.

This overview of the nature of laws pertaining to nursc-

TABLE 3.

midwifcry practice has shown where laws arc permissive
and what the various legal bases for practice are. The
question now is whether nurse-midwives do in fact prac-
tice in all of these states and jurisdictions.

EXTENT OF PRACTICE

Table 1 listed 49 states and jurisdictions which have
laws permissive of nurse-midwifery practice. However, in
only 38 of these is midwifery actually practiced, and in
several of them only lay midwives are practicing.

Table 4 — Extentof Actual
Midwifery Practice

Table 4 shows the distribution of states and jurisdic-
tions in answer to the following questions:

e Where are nurse-midwives actually employed to
practice under laws of states and jurisdictions?

LEGAL BASIS FOR NURSE-MIDWIFERY PRACTICE IN THE ABSENCE

OF SPECIFIC RECOGNITION IN LAWS OF STATES AND JURISDICTIONS
Nursing practice statutes

Alaska (a) Illinois North Carolina (a)

Arkansas(b) lowa (h) Oregon (a)

Connecticut (b] Louisiana Rhode Island

Georgia Minnesota Tennessee (a)

Idaho Nebraska (b) Washington (b)
Nevada (a)

Lay midwife statutes

Arkansas (b)
Delaware
Hawalii

Physician assistants statutes

Arkansas (b)
Connecticut (b)
lowa (b)

Washington (b)

Indiana
Maryland
Washington (b)
Wyoming

General health statutes

Nebraska (b)
Oklahoma
Texas

(i) Slate li .Itd rules and fi.'oul.itioris pertaining specifically to nurtie-imdwilery are under consideration

(h) Practice is permitted under alternative statutes

Note; « * a) North Dakota have no apparent legal basis lor practice, although tiien laws.irei * m l-arly prohibitive
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SIS

** How does practice by nurse midwives relate to that
by lay midwives in these states and jurisdictions?

The designation lay midwife, in this context, refers pri-
marily to a practitioner who has had no formal training
or recognized professional education in midwifery and
who may or may not be subject to a licensing procedure.
On the other hand, anurse-midwife is a registered nurse
who has also fulfilled requirements for ACNM Certifica-
tion as a professional nurse-midwife.

Most of the 38 states and jurisdictions listed in Table 4
have nurse-midwives who are practicing under the cur-
rent laws. In 17 of these, only nurse-midwives are em-
ployed for full practice, while in 15 other states and juris-
dictions lay midwives as well as nurse-midwivcs practice.
In a third group of 6 stales, where only lay midwives are
currently practicing under their respective state law's,
there are three exceptions — Alabama, Alaska, Missouri
— where nurse-midwives in special situations do practice
under federal or municipal laws, rather than under laws
of their respective states. Although the remaining 16
states have neither nurse-midwivcs nor lay midwives
practicing under state laws, in 4 of these — Michigan,

TABLE 4.

L4 m .
m'm ¢ o X v L Hfpext ST e\ -
Nebraska, Nevada, South Dakota — nurse-midwives are
employed to practice fully in special situations.

The relationships between legislation and actual prac-
tice with respect to all 54 states and jurisdictions are pre-
sented in Tables 5 and 6. Listings of agencies that employ
nurse-midwives for full clinical practice are included in
the Directory of Information by States and Jurisdictions
(Part 111 of this report). Information is also provided on
specific qualifications for practice.

Trends in the distribution of practicing nurse-mid-
wives and lay midwives are associated with improvements
in health care delivery systems and changes in population
demands. Interest in the development of nurse-midwifery
services has been increasing along with measures aimed
at phasing out lay midwifery. Significant differences in
how the two types of midwives practice and where they
practice, as well as differences in their preparation for
practice, are reflected in these trends. Certified nurse-
midwives always practice in connection with medically
directed services in which they arc usually employed as
salaried staff. By contrast, lay midwives are usually self-
employed independent practitioners who are under the
indirect control of state or local health agencies. Also,

EXTENT OF ACTUAL MIDWIFERY PRACTICE UNDER LAWS

OF STATES AND JURISDICTIONS

Full practice by nurse-midwives only

California Maryland Pennsylvania
Connecticut Minnesota Utah
District of Columbia New Hampshire Vermont
Guam New Jersey Virgin Islands
lllinois New York Washington
Maine Ohio

Full practice by both nurse-midwives and lay midwives'

Arizona Mississippi
Florida New Mexico
Georgia (a) North Carolina
Kentucky Oregon
Louisiana Puerto Rico
Full practice by lay midwives only
Miaoama (aj, jbj Arkansas
Alaska (b) Hawaii

(@ No new licenses are currently issuer! to lay mirlwives

South Carolina
Tennessee
Texas
Virginia (a)
West Virginia (a)

Missouri (a), (c)
Oklahoma

(b) I Keeplmn Nurse midwives practice in federal government hospitals

|c) exception Nufsoinidwive'., practice fully in hospitals arid areas designated by the S Loins Department, 11h.alth and Hospitals.
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nurse-midwives arc usually employed by hospitals in ur-
ban areas, while lay midwives function outside ol hospi-
tals and, with few exceptions, in rural areas where hospi-
tals and physicians are scarce.

In two states — Virginia and West Virginia — whose
rural populations have been served for centuries by lay
midwives, and where now both nurse-midwives and lay
midwives practice, recent changes in law's provide: for the
development of nurse-midwifery and the phasing out of
lay midwifery. As this occurs in these two states and else-
where, there will be increasing need for nurse-midwifery
services in rural areas. To plan for those developments
we need to examine first the current distribution of mid-
wifery services in relation to pertinent state laws which
are either permissive or restrictive.

PATTERNS OF
LEG SSLATION
AND PRACTICE

Tables 1 to 4 have shown the nature of present nurse-
midwifery legislation and the extent oi actual practice.
These two components arc joii ed in Tables 5 and 6 to
provide < clearer picture which highlights those areas
where, in the countiy as a whole, nurse-midwifery prac-
tice is relatively weak. A comparison of the latter with
more developed settings may permit the formulation of
strategies for change.

Table 5 — Patterns of Legislation and
Actual Pi.tctice of Nurse-Midwifery

Table 5 is designed to answer these questions:

 What is the relationship between laws pertaining to
nurse-midwifery and its actual practice?

* Where arc nurse-midwivcs not working even though
the laws arc permissive?

All 50 stales and the 4 jurisdictions of the District of
Columbia, Guam, Puerto Kico, and the V.rgin Islands
are assigned to one of three main groups of Table 5, i.e.,

those with

Permissive laws and fully practicing nurse-midwives
(Group 1)

Permissive laws but no fully practicing nurse-midwives
(Group 11);

Restrictive interpretation of laws and no fully practic-
ing nurse-ruid« no (Group Il11).

Groups land Il are further subdivided to provide greater
detail cm the strengths and weaknesses in current nurse-
midwifery practice in the country as a whole. Group | dif-
ferentiates between the 23 states and jurisdictions with
laws or joint statements that specifically support nurse-
midwifery practice (I.A) and the 9 states with laws which

do not specifically support it (1.B). In almost half of these
32 scates and jurisdictions, lay midwives also are known
to be practicing legally. Group Il focuses on the extent of
practice by lay midwives in 17 other states where laws are
permissive but no nurse-midwives are practicing. In 4
of these lay midwives are practicing (I1.A) while in 13
neither lay midwives nor nurse-midwives are practicing
(11-B).

Most of the qualifying terms used in the classification
of states in Table 5 have been defined in earlier sections
of this report. For instance, working definitions were
given for permissive lam, specific recognition, lay mid—
wives, nurse-midwives, and restrictive interpretation.
Another important term requiring definition is official
regulation. In this context it includes thejoint stater .ents
approved by recognized professional organizations as
well as the rules and regulations promulgated by statu-
tory bodies such as state Boards of Health.

Table 6 — Index of Patterns of
Legislation and Practice

This table presents the information from Tabic 5 in an
alphabetical listing of states and jurisdictions with their
respective classifications according to the five groups de-
fined above.

While Tables 5 and 6 assign all 54 states and jurisdic-
tions to five groups with defined patterns of legislation
and practice, there is considerable variation within each
pattern with respect to the nature of laws and the extent
of actual practice. Some of this is indicated by reference
to exceptions (see footnotes to Table 5), and the full scope
of differences emerges from the detailed descriptive in-
formation about each state and jurisdiction presented in
Part 111 of tI’is report.

Also, Tables 5 and 6 do not reflect changes which are
currently in progress. For instance, in several stales —
Alaska, Minnesota, Mississippi, Nevada, North Carolina,
South Dakota, Washington — new laws are under con-
sideration for statutory recognition of nurse-midwifery.
The impetus for bringing rules and regulations for nurse-
midwifery under the responsibility of state Boards of
Nursing has been the revision of nurse practice acts to
provide for expanding roles of nurses. While states are
considering statutory recognition of nuiso-imdwifery,
this is the time to determine who should control stan-
dards of practice,

CONTROL OF PRACTICE

nurse-midwifery, and bow, is usually assigned by legisla-
tive statute to a public agency in the respective state or
jurisdiction. Thus, those setting standards for profes-
sional practice are responsible to the state's taxpayers
who, in effect, arc also consumers. Also, private profes-
sional groups indirectly influence the ways in which
statutory bodies den :mine standards for practice. For
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TABLE 5. PATTERNS OF LEGISLATION AND ACTUAL PRACTICE OF
NURSE-MIDWIFERY IN STATES AND JURISDICTIONS

| States pnd jurisdictions with permissive laws and nurse-midwives practice fully

. Specific recognition in legislative statutes, official regulations, orjoint statements

Arizona New Mexico
California New York
Connecticut Ohio

District of Columbia Pennsylvania
Florida Puerto Rico
Guam South Carolina
Kentucky Utah

Maine Vermont
Maryland Virginia
Mississippi Virgin Islands
New Hampshire West Virginia
New Jersey

B. No specific recognition in legislative statutes, official regulations, orjoint statements

Georgia Minnesota Tennessee
Illinois North Carolina Texas
Louisiana Oregon Washington

Il. States with permissive laws but nurse-midwives do not practice fully

A. Lay midwives practice fully

Alaska (a) Hawaii
Arkansas Oklahoma

B. Neithernurse-midwives norlay midwives practice fully

Colorado (h) Nebraska (a)
Delaware Nevada (a)

ldaho North Dakota
Indiana Rhode Island

lowa South Dakota (a)(b)
Kansas Wyoming
Montana (b)

IIl. States with restrictive interpretation of laws and no full practice by nurse-midwives
Alabama (a) Missouri (d)
Massachusetts Wisconsin
Michigan (c)

(a8 Exception Nurs'Mnidwivus practice fully In federal governmental hospitals
(b) Specific recognition ot nurse-midwifery practice appears in recent legislative statutes and olliclal regulations
(c) Exception Uurse-midwive*, practice inWoman'sHot,ratal ol the University ol Michigan Medical Center. Ann Arbor

(d) Exception f.'urr.o midwive: practice in nroas designated by Ino St. Louis Depadmcent o! Hospitals and lor which medical services are provided
by S Lour University. Schoui or Medicine
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ipsl2nce, state Boards of Norse Examiners are usually in-
terdisciplinary groups which include nurses registered in
the respective states. Advisory committees appointed by
these Boards consist of nurses qualified in various fields
of nursing in their states, and Boards often choose to use
standards developed by national professional organiza-
tions. In the case of nursing, many states use the national
test pool and educational program accreditation proce-
dures of the National League for Nursing.

The recent ACNM sponsored survey of legislation per-
taining to nurse-midwifery practice revealed consider-
able variation in the control of midwifery practice
throughout the country. Tables 7 and 8 show the nature
and extent of variation by answering the following ques-
tions:

e What states and jurisdictions require licensure or
other qualifications for the practice of nurse-mid-
wifcry?

e What statutory bodies are authorized to control
standards for the practice of nurse-midwifery?

TABLE 6.

Two other tables shotV the extent to which the nurse-mid-
wifery profession itse'lf, represented by the ACNM, con-
tributes to the control of nurse-midwifery practice. Thus,
Tables 9 and 10 answer the following questions:

e Where do state laws, official regulations, binding
statements, or similar public documents refer spe-
cifically to standards for practice defined by
ACNM?

e Which of the ACNM standards for nurse-midwif?ry
practice are specifically recognized in laws and offi-
cial regulations?

The information in Tables 7-10 was obtained from a
variety of documents relevant to the legal situation in the
respective states (for complete references, see Part 111 of
this report). Where reference is made to “licensure,”
"certification,” and “ accreditation,” for the purposes of
this survey, the following DHEW definitions pertain (1):

(1) Dcpartmenl of Health. Education and Welfare. Licensure unrl Re —
lated Health Personnel Credentialing, DHEW Publication No.
(HSM)72-11. Washington, GPO, 1971. p. 7.

INDEX OF PATTERNS OF LEGISLATION AND ACTUAL PRACTICE OF

NURSE MIDWIFERY, BY STATES AND JURISDICTIONS

Classification (a)

Alabama If
Alaska [I1A
Arizona IA
Arkansas [1A
California IA
Colorado MB
Connecticut IA
Delaware MB
District of Columbia IA
Florida IA
Georgia 1B
Guam [A
Hawalii 1A
ldaho [1B
[llinois 1B
Indiana 1B
lowa 1B
Kansas [1B
Kentucky 1A
Louisiana 1B
Marne [A
Maryland 1A
Massachusetts I
A |

Mmnesola 1B
Mississippi 1A
Missouri H

(@ See Table b lot thi "mitioti ol each classification and lor excep'i n.

Classification (a)

Montana 1B
Nebraska HE!
Nevada 1B
New Hampshire 1A
New Jersey 1A
Now Mexico IA
New York IA
North Carolina 1B
North Dakota 1B
Ohio IA
Oklahoma 1A
Oregon 1B
Pennsylvania 1A
Puerto Rico IA
Rhode Island 1B
South Carolina IA
South Dakota 1B
Tennessee IB
Texas IB
Utah IA
Vermont |A
Virginia v
Virgin Islands 1*
Washington 1B
West Virginia 1A
Wisconsin I
Wyom ng MB
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Licensure is the process by which an agency of govern-
ment grants permission to persons to engage in a given
profession or occupation by certifying that these licensed
have attained the minimal degree of competency neces-
sary to ensure that the public health, safety, and welfare
will be reasonably well protected.

Certification is the process by which a nongovernmen-
ts agency or association grants recognition to an individ-
ual who has met qualifications specified by the group.

Accreditation is the process by which an agency or
organization evaluates and recognizes an institution or
program of study as meeting predetermined criteria or
standards.

Two other terms which are not included above but
appear in official documents require definition for pur-
poses of this report. The term approval is considered
synonymous with accreditation, as defined above, and

TABLE 7. LICENSURE. OR OTHER QUA

a1V

registration is used as an approximate equivalent for li—
censure.

Table 7 — Licensure or Other Qualifications
forthe Practice of Nurse-Midwifery

Table 7 shows 40 states and jurisdictions where legisla-
tive statutes or official regulations require nurse-mid-
wives to be licensed or meet specific qualifications in
order to practice nurse-midwifery. Almost half (18)
require licensure specifically for nurse-midwifery. In 11
others, licensure is not mandatory but official regulations
define specific qualifications for nurse-midwives who
want to practice. Although in 4 states nurse-midwives
have the option to register in accordance with physician
assistant laws, no nurse-midwives have sought to register
for practice under these regulations. Nurse-midwives
practicing in Connecticut have qualified in accordance

LIFICATIONS FOR THE PRACTICE OF

NURSE-MIDWIFERY AS DEFINED BY STATES AND JURISDICTIONS

Licensure specific to nurse-midwifery

Arizona Montana Pennsylvania
California New Hampshire Puerto Rico
Connecticut (a) New Jersey Utah

Florida New Mexico (b) Virginia
Guam New York Virgin Islands
Kentucky Ohio West Virginia

Specific qualifications, other than state licensure, for nurse-mldwlfory

Colorado Maine
District of Columbia Maryland (c)
Georgia Mississippi
Illinois Oregon

Registration undor laws for

Arkansas (a)
Connecticut (a)

South Carolina
South Dakota
Vermont

physician assistants

lowa
Washington (a)

Legal provisions for lay midwives apply

Arkansas (a) Louisiana
Delaware Maryland (c)
Hawaii Minnesota
inaiana North Caroli

Texas (d)
Washington (a)
Wyoming

na

(i) Nurseimdwive!l. have ii fegnt option lo qualify ‘of practice under ;.tiituto!', applicable lo one or more oilier pructifiacers ol irmiwtlory

(hiIn nttjnt topractice, nurse ...cr, nasifcr icc-nBuu bv
(O Nurse nnrtwivos must meelrur.iiirenients ol (1) lay unm-.
(i) I awz, do not specify qualilit al olis tor practice

i ensure laws
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with 'the state’s nurse practice act, while in lowa no
nurse-midwives are practicing.

Regarding the group of states where legal practice of
nurse-midwifery is possible under lay midwife laws, the
situation is ambiguous due to the varying, complex and
often outdated legal bases for practice. First, the phrase
"legal provisions" is used broadly to include (1) statutes
scattered in various parts of the state codes which require
midwives, inter alia, to carry out functions such as
reporting births or instilling medications in the eyes of
newborn babies; (2) local health regulations concerning
permission to practice midwifery; (3) and state licensure
laws. Among the states in this group, Texas has no mid-
wifery licensure laws but does have various provisions
with which midwives are specifically required to comply.

Second, in several states (Delaware, Hawaii, Minne-
sota, Washington) where midwifery licensure laws have
not been repealed, they have not been applied to either
lay midwives or nurse-midwives for many years. In two
other states (Louisiana and North Carolina) currently
licensing lay midwives, nurse-midwives have not applied
for licensure. However, in four of the above states
(Louisiana, Minnesota, North Carolina, Washington)
nurse-midwives in the future will be practicing in accor-
dance with rules and regulations under consideration by
Boards of Nursing. In fact only three states (Indiana,
Maryland, Wyoming) currently license nurse-midwivcs
under the lay midwife laws, and in Maryland nurse-mid-
wives actually function beyond the limitations of the mid-
wife laws because as licensed professional nurses they
can legally undertake responsibilities delegated by li-
censed physicians.

A trend in the country as a whole is the diminishing
implementation of lay midwife licensure laws. Although
25 states and jurisdictions still have lay midwife licensure
laws, 13 no longer iinplemen* them. Three other states
have lay midwives who practice without licensure. In
some situations, like Minnesota and Michigan, the licen-
sure laws have been shelved because their specifications
are no longer appropriate for modern professional nurse-
midwives. while in other states, such as Tennessee, Vir-
ginia, and West Virginia, lay midwives are being phased
out as mare modern services arc provided. Decision mak-
ing in this respect varies from state to state but authority
to control practice is always vested by legislative statute.

Table 8 — Statutory Agencies Authorized
to Control Standards for Practice

Public agencies authorized by legislative statutes to
control standards for tl": practice of nurse-midwifery are
the locus oi Tabic o. Out of 4 ¥ states and jurisdictions
with permissive laws, only 3l have specific laws which
designate the group responsible for the control of
midwifery practice. This number takes into considera-
tion the fact that some states are listed under mote than
one category in Table 8. Explanations for tiiis appear in
the footnotes to the table. Three types of statutory agen-
cies are most frequently designated by the state (1)

Boards of Health or, in some states. Health Departments
or Departments of Human Resources; (2) Boards of
Medical Examiners (or Boards of Medical Education and
Licensure); and (3) Boards of Nurse Examiners (or
Boards of Nursing).

California and the Virgin Islands are the only places
where nurse-midwives have authority, under legislative
statute, to participate in the control of their own practice.
The Virgin Islands are unique in having the only statu-
tory body responsible for nurse-midwifery which is so
named. In the case of California, although the Board of
Nursing Education and Nurse Registration is authorized
to regulate the practice of nurse-midwifery, the Board is
required by legislative statute to do so through a commit-
tee which includes nurse-midwives as well as obstetri-
cians.

Two states (Colorado and New Hampshire) have cre-
ated Joint Commissions representing the State Boards of
Nursing and of Medicine which are authorized and active
in developing, for joint promulgation, rules and regula-
tions specific to the practice of uursc-midwifery. Idaho
and Nebraska have similar mechanisms created by legis-
lative statutes, which could be applied to the
development of nurse-midwifery. In states where Joint
Commissions set standards for nurse-midwifery practice,
the state Boards of Nursing are the implementing agen-
cies.

In 2 other states (Utali and Washington), general li-
censing bodies arc responsible for implementing stan-
dards set by the state Board of Nursing or by a desig-
nated representative of the state’s nursing profession.

Multiple authority for the control of practice exists in
several states. In Arkansas, Connecticut, and Washing-
ton, nurse-midwivcs may practice under alternative sets
of laws referring to lay midwifery, nursing, or physician
assistants. In New Mexico, older laws require that nurse-
midwivcs be licensed by the stale’s Department of Public
Health while new laws provide for licensing by the Board
of Nursing.

In A states and jurisdictions (District of Columbia,
Maine. South Carolina, Vermont) which officially recog-
nize nurse-midwifery in joint statements, no statutory
agency lias been specifically authorized to regulate the
practice of nursc-midwifcry.

Tables 9and 10 — Recognition of
ACIMM Professional Standards

Table 9 shows 13 stales which currently refer spe-
cifically to ACNM standards for the practice of mir.se-
niidwifcry in either legislative slatiiies or in regulations
prnmtilgulcd by statutory agencies. In several oilier
states, there is official recognition of ACNM standards in
the position st: lenienis of professional organizations,
usually interdisciplinary, which influence standards for
practice.

Table 10 lists 17 states which officially recognize
ACNM certification and 11 slates which recognize
ACNM approved uursc-midwifery educational pro-
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TABLE 8. STATUTORY AGENCIES AUTHORIZED TO CONTROL STANDARDS FOR
THE PRACTICE OF NURSE-MIDWIFERY BY STATES AND JURISDICTIONS

State Board of Health (a)

Arkansas (b) Florida New York
Connecticut (b) Hawaii New Mexico
Delaware Kentucky Virginia
Florida Maryland

State Board of Medical Examiners (a)

Arkansas (b) (c) lowa (c) Pennsylvania
Connecticut (b) (c) Louisiana Puerto Rico
Guam New Jersey Washington (b)(c)
Indiana Ohio Wyoming

State Board of Nurse Examiners (a)

Alaska Mississippi South Dakota
Arizona Montana Tennessee
California Nevada Washington (b)
Connecticut (b) New Mexico West Virginia
Louisiana Oregon

Joint Commission of State Boards

Colorado Nebraska
Idaho Now Hampshire

Other agencies
Utah — Department of Business Regulation

Virgin Islands — Board ol Nurse-Midwile Examiners
Washington (b) — Division of Professional Licensing

|,)) O equivalent
I3) Authority loi conliol isambiguous Holer in Pari il lor specific instances
|r] Authority tor control is designated in the slate's physician assistants act without spocilic recognition ot nurse riudwilery
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TABLE 9. EXTENT OF SPECIFIC RECOGNITION OF ACNM PROFESSIONAL
STANDARDS FOR NURSE-MIDWIFERY PRACTICE BY STATES AND JURISDICTIONS

Legislative statutes or regulations by statutory agencies

Arizona Montana South Dakota

Connecticut New Hampshire Utah (a)

Florida New Jersey Virginia

Kentucky New Mexico West Virginia
New York

Statements by interdisciplinary professional groups

Colorado Mississippi
District of Columbia South Carolina
Maine Vermont
Maryland

Othercurrent official documents

Georgia — Joint statements of institutions which employ nurse-midwives
Guam — Affidavit of licensure to practice
Illinois — State Nurses' Association position statement
Louisiana — State Board of Nursing position statement
Maryland — State Department of Health policy
St. Louis, Missouri — Department of Health and Hospitals policy

(@ Legislative statute passed in 19V1was the first state taw to require ACNM certification.

1fl

TABLE 10.  ACNM STANDARDS FOR NURSE-MIDWIFERY PRACTICE OFFICIALLY
RECOGNIZED BY STATES AND JURISDICTIONS

Certification by ACNM

Arizona New Hampshire
District of Columbia New Jersey
Guam New Mexico
Kentucky New York
Louisiana South Carolina
Maryland South Dakota
Mississippi Utah

Montana West Virginia Vermont

Gradual' jn from anurse-midwifery educational program approved by ACNM

Arizona Maryland
Florida Mississippi
Gooigin New Hampshire
Illinois New Mexico
Kentucky South Carolina
Louisiana Virginia

Maine West Virginia
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grams, the two ACNM standards for practice referred to
most frequently. In the case of Maryland, ACNM certifi-
cation is a qualification adopted by the State Health De-
partment in licensing nurse-midwives under old lay mid-
wife regulations. In the case of Georgia, graduation from
an ACNM approved school of nurse-midwifery is the
condition adopted by local institutions and agencies
which employ nurse-midwives.

The trend toward use of ACNM standards in state con-
trol of nurse-midwifery practice is closely related to the
recent development of ACNM mechanisms for conduct-
ing certification examinations for nurse-midwives and
approval procedures for nurse-midwifery educational
programs.

Additional and more recent information about regula-
tions pertaining to the practice of nurse midwifery in
each of the states and jurisdictions listed in Tables 7 to
10 may be obtained directly from the respective statutory
agencies. Their names and addresses, together with ref-
erences for official documents, are given in Part Il of
this report. Included also are the names and addresses of
ACNM members who serve as key sources for
information on legislation and on activities of nurse-mid-
wives involved with development of services in their re-
spective states.

CONCLUSIONS

Nurse-midwifery in the United States today is, on the
whole, a fairly open field. With few exceptions, laws of
states and jurisdictions are not restrictive or clearly pro-
hibitive of the development of nurse-midwifery. However,
while there are indications that the trend is toward pas-
sage of enabling legislation in most states, it is also evi-
dent that in many of these states nurse-midwives are still
not practicing and that in others, only one or two are em-
ployed. This situation raises questions which need to be
answered with more information than our survey data
provide. For instance:

* Are current laws too weak or ambiguous to provide
sound legal bases for nursc-midwifcry practice?

e What arc the significant factors that prevent full
practice by nurse-midwivcs? Arc they conservative
attitudes of doctors, hospital administrators, and
nursing leaders, or restrictive third-party payment
policies of health insurance companies, or unsuit-
able salaries and working conditions?

mngv.M*0.nanuv  y™'uSkyv

Arc people unaware of the professional competence,
of the full scope of functions, and of the significant
role of nurse-midwives in the health care system
with respect to services and education for healthy

child-bearing and family planning?

Infinite variation is as obvious a feature of legislation
pertaining to nurse-midwifery as it is for other health
matters. Whether this situation is more of aliability than
an asset is debatable. However, nurse-midwives might be
in a position to spearhead efforts toward development of
sound legal bases for the practice of various types of new-
professional groups involved in health care. To do this, it
is necessary to examine carefully the pros and cons of
current legal bases relating to nurse-midwifery by an-
swering two general questions:

e What are the implications of the different types of
statutory recognition of nurse-midwifery, such as
separate legislative statutes, separate rules and reg-
ulations?

 What is the real function of professional joint state-
ments with respect to nurse-midwifery practice and
what purpose do they serve in determining legality
of practice?

Standards for nurse-midwifery practice, such as licen-
sure and other qualifications, are currently set in most
states by a variety of statutory agencies which may or
may not have representation from nurse-midwifery. This
means that those who are not members of the profession
determine, in many situations, who shall practice and
how. Thus, questions to be answered in planning for the
future development of nurse-midwifery services are:

e How can existing statutory agencies in each state
provide for effective participation of nurse-midwivcs
in defining standards for their practice?

e What is a more effective alternative to the existing
statutory agencies assigned to control nurse-midwif-
cry?

e What should be the role of the ACNM in providing
professional standards for use by state agencies con-
cerned with nurse-midwifery practice?

While Part Il of this report has outlined significant
features in the picture of nurse-midwifery legislation and
practice, Part |1l provides the individual characteristics
of each state together with references to legislation and
sources. This is an “open book" for those interested in
establishing and promoting nurse-midwifery as a means
of making more and better care accessible to families in
need of child-bearing and family planning services.
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PART

DIRECTORY OF

STATES AND

ALABAMA

Legal Status

Nurse-midwives are practicing fully only in a U.S. Air
Force hospital due to the ambiguity of the legal base for
nurse-midwife practice. However, lay midwives practice
under a midwife law (1), although no new permits have
been issued since April 1973. Furthermore, whereas
there are no clear prohibitions in cither the Nurse Prac-
tice Act (2) or the Medical Practice Act (3), the state's
Attorney General stated in a 1971 opinion that nurse-
midwifery practice would be in ‘““conflict" with the above-
mentioned statutes (4). He further stated that new legis-
lation would be necessary for full practice by nursc-mid-
wives despite the existence of a physician assistants act
(5) which would seem to cover their practice.

There is increasing interest in beginning nurse-midwif-
cry practice in the state. The Alabama State Nurses’
Association resolved at their Convention in November,
1974 to introduce legislation for nurse-midwifery (6).

Legislation and Sources

1. Code of Alabama 1940, Amended, Title 46, Profes-
sions and Geeupuiions, Chapter 9, Miuwivcs, Section 168
(1064) (711), Practice of Midwifery Regulated.

2. Code of Alabama 1940, Amended 1964, Title 46, Sec-
tion 189 (34), Nurse Practice Act.

—/ %] —em e i ;
P oyvaue of rtﬁtjuaululﬁﬁm, Ariiiciitich, T Af Ml
sions and Occupations, Chapter 13, Medical Practice
Act.
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4. Opinion of the Attorney General, State of Alabama, in
a letter from David W. Clark, Assistant Attorney Gen-
eral, to Charles E. Flowers, Jr., MD, November 5,1971.

5. Code of Alabama 1940, amended 1971, Title 46, Pro-
fessions and Occupations, Article 7, Assistants to Physi-
cians, Section 297.

6. The Alabama Nurse, December 1974, pp. 3-4.

Qualifications for Practice

None.

Application for Licensuro

None.

Agencies Employing for Full Clinical Practico

Maxwell Air Force Base Hospital
Montgomery, Alabama
Montgomery, Alabama 36112

ACNM Affiliation
Chapter 9, Region V

Key Source for Legislation Infonnation

Elizabeth Richardson, CNM
406 Auburn St.
Tuskegec, Alabama 36083

ALASKA

| ogjxll_ _ ie
Certified nurse-midwives arc practicing fully only in
U.S. government hospitals, but not in other institutions.

20 LEGISLATION AND NURSE-MIDWIFERY PRACTICE IN THE USA



although there are no specific provisions for licensure of
certified nurse-midwives or lay midwives. On the other,
hand, the nurse practice act (2) was amended during the
1972 legislative session. It allows nurses to perform acts
of “ medical diagnosis” and the "prescription of medical
therapeutic or corrective measures” when authorized by
regulations promulgated jointly by the State Medical
Board and the State Board of Nursing and as imple-
mented by the Board of Nursing. Regulations fur nurse-
midwifery practice under this statute are presently being
developed.

Legislation and Sources
1. State Laws of Alaska, Chapter 08.64, Medicine, 1970.
2. State Laws of Alaska, Chapter 08.68, Nursing, 1973.

Qualifications for Practice

Under consideration by the State Boards of Nursing and
Medicine. ,

Application for Licensure

Alaska Board of Nursing
Department of Commerce

Division of Occupational Licensing
Pouch 'D’

Juneau, Alaska 99801

Agendas Employing for Full Clinical Practice

USPHS Alaska Medical Center
Box 7-741
Anchorage, Alaska 99510

ACNM Affiliation
Chapter 26, Region VI

Key Source for Legislation Information

Ingeborg Rathkc, CNM
Alaska Native Medical Center
Box 7-741

Anchorage, Alaska 19510

ARIZONA

Lean! Status

Certified nurse-midwives are practicing fully under the
Law Regulating the Practice of Nursing in Arizona,
amended in 1973 to allow for the expanded role of the
nurse (1). As a result of this change, the Rules and Regu-
lations of the State Board of Nursing (2), and the lay mid-
wife statutes (3) were revised. The new Rules and Regula-
tions specifically delineate nurse-midwifery practice (4),

JOURNAL OF NURCE-MIDWIFERY ¢ Vol. XXI, No. 2, Summer 1976

is exempt from the lay midwifety licensing regulations. A
small number of lay midwives continue to be licensed
under this law.

Legislation and Sources

1. Law Regulating the Practice of Nursing in Arizona,
Chapter 15, Article 1, Sections 32-1601.5. (e), September

1973.

2. Rules and Regulations of the State Board of Nursing,
Supplement 1, New Rule Section 1V, Part Il, A. June 27,
1973, Arizona.

3. Arizona Revised Statutes, Licensing and Regulation of
Midwifery, Title 36, Chapter 6, Article 7, Section 36-752.
4. Arizona State Board of Nursing information for appli-

cants. “ Requirements for Certification as a Nurse Practi-
tioner in Extended Nursing Practice,” August 1973.

Qualifications for Practice
1. Registration in Arizona as a professional nurse.

2. Successful completion of a course in midwifery ap-
proved b» the American College of Nurse-Midwives.

3. Passing of the required examinations stipulated by the
Board of Nursing. The Board may waive examinations
for those nurses who have qualified and hold a certificate
issued by the American College *»f Nurse-Midwives.

4. Membership in the American C illege of Nurse-Mid-
wives.

Application for Liconsuro

Arizona State Board of Nursing
Occupational Licensing Building
1645 W. Jefferson Street, Room 254
Phoenix, Arizona 85007

Agencies Employing for Full Clinical Practice

Hospital
Davis-Monthan Air Force Base
Tucson, Arizona 85707

Maricopa County Hospital
2601 E. Roosevelt
Phoenix, Arizona 85006

Memorial Hospital
1201 S. 7th_ALvenue
Meiciii a ( Azt 1607
USPHS Indian Hospital

P.O. Box 649
Fort Defiance, Arizona 86504

ACNM Affiliation
Chapter 21, Region VI
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ARIZONA (continued)
*
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Kay Source for Legislation Information
Nancy C. Bolles, CNM
Memorial Hospital
1201 S. 7th Avenue
Phoenix, Arizona 85007

ARKANSAS

Legal Status

Nurse-midwives are not practicing in Arkansas, even
though the laws are not restrictive in this respect. Stat-
utes and regulations (1) provide for the practice of lay
midwives and continue to be implemented. Neither the
state’s Nurse Practice Act (2) nor the Medical Practices
Acts (3) are clearly prohibitive, in fact, services rendered
by physician assistants and registered nurses under the
supervision of a licensed physician are permitted. An At-
torney General’sopinion of 1973 (4) stated that the physi-
cal presence of the physician is not required for this
supervision.

Legislation and Sources

1. Arkansas Statutes of 1947, Act 1913, No. 96, Para. 82-
110, and "Rules and Regulations Pertaining to the Prac-
tice of Midwives in Arkansas," Arkansas State Board

of Health.

2. Arkansas Statutes, 1967, Act No. 315. Nurse Practice
Act.

3. Arkansas Statutes, Act 65 of 1955, Act 198 of 1957 and
Act 53 of 1971, Arkansas Medical Practices Acts.

4. Opinion No. 73-54, March 5, 1973, Letter to Senator
W.D. Moore, Jr., from J.G. Tucker, Attorney General,
Arkansas.

Qualifications for Practice

None specific to nursc-midwifcry.

Application for Licensuro

For specific information regarding practice under the lay
midwife or physician assistants laws and regulations,
write to:

Arkansas State Board of Health
4815 West Markham Street
Little Rock, Arkansas 72201

Arkansas State Medical Board
212 Jackson Street
Harrisburg, Arkansas 72432

Agencieu Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 20, Region V

Key Source for Legislation Information

Laura Mann, PHN

Consultant, Maternal and Child Health Division
Arkansas State Department of Health

4815 West Markham Street

Little Rock, Arkansas 72201

CALIFORNIA

Legal Status

A nurse-midwifery practice act (1) was signed into law
on September 26, 1974. The California Board of Nursing
Education and Nurse Registration is authorized under
this act to define rules and regulations for the practice of
nurse-midwifery through a committee which includes
nurse-midwives and obstetricians. Until these regula-
tions shall have been officially approved, nurse-midwif-
ery practice is limited to specific educational institutions
and community hospitals which arc approved as experi-
mental health manpower projects by the State Depart-
ment of Public Health (2).

Legislation and Sources

1. California Business and Professions Code. Division 2,
Chapter 6, Article 2.5, Nursc-Midwivcs; also, Section
2815.5,1974.

2. California Health and Safety Code, Division 1, Part I,
Chapter 2, Article 18, Health Manpower Innovations,
1972.

Qualifications for Practice

Practitioners must meet the educational and professional
standards established by the institutions which are ap-
proved for experimental health manpower projects by the
state. Once rules and regulations of the Board of Nursing
Education and Nurse Registration will have been ap-
proved, they will take precedence.

Application for Licensura

California Board of Nursing Education and Nurse
Registration

Business and Professions Building

Room A-290

1021 O Street

Sacramento, California 95814

Agencies Employing for Full Clinical Practice

Los Angeles County — University of Southern
California Medical Center

Women’s Hospital

Los Angeles, California 90033

22 LEGISLATION AND NURSE-MIDWIFERY PRACTICE IN THE USA



Martin Luther King Jr. General Hospital
Los Angeles, California 90059

St. Luke’s Hospital
San Francisco, California 94110

Watts Health Foundation
Los Angeles, California 90059

ACNM Affiliation

Chapters 24 (Northern California) and 25 (Southern
California), Region VI

Key Source for Legislation Information

Irene Matousek, CNM

Assistant Professor of Obstetrics

University of Southern Califomia/L.A. County
Hospital

442 Garfield Avenue

South Pasadena, California 91030

COLORADO
Legal Status

Certified nurse-midwives are not practicing fully at
this time, but it is anticipated that they will do so in the
near future under the state’s 1973 Nurse Practice Act,
which provides for expanded roles of nurses (1). Rules
and regulations for practice arc to be promulgated by the
Boards of Nursing and of Medical Examiners. Guide-
lines for the practice of nurse-midwifery, as proposed by
the Joint Practice Committee of the state’'s medical and
nursing associations (2), have been adopted by the two
Boards.

The practice of nurse-midwifery was limited due to the
restrictive interpretation of the state's Medical Practice
Act, which includes midwifery in its definition of the
practice of medicine (3). However, certified nurse-mid-
wives have been responsible for prenatal and postnatal
care in public health settings. Also, since 1972, the Uni-
versity of Colorado Medical Center School of Medicine
has been conducting a program to train physician assis-
tants (obstetrical associates), whose functions are essen-
tially the same as those of nurse-midwives.

Legislation and Sources

1. Colorado Revised Statutes of 1973, Chapter 97, Article
1. Professional Nursing Practice Act. Effective uaic

January 1,1974.

2. Proposed Guk* iines for the Practice of Nursc-Midwif-
ciy. The Joint Practice Committee of the Colorado Medi-
cal Society and the Colorado Nurses Association, July
1974.

3. Colorado Revised Statutes, Chapter 91, Medical Prac-
tice Act, Section 91-1 =, 1963.

Qualifications for Practice

Being developed by the State of Colorado Boards of
Nursing and of Medical Examiners.

Application for Licensure

None at present.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 22, Region V|

Key Source for Legislation Information

Clyda M. Jensen, R.N.

Nurse Consultant

Maternity and Family Planning
Colorado Department of Health
4210 East 10th Avenue

Denver, Colorado 80220

CONNECTICUT

Legal Status

Certified nurse-midwives are practicing fully in clini-
cal midwifery under the state's nursing statutes (1,2)
and/or the Physician Assistants Act (3). Both legal bases
are supported by an Attorney General’sruling. Licensure
specific to nurse-midwifery practice is not required by
cither act.

In 1972, a position statement by the Connecticut
Nurses Association defined nurse-midwifery as an added
dimension of professional nursing (4). The practice of
nurse-midwiP-ry will be included in new provisions of the
above nursing statutes, which are being revised to cover
nurses in expanded roles.

The lay midwife laws, which were revised in 1971 to
recognize some of the ACNM standards, still contain lay
midwifery restrictions and the requirement of a state
examination administered by the State Health Depart-
ment (5,6,7), No nurse-midwivcs have applied for licen-
sure under this revised law.

leg'slaticrt end Sources

1. General Statutes of Connecticut, Revision of 1968,
Chapter 378 — Nursing. Section 20-87.

2. Letter of August 1, 1973 from Director, Community
Health Division, State Health Department, Connecticut.

3. Substitute Senate Bill No. 1224, Public Act No. 717.
An Act concerning Assistants to Physicians and Sur-
geons, approved July 8,1971, Connecticut.
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CONNECTICUT  (continued)

4. Connecticut Nurses Association, Position on Nurse-
Midwifery, approved by Board of Directors of CNA, June
1972. -

5. House Bill No. 7675, Public Act No. 410. An Act con-
cerning the Abolition of the Connecticut Board of
Examiners of Midwives and the Transfer of its Powers,
approved June 9,1971.

6. Memorandum of October 27, 1971, signed by the
Commissioner, State Department of Health, Connecti-
cut.

7. Public Health Code, Chapter 3, Midwifery, Sections
19-13-C1 to 19-13-C3, revised September 24, 1971, Con-
necticut.

Qualifications for Practice
Under the nursing statutes:

1. Licensure as a professional nurse registered in Connec-
ticut.
2. Nurse-midwifery qualifications as defined by employ-
ing agency, usually requiring current ACNM certifica-
tion.

Under the Public Health Code for Midwifery:

1. Passing of an examination as required by the State
Board of Health (fee of $25.00).

2. Good moral character.
3. Connecticut residence.

4. Successful completion of a program approved by the
Commissioner of Health or completion of an approved
refresher course or internship, if applicant has been inac-
tive for 5 years.

Limitations to Practice

Under lay midwife laws, no midwife shall use any instru-
ment. or assist labor by any artificial, forcible, or me-
chanical means ... or attempt to remove adherent pla-
centa.

Application for Licensure
Under the Public Health Code for Midwifery:

Caro.' A. Christoffers, RN

Pubbc Health Nursing Consultant
Maternal and Child Health Section
State Department of Health

79 EIm Street

Hartford, Connecticut 06115

Agencies Employing for Full Clinical Practice

Drs. Borelli, Foye, McGrade, and DcGrazia
Route 7. Professional Building
Brookfield, Connecticut 06804

S oedey] e ot

Community Health Care Plan
150 Sargent Drive
New Haven, Connecticut 06511

Drs. I. Friedman, P. Molumphy and L. Olson
860 Howard Avenue
New Haven, Connecticut

Hill Health Center
428 Columbus Avenue
New Haven, Connecticut 06519

Yale Health Plan
17 Hillhouse Avenue
New Haven, Connecticut 06511

Yale New Haven Hospital
789 Howard Avenue
New Haven, Connecticut 06510

Yale University School of Nursing

Graduate Program in Maternal and Newborn Nursing
and Nurse-Midwifery

38 South Street

New* Haven, Connecticut 06510

ACNM Affiliation
Chapter 2, Region |

Key Source for Legislation Information

Linda P. Vieira, CNM
310 Willow Street
New Haven, Connecticut 06511

DELAWARE

Legal Status

Certified nurse-midwives arc not functioning fully in
clinical midwifery services. Although a 1943 health code
pertaining to midwifery is still in effect, no lay midwives
are presently licensed under it (1), nor have certified
nurse-midwivcs been licensed under this code. The medi-
cal practice act docs not prohibit the practice of midwif-

eryn).
Legislation and Sources

1. Delaware State Board of Health, Rules and Regula-
tions Pertaining to Midwives, Article I, Chapter 25, 745,
Section 2(i), September 28,1943.

2. Delaware Code, Chapter 17, Medicine, Surgery and
Osteopathy, 1964.

Qualifications for Practice
Under the health code, applicants must:

1. Beat least 21 years of age;
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2. Possess sufficient experience in the practice of midwif-
cry;

3. Be recommended by the Deputy State Health Officer
of the county in which the midwife resides;

4. Pass a physical examination by a physician designated
by the Executive Secretary of the State Board of Health;

5. Renew license annually on August 1.

Application for Licensure

Bureau of Licensure

Department of Health and Social Services
Division of Physical Health

State Health Building

Dover, Delaware 19901

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 6, Region Il

Key Source for Legislation Information

Edith Wonnell. CNM

106 Wayland Road

Sedgely Farms

Wilmington, Delaware 19807

DISTRICT OF COLUMBIA

Legal Status

Certified nurse-midwives function fully under provi-
sions of the Joint Statement by the District of Columbia
Medical Society and the District of Columbia Nurses’
Association, accepted in May 1973 (1). This statement
enables nurse-midwives to practice in hospitals, with
health agencies, and in private obstetricians' offices. In
the Healing* Art Practice Act of the District of Columbia
(2). sections referring to the licensure and practice of
midwifery do not apply to nurse-midwives, and the licen-
sure procedures are also no longer operative for lay-mid-
wives.

Legislation and Sources

1 Joint Statement by the District of Columbia Medical
Society and the District of Columbia Nurses’ Association
Concerning Nurse-Midwife Practice, accepted May
1973.

2. Healing Art Practice Act, District of Columbia Code,
1967 Edition, Title 2, Chapter 1, Sections 2-113, 2-120,
and 2-122.

Qualifications for Practice

1. Registration in the District of Columbia as a registered
nurse;

2. Completion of an organized program of study and
clinical experience in nurse-midwifery;

3. Certification by the American College of Nurse-Mid-
wives.

Agencies Employing for Full Clinical Practice

D.C. Department of Human Resources
1875 Connecticut Avenue, N.W.
Washington, D.C. 20009

D.C. General Hospital
19th Street & Mass. Avenue, S.E.
Washington, D.C. 20003

Georgetown University School of Nursing
Nurse-Midwifery Program
Washington, D.C. 20007

Group Health Association
2121 Pennsylvania Avenue, N.W.
Wijishington, D.C. 20037

ACNM Affiliation
Chapter 6, Region Il1

Key Source for Legislation Information

Margaret Gallen. CNM
2800 Woodley Road, N.W.
Washington, D.C. 20008

FLORIDA

Legal Status

Certified nurse-midwives are functioning fully in clini-
cal midwifery services. The Medical Practice Act, as
amended in 1970, recognizes nurse-midwifery under "ex-
emptions"” in the definition of the practice of medicine
(1). This statute empowers the State Department of
Health to regulate the practice of both lay midwifery and
of nurse-midwifery (2). Lay midwives arc currently li-
censed to practice, and the state’s physician assistants
act also provides legal coverage for the practice of mid-
wifery (3).

Legislation and Sources

1. Florida Statutes, Chapter 458. Medical Practice Act,
Section 458.13(4), 1970.

2. Rules, State of Florida, Department of Health and Re-
habilitative Services, Division of Health Scrvices-Mcdi-
cal and Related Fields, Chapter 10D-36, Part I, Lay-mid-
wifery, Part 11, Nurse-midwifery, 1971.
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FLORIDA (continued)
3. Florida Statutes, Chapter 458, Medical Practice Act,
Section 458.135, Physician’s Assistant, 1970.

Qualifications for Practice
1. Licensure as a professional nurse in Florida.

2. Successful completion of a nurse-midwifery education-
al program approved by the American College of Nurse-
Midwives.

3. Registration with the Division of Health as a nurse-
midwife. (Annual renewal is required.)

Application for Licensure

Division of Health

Department of Health and Rehabilitative Services
P.O. Box 210

Jacksonville, Florida 32201

Agencies Employing for Full Clinical Practice

Bethesda Memorial Hospital
Boynton Beach, Florida

R.B. Cuthbert, Jr., MD, FACP
Mortan F. Plant Hospital

323 Jeffords Street
Clearwater, Florida 33516

Elgin Air Force Base Hospital
Valparaiso, Florida 32542

MacDill Air Force Base Hospital
Tampa, Florida 33608

L. Radkin, MD, and D. Juba, CNM
Live Oak, Florida

University Hospital

655 W. 8th Street

Jacksonville, Florida 32209

ACNM Affiliation
Chaptcr8, Region V

Key Source for Legislation Information

Ethel J. Kirkland, CNM
Box 12006

Carver Station
Jacksonville, Florida 32209

r- b-» >B A

Lega! Status

Nurse-midwivcs arc functioning fully in several se-
lected areas of the state, where the legal base for their
practice is considered to lie in the state’s nurse practice
act (1), in conjunction with joint statements on nurse-

,oe 't - b 1 : [ | >
midwifery developed locally by interdisciplinary profes-
sional groups responsible for nurse-midwifery services
(2). Although lay midwives are permitted to practice
under the midwifery practice act (3), the number of lay
midwives applying for certification is diminishing rapid-
ly, and the State Department of Human Resources is no
longer offering training in lay midwifery.

A centralized listing system for certified nurse-mid-
wives in the state is being explored with the Georgia De-
partment of Human Resources.

Legislation and Sources

1. State of Georgia Code for Professions, Businesses and
Trades, Chapter 84-10, Nurses.

2. Joint Statement on Nurse-Midwifery, Grady Memorial
Hospital, Atlanta, Georgia, accepted March 5,1971.

3. Georgia State Public Health Code, Chapter 88-14,
Practice of Midwifery, 1964.

Qualifications for Practice

Although no statewide licensure requirements exist,
the joint statements accepted by local professional
groups define similar qualifications for nurse-midwives
to practice. At Grady Memorial Hospital minimum
qualifications are:

1. Licensure as aregistered nurse in the state of Georgia;

2. Possession of a Certificate in Nurse-Midwifery from a
program approved by the American College cf Nurse-
Midwives;

3. Currency in nurse-midwifery practice assessed accord-
ing to criteria developed by the Grady Memorial Hospi-
tal Nursc-Midv/ifery Seivicc.

Application for Licen:surc

None.

Agencies Employing for Full Clinical Practice

Archibald Memorial Hospital
with Thomas County
Thomasville, Georgia

Dr. S. Gatewood
Americas, Georgia

Glynn-Brunswick Memorial Hospital
Brunswick, Georgia 31520

Grady Memorial Hospital
80 Butler Street, S.W.
Atlanta, Georgia 30303

ACNM Affiliation
Chapter 9A, Region V
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Key Source for Legislation Information

JuneSangala, CNM
Nurse-Midwifcry Service
Grady Memorial Hospital
80 Butler Street

Atlanta, Georgia 30303

GUAM

Legal Status

Nurse-midwives are employed for clinical midwifery
sendees and are beginning to perform deliveries. They
are licensed under the Medical Practices Code (1), and
the Government of Guam Commission on Licensure to
Practice the Healing Art has established standards for li-
censure (2), which include certification by the American
College of Nurse-Midwivcs, in addition to those specified
for midwives in the Code (3).

The Medical Practices Code is being revised and its
provisions for midwifery practice (3) may be altered. At
the same time, the Nurse Practice Act (4) is also being re-
vised to include provisions for nurse-midwifery practice.

Legislation and Sources

1. Government Code of Guam for Medical Practices,
Title 28, Chapter I, Definitions. Chapter Il. General Pro-
visions, 1952.

2. Memorandum from Guam Memorial Hospital Admin-
istrator to Director of Public Health and Social Services,
Guam, Septembci 7,1973.

5. Government Code of Guam for Medical Practices,
Title 28, Chapter 1V, Midwives, 1952.

4. Government Code of Guam Medical Practices, Title
28, Chapter 111, Nurse Practice Act, amended 1964.

Qualifications for Practice
1 Qualification as a graduate nurse.

2. Qualifications as established by the Commission on Li-
censure (currently using ACNM standards).

Application for Licensure

Commission on Licensure to Practice the Healing Art
Attention: Mr. Robert Taylor

Guam Memorial Hospital

P.O. Box AX

Agana, Guam 96910

Agencies Employing for Full Clinical Practice
Naval Regional Medical Center

Seventh Day Adventist Clinic (affiliated with Guam
Memorial ilospital)

ACNM Affiliatipn.
Region Vi

Key Source for Legislation Information

J. Tiffany Coleman, CNM
P.O. Box B.T.
Agatia, Guam 96910

HAWATII

Legal Status

Nurse-midwives may legally practice in Hawaii, al-
though none are currently known to do so. The legal
basis for practice is provided in lay midwife regulations
of the Department of Health (1).

Although these regulations were prepared for the lay
midwife, they do not impose excessive restrictions on
nurse-midwifery practice. There has been some interest
in the Department of Health in using ACNM certifica-
tion as acriterion for granting licensure (2).

Legislation and Sources

1. Public Health Regulation, Department of Health,
State of Hawaii, Chapter 6, Midwives, 1960. Authoriza-
tion: Revised Laws of Hawaii, 1955, Sections 46-15 and
46-15.1.

2. Letter of October 11, 1973 to the ACNM from L.S.
Childs, MD, Chief, Maternal and Child Health Branch.
State of Hawaii Department of Health.

Qualifications for Practice

1. Be free from infectious and communicable disease, of
sound mind and body, of good moral character, at least
21 years of age;

2. Have a physical examination, including a chest x-ray
and serology, within 3 months prior to application;

3. Be graduates from a school of midwifery recognized by
the Department of Health or a satisfactory equivalent;

4. Register annually with the Department of Health and
pay a $2.00 fee.

Limitations to Practice

Under the Public Health Regulations of the State of
Hawaii, a midwife shall only practice in cases of normal
uncomplicated pregnancy, labor, and delivery and
during the pucrpcrium. She shall only attend cases which
have been approved for home delivery by a physician in
writing. Also, a midwife shall not attend any woman
cither during pregnancy or the puerperium who has any
medical, surgical or obstetrical complication or who has
any infectious or communicable disease or who is pre-
mature in labor.
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HAWAII  (continued)

Application for Licensure

Malemal and Child Health Branch
Department of Health

State of Hawaii

P.O. Box 3378

Honolulu, Hawaii 96801

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Region V1

Key Source for Legislation Information

Ruth Yoshioka

Maternity Nursing Consultant
State of Hawaii

Department of Health

P.O. Box 3378

Honolulu, Hawaii 96801

IDAHO

Legal Status

Certified nurse-midwives arc not functioning fully, al-
though there is an approval mechanism for full clinical
practice. The state's Nurse Practice Act was amended in
1971 (1) to allow for the expanded role of the nurse, as
authorized by rules and regulations jointly promulgated
by the Idaho State Board of Medicine and the ldaho
State Board of Nursing and implemented by the ldaho
Board of Nursing (2). These rules and regulations do not
specifically refer to nurse-midwifery but allow for prac-
tice. There are no laws regulating or prohibiting lay mid-
wifery.

Legislation and Sources

1. Idaho Code, Chapter 84, Nurse Practice Act, Section
54-1413(e), 1971.

2. State of Ildaho, Administrative Procedure Act, Mini-
mum Standards, Rules and Regulations for the Expand-
ing Role of the Registered Professional Nurse. June
1972.

Qualifications for Practice
1 Licensure as a registered nurse in Idaho.

2. Documentary evidence to the employer and the Boards
of Medicine and Nursing of successful completion of spe-
cial education or training for area of practice.

Application for Licensure

Chairman

Standards of Practice Committee
Idaho Nurses Association

2404 Bank Drive

Boise, Idaho 83705

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 23, Region V|

Key Source for Legislation Information

Marie Mohler, CNM
Idaho State University
School of Nursing
Pocatello. Idaho 83201

ILLINOIS

Legal Status

Nurse-midwives arc practicing fully under the state’'s
Nursing Act (1), as recognized in an official statement is-
sued by the lllinois Nurses’ Association (INA) (2). This
statement recognizes the nurse-midwife as a specialist in
advanced maternity nursing practice in the care of the
uncomplicated maternity cycle, as prescribed by the li-
censed physician responsible for the patient’s obstetric
care.

A lay midwife statute within the lIllinois Medical Prac-
tice Act (3) provides for licensure, but the authority to
issue new licenses was repealed in an amendment to the
Act (4).

Legislation and Sources

1 lllinois Revised Statutes 1967, Chapter91, The lllinois
Nursing Act, Sections 35.32-35.56.

2. "Specialization in Advanced Maternity Nursing," Illi-
nois Nurses Association (INA). Approved by the INA
Board of Directors, February 27, 1970.

3. lllinois Revised Statutes 1967, Chapter 91, The lllinois
Medical Practice Act, Sccions 1-39.

4. lllinois Revised Statutes 1967, Chapter 91, The lllinois
Medical Practice Act, Section 5.3, Midwifery.

Qualifications for Practice
The INA statement requires that a nurse-midwife be:

1. Graduated from an approved school of professional
nursing;

2. Licensed to practice as a registered nurse in lllinois;
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3. Graduated from a nursc-midwifcry program approved
by the American College of Nurse-Midwives or accred-
ited by the National League for Nursing.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Chicago Board of Health

and lllinois Masonic Medical Center
Coordinated Nurse-Midwifery Service
834 W. Wellington
Chicago, lllinois 60657

Health and Hospitals Governing Commission of Cook
County

Cook County Hospital

1835 West Harrison Street

Chicago, lllinois 60612

The University of Illinois at the Medical Center

College of Nursing, Department of Maternal-Child
Nursing

Nurse-Midwifery Program

P.O. Box 6998

Chicago, lllinois 60680

ACNM Affiliation
Chapter 15, Region IV

Key Source for Legislation Infonnation

Phyllis Burosh, CNM
2619 165th Street
Hammond, Indiana 46323

INDIANA

Legal Status

Certified nurse-midwivcs are permitted to practice ful-
ly under the state’s lay midwifery statutes (1). Four nurse-
midwives are currently licensed, but no lay midwives.
However, it is not known whether any of the nurse-mid-
wives are actually practicing.

Legislation and Sources

1 Indiana tai#*cllenl of A

through 1927, Indiana Statutes, Chapter 80, Section 6,
Midwifery (as amended March 3, 1899, Acts 1899, p.
252).

Qualifications for Practice

1 Diploma from an “obstetrical school" recognized by
the Stale Board of Medical Registration and Examina-

tion (F_>aym‘e'm_0'1“a fee of S5.00 at the time of making
application).
2. Alternatively, passing of an examination in midwifery

as the Beard shall require and payment of a fee of
$10.00.

Application for Licensure

Board of Medical Registration and Examination
of Indiana

1330 West Michigan Street

Room A412

Indianapolis, Indiana 46206

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 14, Region IV

Key Source for Legislation Information

Magdalena Hennel, CNM
R.K. 4, Box 292-C
Newburgh, Indiana 47630

IOW A

Legal Status

No certified nurse-midwivcs are currently practicing,
although there arc no specific prohibitions in the state's
medical (1) or nurse practice (2) acts, whose definitions of
medicine and professional nursing appear open to per-
missive interpretation regarding the legal practice ol
nurse-midwifery. Provisions in the laws pertaining to
physician assistants (3) would cover nurse-midwifery
practice, according to recent opinions of the state’s At-
torney General (4).

There is a desire for change in order to *cmove the
ambiguity in the legal status of nurse-midwifery practice.
The state’s Board of Nursing has proposed revisions (0
the nurse practice act to cover expanded roles of nurses.

Legislation and Sources

1. 1973 Code of lowa, Chapter 148, Practice of Medicine
and Surgery.

2. 1973 Code of lowa, Chapter 152, Practice of Nursing.

3. 1973 Code of lowa, Chapter 14813, Physician Assis-
tants.

4, Letter to Senator M. Doderes from F. M. Haskins,
Assistant Attorney General, Des Moines, lowa, January
4.1974.
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IOWA  Icqfionuodi

Qualifications for Practice
Under thephysician assistants act:

1. Completion of a program approved by the Depart-
ment of Health or affirmation of other qualifications by
the Board of Medical Examiners of lowa.

2. Approval of the applicant and of the supervising physi-
cian. as required by the Board of Medical Examiners of
lowa.

Application for Licensure
Under thephysician assistants act:

Executive Secretary

Board of Medical Examiners
503 Empire Bldg.

Des Moines, lowa50309

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 17, Region IV

Key Source for Legislation Information

Mildred Dixon Hipwood
Educational Director
Ccdarloo Hospital Council
Russell Lamson Building, 800
Waterloo, lowa 50701

KANSAS

Legal Status

No nurse-midwives are practicing in Kansas, although
there are no specific prohibitions in either the nursing
practice acts (1) or the medical practice acts (2). The
definitions therein of medicine and professional nursing
appear open to permissive interpretation regarding the
legal practice of nurse midwifery. Midwifery as such is
not mentioned in the Kansas statutes, and there is no evi-
dence of interest in beginning nurse-midwifery services in
the state, despite the absence of any serious opposition

3
Legislation and Sources

I. Laws Relating to Registration of Nurses and Nursing
Education. Laws of Kansas. Revised Edition 1973. Sec-
tions 65 i 113 to 65-1126. and 74-1106 to 74-1108.

Kansas Healing Arts Act. 1957 Supplement to the
1970 General Session of Kansas. Sections 65-2801 to 65-
2890.

3. Hawver. M, "Trained Midwife Taboo in Kansas,
Topeka Daily Capital. December 14,1972.

Qualifications for Practice

None.

Limitations to Practice

The state’s Healing Arts Act restricts the performance of
"any surgical operation of whatever nature ..." to the
practice of medicine. It is uncertain whether this would
be interpreted as a limitation on nurse-midwifery perfor-
mance, such as repair of episiotomies.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 19, Region IV

Key Source for Legislation Information

Karen Stolte, CNM
313 East 15th Place
Lawrence. Kansas 66044

KENTUCKY

Legal Status

Certified nurse-midwives are practicing fully under the
state’s revised rules and regulations for the practice of
midwifery, effective in April 1975 (1). These regulations
distinguish between the nurse-midwife and the lay mid-
wife. and recognize the increasing role of the nurse-mid-
wife in the delivery of midwifery services. Regarding lay
midwifery, the new regulations authorize renewal of
existing permits to practice, but the issuance of new per-
mits lo lay midwives it. not authorized.

Specific nurse-midwife practice standards and lay
midwife practice standards are separately defined by the
Bureau of Health Services in the state’s Department of
Human Resources, which is authorized by statute to reg-
ulate the practice of midwifery in Kentucky (2).

Legislation and Sources

1 Kentucky Department ior Human Resources, Bureau
of Health Services (902 KAR 4:010) adopted February
13, 1975. Effective April 9, 1975.

2. Kentucky Revised Statutes 211.090. 211.180.
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Qualifications for Practice
1. Licensure as aregistered nurse in Kentucky.

2. Graduation from a program in nurse-midwifery ap-
proved by the American College of Nurse-Midwives.

3. Certification by the American College of Nurse-Mid-
wives.

4. Annual renewal of licenses.

Application for Licensure

Department for Human Resources
Bureau of Health Services

275 East Main Street

Frankfort, Kentucky 40601

Agencies Employing for Full Clinical Practice

Appalachian Regional Hospital
Hazard, Kentucky 41701

D.G. Barker, MD
Hindman. Kentucky (Knott County) 41822

Buckhorn Clinic

Perry County, Kentucky

(Write to: National Health Service Corps

U.S. Department of Health, Education and Welfare
Health Services and Mental Health Administration
Rockville, Maryland 20852)

Frontier Nursing Service
Wendover, Kentucky 41775

Ireland Army Hospital

Fort Knox. Kentucky 40121

Lake Cumberland District Health Department
Somerset, Kentucky 42501

Lend-n-Hand Center
Walker, Kentucky (Knox County) 40997

J. Myron Lord, MD
Frankfort, Kentucky 40601

Morehead Clinic
Morehend, Kentucky 40351

University of Kentucky Medical Center
Lexington, Kentucky 40506

ACIMIVI Affiliation
nninn Il

Key Source for Legislation Infomiation

Helen E. Browne, CNM

Director

Frontier Nursing Service

Wendover, Leslie County, Kentucky 41775

1IS550-50.CIW

LOUISIANA

Legal Status

Certified nurse-midwives are practicing fully in the
state under the state’s nurse practice act (1). The Louisi-
ana State Board of Nursing has stated that nurse-midwif-
ery as practiced by a certified nurse-midwife is viewed as
an extension of nursing practice (2).

Lay midwives practice in the state under two separate
authorities empowered to regulate midwifery practice.
The state’s medical practice act provides for control of
midwifery practice through the Board of Medical Exami-
ners (3). except for Orleans Parish, where, according to a
separate statute of 1950 (4), standards for practice are
determined by the State Board of Health. The provisions
of that statute supersede the general statute for the state
(5). Lay midwives currently practicing in the state are
supervised by public health nurses.

Legislation and Sources

1 Louisiana Revised Statutes of 1950, as amended by
Act 166. Chapter 11, Nurses, 1966.

2. Letters from the Louisiana State Board of Nurse Ex-
aminers to M. Mcglcn, CNM. Director, Nursc-Midwifery
Programs. The University of Mississippi Medical Center,
Jackson, dated April 17, 1973 and January 21,1974.

3. Louisiana Revised Statutes, Professions and Occupa-
tions. Chapter 15, Physicians and Surgeons, Section 37:
1277-78. Midwifery: Examination: License. 1975.

4. Louisiana Revised Statutes, Professions and Occupa-
tions, Chapter 15, Part HI. Midwifery in Orleans Parish.
Section 37:1331-1339,1950.

5. Reporter’s notes following Louisiana Revised Statutes,
Chapter 15.37-1276.

Qualifications for Practice

None specified in state statutes, but licensure as profes-
sional nurse in Louisiana and ACNM certification are
required.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Louisiana Health and Social and Rehabilitation
Services

Division of Health

P.O. Box 60630

New Orleans, Louisiana 70160
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LOUISIANA  (commut'd)

University of Mississippi Medical Center

Nurse-Midwifery Education Program

265 Woodland Hills Building

Jackson, Mississippi 39216

(Affiliated with the Earl K. Long Hospital, Baton
Rouge, Louisiana)

ACNM Affiliation
Chapter 9, Region V

Key Source for Legislation Information

Sue Bennett, CNM
3608 Bon Air Drive
Monroe, Louisiana 70201

MAINE

Legal Status

Nurse-midwives are practicing fully under the state’s
recently amended nurse practice act (1). This statute now
provides that a registered professional nurse may diag-
nose “illness" or prescribe therapeutic and corrective
measures when such services are delegated by a physician
and the nurse has completed the additional educational
program required for the performance of such services.
Practice of nursc-midwifcry is endorsed by ajoint state-
ment of the Maine Medical Association, Maine Nurses’
Association, and Maine Hospital Association, which rec-
ognizes the practice of nurse-midwifery by registered
nurses meeting specified standards (2). There are no spe-
cific statutes pertaining to midwifery practice in the
state.

Legislation and Sources

1. Maine Revised Statutes 1964, Amended 1974, Title 32,
Chapter 31, Nurses and Nursing, Sections 2101 to 2108.

2. Joint Statement of Policy on Nursc-Midwifcry, Maine.
Revised October 1971.

Qualifications for Practice
1 Licensure as a Registered Nurse in Maine.

2. Certification in nurse-midwifery from a program ap-
proved by the American College of Nurse-Midwivcs.

3. Fulfillment of criteria for nursc-midwifcry practice as
defined by the employing hospital.

Application for Licensure

None.

ncies Employing for Full Clinical Practice

Maine Medical Center
22 Bramhall Street
Portland, Maine 04102

ACNM Affiliation
Chapter 1, Region |

Key Source for Legislation Information

Phyllis Tryon, CNM
Clinical Director
Nurse-Midwifery Service
22 Bramhall Street
Portland, Maine 04102

MARYLAND

Legal Status

Certified nurse-midwives are practicing fully under the
state’s lay midwife laws (1) and under the state’s Nurses
Licensing Act (2). The definition of nursing in the latter
was amended in 1974 to provide for the expanded role of
the nurse (3). In addition, ajoint statement of policy by
the Maryland Nurses’ Association and the Medical and
Chirurgical Faculty of the State of Maryland sets stan-
dards and requirements for practice (4).

Nurse-midwives must continue to apply for licensure
under the old lay midwife regulations (1,5), although
these contain inappropriate provisions for nurse-mid-
wives.

Legislation and Sources

1. Annotated Code of Maryland (1957 Edition). "M id -
wives," Article 43, Sections 82 to 94 (Enacted 1924).

2. Annotated Code of Maryland (1965 Replacement Vol-
ume), Nurses Licensing Act, Article 43, Sections 290 to
302. As amended by Chapter 77 of the Acts of the Gen-
eral Assembly of Maryland, 1969.

3. Definition of the Practice of Registered Nursing as
amended by the General Assembly of Maryland, 1974.

4. Nurses Protocol Regulating the Practice of Nursc-Mid-
wifcry in Maryland, adopted 1970, amended 1973.

5. Regulations of the State Board of Health Governing
Licensing of Midwives, adopted February 1, 1957.

Qualifications for Practice
Under ilic lay midwife laws, applicants shall:

1. Be 21 years of age. of good moral character, and have a
clean appearance;

2. Be able to read and write English;
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3.,Have a medical examination by the health officer of
the county of residence, including serology and chest x-
ray;

4. Take a course of instruction from specified public
health nursing personnel in the state, or show a diploma
from a school of nurse-midwifery;

5. Pass an examination in midwifery given by two physi-
cians named by the State Department of Health and
practicing in the city or town of applicant’s residence, or
submit proof of being licensed by another state or coun-
try in which the requirements for licensure are equal to
those in this state;

6. Renew license biennually.

Application for Licensure

Maryland State Department of Health
Bureau of Preventive Medicine

2411 North Charles Street

Baltimore, Maryland 21218

Agencies Employing for Full Clinical Practice

Baltimore City Hospital
Baltimore, Maryland 21224

Johns Hopkins Hospital

Department of Obstetrics and Gynecology
600 North Broadway

Baltimore, Maryland 21205

Johns Hopkins University

School of Hygiene and Public Health
Department of Maternal and Child Health
615 North Wolfe Street

Baltimore, Maryland 21205

Mercy Hospital

Department of Obstetrics and Gynecology
301 st. Paul Place

Baltimore, Maryland 21202

Peninsula General Hospital
Department of Obstetrics and Gynecology
Salisbury, Maryland 21801

Provident Hospital

Department of Obstetrics and Gynecology
2600 Liberty Heights Avenue

Baltimore. Maryland

United States Air Force

Nursc-Midwifcry Program

Malcolm Grow USAF Medical Center
Andrews Air Force Base. Maryland 20031

ACIMM Affiliation
Chapter 6. Region 111

Key Source for Legislation Information

Frances Damralowski. CNM
31 Cardor court
Perrv Hall. Maryland 21236

MASSACHUSETTS

Legal Status

Nurse-midwives are not permitted to practice fully in
Massachusetts. Although the state's medical practice act
does not define the practice of medicine or surgery (1),
toe courts have held that the practice of midwifery con-
stitutes the practice of medicine, which is the exclusive
area of the licensed physician. In a pseccdent involving
prosecution of a midwife (Commonwealth vs. Pom,
1907), the Massachusetts Supreme Court held that "Both
medical and popular lexicographers define midwife as a
female obstetrician and midwifery as the practice of ob-
stetrics” (2). The court also stated that the legislature
could "separate by a line of statutory demarcation, the
work of the midwife from the practitioner of medicine"
(2). This has not been accomplished despite several legis-
lative efforts during the past several years.

A bill (3) introduced in the 1975 legislative session
would provide for licensure of nurse-midwives by the
State Board of Registration in Nursing. The act would
authorize the Board to adopt and. with the approval of
the State Department of Public Health, to promulgate
rules and regulations for the practice of nurse-midwifery.
One requirement for practice in the bill is graduation
from a school for nurse-midwives approved by the Amer-
ican College of Nursc-Midwives.

Legislation and Sources

1. The Commonwealth of Massachusetts. Board of
Registration in Medicine, Laws Pertaining to the Regis-
tration of Qualified Physicians, General Laws, Chapter
13, June 10,1966.

2. Commonwealth vs. Porn (1907), 82 N.H. 31, 196 Mas-
sachusetts 326 17 L.R.A., N.S. 94. 13 Ann. Cas. 569.

3. Massachusetts House Bill No. 1686 (1975) introduced
by Mr. Louis Bcrtonazzi of Milford, Massachusetts to
amend General Laws, Chapter 112, to add Section 74C
(1) and (2).

Qualifications for Practice

None.
Application for Licensure
None.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 1 Region |
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MISSISSIPPI

Legal Status

Fully functioning certified nurse-midwives are em-
ployed throughout the state. The state’s Medical Practice
Acts exempt ‘‘females engaged solely in the practice of
midwifery” from the statutes governing practice of medi-
cine (1). In addition to nurse-midwives. over 200 lay mid-
wives are practicing in accordance with rules and regula-
tions defined by the State Board of Health.

On several occasions, the state’s Attorney General has
ruled that the practice of nurse-midwifery does not vio-
late the state’s nurse practice act (2), which was amended
in 1974 to provide for the expanded roles of nurses (3). As
a result, rules and regulations for the practice of nurse-
midwifery are now being developed by the State Board of
Nursing in consultation with the state’s nurse-midwives.
Currently, qualifications for nurse-midwifery practice
are set by ajoint statement (4) which has been accepted
by the Mississippi State Board of Health and the State
Board of Nursing, the Mississippi Nurses Association
and the Mississippi State Medical Association. This
statement endorses midwifery as extended nursing prac-
tice and sets qualifications for practice in the state.

Legislation and Sources

1 Mississippi Code of 1942, Recompiled, Professions
and Callings, Medical Practice Acts, Title 32, Chapter
10, Section 8887.

2. State of Mississippi, Attorney General’'s opinion in let-
ter to Nurses Board of Examination and Regist ation,
July 14, 1969, and Attorney General’'s opinion in letter to
University of Mississippi Medical Center, August 2,
1972.

3. Law Regulating the Practice of Nursing in Mississippi,
Sections 73-15-1 to 73-15-35. Issued by Mississippi
Board of Nursing, Jackson, Mississippi. 1974.

4. Joint Statement on the Practice of Nursc-Midwifcry in
Mississippi, Accepted by the State Board of Health, the
State Board of Nursing, the Mississippi Nurses Associa-
tion and the Mississippi State Medical Association.
Effective July 1972.

Qualifications for Practice

1. Licensure in the State of Mississippi as a registered
nurse.

2. Graduation from a nurse-midwifery basic education oi

refresher program approved or recognized by the Amcri-
.o —— P Uy | J——

mu i~i»ucgc vji mler-l\L}lli]JWh'/tla.

3. Certification in nursc-midwifcry from the American

College of Nursc-Midwives signifying successful passage
of the national written and clinical examinations.

Application for Licensure

None.

vl

, Agencies Employing foe Full Clinical Practice

Delta Community Hospital and Health Center
Mound Bayou, Mississippi 38762

Mississippi State Board cf Health
Bureau of Family Health Services
P.O. Box 1700

Jackson, Mississippi 39205

South Washington County Hospital
Hollandale, Mississippi 38748

University of Mississippi Medical Center
2500 North State Street
Jackson, Mississippi 39216

ACNM Affiliation
Chapter 9, Region V

Key Source for Legislation Information

Sister Dinah White, CNM

Faculty, Nurse-Midwifery Education Program
Department of Obstetrics and Gynecology
University of Mississippi Medical Center

265 Woodland Hills Building

Jackson, Mississippi 39216

MISSOURI

Legal Status

The provisions of the state’s medical practice act per-
mitting the issuance of licenses to practice midwitcry
were repealed in 1959, although a few lay midwives still
practice in rural areas under a "grandfather clause" (1).
Also, on March 9, 1972 the Attorney General for the
state of Missouri issued an opinion to the effect that the
state's Nursing Practice Act (2) did not cover midwifery
practice by registered nurses (3).

At present, certified nurse-midwives arc practicing
fully in designated areas under the supervision of the De-
partment of Obstetrics and Gynecology, Saint Louis Uni-
versity School of Medicine. Desighated areas include
those assigned by the Saint Louis Department of Health
and Hospitals and for which medical service is provided
by the School of Medicine, Saint Louis University. Re-
sponsibility for delegating nurse-midwifery functions
rests with the Medical Directors of these services (4).

Legislation designed to broaden the scope of the Nurs-
ing Practice Act (2) has been introduced.

Legislation and Sources

1 Missouri Revised Statutes 1959 and Supplement to
RSMo 1963, Occupations and Professions, Title 22,
Chapter 334, Physicians and Surgeons Section 334.190
to 334.220. Practice of Midwifery Limited.
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MISSOURI  (continued)

2. Missouri Revised Statutes 1953, Occupations and Pro-
fessions, Chapter 335, Nursing Practice Act.

3. Letter to H. Domke, MD, Director, Division of Health,
Missouri State Department of Public Health and Wel-
fare, from J.C. Danforth, Missouri State Attorney Gen-
eral. Opinion No. 79, March 9,1972.

4. Memorandum from the Hospital Commissioner, De-
partment of Health and Hospitals, City of St. Louis to
Medical Director, St. Louis City Hospital, Missouri, July
7,1971.

Qualifications for Practice

Nurse-midwives currently practicing in designated areas
under the supervision of St. Louis University and St.
Louis Department of Health and Hospitals must be:

1 Licensed as a registered nurse in Missouri.

2. Certified by the American College of Nurse-Midwives.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

St. Louis Department of Health and Hospitals
1515 Lafayette
St. Louis, Missouri 63104

St. Louis University

School of Nursing and Allied Health Professions
1401 South Grand Boulevard

St. Louis, Missouri 6310-1

ACNM Affiliation
Chapter 19, Region IV

Key Sourco for Legislation Information

Sister Christopher Brockman, CNM

Staff Nursc-Midwife, Instructor

St. Louis University

School of Nursing and Allied Health Professions
1401 South Grand Boulevard

St. Louis, Missouri 63104

MONTANA

Legal Status

Nurse-midwivcs are permitted lo practice fully under a
1974 addition : ' the stale's Nursing Practice Act (1), and
pertaining specifically to nurse-midwivcs. The state’s
Medical Practice Act was likewise amended by including
nurse-midwives in the list of exemptions (2).

The licensing procedure for nurse-midwivcs includes
an “amendment” Vj the state's nursing license, granting
a “ certificate ot nurse-midwifery” (1).

Legislation and Sources

1. Revised Code of Montana 1947, Nursing Practice Act,
Section 66-1246, “ Licensing of Midwives," 1974.

2. Revised Code of Montana 1947, Medical Practice Act,
Section 66-1012 (2) (j). 1974.

Qualifications for Practice
1. Licensure as a registered nurse in Montana.

2. Certification by the American College of Nurse-Mid-
wives. Temporary approval to practice pending receipt of
results of certification is limited to four months.

3. Fulfillment of any other requirements set by the Mon-
tana Board of Professional Nursing Administration.

4. Payment of a S25.00 fee, with annual license renewal
($5.00 fee).

Application for Licen. ure

Montana State Board of Professional Nursing
Administration

Lalondc Building

Helena, Montana 59601

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 23, Region VI

Key Source for Legislation Infomintion

Gertrude Malone, RN, MN
Executive Secretary

Montana State Board of Nursing
Helena, Montana 59601

NEBRASKA

Legal Status

Certified nurse-midwives are not practicing fully ex-
cept at Offatt Air Force Base Hospital. Full nurse-mid-
wifery practice in the state is limited by ambiguous legal
provisions. The state’s medical practice act defines medi-
cal practice as "the practice of medicine, surgery or ob-
stetrics. or any of their branches" (1). However, midwives
are specifically exempted from requirements of the Basic
Sciences Licensing acts (2), and are referred to in other
statutes of the state (3). Furthermore, the nurse practice

36 LEGISLATION AND NURSE-MIDWIFERY PRACTICE IN THE USA



act is not restrictive with respect to nurse-midwnery
practice (4).

Legislation and Sources

1. Revised Statutes Nebraska 1969, relating to Practice of
Medicine and Surgery, Section 71-1,102.

2. Nebraska Laws of 1927, C.S. 1929, Public Health and
Welfare, Article 4, Basic Sciences: Licensing. Section 71-
416, Act: Scope.

3. Nebraska Laws of 1937 C.S. Supplement 1941, Public
Health and Welfare, Article 14, Crippled Children, Sec-
tion 71-1404.

4. Revised Statutes Nebraska 1975, Practice of Nursing,
Section 71-1,132.05 (3), (4).

Qualifications for Practice

None.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Eliding Berquist Hospital
Offatl Air Force Base
Omaha, Nebraska 68113

ACNM Affiliation
Chapter 17, Region IV

Key Source for Legislation Information

Catherine Corboy, CNM
3063 South 42tid Street
Omaha, Nebraska 68105

NEVADA

Legal Status

Although certified nurse-midwivcs do not practice
fully in the state except at a U.S. Air Force Base, nurse-
midwives may legally do so under the state's nurse prac-
tice act, which provides for the expanded role of the
nurse (1). To implement this act, the State Board of
Nursing is developing rules and regulations to assist

mior e Hoatwa, wves we S o SIHE = » e m
tent of the Board is to make it possible for nurse-mid
wives to practice under the nurse practice act without
separate nurse-midwife licensure.

Legislation and Sources

1 Nevada Revised Statutes. Laws Relating to Nursing,
Chapter 632, Sections 632.000 to 632.500, July 1, 1973.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Nellis Air Force Base Hospital
Las Vegas, Nevada 89101

ACNM Affiliation
Chapter 22, Region VI

Key Source for Legislation Information

M. Sandra Bourbon, CNM
Assistant Professor

Orvis School of Nursing
University of Nevada
Reno, Nevada 89507

NEW HAMPSHBRE

Legal Status

Certified nurse-midwivcs arc able to function fully and
practice under the state’s nurse practice act (1) as
amended in 1971 and 1973 to cover the expanded roles of
nurses. Requirements for practice arc defined in rules
and regulationsjointly promulgated by the state's Boards
of Medicine and of Nursing (2). The legal title for the
qualified nurse-midwife is Advanced Registered Nurse
Practitioner (ARNP).

Legislation and Sources

1. New Hampshire Revised Statutes, The Laws Relating
to Registered Nurses et al, Annotated 326-A:2, Sections
1-12, as amended by Chapter 392,1973.

2. Rules and Regulations for the Advanced Registered
Nurse Practitioners, Part B, Section 3.1, Nursc-Midwif-
cry, January 1, 1974, New Hampshire.

Qualifications for Practice
1. Licensure as a registered nurse in New Hampshire.

2. Completion of a course in midwifery approved by the
American College of Nursc-Midwives.

3. Passing of the examinations required for certification
by the American College of Nursc-Midwives.

JOURNAL OF NURSE-MIDWIFERY « Vol. XXI, No. 2, Summer 197G 37



NEW HAMPSHIRE: (conunueu/

Application for Licensure

New Hampshire Board of Nursing Education and
Nurse Registration

105 Loudon Road

Concord, New Hampshire 03301

Agencies Employing for Full Clinical Practice

Strafford County MIC Program
791 Central Avenue

Dover, New Hampshire 03820
A ffilia te d w ith

Wentworth Douglas Hospital
Dover, New Hampshire 03820

ACNM Affiliation
Chapter 1, Region |

Key Source for Legislation Information

Judy Edwards, CNM

StraffOld County MIC Program
791 Central Avenue

Dover, New Hampshire 03820

NEW JERSEY

Legal Status

Ccltificd nurse-midwivcs are practicing fully under
provisions of the state’s lay midwife act (1) and subse-
quent rules and regulations of the Board of Medical Ex-
aminers which pertain specifically to nurse-midwives (2).
These rules allow the Board to waive the required exami-
nation for those nurse-midwives who hold certification by
the American College of Nursc-Midwives. New licenses
are not being issued to lay midwives.

Legislation and Sources

1 New Jersey Statutes Annotated, "Midwifery,” Chapter
10, Sections 45:10-1 t045:10-16.

2. Rules of New Jersey State Board ol Medical Exami-
ners, 13:35-9-8. Licensure by endorsement of midwives.
Effective January 19,1973.

Qualifications for Practice

1 Passing of an examination given by the Stale Board of
Medical Examiners or proof of certification by the
American College of Nursc-Midwives.

2. Licensure as a registered nurse in New Jersey (not
mandatory).

3. Certificate or diploma from a school of midwifery and
other requirements listed for lay ntidwivts.

38 LEC

S5.00 fee for registration (issued every L years;.
- :‘_ﬂgc oo

Application for Licensure

Secretary, New Jersey State Board of Medical
Examiners

28 West State Street

Trenton, New Jersey 08625

Agencies Employing for Full Clinical Practice

Atlantic City Medical Center
1925 Pacific Avenue
Atlantic City, New Jersey 08401

Jersey City Medical Center

(previously Margaret Hague Maternity Hospital)
Clifton Place

Jersey City, New Jersey 07304

New Jersey College of Medicine and Dentistry
Martland Hospital

Department of Obstetrics and Gynecology
Division of Midwifery

65 Bergen Street

Newark, New Jersey 07101

North Hudson Hospital
Weehawken, New Jersey 07087

ACNM Affiliation
Chapter 4, Region |1

Key Source for Legislation Information

Evelyn Hart, CNM
40 Joncsdale Avenue
Metuchcn, New Jersey 08840

NEW MEXICO

Legal Status

Nurse-midwives arc practicing fully under rules and
regulations of the state’s Department of Health and
Social Services (1). The Department, which is empowered
by a general statute (2) to regulate midwifery practice,
has defined regulations for licensure and practice of
nurse-midwifery separately from those for the practice of
lay midv.ifery. On the other hand, the state’s Nursing
Practice Act of 1968 exempts the practice of midwifery
other than by a reg.aicrcd nurse (3). This provision
includes authorization for new rules and regulations per-
taining to nurse-midwives, issued by the State Board of
Nursing on April 15,1973 (4).

The confusing situation created by these overlapping
authorities was presented to the state’s Attorney Gener-
al’'s office by the state’s Board of Nursing for clarifica-
tion. In an opinion issued July 23, 1974, the state’s Assiv
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tant Attorney General ruled that the situation could be
reconciled in the following way (5):
1. All persons who wish to practice midwifery must be
licensed by the Health and Social Services Depart-
ment.
2. All persons who wish to imply that they are nurses
must be licensed as a registered nurse.
3. All persons who are licensed as registered nurses,
who also meet the qualifications of the Board of Nurs-
ing as nurse-midwives, may be so designated on their
nursing licenses.
In effect, these regulations mean that practicing nurse-
midwives are licensed by two state authorities. However,
licensure requirements of the two are essentially the same

(1,3).
Legislation and Sources

1. Nurse-Midwife Regulations for New Mexico, adopted
by the State Board of Health, August 11,1967.

2. New Mexico Statutes Annotated, 1953 compilation
(1973 P.S.) Section 12-34, Powers and Authority of De-
partment (Health and Social Se: ,ices).

3. New Mexico Statutes Annotated, Nursing Practice
Act, 1953 compilation, amended 1968 (1973 P.S.) Sec-
tions 67-2-1 to 67-2-28.

4. New Mexico Board of Nursing, Manual #1, Rules and
Regulations of the New Mexico Board ofNursing, Vol-
ume Ill, Chapter 1-3, Definitions, Section C(3), Regis-
tered Nursc-Midwife-CNM (Certified Nursc-Midwife),
April 15,1973.

5. Advisory letter from J.E. Pendleton, Assistant Attor-
ney General of New Mexico, to R. Dilts, Director, New
Mexico Board of Nursing, July 23,1974.

Qualifications for Practice

To obtain a licensefor nursc-midwifcrypracticefrom the
Health and Social Seniccs Department:

1. Licensure or eligibility for licensure as a registered
nurse in New Mexico.

2. Successful completion of a program in nursc-midwif-
cry approved by the American College of Nursc-Mid-
wives.

3. Compliance with physical requirements defined by the
state’s Department of Public Health.

To be designated "Registered Nurse-Midwife"™ by the
state"s Board ofNursing:

1. Licensure as a registered professional nurse in New
Mexico.

2. Successful completion of an approved educational pro-
gram of a school of nurse-midwifery.

3. Passing of the “ National Qualifying Examinations as
directed by the American College of Nursc-Midwivcs."

4. Any person holding a valid nurse-midwifery permit
from the Health and Social Services Department as of

April 15,1973 is automatically considered licensed under
these provisions.

Application for Licensure

District Health Officer

Department of Health and Social Services
Box 2348

Santa Fe, New Mexico 87501

and

New Mexico Board of Nursing

505 Marquette Avenue, N.W.
Albuquerque, New Mexico 87101

Agencies Employing for Full Clinical Practice

Kirtland Air Force Base Hospital
Albuquerque, New Mexico 87110

Indian Health Service Hospital
Shiprock, New Mexico 87420

ACIMM Affiliation
Chapter 21, Region V|

Key Source for Legislation Information

Suzanne Dahlmann
220 Nishoni, #44
Gallup, New Mexico 87301

NEW YORK

Legal Status

Certified nurse-midwives are practicing fully as pro-
vided in the State of New York's amended midwifery act
(1) which specifics that only physicians and nursc-mid-
wives may practice midwifery. The state’s Sanitary Code
Regulations, set by the Public Health Council (2), list re-
quirements for approval to practice nursc-midwifcry
specifically.

Until 1971, New York City was exempt from state
health code requirements which restricted nursc-midwif-
cry practice in the state. The City Health Department
pioneered nurse-midwifery legislation by amending ¢
city’s lay midwife code to provide specific nursc-midwitc
regulations in 1959 (3).

According to the state’s amended midwifery act, {he
practice of lay midwifery is no longer legal anywhere in
the State of New York.

Legislation and Sources

1. Slate of New York Public Health Law, Title Ill, Con-
trol of Midwifery, Section 2560, June 1972.

2. New York State Official Compilation of Codes, Rules,
and Regulations, Title 10 (Health), Chapter | (State Sani-
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tary Code), Part I, Sections 11.190 et seq., Nurse-Mid-
wives. Adopted by the Public Health Council, January
31,1975. Effectiveon February 21,1975.

3. New York City Health Code, Article 43, Nurse-Midwif-
ery, Sections43.01 t043.13,1959.

Qualifications for Practice

1. Certification as a nurse-midwife by the American Col —
lege of Nurse-Midwives. Pending results of certification
examination, temporary approval to practice is granted

up to one year.
2. Registration as a professional nurse in New York
State.

3. (@) Graduation from an approved education program
in nurse-midwifery within the past 5 years; or (b) practice

as a nurse-midwife within the past 5 years, including

performance of 10 deliveries, 2 of them within the past

year; or () completion, within the past 5 years, of a re—
fresher course approved by the State Department of

Health.

Application for Licensure

Dorothy C. Cox

Health Manpower Group

New York State Department of Health
ESP Office Tower Building

Albany, New York 12237

Agencies Employing for Full Clinical Practice

Albany Medical Center
Department of Obstetrics
Albany, New York 12208

Beth-Israel Medical Center
10 N.D. Perlman Place
New York, New York 10003

Brookdale Hospital Center™
Linden Blvd. and Rockaway Pkwy.
Brooklyn, New York 11202

Brooklyn-Cumoerland Medical Center*
39 Auburn Place
Brooklyn, New York 11205

Brooklyn Jewish Hospital*
667 Eastern Parkway
Brooklyn, New York 11213

Child Bearing Center
50 East 92nd Street
New York, New York 10028

Employment information can be obtained from:
Director, Midwifery Senice Program
Maternity, Infant Care - Family Planning Projects
New York City Department of Health
377 Broadway, Suite 718
New York. Hew York 10013
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Columbia-Prcsbhyterian Medical Center
Nurse-Midwifery Service and

Graduate Program in Nurse-Midwifery
168th Street and Broadway

New York, New York 10032

Downstate Medical Center
State UniversityofNew York
450 Clarkson Avenue
Brooklyn, New York 11213

Elmhurst Hospital
Queens, New York 11203

Flower-Fifth Avenue Hospital™
5th Avenue and 106th Street
New York, New York 10029

Gouvemeur Hospital
9 Gouvemeur Slip
New York, New York 10002

Harlem Hospital Center
Lenox Avenue and 135th Street
New York, New York 10037

Jacobi Hospital
Pelham Pkwy. and Eastchester Road
Bronx, New York 10461

King 3County Hospital
451 Clarkson Avenue
Brooklyn, New York 11203

Lenox Hill Hospital
New York, New York 10021

Lincoln Hospital™
Concord Avenue and 141st Street
Bronx, New York 10454

Morrisania Hospital*
168th Street and Gerard A\enue
Bronx, New York 10452

Mount Sinai Medical Center
5fh Avenue and 100th Street
New York, New York 10029

Maternity, Infant Care - Family Planning Projects

New Y~rk City Department of Health
377 Broadway

Suite 718

New York, New York 10013

New York Hospital
525 E. 68th Street
New York, New York 10021

Roosevelt Hospital
58th Street and 9th Avenue
New York, New York 10019

Employment information can be obtained from:
Dirrrinr, Midwifery Service Program
Maternity, Infant Care - Family Planning Projects
NewYork City Department of Health
377 Broadway, Suite 718
New York, NewYork 10013



St. Lukec snospnai
New York, New York 10025

St. Mary’sHospital*
1298 St. Mark’s Avenue
Brooklyn, New York 11213

University of Rochester Medical Center
Rochester, New York 14627

ACNM Affiliation
Chapter4, Region Il

Key Source for Legislation Information

Elizabeth M. Cooper, CNM
3 Woodridge Trail
Henrietta, New York 14467

WORTH CAROLINA

Legal Status

Certified nurse-midwives are functioning fully in
North Carolina in connection with a nurse-midwifery ser-
vice developed through joint efforts of the School of
Nursing and the School of Medicine at the University of
North Carolina in Chapel Hill.

The state’s Medical Practice (1) and Nurse Practice (2)
Acts were amended in 1973 to allow nurses to perform
delegated medical tasks including diagnosis and treat-
ment, and rules and regulations pertaining to the prac-
tice of nurse-midwifery are being developed. Current li-
censure laws for lay midwives are not thought to be
applicable to nurse-midwives.

Approximately 30 lay midwives arc licensed to conduct
home deliveries under the supervision of public health
nurses. State laws require lay midwives to secure a permit
to practice midwifery from the state’s Department of
Human Resources or a local board of health (3). These
agencies are also authorized to promulgate rules and reg-
ulations governing the practice of lay midwifery (3).

Legislation and Sources

1. State of North Carolina General Statutes, Medical
Practice Act, Article 1, Sections 90-1 to 90-21, with
amendments through 1973.

2. State of North Carolina General Statutes, Nurse Prac-
tice Act, Article 9, Sections 90-158 to 90-172, with
amendments through 1973.

* Employment information can be obtained from:
Director. Midwifery Service Program
Maternity, Infant Care— Family rianoinj: Projects
New York City Department of Health
377 ilroadwny, Suite 718
New York. New York 10013

of Midwives, accuon uu iu jidfti/w . —
1973, CA475, S.i28.) £ NG
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Qualifications for Practice

Licensure as professional nurse in the state and other
qualifications as specified by the employing agency.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

University of North Carolina

School of Nursing and School of Medicine
Department of Obstetrics and Gynecology
Chapel Hill, North Carolina 27514

ACNPA Affiliation
Chapter 7, Region V

Key Source for Legislation Information

Sandra J. Regenie, CNM

Director of Nurse-Midwifery
School of Nursing

University of North Carolina

Box 93, Carrington Hall

Chapel Hill, North Carolina 27514

NORTH DAKOTA

Legal Status

Certified nurse-midwivcs arc not currently practicing,
as the state’s medical practice act, which defines the
practice of medicine as "the practice of medicine, sur-
gery and obstetrics" (1), is open to restrictive interpreta-
tion. The state’s Nurse Practice Acts, however, are per-
missive, having been amended iu 1971 to delete the sec-
tion prohibiting diagnosis and treatment (2). There arc
no provisions for midwifery in the state laws and no lay
midwives arc practicing. Also, there is no provision in the
state's laws for practice by physician assistants.

Legislation and Sources

1 North Dakota Century Code, Physicians and Sur-
geons, Chapter 43-17-01 (2), 1957.

2. North Dakota Century Code, Nurse Piucticc .Acts.
Chapter 43-12,1971.

Qualifications for Practice

None.
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e Qualifications for practice

None.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 20, Region V

Key Source for Legislation Information

Cecilia Buscr, CNM
3142 N.W. Expressway, Apt. 141
Oklahoma City, Oklahoma 73112

OREGON

Legal Status

Certified nurse-midwivcs are functioning fully in Ore-
gon. They practice under the state’s nurse practice act,
which was revised in 1973 to provide for the expanded
roles of nurses (1) and authorizes the state's Board of
Nursing to set administrative rules pertaining to the
practices of all nurse-practitioncrs, including nursc-mid-
wives. Specific qualifications and standards of practice
arc under consideration.

In some rural areas, a few lay midwives arc practicing
without licenses because no licensure regulations exist.

Legislation and Sources

1. Oregon Revised Statutes, Chapter 678, Law Regulat-
ing the Practice of Professional Nursing as amended in
1973.

Qualifications for Practice

Until qualifications for nurse-midwifery practice have
been promulgated by the Board of Nursing, nurse-mid-
wivcs must meet the requirements of the employing
agency. Currently, after review of the applicant’s educa-
tional background and professional experience, the
Board of Nursing may issue a "letter of endorsement.”

Application for Licensure

Oregon Staie Board of Nursing
MOO S.W. Fifth Street. Room 574
Portland, Oregon 97201

Agencies Employing for Full Clinical Practice

Dr. D.F. Woomer
750 Eleventh Avenue, East
Eugene, Oregon 97401

ACNM Affiliation
Chapter 23, Region VI

Key Source for Legislation Information

Carolyn Stadter, CNM
1005 S.E. 136th Avenue
Vancouver, Washington 98664

PENNSYLVANIA

Legal Status

Nurse-midwives are practicing fully under the state’'s
midwife law, which vests regulatory powers in the State
Board of Medical Education and Licensure (1). Current
regulations of this Board restrict licensure to nurse-mid-
wives (2,3). Under study is a proposal to amend the regu-
lations to require certification by the American College
of Nursc-Midwives as a prerequisite for practice, instead
of the examination administered by the Board.

The Board authorizes the Department of Health to
supervise licensed midwives and to issue periodic instruc-
tions outlining techniques and procedures for midwives.

Legislation and Sources

1. Pennsylvania Act No. 155, Sections 1-4. An Act to
provide for the better protection of the lives, bodies and
health of newborn children and parturient women by
providing for the licensing and revocation of midwives,
etc., 19.11.

2. Commonwealth of Pennsylvania, Department of State
Commissioner of Professional and Occupational Affairs,
Stale Board of Medical Education and Licensure, Rules
and Regulations. Amended 1972.

3. Pennsylvania Bulletin, Doc. No. 22-1877. Piled Sep-
tember 22, 1972.

Qualifications for Practice
1 Licensure as a professional nurse,

2. Completion of a course in midwifery approved by the
State Board of Medical Education and Licensure.

3. United States citizenship, or a Declaration oi Intent to
become a citizen; 21 years of age, good moral character;
not addicted to alcohol or narcotics.
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4. Successful completion (75%) of a licensing examina-
tion administered by the Board.

or

Satisfaction of all requirements of the Board and a valid
license in another state or territory of the United States,
provided the requirements are substantially equal to
those required by the Board.

5. Payment of a $25.00 fee, as well as a $5.00 fee for bi-
ennial renewal of license.

Application for Licensure

Secretary

State Board of Medical Education and Licensure
279 Boas Street

Harrisburg, Pennsylvania 17120

Agencies Employing for Full Clinical Practice

Booth Maternity Center
6051 Overbrook Avenue
Philadelphia, Pennsylvania 19131

McKeesport Hospital
1500 Fifth Avenue
McKeesport, Pennsylvania 15132

Temple University Hospital

Department of Obstetrics and Gynecology
3401 North Broad

Philadelphia, Pennsylvania 19140

ACNM Affiliation
Chapter5, Region 111

Key Source for Legislation Infonnntion

Eunice Ernst, CNM
R.D. 1
Pcrkiomenvillc, Pennsylvania 18074

PUERTO RICO

Legal Status

Nurse-midwivcs arc practicing fully in hospitals and
health centers, with over 450 professional nurse-mid-
wives currently licensed in Puerto Rico. The Board of
Medical Examiners of Puerto Rico is authorized by the
Commonwealth medical practice act to regulate the
practice of professional nurse-midwifery (1).

Over 100 lay midwives are licensed to practice by the
Puerto Rico Board of Health, which is also responsible
for supervision of their work (2).

Legislation and Sources

1 Ley Tribunal Examinador de Medicos de Pucrtc Rico,
Ley Num. 22, Articulo 20, Aprobada el 22 de Abril 1931.
segun has sido enmiendad hasta 1970. (Law on the
Puerto Rico Board of Medical Examiners, Law No. 22,
Article 20, Approved April 22, 1931, as amended
through 1970.)

2. Regulamento para Comadronas Auxiliares. Departa-
mento de Salud, Mar. 20,1961. (Regulations for lay mid-
wives, Department of Health, March 20,1961.)

Qualifications for Fhractice
1. License to practice nursing in Puerto Rico.

2. Graduation from a school of nurse-midwifery recog-
nized by the Board of Medical Examiners of Puerto Rico.

3. Passing of an examination by the Board of Medical
Examiners of Puerto Rico.

Application for Licensure

Puerto Rico Board of Medical Examiners
261 Tanca Street

Box 3271

San Juan, Puerto Rico 00907

Agencies Employing for Full Clinical Practice

Puerto Rico Department of Health
1306 Poncc de Leon Avenue
Santurcc, Puerto Rico 00908

School of Nuisc-Midwifery
University Hospitals

Caparra Terrace

Rio Piedras, Puerto Rico 00924

ACNM Affiliation
Chapter 27, Region Il

Koy Source for Legislation Information

Cecilia Fonseca de Colon, CNM
Nurse-Mid wife Consultant
Julio C. Artega 674

Villa Pradcs

Rio Piedras, Puerto Rico 00924

RHODE ISLAND

PuycifoicAup

Despite the lack of any restriction on practice, no certi-
fied nurse-midwives are practicing in Rhode Island. Al-
though there arc no statutory provisions for the licensure
of lay midwives or nurse-midwivcs, both the state's medi-
cal practice act (1) and the state’s nurse practice act (2)
arc open to permissive interpretation.
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1. Rhode Island General Laws 1956 Amended. Physi-
cians and Surgeons, Chapter 5-37.

2. Rhode Island General Laws 1956 Amended, Nurses,
Chapter 5-34.

Qualifications for Practice

None.

Application for Licensure

No:.e.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 2, Region 1

Key Source for Legislation Information

Nancy Mularczyk, CNM
85 Blueficld Street
New Bedford, Massachusetts 02740

SOUTH CAROLINA

Legal Status

Nurse-midwives are currently employed in a nurse-
midwifery service and also for teaching and supervision
of lay midwives whose practice is controlled by the State
Board of Health. The state’s Attorney General advised
that nurse-midwivcs can practice legally under provisions
of the state’s laws governing nursing (1) and the medical
practice laws (2), but arc not governed by the rules and
regulations for lay midwives. Accordingly, the Joint Prac-
tice Commission of the South Carolina Medical Associa-
tion and the South Carolina Nurses' Association, in
January, 1973, formulated a Joint Statement on the Prac-
tice of Nursc-Midwifcry in South Carolina (3) which is
currently in effect.

Although there are no legislative statutes regarding the
practice of midwifery, the 169 lay midwives who are prac-
ticing must comply with rules and regulations for mid-
wives defined by the State Board of Health (4) . Under
(heir provisions a midwife is required to secure a Co mi-
cate of Registration from the County Health Depart-
ment.

Legislation and Sources

1 Code of Laws of South Carolina, Title 56, Chapter 17,
Nurses, Section 56-951 to 56-1018, 1962 and 1969.

2. Code of Laws of South Carolina. Title 56. Chapter 24
(as amended), Physicians and Surgeons, Section 56-1351
to 56-1385,1962.*

3. Joint Statement on the Practice of Nurse-Midwifery in
South Carolina. J.S. Practice Commission of the South
Carolina Medical Association and the South Carolina
Nurses’ Association, January 1973.

4. Rules and Regulations Governing Midwives in the
State of South Carolina, Executive Committee of the
State Board of Health, Approved effective October 21,
1970.

Qualifications for Practice
1. Licensure as a registered nurse in South Carolina.

2. Graduation from a nurse-midwifery basic education
program approved or recognized by the American Col-
lege of Nurse-Midwives.

3. Certification in nurse-midwifery by the American Col-
lege of Nursc-Midwives signifying successful passage of
the national written and clinical examinations.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Nurse-Midwifery Program

Medical University of South Carolina
80 Barrc Street

Charleston, South Carolina 29401

M. Wells, CNM. S.L. Collins. MD, and A.J. Villani,
MD, PA

1501 Ninth Avenue

Conway, South Carolina 29526

ACNM Affiliation
Chapter 7, Region V

Key Source for Legislation Information

Margaret Ann Corbett, CNM
Nurse-Midwifcry Program

College of Nursing

Medical University of South Carolina
80 Barre Street

Charleston, South Carolina 29401

SOUTH DAKOTA

Legal Status

Nurse-midwives may practice fully under the state’'s
Nurse Practice Act, which permits nurses with ‘appro-
priate training" to perform "special acts delegated by a
physician ... or by the medical staff of an employing
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SOUTH DAKOTA  (continued)

medical facility” (1). Rules and regulations of the State
Board of Nursing adopted in January 1975 (2) implement
this law by requiring certification by the American Col-
lege of Nurse-Midwives as a prerequisite for practice.

Currently, two nurse-midwives are practicing in the
state, both employed by the Indian Health Service.

Legislation and Sources

1. South Dakota Code of Laws, Nurse Practice Act, Sec-
tion 36-9-3 (1) as amended 1972.

2. Rules and Regulations of the State Board of Nursing,
Chapter 20:48:04:02 (3), “Nurse-Midwife," January
1975.

Qualifications for Practice
1. Licensure as a professional nurse.

2. Current certification by the American College of
Nurse-Midwives.

Application for Licensure

South Dakota Board of Nursing
Room 210, Johnson Building
P.O. Box 836

Mitchell, South Dakota 57301

Agencies Employing for Full Clinical Practice

Public Health Service Hospital
Pine Ridge, South Dakota 57770

ACNM Affiliation
Chapter 16, Rcgio.: :V

Key Source for Legislation Information

Barbara Criss, CNM
Public Health Service Hospital
Pine Ridge, South Dakota 57770

TENNESSEE

Legal Status

Certified nurse-midwivcs arc practicing fully under an
addition to rules and regulations of the Tennessee Board
of Nursing, which allows for evn.ntided roles of nurses {'}.
Neither the state’s medical practice act (2), which specifi-
cally exempts midwives, nor the nurse practice act (3) is
restrictive. A joint committee of the Tennessee Medical
Association and Tennessee Nurses’ Association is devel-
oping a statement on nurse-midwifery practice.

Lay midwives arc practicing in the state under super-
vision of the State Health Department, although no stab

46

tants practice under an exemption to the Medical Prac-
tice Act, which also exempts registered nurses (4).

Legislation and Sources

1. Addition to Nursing RN 32, Responsibility of Rules
and Regulations of the Tennessee Board of Nursing Con-
cerning the Licensure and Education of Registered
Nurses, April 19, 1974.

2. Tennessee Code Annotated, Title 63, Chapter 1, State
Licensing Board for the Healing Arts, 1953.

3. Tennessee Code Annotated, Title 63, Chapter 7, Pro-
fessional Nurses, amended in 1972.

4. Public Chapter No. 166 of Medical Practice Act of
Tennessee, 1973.

Qualifications for Practice

Currently being developed.

Application for Licensure

Tennessee Board of Nursing
301 7th Avenue North
Nashville, Tennessee 37219

Agencies Employing for Full Clinical Practice

Halston Valley Community Hospital
Kingsport, Tennessee 37662

Nurse-Midwifcry Program
Department of Nursing Education
Mcharry Medical College
Nashville, Tennessee 37208

Nurse-Midwifery Service
Maternal and Infant Care Project
Woodlawn Extended

Dyersburg, Tennessee 38024

ACNM Affiliation
Chapter 10, Region V

Key Source for Legislation Information

Betty Y. Garbutt, CNM

Assistant Director for Nurse-Midwifcry
Division of Family Health Services
Tennessee Department of Public Health
409 Capitol lowers

510 Gay Street

Nashville, Tennessee 37216
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TEXAS

Legal Status

Nurse-midwives are employed for full clinical midwif-
ery functions without being licensed for midwifery be-
cause such licensure is not required bv state law. Al-
though the Stale Board of Health is empowered by law to
promulgate rules and regulations in areas of public
health, it has not formulated any specific rules and regu-
lations pertaining to nurse-midwifery. Also, there are no
restrictions in either the medical practice (1) or the nurse
practice (2) acts. Interested physicians and nurses are ex-
ploring t! :e possibility of new legislation specific to nurse-
midwifery.

Lay midwives are also permitted to practice without
licensure and in accordance with public health laws re-
lating to specific procedures in their practice (3). The
legal basis for midwifery practice is an Appelate Court
decision in 1956 which ruled that childbirth ir. not con-
sidered a disease or disorder. Thus, the practice of mid-
wifery is not included in the practice of medicine. ?s it
was then and is currently defined (4). However, it has
been pointed out that one engaging in this practit c (mid-
wifery) must not go so far as to practice medicine without
a license (5). It is considered that an essential clement is
that such person (a medical practitioner) recci' c directly
or indirectly compensation for a diagnosis, or treatment
of a disease, disorder or injury (6).

Legislation and Sources

1 Laws nt u:as. Title 71. Public Health. Chapter 6.
Medicine. 1953

2. Laws of Texas. Title 71. Public Health. Chapter 7.
Nurses. 1959.

3. Public Health Laws in Texas Penal Code (Title 12. Art.
746) and in Civil Statutes ( Title 71. Art. 4441. 4442. 4445,
44453, 4447. Rules 34 lo 49a and Art. 4447c). .

4. Hunii v. Siute, Court of Criminal Appeals of Texas.
1956, (Cite: 289 South Western Reporter 2d Series 244).

5. State u" Texas Department of Health. Memorandum
from the L -a Consultant to the Nurse Consultant in
Family Plam'ing, MCH Division. July 2. 1973.

6. The Attorney General of Texas. Opinion No. WW-
1278. March 13. 1962. directed to Angelina County
Attorney.

Qualifications for Practice

None specified.

Application for Licensure

None.
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Agencies Employing for Full Clinical Practice

Bexar County Hospital District
(Robert B. Green Hospital)
527 N. Leona

San Antonio, Texes 78207

Sheppard Air Force Base Hospital
Wichita Falls. Texas 76306

Su Clinica Familiar
152 South 6th Street
Raymondville, Texas 78580

ACNM Affiliation

Chapter 20 (North Texas), 32 (South Texas). Region V

Key Sourcu for Legislation.Information

Sister Angela Murdaugh. CNM
Director, Nurse-Midwifery Service
Su Clinica Familiar

152 South 6th Street
Ravmondvillc. Texas 78580

UTAH

Legal Status

Prior to June 1971, mirs;-midwivcs were practicing
fully only in connection with the educational program at
the University of Utah. Since that time, an Act for the
Licensing of Nursc-Midwives (1) has permitted them to
function fully anywhere in the s?atc. This act provides
that individuals meeting its requirements shall have their
professional nursing licenses also designate them as a
certified nurse-midwife. and that licensed nursc-mid-
wives function within standards of practice set by the
American College of Nursc-Midwives.

Legislation and Sources

1. Utah Senate Bill No. 158. An Act Relating lo Nursing
and Providing for the Licensing of Nursc-Midwives. Sec-
tion 58-31-9. 197).

Qualifications for Practice
1 Licensure as a regisy red nurse in Utah.

2. Certificalc in nulEC*mid\vifcrv from !'hc Anirriran Col-
Icjjjc of Ni :se-MLi%vives. Temporary approval to practice
mvursc-mio \ifcry for a period not to exceed 4 months may
he granted pending receipt of official notification of
passing the examination.

3. Written verification of certification as a nurse-midwife
by the American College of Nurse-Midwives. submitted
to tic Department of Business Regulation,
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Application for Licensure

Nursing Consultant

Department of Business Regulation
330 East 4th Street, South

Salt Lake City, Utah 84111

Agencies Employing for Full Clinical Practice

Family Practice Clinic, Holy Cross Hospital
1045 E. 1st Street
Salt Lake City, Utah

Hospital
Hill Air Force Base
Ogden, Utah 84406

Uintah County Hospital
Vemai, Utah 84078

University of Utah

College of Nursing

25 South Medical Drive
Salt Lake City, Utah 84112

Utah State Department of Health
45 Foi: lyouglas Boulevard
Salt Lake City, Utah 84112

ACNM Affiliation
Chapter 22, Region VI

Key Source for Legislation Information

Joyce Cameron, CNM
Associate Professor
College of Nursing
University of Utah

25 South Medical Drive
Salt Lake City, Utah 84112

VERMONT

Legal Status

Nurse-nidwivcs are practicing fully in all areas of the
maternity cycle and of family planning. General authori-
zation for their practice is provided by the state’s Nurse
Practice Act which was amended in March 1974 (1) to
permit practice by specially prepared nurses in extended
nursing roles, delegated by a responsible physician. | he
practice of nursc-midwifcry is included within this legal
framework.

A joint statement of policy specific to the practice of
nursc-midwifcry in Vermont was approved by the
Vermont State Nurses Association, the Vermont State
Medical Society, and the Vermont Hospital Association
in 1974 (2). The statement’s qualifications, 'unctions,

and standards for nurse-midwifery practice in the state
are in keeping with those of the American College of
Nurse-Midwives. The statement also provides for a Joint
Committee comprised of representatives from the above
three state professional groups. Of the nine committee
members, two must be nurse-midwives certified by the
American College of Nurse-Midwivos, and two must be
obstetricians certified by the N\'.uerica,’ Board of Obstet-
rics and Gynecology.

Because the state’s Nurse Practice Act -*oadly recog-
nizes nurse specialists without defining their roles or
specific preparation and requirements, the Vermont
State Nurses Association and the Vermont State Medical
Society have appointed a Joint Commission on Practice.
One member of this Commission is a nurse-midwife. The
main purpose of the Commission is to develop a state-
ment on the scope of practice for nurses in extended
roles. Included will be subsections relating to the pre-
paration and roles of nurse-midwives, as well as each of
the various types of nurse practitioners.

Legislation and Sources

1. Vermont Statutes Amended, July 1974, Title 26, Chap-
ter 24, An Act to Provide for the Regulation of the Prac-
tice of Nursing, Section 1552, Definitions.

2. Statement of Policy, Vermont State Nurses Associa-
tion, Vermont State Medical Society, Vermont Hospital
Association. Signed by president of VSMS February 15,
1974, by President of VSNA March 2. 1974 and by Presi-
dent of VHA March 5,1974.

Qualifications for Practice

1. Registration as a professional nurse with the Vermont
State Department of Nurses.

2. Certification by the Americar College of Nurse-Mid-
wives.

3. Other requirements as specified by the employing in-
stitutions or agencies.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

Associates in Obstetrics and Gynecology
40 Colchester Avenue
Burlington, Vermont 05401

diutci ant Ul VEtHHUM

College of Medicine

Department of Obstetrics and Gynecology
Given Medical Building

Burlington, Vermont 05401

ACNM Affiliation
Chapter 1, Region 1
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Director, Nurse-Midwifery

The University of Vermont

College of Medicine

Department of Obstetrics and Gynecology
Given Medical Building

Burlington, Vermont 05401

VIRGINIA

Legal Status

Nurse-midwives are practicing fully under the recently
amended Rules and Regulations of the Board of Health
of Virginia (1). The Board is empowered by a midwife act
(1) to issue permits and adopt rules and regulations gov-
erning the practice of midwifery. According to the re-
vised regulations, applicants for new permits must be
nurse-midwivcs. However, they are also required to com-
ply with regulations for practice established for lay mid-
wives.

Currently, over 100 lay midwives are licensed and
practicing under the supervision of local health depart-
ments. Their permits to practice may be renewed annu-
ally.

Legislation and Sources

1. Rules and Regulations of the Board of Health. Com-
monwealth of Virginia, Governing the Practice of Mid-
wifery, effective July 1, 1974. Statutory Authority: Code
of Virginia, Sections 32-16.1 through 32.167.6.

Qualifications for Practice
1 Registration as a professional nurse in Virginia.

2. Graduation from a school of midwifery approved by
the American College of Nursc-Midwives.

3. Age 18-65.

4. Previous experience, i.e.. observation of and assistance
with 10 or more deliveries in hospital.

5. Passing o f: physical examination by the Local Health
Director or a practicing physician, including specific lab-
oratory tests.

6. Letters of reference from each of two local practicing
physicians.

Renewal of permit every two years.

Application for Licensure

Director

Bureau of Maternal Health
600 Madison Building

109 Governor Street
Richmond. Virginia 23219
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Hospital

Langley Air Force Base
Virginia 23365

St. Mary's Hospital
910 Virginia Avenue
Norton, Virginia 24273

ACNM Affiliation
Chapter 6, Region IlI

Key Source for Legislation Information

Marguerite Hydom. CNM
Associate Professor
Maternity-Child Nursing

Virginia Commonwealth University
School of Nursing, Box 638

MCYV Station

Richmond. Virginia 23298

VIRGIN ISLANDS

Legal Status

Nurse-midwivcs are employed for clinical midwifery
services by the Virgin Islands Health Department, which
owns and operates all public health facilities in the terri-
tory. The nurse-midwifery practice act (1) set require-
ments for practice and established the Board of Nurse-
Midwife Examiners (2).

Lay midwives are prohibited from practice by the
nursc-midwifcry practice act.

Legislation and Sources

1. Virgin Islands Code, Title 27. Chapter 1, Sub-chapter
V. Nurse-Midwifcry. 1960, amended in 1969.

2. Virgin Islands Code. Title 3. The Board of Nnrse-Mid-
wife Examiners, Section 415(a)5 and 415(b)5, 1960.

Qualifications for Practice
1 High school education or equivalency.

2. Graduation from both an accredited school of profes
sional nursing and of midwifery.

3. Good character and good physical and mental health.
4. Payment of a S10.00 fee.

Licensure through reciprocity is available to those with
proof of licensure in another siaic or foreign country, it
in the Board’s opinion. Virgin Islands requirements arc
satisfied.
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VIRGIN ISLANDS (continued)

Application for Licensure

Executive Director

Board of Nurse-Midwife Examiners

U.S. Virgin Islands

c/o Charles Harwood Memorial Hospital
Christiansted, St. Croix, U.S. Virgin Islands 00802

Agencies Employing for Full Clinical Practice
Virgin Islands Health Department at:

Charles Harwood Memorial Hospital
Christiansted, St. Croix, U.S. Virgin Islands 00802

Knud Hausen Memorial Hospital
Charlotte Amalie, St. Thomas
U.S. Virgin Islands 00801

ACNM Affiliation
Chapter 28, Region Il

Key Source for Legislation Information

Theolinda Hewitt, CNM
P.O. Box 305
Christiansted, St. Croix
U.S. Virgin Islands 00802

WASHINGTON

Legal Status

Although there are no legal restrictions to the practice
of nurse-midwifery, only one nurse-midwife is practicing
fully in the state of Washington. A 1917 lay midwife act
(1) is still in effect despite attempts at repeal since 1971.

The state's nurse practice act (2), revised in 1973, pro-
vides for extended nursing practice in areas recognized
jointly by the nursing and medical professions and regu-
lated by the State Board of Nursing. Rules and regula-
tions for advanced registered nurses and specialized
registered nurses have recently been promulgated by the
Board (3). Also, the physician assistants act (4) would
appear to cover the practice of nurse-midwife.y.

Legislation and Sources

1 Revised Code of Washington, Chapter 18.50, Midwif-
ery, Sections 50.010 to 50.900. 1917.

2. Revised Code of Washington, Laws of 1973, Lew Reg-
ulating the Practice of Registered Nursing, Chapter 133.
Sections 18.88.010 to 18.88.285.

3. Board of Nursing Rules and Regulations, WAC 308-
120-190 to 250. February, 1975.

4. Revised Code of Washington, Chapter 18.71 A, Physi-
cians' Assistants, Sections 18.71A.010 to 18.71A.000.
1971.

Qualifications for Practice

Umdier tthe nurse practice act:

1. Licensure as a professional nurse;

2. Others as determined by the Board of Nursing.
Under the laymidwife act:

1. Passing of an examination and payment of a $15.00
fee.

2. Certificate or diploma from a school of midwifery hav-
ing an approved program;
or

3. Certificate or diploma from a foreign institution of
equal requirement, conferring the right to practice in
that country;

4. Endorsement by a physician licensed in the state of
Washington.

The physician assistants act does not provide for licen-
sure. The State Board of Medical Examiners is author-
ized to adopt rules and regulations fixing the qualifica-
tions for persons who may be employed as physician
assistants.

Limitations to Practice

Licensure under the lay midwife act prohibits the nurse-
midwife from prescribing any drug or medicine, except
some household remedy, after the birth of the infant.

Physician assistants may practice only after authoriza-
tion by the Board of Medical Examiners and only to the
extent permitted by the Board.

Application for Licensure

Under the Nurse Practice Act:
Executive Secretary
Washington State Board of Nursing
Department 77180
P.O. Box 649
Olympia, Washington 98501

Under the lay midwife act:
Administrator
Division ol Professional Licensing
Fifth and Sylvester
71000 Capital Center Building
P.O. Box 649
Olympia, Washington 98501

Under the physician assistants act:
Division ol Professional Licensing
Fifth and Sylvester
71(K)() Capital Center Building
P.O. Box 649
Olympia, Washington 98501

Agencies Employing for Full Clinic nl Practice

None known.
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ACWM Affilintion
Chapter 23, Region VI

Key Source for Legislation Information

Tamara Cyr Baker, CNM
205C North 63rd Avenue
Yakima, Washington 98902

WEST VIRGINIA

Legal Status

Certified nurse-midwives are practicing fully and are
licensed under a recently enacted nurse-midwifery prac-
tice act (1) which is derived from a 1931 lay midwife law.
Under the new act, the few lay midwives holding licenses
on July 1. 1973 were permitted to continue practicing in
accordance with the former law, but authority for licens-
ing midwives was transferred from the state’s Board of
Health to the Board of Examiners for Registered Nurses.

Legislation and Sources

1 Code of West Virginia, Chapter 30. Article 15, Mid-
wives, Sections 30-15-1 t030-15-8, 1973.

Qualifications for Practice
1 Registration as a professional nurse in West Virginia.

2. Graduation from a school of midwifery approved by
the American College of Nursc-Midwives.

3. Certification by the American College of Nurse-Mid-
wivcs.

Application for Liccnsuro

West Virginia Board of Examiners for Registered
Nurses

Building 3, Room ‘116

1800 Washington Stieet. East

Charleston, West Virginia 25305

Agencies Employing for Full Clinical Practice

A.R. Jacobson, ML)
P.O. Box 50
Bcckley, West Virginia 25801

ACNM Affiliation
Chapter 11, Region Ill

Key Source for Legislation Information

Nancy Schncll. CNM
1250 Dorsey Avenue
Morgantown, West Virginia 26505

JOURNAL OF NURSE-MIDWIFERY ¢ Vol. XXI, No. 2, Summer 1976

Wisconsin

Legal Status

Nurse-midwives are not permitted to practice fully in
the state at this time, according to the 1973 Wisconsin
Attorney General’s interpretation of statutes concerning
midwifery and medical practice (1). However, the state’s
nurse practice act (2) does not specify any conditions
which would prohibit ihe practice of midwifery.

In 1953, sections of the state’s statutes referring to li-
censure of midwives were repealed, but a "grandfather
clause” included in statutes pertaining to the state’s
Medical Examining Board permitted lay midwives al-
ready licensed to continue practicing under the old laws
and subject to "other provisions” in the Board Statutes
(3). In 1955. the state’s Attorney General had interpreted
that statute to mean that in effect no person other than a
licensed physician could practice midwifery, although
according to the more recent interpretation, it is not clear
from the law that the legislature intended to exclude all
persons except physicians from practicing midwifery,
and therefore new legislation would be required (1).

Legislation and Sources

1. Letter from the Attorney General of the State of Wis-
consin directed to the Sccretaty. Medical Examining
Board. March 5. 1973, referring to 44-0-AG-94 (1955).

2. Wisconsin Statutes, Chapter 441. Division of Nurses.

3. Wisconsin Statutes. Chapter 448. Medical Examining
Board, Section 448.20. 1953.

Qualifications for Practice

None.

Application for Licensure

None.

Agencies Employing for Full Clinical Practice

None known.

ACNM Affiliation
Chapter 16, Region IV

Key Source for Legislation Information

Anita H. Grand, CNM

Maternal and Child Health Consultant
State Division of Health

P.O. Box 309

Madison, Wisconsin 53701

51



Legal Status Application for Licensure

One nurse-midwife is licensed to practice midwifery in Executive Secretary

accordance with the state’s medical practice act (1). Al- Board of Medical Examiners
though the law was not designed for nurse-midwifery State Office Building West
practice, it is not restrictive, and the state’s Nursing Cheyenne, Wyoming 82001

Practice Act is likewise permissive (2), Although no

nurse-midwives are practicing fully, some physicians in

the state have expressed interest in starting nurse-mid- Agencies Employing for Full Clinical Practice
wifery services.

Legislation and Sources

None at present.

1. Wyoming Statutes-1957, Chapter 33, Physicians and ACNM Affiliation
Surgeons, Section 33-339, Practitioners of Obstetrics and .
S Chapter 22, Region VI
Midwifery.
2. State of Wyoming Nursing Practice Act. Sections 33-
280 through 33-291, Wyoming Statutes, 1957. Key Source for Legislation Information
Karol A. McRorie, CNM
Qualifications for Practice 1202 East Fifth Avenue
1. Graduation from a midwifery program. Cheyenne, Wyoming 82001

52 LEGISLATION AND NUUSE-MIDWIFERY PRACTICE IN THE USA



JOURNAL OF NURSE-MIDWIFERY « Vol. XXI, No.

A PPEND

X

A

PHILOSOPHY
OF THE AMERICAN COLLEGE

OF NURSE-MIDWIVES

The Philosophy of the American College of Nursc-

Midwives is based on the belief that

e Every childbearing family has a right to a safe, satis-
fying experience with respect for human dignity and
worth; for variety in cultural forms; and for the par-
ents' right to self-determination.

e Comprehensive maternity care, including educa-
tional and emotional support as well as manage-
ment of physical care throughout the childbearing
years, is a major means for intercession into, and

improvement and maintenance of, the health of the
nation’s families. Comprehensive maternity care is
most effectively and efficiently delivered by inter-
dependent health disciplines.

Nurse-midwifery is an interdependent health dis-
cipline focusing on the family and exhibiting re-
sponsibility for insuring that its practitioners are
provided with excellence in preparation and that
those practitioners demonstrate professional be-
havior in keeping with these stated beliefs.

Adopted 1972
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ACNM STATEMENT OF

QUALIFICATIONS, STANDARDS,
AND FUNCTIONS

Qualificationsfor the Practice ofNurse-Midwifery

1

2

Certification by the American College of Nurse-

Midwives.

a. Active licensure as aregistered nurse in one of the
50 states or Territories including the District of
Columbia.

b. Completion of a nurse-midwifery educational pro-
gram approved by the American College of Nurse-
Mid wives.

Compliance with legal requirements of the jurisdic-
tion in which nursc-midwifcry practice will occur.

Standards for the Practice ofNurse-Midwifcry

Nursc-midwifcry practice

1 Strives to provide continuity of care to the woman

&

10.

and her family during the maternity cycle, continu-
ing intcrconccptionally throughout the childbearing
years;

Fosters the delivery of safe and satisfying care;

Recognizes that childbearing is a family experience
and encourages the active involvement of family
members in care;

Upholds the right to self-determination of con-
sumers within the boundaries of safe care;

Focuses on health and growth as developmental pro-
cesses during the reproductive years;

Stimulates community awareness and responsive-
ness to the needs for delivery of quality family-cen-
tered care;

Occurs inlcrdcpendently within a health care deliv-
ery system;

Occurs within a formal written alliance with an ob-
stetrician. or another physician, or a group of physi-
cians. who has/have a formal consultative arrange-
ment with an obstetrician-gynecologist;

Exists within a framework of medically approved
protocols;

Occurs within the realm of professional competence;

11.

12.

Requires opportunities for continuing professional
growth and development;

Includes an on-going process of evaluation.

Functionsfor the Practice ofNurse-Midwifery

The nurse-midwife

1.

10.

11.

12.

Assumes responsibility for the management and
complete care of the essentially healthy woman and
newborn related to the childbearing processes;

Develops with the woman an appropriate plan of
care attentive to her interrelated needs;

Participates in individual and group counseling and
teaching throughout the childbearing processes;

Manages, through mutual agreement and collabora-
tion with the physician, that part of care of medically
complicated women which is appropriate to the
skills and knowledge of nurse-midwives.

Collaborates with other health professionals in the
delivery and evaluation of health care;

Assesses own professional abilities and functions

within identified capabilities;
Assumes responsibility fur own self-determination
within the boundaries of professional practice;

Maintains and promotes professional practice in

concert with current trends;

Utilizes Standards for Evaluation of Nursc-Midwif-
ery Procedural Functions in development and evalu-
ation of practice (Addendum 1).

Promotes the preparation of nursc-midwifcry stu-
dents;

Assists with the education of other health care per-
Suiidiul j

Supports the philosophy and official policies of the
American College of Nurse-Midwivcs.

Accepted 1975
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ADDENDUM 1

Standards for Evaluation of Nurse-Midwifery
Procedural Functions

The following guidelines were adopted by the Execu-
tive Board of the American College of Nurse-Midwives as
a way of approaching the clinical practice of the nurse-
midwife. Practice is continually evolving and it varies
depending upon the institution and the demands for ser-
vice within each setting. Because of this, the nursc-mid-
wife may frequently be in a position of having to evaluate
a new function for possible inclusion into her practice.
This need for evaluation may be stimulated by the ob-
stetrician, the demands of the patient or community,
pressure from other groups, or desires of the nurse-mid-
wife herself. In any case, the answer as to the worth and
safety of a new procedure for inclusion into nurse-mid-
wifery may not be clear.

No one of these guidelines can stand alone. It is only by
employing each of them and then surveying the whole
that an accurate feeling for the safety and suitability of
the procedure for nurse-midwifery practice can be ob-
tained. Guidelines help to direct but they do not neces-
sarily guarantee that the direction will be completely
clear. Systematic review of new procedures will help to
assure that the statements on qualifications, standards
and functions arc up to date.

1. The procedure assists the nurse-midwife in manag-
ing the care of the normal childbearing woman and
infant.

a. It does not conflict with the basic philosophy of
nursc-midwifcry as outlined by the ACNM and
with that outlined by the nurse-midwifery service.

b. 'Hie procedure can be done competently by the
nurse-midwife, i.e., the practitioner has obtained
sound theory an’ » ocrviscd clinical experience
from qualified faculty.

c. 'Hie nurse-midwife is prepared to handle possible
complications from the procedure until help ar-
rives.

2. The procedure is within accepted obstetrical practice
within the institution.

a. It is presently an established procedure.

b. It is a new procedure that is being instituted by
the obstetric service.

3. The procedure fills a demonstrated need.
a. There is consumer demand.

b. Within the obstetric team it is appropriate that
the nurse-midwife carry out the procedure.

c. The nurse-midwife feels the procedure will con-
tribute to the provision of optimal care.

4. The procedure is evaluated in the literature and/or
in practice.

a. The literature has been reviewed with both indica-
tions and contraindications identified.

b. There is consideration of what other institutions
and other nurse-midwivcs are doing.

5. The procedure is within legal limits.

6. There is an on-going plan for the evaluation of the
procedure.

a. The plan is filed with the Clinical Practice Com-
mittee at the time of initiation of the procedure.

b. Progress reports arc periodically submitted to the
Clinical Practice Committee.

The Committee requests that if a nurse-midwifery ser-
vice or a nurse-midwife intends to initiate a new proce-
dure, the Clinical Practice Committee be notified. This
will enable the Committee to record changes in practice
throughout the United States and will also facilitate the
dissemination of information of nursc-midwifcry prac-
tice. It is hoped that periodic reports in the Committee
will be made which are evaluative and in summary form.
The collection of this type of data is important to the de-
velopment of nurse-midwifery and will provide a resource
for other services which may be considering the initiation
of the same procedures.

Accepted January 27, 1V72
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APPEND

I X C

ACNM POSITION STATEMENT ON
NURSE-MIDWIFERY LEGISLATION

Preamble

The patterns of health laws in the United States vary
widely and are changing rapidly. The complexity of this
situation presents a barrier to the optimal growth and de-
velopment of nurse-midwifery due to serious ambiguities
in the legal base for practice. The American College of
Nurse-Midwives (ACNM) has received increasing de-
mands from the public and from piofcssional organiza-
tions for recommendations on legislation. The following
position statement is a result of the desire of ACNM to
respond to these demands.

Beliefs

'Hie ACNM believes that accessibility to comprehen-
sive care is the right of all persons. Certified nurse-mid-
wivcs have demonstrated that they arc capable of making
significant contributions in provision of this care. The
ACNM believes that legislation which regulates the prac-
tice of the profession of nurse-midwifery should be so
designed that it promotes and protects the health and
welfare of the public. To achieve these objectives nurse-
midwivcs must collaborate with other groups which share
their primary concern of quality maternal and infant
health care for all population groups.

Statement

A nurse-midwife who is currently certified by ACNM is
qualified to practice nursc-midwifcry throughout the
United States and its jurisdictions.

The American College of Nurse-Midwives, ar the
recognized authority governing nurse-midwifery prac-
tice. is responsible for

e Certification of nurse-midwives;

e Establishment of qualifications, standards, and
functions for the practice of nursc-midwifcry;

e Approval of nurse-midwifery educational programs;

 Development of guidelines for nurse-midwifery ser-
vices;

» Development of guidelines for continuing education
of nurse-midwives.

Separate statutory recognition is recommended as the
basis for nurse-midwifery practice. To the extent pos-
sible, this legislation should be uniform throughout the
United States and its jurisdictions. Until such legislation
is enacted, nurse-midwives may practice under a variety
of legal arrangements.

Nurse-midwivcs should be involved in the policy mak-
ing process of those regulatory bodies which administer
and/or influence the practice of nursc-midwi'ery. Nurse-
midwives who act in these capacities should be represen-
tative of and accountable to the practicing nurse-mid-
wivcs within their respective areas.

Information and consultation on legislation pertaining
to nursc-midwifcry is available through the American
College of Nursc-Midwives.

This statement was prepared by the AC'NM Legislation Con>-
mittec based qun recommendations from participants in the
ACNM Workshop on the Legal Status ol Nurse-Midwifcry
hel<! in Cincinnati, Ohio, June 1%1-15, 1974. Approved by Board
of Directors, July .10, 1974,
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APPEND

I X D

ACNM LEGISLATION COMMITTEE

GL

Step I.

Send for and read the actual documents which pertain
to nurse-midwifery practice in your stale. These are

1. Nurse Practice Act;
2. Medical Practice Act;

3. Legislation specifically mentioning midwifery or
nurse-midwifery;

4. Existing joint policy statements of groups such as
American Nurses Association, American College of
Obstetricians and Gynecologists, medical societies,
etc. relating to the practice of nurse-midwifery;

5. EXxisting statement by the Attorney General or by
any single professional organization;

6. Any other documents felt to be relevant by the De-
partment of Health.

Step I,

If there is no specific statement prohibiting the prac-
tice of nurse-midwifery in the medical practice act,
nurse-midwifery practice may be established according
to the guidelines set up by the American College of
Nursc-Midwives.

Stop i,
Any specific parts of nurse-midwifery which are for-
bidden by the law (Example; Only a doctor may perform

DELINES FOR ESTABLISHING
NURSE-MIDWIFERY PRACTICE

minor surgical procedures, e.g., episiotomies) should be
written up as a clinical practice experiment and formally
studied. Statistics should be carefully kept.

Step IV.

When a body of practice has been established with ac-
curate statistics as a visible reflection of itc existence, a
statement may be sought from the Attorney General con-
cerning the limits and extent of this practice. Such a
statement should be sought viajoint participation of offi-
cial groups. (This statement does not have the force of
law but is increasing evidence in favor of nurse-midwifery
practice.)

Step V.

A joint policy statement on nurse-midwifery practice
may be sought from the stale nurses association, state
hospital association and the state medical society. This
would also provide guidelines and a visible approval of
practice.

At this time the Legislation Committee does not sug
gest any changes in the laws unless they are completely
restrictive lo the practice of nurse-midwifery.

Mile Tiusc iniiilflini's were developed ts> the Legislation Committee in
1971. They arc in the process of revision. )

Further information may be obtained from the American Col-
lege of Nurse-Midwives.

JOURNAL OF NURSE-MIDWIFERY « Vol. XXI, No. 2, Summer 1976 67



UPDATE OF TABLE 5 ON PAGE 13

PATTERNS OF LEGISLATION AND ACTUAL PRACTICE
OF NURSE-MIDWIFERY IN THE UNITED STATES

I. States and jurisdictions with specific recognition of nurse-midwifory in legislative statutes or official
regulations:

A. CNM's practicing fully:

Alabama Florida Massachusetts North Carolina South Carolina

Alaska Guam Mississippi Ohio Utah

Arizona Hawali New Hampshire Oregon Virgin Islands

California Indiana New Jersey Pennsylvania Virginia

Colorado Kentucky New Mexico Puerto Rico Washington

Connecticut Maryland New York Rhode Island West Virginia
Wisconsin

B. CNM's not practicing fully:
Delaware ldaho Michigan Montana* South Dakota*

Il. States with permissive laws, but no specific recognition of nurse-midwifery:

A. CNM's practicing fully:

Arkansas Ilinois Minnesota Texas
District of Columbia Louisiana Missouri Vermont
Georgia Maine Tennessee Wyoming

B. CNM's not practicing fully:

lowa North Dakota* Oklahoma
Nebraska Nevada

Ill. States with restrictive interpretation of laws and no CNM's practicing fully:

Kansas

1Exception: Niirso-Mimvivos practice in teaorni govornmuntm hospitals

Prepared ty the Legislation Committee ol the American College ol Nurse-Midwivos

July. 1900
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APPENDIX F

UPDATE OF TABLE 7 ON PAGE 15

LICENSURE OR OTHER QUALIFICATIONS FOR THE PRACTICE OF
NURSE-MIDWIFERY AS DEFINED BY STATES AND JURISDICTIONS

Licensure Specific to Nurse-Midwifery

Alabama Maryland Oregon
Alaska Massachusetts Pennsylvania
Arizona Michigan Puerto Rico
California Mississippi Rhode Island
Connecticut (a) Montana South Carolina
Delaware New Hampshire South Dakota
Florida New Jersey Utah

Guam New Mexico Virginia
Hawaii New York Virgin Islands
Indiana North Carolina Washington
Kentucky Ohio West Virginia

Spocific Qualifications, other than State Licensure, for Nurse-Midwifery

District of Columbia Maine
Georgia Vermont
[llinols

Legal Provisions for Lay Midwives May Apply
Louisiana Minnesota Texas (b)
Legal Provisions for Physician Assistants May Apply

Connecticut (a) lowa

rso-Midwives hnvo n Iegal option to quality lor practice under statutes applicable lo one or more prnctitionors ol midwifery,
ws do not specify quali

Ications lor practiCe.



B

Connecticut (a) New Mexico
Delaware Rhode Island
Florida (b)

State Board of Medicine (or equivalent)
Guam New Jersey Pennsylvania
Indiana Puerto Rico

State Board of Nursing (or equivalent)
Alabama Oregon
Alaska Massachusetts South Carolina
Arizona South Dakota
California Mississippi Washington
Florida West Virginia
Kentucky

Joint Commission of State Boards

ldaho North Carolina Virginia

APPERDIX 6

wfifeffi?’

UPDATE OF TABLE 8 ON PAGE 17
REGULATORY AUTHORITY FOR NURSE-MIDWIFERY BY STATES AND JURISDICTIONS
State Board of Health (or equivalent)

New Hampshire

Registration required.

Other Agencies

Utah — Department of Business Regulation, Committee
of Certified Nurse-Midwifery
Virgin Islands — Board of Nurse-Midwife Examiners

Authority tor control is ambiguous.

APPENDIX H

SPECIFIC RECOGNITION OF CERTIFIED NURSE-MIDWIVES IN LAWS
OF STATES AND JURISDICTIONS

Statutory Recognition with or without Regulatory Recognition

Alabama
California
Colorado
Kentucky
Maryland
Massachusetts
Michigan

Montana
New York
Ohio

Utah

Virginia
West Virginia

Regulatory Recognition Only

Alaska
Arizona
Connecticut
Delaware
Florida
Hawaii
[daho
Indiana
Mississippi

New Flampshire
New Jersey
New Mexico
North Carolina
Oregon
Pennsylvania
Rhoue Island
South Carolina
South Dakota
Washington

Prepared by the Legislation Committee ol the American College ot Nursc-Midwives.
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PREFACE

The Health Policy Analysis Program (HPAP) 1is a cooperative
undertaking of the executive and legislative branches of Wash—
ington State and the University of Washington®s School of Public
Health and Community Medicine.

The purpose of the Program is to provide independent research
and analysis services to the Statelj public decision-makers who
have responsibility for health care policies and programs.

Assignments undertaken by the Program represent the priori—
ties and concerns of the public officials. The selection process
for work assignments is the responsibility of the HPAP Advisory

Committee which includes representatives of the

e Washington State House of Representatives
e Washington State Senate

e Department of Social and Health Services
e Washington State Hospital Commission

e School of Public Health and Community Medicine

The Program is funded by Washington State and is housed in
the Department of Health Services of the School of Public Health
and Community Medicine.

During the period of this report the staff of the Health

Policy Analysis Program included:

Thomas W. Bice, Director

A
Charles T. Heaney, Research Associate

Laurence Costa, Research Associate
a

Amy Malter, Research Assistant

Sandra Lee, Research Assistant

Ruth Marie Fish, Secretary

October, 1980
A - -
Principal authors



SUMMARY OBSERVATIONS

Concern over the adequacy of the state®"s 1917 midwifery
statute is a product of (1) the recent appearance of
candidates who have successfully fulfilled the requirements
for licensure, (2) activities of midwifery advocates in the
areas of legislation and education, and (3) a small, but

noticable increase in out-of-hospital births.

Since 1975, sixteen individuals have been licensed as mid—
wives in this state. Nine of them were trained abroad

(see pp- 5-6).

In 1978, a midwifery school was established in Seattle.
Five of its graduates have been licensed as midwives (see
pp- 9-10).

Between 1970 and 1979, the percentage of out-of-hospital
births in Washington rose from 0.6 percent to 2.6 percent.
The absolute numbers, however, are relatively small-
approximately 1,600 out of 50,000 births 1in 1978. The
great majority of these births (approximately 80 percent)
are attended by licensed practitioners, 1including licensed

midwives (see pp. 11-16).

Midwifery is an integral component of maternity services
in Europe. It is viewed in terms of (1) normal pregnancy,
(2) a broad scope of practice, (3) a variety of practice
settings, and (4) a profession distinct from nursing (see
pp- 19-22).

The European consensus seems to be that while some nursing
skills are necessary to the practice of midwifery, one need
not first be a nurse 1in order to be a competent midwife

(see p. 22).



14.

15.

16.

17.

19.

In framing a new statute, the membership of the designated
credentialing authority will be crucial to establishing the
credibility of the midwifery regulatory process (and mid-
wifery itself) 1in the minds of the public and the professional

community (see pp. 67-69).

Of the various duties usually assigned to an occupational
credentialing body, the determination of educational require—
ments and the approval of training programs will be the most

important under a new midwifery statute (see p. 69) .

In the absence of a general consensus on midwifery and pro—
fessional organizations that could be entrusted to develop
reasonable educational standards, the task of approving
programs may best be performed by the credentialing body

constituted under a new statute (see pp- 57,69).

Whether a midwifery credentialing body should have ultimate
decision-making authority or should be advisory to state
government depends on the perceived need for public account—

ability (see pp. 70-73).

Continuing education, re-examination, and peer review are
mechanisms for promoting continued competence over the course
of a practitioner®s career. Since the relationship between
these activities and quality of care is unclear, discretion

is important 1in devising a reasonable set of requirements

(see pp. 73-76).

are the level of training and the scope of practice (see pp.-

77-81).

Midwives may be allowed to use certain basic obstetrical
medications without being granted prescriptive authority.
At issue 1is the difference between the "dispensing"”™ and the

"administering” of legend drugs (see pp. 83-85).



While the European experience can offer useful guidelines,
caution must be exercised in applying European standards

to midwifery practice in this country. Because midwifery

is neither well established nor well accepted in the United
States, a flexible policy perspective would appear desirable

(see pp. 24-25).

While midwifery, 1in general, 1is very limited and highly
controversial, nurse-midwives have, to date, received the

greatest degree of recognition (see pp* 29-32).

Outside of nursing, midwifery has been limited by the lack

of (1) organized leadership and educational activities,

(2) favorable state regulatory policy, and (3) clear relation—
ships with, and acceptance by, other health professionals

(see pp. 32-36).

In revising the current statute, the legislature may wish to
consider three approaches: (1) deferring action, (2) revising
the existing statute, and(3) combining in a single statute

a regulatory program for nurse-midwives and midwives inde—

pendent of nursing (see pp. 41-45).

The critical elements of any new midwifery statute will be

(1) the scope of practice, (2) training requirements, (3)

the credentialing process, and (4) the degree of independence
vis-a-vis other practitioners. The definition of scope of
practice will largely govern decisions regarding the other
three factors. In general, the broader the scope of practice,
the more rigorous should be the other requirements (see pp.
45-47) .

In view of current developments 1in occupational regulation,
the state may wish to consider certification or registration
as an alternative to licensure. All three can be used to
require the same standards of education and practice (see
pp. 61-60).



INTRODUCTION

Toward the latter part of 1979, the Health Policy Analysis
Program Advisory Committee requested that a study be undertaken
on the subject of midwifery and, 1in particular, midwifery out”
side of the nursing profession. Specifically, HPAP was asked
to examine the principal 1issues that will have to be resolved
in developing new legislation that would supplant the state®"s
existing midwifery statute enacted in 1917. This law does not
require nurse training as a prerequisite to licensure as a
midwife.

As will be discussed more fully in Chapter 1, there are
essentially three developments that have prompted public
officials in this state to take an interest in devising a new
midwifery statute. The first is the reactivation of the 1917
provisions which had lain dormant for decades. This was brought
on by the recent appearance of a number of individuals whose
credentials enabled them to fulfill the requirements for licensure
under the existing law. Second, midwifery advocates have raised
the visibility of this issue through legislative activity and
the establishment of a midwifery school, the graduates of which
are eligible to sit for the state licensing examination.

Finally, there has been concern over the rise, in out-of-hospital
births, especially those attended by unlicensed or otherwise
unqualified individuals. As a result, the legislature has

made some preliminary efforts to assess the adequacy of the

existing midwifery statute and its relevance to maternity ser-



Underscoring these local developments, however, is what
appears to be a widespread and growing interest in midwifery
generally as a valuable resource in the delivery of obstetric
services. An 1integral and predominant feature of maternity
care in most developed countries, 1indeed throughout the world,
midwifery virtually disappeared in the United States following
the emergence of hospital-based, medical obstetrics 1in the
mid-1900s. That midwives are once again becoming active 1is a
consequence of many factors. Important among these are the
women®s movement, the professional and political activities of
midwives, and the ongoing controversy surrounding the efficacy
of standard birth practices and their relationship to psycho—
logical needs as well as physical safety. To the extent that
it has occurred, the revival of midwifery has been helped
greatly by the willingness of many individuals and organizations
to overcome fear, prejudice, and inertia in order to give
expression to a branch of maternal and child care long considered
taboo in this country.

Modern midwifery has been marked by the emergence of several
groups of practitioners. First there are nurse-midwives,
registered nurses who have undertaken advanced training and have
passed a uniform, national certifying examination administered
by the American College of Nurse Midwives. The practice of
these "certified nurse-midwives™ (CNMs) 1is governed 1in almost
all states either by statute or by regulation issued by estab—
lished professional licensing bodies, generally boards of nursing
or medical examiners. While nurse-midwives have gained the
high regard of the professional community and the public wherever
they have been allowed to apply their skills, their acceptance
by the medical community 1is by no means universal, nor has it

been quickly and easily forthcoming.



In addition to nurse-midwives, many other persons have begun
to attend births. Because these individuals vary widely 1in
their training, experience, and competence, meaningful cate—
gorization is difficult. In the debate over maternity services,
however, they are commonly referred to as "lay"” or "empirical”
midwives. They appear to be educated, urban, middle class
women serving their peers. They contrast greatly with the
"granny”™ midwives of earlier generations, who were largely
the uneducated poor practicing among the uneducated poor in
rural areas and in the immigrant communities of the larger
metropolitan centers.

Unlike the nurse-midwives, these other practitioners are
viewed by many in the healt™ mn u shment generally, and the
medical profession 1in particular, as not having a place 1in
modern maternity care. Also unlike nurse-midwives, whose
training standards and codes of professional practice are well
established, midwifery outside of nursing does not yet have
a strong professional and educational foundation. Moreover,
few states have attempted to provide a regulatory framework
for this group of practitioners. Most states either have no
statutes relating to midwives or- as is the case 1in Washington-
have laws enacted in the early 1900s that have little relevance
to modern standards of obstetrical care. Only a few states
have taken steps to recognize and regulate the activities of
those persons providing birth services outside of the estab—
lished health professions.

This 1inquiry 1is intended to examine the major policy
questions that will have to be addressed by the legislature
in any deliberations on the regulation of midwives outside of
the nursing profession. In the politics of maternity care,
this issue 1is often highly charged with emotion and divisive —
ness, and it is for this reason that the HPAP Advisory
Committee thought that a dispassionate and practical analysis

would be especially useful.



Chapter 1 will focus on the specific concerns that have
given rise to the current interest in midwifery on the part
of public officials in this state. The second chapter provides
an overview of midwifery in the United States and 1in other
developed countries, addressing such issues as its history,
training requirements, and regulation. Chapters 111-VIlI
will examine the major policy questions. Our concluding

remarks and general observations are set out in Chapter IX.



Chapter 1

THE STATE®"S INTEREST IN MIDWIFERY

mihe discussion of midwifery legislation that is currently
taking place 1in Washington 1is a consequence of recent activity
under the state®"s current licensure .statute, the strategies
adopted by midwifery proponents, and the increase 1in out-of—
hospital births. This chapter provides an overview of these

developments.

Washington®s Midwifery Statute

At the present time, state law provides for the licensure
of midwives under the terms of legislation enacted 1in 1917 (see
Appendix A). In general, the law requires that examinations
be administered by the state Department of Licensing. Appli —
cants for licensure must be graduates of legally recognized
schools of midwifery, domestic or foreign, 1in which the program
of training 1is of at least fourteen months® duration. The
regulations indicate the subject areas to be covered by the
initial licensing examination and permit examination on other
topics to be required from time to time as circumstances
warrant. Presumably, this latter provision was intended to
allow midwives to be tested on new developments in maternity
care that are relevant to their practice. The law requires
midwives to secure the services of a physician when abnormal
symnfnms appear in mother or infant and to conform to state
public health and vital statistics reporting requirements.
Midwives are prohibited from prescribing medications and are

limited to the use of "household remedv" after birth.



Prior to 1975 there is no record of anyone having been
licensed under the midwifery provisions. This 1is hardly sur—
prising given the short lived fate of the one or two midwifery
schools that existed in this country during the first half of
the century.” In the latter months of 1974, however, a Danish
midwife applied for licensure. With no precedent or experience
to go on, the Department of Licensing- with some hesitation-
activated the administrative machinery and prepared an examina-—
tion with the assistance of an outside medical consultant. In

March of 1975, the first license was granted under the state"s

midwifery statute. Since then, fifteen other persons have
obtained licenses. Eight have been foreign-trained midwives,
most of whom had undergone basic nurse training. Five were

graduates of the recently established Seattle Midwifery School
(see p. 10). Two others, a physician®s assistant and a
registered nurse, did not undergo midwifery training per se.
However, they were deemed eligible by the Department to sit
tfor the examination on the basis of their having special
education and clinical er. erience in maternal and child health
care. As of this writing (August .1980) two persons have applied
to take the licensing examination to be given 1in January 1981.
Six students midway through the training program at the Seattle
Midwifery School will be eligible for licensure upon graduation.
Since activating the midwifery regulatory process in 1975,
the Department of Licensing has adopted several practices in
an attempt to reconcile the provisicns of an outdated statute
with contemporary circumstances and expectations. Between
1975 and 1979, for example, the Department used a single
medical consultant to devise examination on a one-by-one basis
as applicants presented themselves. Examinations are presently
held in January and July. Their formalL and content are deter —
mined by an informally constituted professional advisory group

consisting of physicians, certified nurse-midwives, and licensed



midwives. Whereas the earlier applicants for licensure had
strong midwifery credentials from abroad, the eligibility of
some of the mere recent applicants has not been quite so clear-
cut. When in doubt, therefore, the Department now seeks legal
advice on whether an applicant is properly qualified. There
is also some discussion in the Department on including the
professional advisory group (mentioned above) 1in revising
applications for Iicensure.2

It appears that the Department, of Licensing has acted
cautiously and with good judgment in administering the provisions

of the midwifery statute.

Pressure for Change from Midwifery Advocates

The trend toward out-of-hospital births, the presence of
licensed midwives, and the status of the current midwifery
statute are well known to those whose business or inclination
it is to keep abreast of such matters. That midwifery licensure
has become a public policy 1issue 1is, in part, a consequence of
the active steps taken in recent years by the supporters of
midwifery in the areas of legislation and training.

In mid-1977, the Washington State Midwifery Council (WSMC)
approached the Committee on Social and Health Services of the
state House of Representatives with a view toward revising the
1917 statute. Formed in 1977, the WSMC represents persons
interested in midwifery, home birth, and other childbirth
alternatives. Between November 1977 and March 1979 there were
several public hearings on various legislative proposals
favored by the WSMC. The provisions of these early proposals
were extremely controversial. They 1included such topics as
prescriptive drug authority, hospital admitting privileges,

mandatory insurance coverage, and apprenticeship training.



A "compromise bill"™ was put before the House committee in
late 1979. Under House Bill #2713 (see Appendix B), the Director
of Licensing was empowered to promulgate standards for accrediting
training programs (Section ), develop and administer licensing
examinations (Sections s and 7), provide for the maintenance of
continued professional competence (Section 4), take disciplinary
measures, and to act in other matters relating to professional
licensure. The Director was to be assisted in these duties by
a Midwifery Advisory Committee (Section 3) composed of pro—
fessionals and consumers. With respect to scope of practice
issues, the bill did not provide for the more general prescriptive
drug authority as did the earlier proposals. It did, however,
grant midwives the authority to "acquire and administer™ three
categories of drugs deemed necessary to basic midwifery practice-
eye prophylaxis, anti-hemorrhagics, and local anesthetics (Section
7). The use of anesthetics implied the authority to suture or
to perform and repair episiotomies, or both, although these
functions were not explicitly mentioned in the bill.

Following a public hearing 1in January 1980, H.B. #2713
failed to win enough support to be moved out of committee for
consideration by the House. Supporters of the bill emphasized
its advantages in terms of greater freedom of choice for parents,
more competition in the health industry which would probably
lower the costs of care to consumers and third-party insurers,
and a lessening of the amount of 1inappropriate medical inter—
vention which would both lower costs and improve the quality
of maternity services. The bill was opposed by the medical
community, in general, and the obstetricians, 1in particular, who
argued against the necessity for a midwifery licensure law and
expressed a definite preference for. nurse-xnidwives. The physicians
contended that the health sector had made much progress in
responding to demands for modified birth practice and that there

was now sufficient diversity among practitioners and settings to



meet the needs of most individuals. The nursing profession,
including nurse-midwives, took a neutral stance, stating that
should the legislature see fit to continue the practice of
midwifery, the standards for education and training should be
consistent with standards recognized in the developed countries
of Europe (see p. 22) -

Concern was expressed about the bill"s vagueness on scope
of practice, accreditation of training programs, measurement
of continued competence, and membership of the midwifery
advisory committee. It is thought that another licensure pro—
posal will be developed for consideration during the 1981
legislative session.

In addition to working through legislative channels,
midwifery advocates have pursued other courses in pressing for
a favorable reappraisal of the state®"s licensure statute. About
the time the WSMC began discussions with state lawmakers in
1977, it was also decided that several useful purposes would
be served by establishing a midwifery training progranm. With—
out a formal program, it would be extremely difficult for in-—
state residents wishing to become midwives to satisfy the
educational requirements under the current or any future
licensure statute. Indeed, several lay midwives who were active
at the Fremont Women®s Clinic Birth Collective in 1977 were
denied permission to take a licensing exam as they had not
undergone an organized course of 1instruction. As we have seen,
the first seven persons to obtain licenses in this state between
1975 and 1979 had all received their training abroad. Moreover,
since the approximately ten midwifery programs in the U.S. are
not standardized, there was no assurance that any of them would
meet the standards of present or future licensure laws 1in
Washington.

A second objective of establishing an educational program

was to demonstrate the potential for competence, an issue that



would surely surface in any legislative deliberations on midwifery
licensure.

Finally, it was hoped that the existence of a school would
add visibility and momentum to the efforts to re-establish mid-
wifery as an option in childbirth 1in Washington.4

Following some fruitless discussions with representatives
of one of Seattle®s community colleges, the lay midwives from the
Fremont Birth Collective mentioned above decided to develop a
training program on their own 1initiative. The Seattle Midwifery
School began operation 1in May, 1978. The present course of study
includes approximately 350 hours of classroom instruction and a
clinical component drawing mainly on the School®s home birth
services and its relationships with several of Seattle®s publicly
funded community clinics. To date, the School has not been able
to negotiate supervised clinical rotations for 1its students in
area hospitals. However, preceptorships with private physicians
are being established, and current admission policies give pre—
ference to applicants who are able to arrange supervised preceptor—
ships prior to starting the course of study at the school. In
general, the period of training lasts from two to three years,
depending on the time taken to complete the clinical require—

ments .*
Out-of-Hospital Births and Birth Attendants

In recent years, modern obstetrical care,as practiced 1in
hospitals, has come under 1increasing scrutiny as both parents
and professionals have raised serious questions as to the
necessity, efficacy, safety, dignity, and cost of institutional
maternity care. Critics charge that hospital obstetrics have
become highly 1impersonal, that many of the routine practices are
mnrp For the convenience nf medical and hospital staffs than for
the health and safety of mothers and infants, and that some of
these practices may even be harmful. At 1issue here are such
items as the separation of mothers and babies, exclusion of
family members from the birth environment, routine enemas,

shaving, and IV"s, multiple and unsupportive attendants, use of



analgesics, the predominance of the lithotomy position for birth
(back flat with knees drawn up), restriction on food intake and
mobility, and routine episiotomy.e Advocates for change contend
that parents can and should have more control over these more
discretionary aspects of maternity care.

Parents and a growing number of professionals are also
voicing serious concern over aspects of medical obstetrical
management of labor and delivery. The emphasis here is on
aggressive management and excessive intervention. Many are
particularly alarmed about the routine application of high tech—
nology 1in the absence of medical indication or in situations
where 1its benefits have not been firmly established through
rigorous scientific experimentation. There is presently much
controversy centering on the long term effects of obstetric
medications, electronic fetal monitoring, elective induction
of labor, the cesarean section rate (which doubled between 1971
and 1976), the routine use of forceps, oxytocin challenge tests
(a prenatal screening test), and other practices.7

A result of this controversy is that hospital obs-i etrics
has come to be viewed by many as insensitive to human and per—
sonal needs and overly obsessed with pathology and the use of
sophisticated equipment. Since the early 1970s, a small but
growing number of parents have sought and received maternity
care outside of hospitals- in the home, 1in practitioner offices
and clinics, and more recently , in specially designed free—
standing birth centers. After steadily falling over the past
several decades, the percentage of U.S. births occurring outside of
hospitals has risen from a low point of 0.6% in 1970 to 1.5% 1in
1977, as can be seen in Table 1. The trend in Washington has
been somewhat more pronounced than 1in the nation (see Table 2)
with out-of-hospital births rising from 0.6% to 2.5% during the
same period. Again, it must be emphasized that the absolute
number of these births 1is still quite small compared with total
births. In 1979, for example, the figures were approximately

1,600 and 60,000 respectively.



Table 1

Percent Distribution of Live Births by Attendant
and by Place of Delivery: United States
Selected Years  1940-1977

Not in hospital

Physician Midwife, other,
Year in hospital Physician and not specified
1940 55.8 35.0 9.3
1950 88.0 7.1 5.0
1960 96.6 1.2 2.2
1970 99.4 0.1 0.5
1971 « 9.1 0.3 0.6
1972 99.2 0.2 0.5
1973 99.3 0.2 0.5
1974 99.2 0.3 0.5
1975 98.7 0.4 0.9
1976 98.6 0.4 1.0
1977 98.5 0.4 1.1

Source: Vital Statistics of the United States, Volume 1, Natality.
U.S. Department of Health and Human Services, National Center for Health
Statistics. Published annually. o1

Table 2

Percentage of Live Births by Place of Occurrence
Washington, 1970-79

A Maternity *  Private Other and  Total not

Year Hospital  home residence not stated in hospital
1970 99.4 0.,2 0.3 0.1 0.6
1971 99.1 0.,1 0.6 0.2 0.9
1972 99.0 - 0.7 0.3 1.0
1973 98.2 - 0.8 1.0 1.8
1974 98.8 - 0.8 0.4 1.2
1975 98.4 - 0.8 0.8 1.6
1976 97.0 - 1.0 1.0 2.0
1977 97.5 - 1.2 1.3® 2.5
1978 97.3 1.2 1.53 2.7
1979 97.4 1.2 1.4 2.6
% freludes federal and non-federal facilities

o IEHO W s toteey o Cese (5P ticoued it 0,5,
childbi centers are [?ense un ?r 18.46 RO, "as amended. .
3. Includes a small number of births (less than 13) that were listed as

"born on arrival” and that represent less than .05% of total live births.

Source: Vital Statistics Summary: Washington State, Department of Social
and Health Services, Center for Health Statistics. Published annually.
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To varying degrees, many hospitals have responded to demands
for change by altering their policies and procedures. These
modifications have ranged from simply permitting husbands 1into
the delivery room to the creation of separate family-centered
maternity units staffed by nurse-midwives where parents can have
a substantial voice in how they wish their birth experience to
proceed.g In this state, for example, a recent University of
Washington survey indicated that in the near future approximately
65 percent of the state"s hospitals intend to estaolish combined
labor-delivery rooms or some other alternative birth arrange-
ments within the hospital.9 It is still much too early to
assess the impact- if any- that these changes in hospital
obstetrical practices will have on the prevalence of births
outside of hospitals.

In the ongoing debate over the future of maternity services
in this country, perhaps the most divisive issue is that of home
birth. The rule vrather than the exceptionat the beginning of
this century, home birth became insignificant in the mid-1900s
as the philosophy and practice of modern medical obstetrics
moved childbirth into the hospital. There has been a small
increase in home births in recent years. Despite acommon
perception that this occirred due to the activities of counter—
culture types, religious sects, and other fringe groups, the
available evidence indicates that the primary interest in birth
at home 1is coming from urban, middle class individuals who are
seeking greater flexibility and control of their birth experiences
than are allowed in hospitals or other institutional settings.17’

Since it represents a radical departure from the current
norms of obstetrical practice and since there has been little
substantive research on the subject, the controversy over home
birth has been based as much on emotion and ideology as on
rnasnn and Objectivity.

Our own assessment inclines us toward the view that home

birth is neither safe nor hazardous in and of 1itself. Rather,



it appears more reasonable to suggest that the outcome of
childbirth at home will be largely dependent on the conditions
under which it takes place. While information is admittedly
limited, the experience in this country and elsewhere 1indicates
that home birth can be a viable option in maternity under
certain conditions. These includes the careful selection of
cases to include only low-risk pregnancies, a high level of
parental responsibility and maturity, a suitable home environ—
ment, the management of the pregnancy by a skilled practitioner,
and the ready availability of consultation and support services
to handle the complications and emergencies that are bound to
arise despite the best of selection procedures. If these
principles are allowed to prevail, it is likely that planned
home birth will be shown to be a childbirth alternative well
within the bounds of acceptable standards of public health and
safety.”

The interest of public officials in the rising number of
out-of-hospital births in this state has had to do with the
qualifications of those attending these births. There has been
some concern that parents wanting to give birth outside of the
hospital setting are turning to practitioners who may not have
the knowledge and skills necessary to ensure a high standard of
care. The available data, however, do not indicate a major
problem. As portrayed 1in Table 3, birth certificate information
supplied by the Department of Social and Health Services revealed
that, in 1978, about 80 percent of births occurring outside of
hospitals were attended by licensed practitioners. The 20 percent
that were not took place mainly 1in the home, accounting for 41
percent of the births 1in that setting.

Describing the unlicensed attendant group 1is difficult owing
to the substantial number of births in the "Father/Midwife"™ group.
This designation was apparently used by fathers where the birth

certificate asked for information as to the type of attendant.



Out-of-Hospital Births By Place and By Attendant — Numbers (Percentages)

Attendants
Licensed
Physician

Osteopath
Naturopath
Cert.-Nurse

Midwife

Licensed
Midwife

Emergenc
Med.gTea%

Subtotals

Unlicensed

Father-
Midwlfc

Father
Relative

#émvﬁc

Unknown

Subtotals
TOTALS

Home

186
(23.A)

Birth
Center

450
(63.1)

43
(6.0)

11
(1.5)

196
(27.5)

11
(1.5)

Table 3

Washington, 1978

Chiro.-Naturo.
Office

15
(93.7)

15
(93.7)

En Route

11
(10.5)

14
(13.3)
105

(100)

Unknown

Attendant
Totals

742

69

55

245

193
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It is possible that this terminology was intended to mean "father
acting as midwife." However, 1in view of the large number 1involved
it seems plausible to suggest that lay mi%wives may have attended
some of these births and that the fathers signed the birth cer—
tificates in order to protect their chosen practitioners from
possible legal or other reprisals. This same rationale, of
cottrse, may also apply to the other categories of unlicensed
attendants. If this 1is indeed the case,then the 75 births
attributed to unlicensed lay midwives in Table 3 may be sub-—
stantially understated.

It appears that in this state there are opportunities for
parents wanting an out-of-hospital birth experience to receive
the services of qualified practitioners. While physicians and
nurse-midwives predominate 1in birth centers, the presence of
licensed midwives has increased the availability of competent
practitioners to those desiring home birth. Were it not for
the availability in this state of a variety of properly licensed
practitioners willing to respond to the demand for non-traditional
maternity services, it is indeed likely that many more births
would come under the care of persons who may not possess quali—
fications necessary for a high standard of service. For example,
in Oregon where there 1is no regulatory provision for the practice
of midwifery outside of nursing, only about 60 percent of non—
hospital births are attended by licensed practitioners compared with
80 percent in Washington. With respect to home birth, the

comparable figures are 43 percent and 60 percent respectively.12

The state can indeed be said to have an interest in the out—
come of birth. The mismanagement of pregnancy can result- although
this 1s a rare occurrence- in death. More significantly, 1inade—
quate or 1inappropriate supervision can have untoward eftects which

are not readily detectable at birth, but which can have serious



long term effects on growth and development. Efforts to safe-
guard mothers and infants against incompetent birth attendants,
therefore, are a legitimate activity of government, and it 1is

in this context that the current debate over midwifery must be

viewed.



Chapter 11

MIDWIFERY: AN OVERVIEW

Throughout history, every society has sought to provide
assistance to mothers during childbirth. Traditionally, this
task has fallen to the midwives, female birth attendants who,
with little or no training, gave aid and comfort to women in
labor. Even today in many parts of the world, particularly in
undeveloped countries, these traditional midwives are the
principal source of maternal care. It has been estimated that,
worldwide, two-thirds of births occur without the assistance
of a trained attendant.13

Modern times, however, have also witnessed the emergence
of trained professional midwives capable of rendering a wide
spectrum of services in keeping with generally accepted standards
of obstetrical care. While professional midwifery, whether
combined with or separate from nursing, is now being cautiously
regarded in the U.S., it is a firmly established and well
accepted component of maternal and child health services in
most developed countries, particularly in Europe. This 1is an
extremely important distinction that should be recognized when
considering what should be the proper stance toward the regu—
lation of midwifery 1in this country.

As policymakers in this state and elsewhere contemplate
their response to public demands for changes in maternity care,
perhaps the experience of other developed countries might hold
some useful lessons. This chapter will focus on the perceptions
and practices of professional midwifery 1in Europe.

An American perspective 1is also a necessary part of this
discussion. Midwives, bo they trained or untrained, their

practice legal or illegal, have always been active 1in this country.



Widely practiced in the early 1900s, midwifery diminished sharply
toward mid-century with the advent of modern medical obstetrics
and 1is beginning to appear again, albeit for different reasons

and in a different form. This evolution will also be discussed.
International Perspectives

The recognition and regulation of midwifery has a long
history in the developed countries of Europe, dating back several
hundred years in Great Britain and Sweden, for example.14
Throughout much of Europe, the laws regulating midwifery, the
educational system in which it was taught, and the professional
associations that represented and governed it were largely in
place at the turn of this century. As such, professional mid—
wifery in Europe preceded the birth of modern obstetrics and
was presented and incorporated into the health systems of the
various nations. The respectability and acceptance which this
chronology assured 1is conveyed 1in the opening paragraph of a
recent report of the Council of Europe which stated:

From time immemorial, the midwife has played an important
part in obstetric care. In recent decades, others have
come to work beside her in this field, such as the general
practitioner and the specialist, the hospital nurse and the
district nurse, the physiotherapist and the dietician.15

In addition to holding midwifery 1in high regard, inter—
national health agencies view its professional scope of
responsibility in rather broad terms. In 1966 the World Health
Organization declared:

A midwife Is a person who is qualified to practice midwifery.
She is trained to give the necessary care and advice

women during Pregnqncy1 labour and the postnatal period, and to
conduct normal deliveries on her own responsibility, end to
care for the newly born infant. At all times she must be

able to recognize the warning signs of abnormal or poten—

tially abnormal conditions which necessitate referral to a
doctor, and to carry out emergency measures iIn the absence



of medical help. She may practise in hospitals, health

units or domiciliary services. In any one of these situa—
tions she has an important task, in health education within
the family and the community. In some countries, her work

extends into the fields of gynaecology, family planning
and child care.16

A similar definition of midwifery was adopted in 1972 by a joint
working party of the International Federation of Gynecology and

Obstetrics and the International Confederation of Midwives:

A Midwife Is a person-who, having been regularly admitted
to a midwifery educational programme, duly recognised in
the country in which 1t is located, has successfully com—
leted the prescribed course of studies iIn midwifery and

ad acquired the requisite qualificiations to be registered
and/or legally licensed to practise midwifery.

She must be able to give the necessary supervision, care and
advice to women during pregnancy, labour and the post-partum
period, o0 conduct deliveries on her own responsibility and
t carl”for the new born and the infant. This care includes
preventative measures, the detectJ™n of abnormal conditions
in mother and child, the procurement of medical assistance
and the execution of emergency measures iIn the absence of
medical help.

She has an important task in health counsellin? and education,
not only for patients but also within the family and community.
The work should involve ante-natal education and preparation
for parenthood and extends to certain areas of gynaecology,
family planning and child care.

She may practice in hospitals, clinics, health units, domi—
ciliary conditions or any other service.17
When examining the concept and practice of midwifery as
they exist in Europe, several general impressions stand out.
First, the primary focus of midwifery is the medically
uncomplicated, or normal, pregnancy. There is a recognition of
the difference between the abnormal and the normal aspects of

pregnancy and a belief that midwives are most appropriate 1in

ML sad Wikl O% MM Vad'hio AriuatYr fe ToLupoueupoo O

stated:



"The obstetrician is, because of his training, pre-eminently
qualified iIn the pathological aspects of obstetrics, whereas
the midwife is best equipped to deal with the physiological
aspects, i.e., for normal obstetrics."18

A noted Dutch obstetrician put it another way when he said
the midwife 1is the "specialist in normal obstetrics™ and that
"People who have studied for more than ten years at a university
are not suited to sit down for hours watching a natural process
taking place as a routine."19

A second observation is that 1in many European countries,
the laws and regulations governing midwifery provide for a broad
scope of practice. Midwives are allowed to perform
prenatal screening, to manage normal deliveries on their own
responsibility, 1including the use of certain medications and
minor surgical procedures, to provide postnatal and neonatal
care, and, more recently, to be involved in certain family plan—
ning activities and gynecological care.

The breadth of midwifery as it is perceived in Europe is
illustrated by the recommendation of a joint working party of
obstetricians and midwives and public officials that met in
Copenhagen in 1969. With respect to the scope of practice, the
working party agreed that:

All midwives should receive training In every aspects of
prenatal care and the recognition of abnormalities. Having

received such training they should be permitted to conduct
prenatal care on their own responsibility.

The responsibility for the conduct of normal labour falls
within the province of every midwife.

A midwife should be responsible for the postnatal care of
the mother for a minimum period of ten (10) days, in some
countries this may be extended to the full postnatal period
of six (6) to eight (8) weeks.

A midwife should be responsible for the care of the newborn
baby for a minimum period of ten (10) days. After this
period further care would depend on the facilities available.



A midwife should be taught the general principles of
family planning. In some circumstances she may be
encouraged to assist in clinics and can have a valuable
role iIn motivating patients to seek advice on family
planning.

A midwife should be so trained that she can detect and
differentiate between the normal and the abnormal.

IT any abnormality occurs, it i1s her responsibility to
call medical aid.20

Third, midwives are considered capable of practicing 1in
hospitals, in clinics, 1in maternity centers, and in the home.
The presence of a midwife in these settings 1is well accepted by
professionals and pairients alike.

Fourth, midwifery 1is viewed as a profession separate and
distinct from nursing. Even where midwifery education and
nursing education are combined to one extent or another, mid-—
wifery 1is regulated under separate statutory and administrative
authorities.

Finally, on the issue of educational preparation, the
European consensus seems to be chat while some nursing skills
areuseful and necessary in the practice of midwifery, one need
not first be a nurse in order to be a competent midwife. For
example, the joint working party mentioned above made the fol —
lowing recommendations which appear to encourage fTlexibility.

A student should have 12 years® general education before
starting midwifery training.

The age for entry should be at least 18 years.

The minimum period <f midwifery training should be three
years, onc year of «hlch should be allocated to nursing
training. JJ a candidate is already a general trained

nurse, she may take midwifery training in two years.

The hours of theoretical instruction should occupy a
minimum of 1/1 (one-third) of the total training time.

In addition to teaching In obstetrics and neontal paediatrics,
the syllabus should include some instruction in basic sciences,



parentcraft, preparation for childbirth, community care,
analgesia, epidemiology, certain aspects of gynaecology
and family planning.

During training a student midwife should undertake the care
of not less than 50 women in the prenatal period, 50 women
during the course of labour and 50 women in the early post—
natal period.

No specified number of domicilary confinements should be
required but experience in the care of mother and baby at
home is advisable.2l

In practice, countries adopt a variety of approaches. In
France, Denmark, and The Netherlands, midwifery training 1is
entirely separate from nursing education. In others, there are
two paths of entry into midwifery. Students can enter training
directly (i.e., without a nursing background) or, in the case
of qualified nurses, there isa specialised training course of
lesser duration than the basic midwifery program. This dual
pathway approach is found in Germany, England and Wales, and
Belgium. Here again, nurse training is not a prerequisite to
midwifery, though it is allowed for. In Norway, Sweden, and
Scotland, only fully qualified nurses may enter int+-o midwifery
training programs.

Generally speaking, where midwifery education 1is independent
of nursing, training programs are two or thre® (mostly three)
years. Where nurses are allowed to take advanced training 1in
midwifery, the programs last from one to two years. To be
considered for entry into the training programs, applicants
must generally possess a secondary school education, and the
minimum aye limits range from eighteen to twenty—one.22

While there may be valid arguments both for and against
the combination of midwifery and nursing, the European experience
suggests that both approaches can work well- either separately
or side by side--and that each nation must decide which alter-

23

natives best meet 1its needs.



While the principles which have been described here are
generally accepted, countries must vary to take account of their
political, economic, and cultural heritage. While the European
Economic Community 1is presently trying tc devise some minimum
professional standards that would be applicable to all member
countries, differences will clearly remain, and the need for thenm
is recogniEef.24

Although the European experience offers useful guidelines
and perspectives, some caution must be exercised in applying the
European model to midwifery practice in America. As mentioned
earlier, midwifery has a long history 1in Europe, reaching back
several hundred years, and it is now an established profession.
Midw"ves, furthermore, attend the great majority of births in
Great Britain, Germany, Sweden, Denmark, and The Netherlands.25

Midwifery 1in Eurcpe enjoys the high regard of government.

In the Federal Republic of Germany, for example, a midwife 1is
required by law to be present at every birth.26 Many Europe n
midwifery schools are directly supported by government. Another
factor to be borne in mind 1is that, in Europe, public policy
decisions affecting midwifery are made at the national level.
Therefore, any changes 1in educational requirements or practice
patterns are implemented simultaneously and uniformly throughout
any given country.

Finally, as regards the important matter of services financing,
the various European national health insurance schemes pay for
the services of midwives whether they are salaried employees (as
most are) or 1independent practitioners working on a fee-for-service
basis. In The Netherlands, for example, where about half of the
births take place at home, national 1insurance pays the family for
the cost of birth at home only if it is managed by a midwife.
Families wanting a physician present must bear the costs them—
selves, unless they have private insurance which recognizes

physician attendance in the home.27



In most of Europe/ professional midwives— be they nurses
or not- are a distinct and integral component of the medical
care system. They account for the majority of births, have
ready access to all specialty and back-up services, and enjoy
the respect and support of the professional community, the pub—
lic, and the government. There is little question of European
physicians refusing to cooperative with midwives at any stage
in the care of a pregnant woman. There 1is little question of
hospitals refusing to accept midwives either as employees or
as independent, community-based practitioners. And there 1is
little question of health insurance programs, public or private,
refusing to pay for the services of midwives.

As will be described below, these conditions do not apply
in the United States, where midwifery practice- both 1in and
outside of nursing- is extremely limited and highly contro—
versial. Therefore, while the conditions that govern the
practice of midwifery in Europe may provide useful direction to
the current debate in Washington, it does not seem appropriate
to apply them rigidly at this time. Modern European midwifery
has evolved gradually over many decades, whereas its ultimate
place in the United States will not be determined for many
years. Under these circumstances, it may be prudent for state
policymakers to allow a reasonable level of flexibility in the
formulation of regulatory policy, so that midwifery develops in
a manner that best responds to prevailing medical, societal,
and political attitudes and conditions. To impose, without

alteration, the European standards for the training and cre—

dentialing might be to insist on uniformity at a time when the
public interest might be better served in the long run by

permitting diversity and versatility.



Midwifery in the United States

In contrast to the European experience, midwifery has been
largely excluded from modern maternity 1in this country. This
occurred for the same reasons that ensured midwifery®s success
abroad. Whereas professional regulation was firmly established
in Europe at the turn of the century, it was only beginning to
develop here. Furthermore, while such activities were national
in scope overseas, professional -regulatory matters in the U.£.
were left to the states to deal with individually as they deemed
necessary. Consequently, about thirty-four states enacted laws
for the control of midwives, all having varying provisions ancl
levels of restrictiveness. Even local health departments adopted
their own measures to govern the activities of midwives.28
These early state and local measures constituted the ™"granny m;.d-
wife laws™ frequently referred to in the debate on midwifery
outside of nursing.

Unlike in Europe, American midwives 1in the early 1900s
had no professional associations or educational systems wupon
which to build and maintain professional standards and recog—
nition. There were only three formal midwifery school 1in the
U.S. in the early 19003.29 Training programs were mounted by
many local health departments 1in certain parts of the country
(with some support from the federal Children®s Bureau during
the 1920s). These efforts depended highly on local finances and
inftratives which varied widely.30

That midwifery failed to mature in the early part of this
century 1is also owing to ethnic considerations. In contrast to
the common language and common heritage shared by midwives in
foreign countries, midwives in America had tremendously diverse
backgrounds. They were fouuu largely among the poor black popu-—
lation in the South and the various 1immigrant groups that
settled m the major metropolitan areas.31

There regulatory, professional, and demographic patterns

were significant limitations on midwifery®s ability to attain

professional stature and respect. As one observer stated, "The



more locaiistic and diversified the system of legitimization and
control of midwives, the less likely would there be internal
visibility and a drive for professionalism and institutionaliza—
tion, 1i.e., the less likely the development of midwifery as a
viable institution.n32

Of equal, 1if not greater, 1importance to the virtual
disappearance of midwifery in the first half of this century
were the unfavorable view of midwives on the part of the medical
profession. The early medical literature gave much emphasis to
the "midwife problem™ although the term was never clearly
defined.3| Midwives were characterized as being "full of
arrogance and superstition,”™ "filthy and ignorant,” ™"a relic
of barbarism™ and even "un—American."34 It appears that many
doctors viewed midwives as being largely responsible for this
country®s high maternal mortality rate in the early 1900s.

When the evidence was examined, however, the connection
did not hold. In a 1933 report on maternal mortality in New

YorkCity, the New York Academy of Medicineconcluded that:

- . - contrary to the generally accepted opinion, the

midwife is an acceptable attendant for properly selected

cases of labor and delivery. .. and that ner results are

as goodas those obtained by the physician under what are

Justly rcgardcdras comparable circumstances and for com—

parable cases 1
The Academy also reported that the midwives more commonly
attended, with "better than average"™ results, the poor and
foreign born, ". . .a group of women whose childbearing as
a group is more hazardous than average. . ."30

At about this time, a White House Conference on Child Health

and Protection (presided over by prominent medical end obstetrical
leaders) gathered information on maternal mortality and on the
performance of midwives from various parts of the country. The
Conference concluded that "The high maternal mortality rate 1in

this country is a reflection on the training and education of



the personnel responsible for furnishing maternity care."37 In

other words, the high death rate was the product of a generally
poor standard of obstetrical care and not the result of the
activities of any particular group.

Referring to the reports on midwifery practice, the Conference
report stated:

e ... statistics show very favorable maternal mortality rates
in the practice of midwives, in general, and remarkably low rates
for the mothers attended by trained and supervised midwives R®
Despite these findings and the recognition given to the
important contributions of European midwives, the medical leader—
ship of the time saw no permanent role for midwives in the
development of modern obsteric services. The prevailing view
was that maternity services should be based in hospitals and
should be supervised by qualified physicians assisted by trained
nurses, a strategy which, 1in the words of the conference report,
" leaves the midwife out of the ultimate scheme."” The hope
was that physicians and nurses working together could " .

supplant the European midwifery system to the advantage of both
30

mother and infant, and to all concerned."”

In the short run, of course, the midwife had to be accepted
and dealt with, as she was the only source of care in many parts
of the country, " . .. where topography, race, social, and
economic situations made it impossible to replace her at the
present time or even in the immediate future.The Conference,
therefore, recommended that training opportunities be made
available to midwives at the local level and that local health
authorities develop standards for licensure and education.

The scenario envisaged at the White House Conference is, in
large part, an accurate portrayal of what took place in the first
part of the century. Births moved from the home to the hospital

maternity units staffed by physicians and nurses. Where state

and local health authorities acted at all, they adopted widely



divergent measures for thecontrol and supervision of midwives.
The end result was that the proportionof births attended by
midwives fell from about fifty percent 1in 1.90042 to about one
percent in 1950 (see Table 1/ p. 12 ).

In the latter half ofthis century, midwifery has begun to
make a small but noticeable reappearance in the U.S. This has
come about as a result of developments 1in the nursing profession,
the women®s movement, and the concerns of parents and professionals
about the quality and costs of maternity services as presently
organized.

Whereas midwifery once flourished mainly among the poor and
the geographically isolated, it is now emerging among the urban
middle classes. Among present-day midwives, some are nurses;
others are not. In this latter group, some midwives have legal
recognition in the states where they practice (as in Washington),
while others practice outside of the law or where the law has

been silent. In neither case do they play a major role in the

delivery of maternity care as do their European counterparts.

Certified Nurse-Midwives

To date, the greatest degree of recognition has been given
to certified nurse-midwives (CNM), registered nurses who have
taken from eight months to two years of advanced training at
one of the approximately twenty-four university-affiliated programs
accredited by the American College of Nurse-Midwives.

Nurse-n IdwiEery first appeared 1in this country in 1925 with
the establishment of the Frontier Nursing Service, which employee
British-trained nurse-midwives to serve poverty-stricken, rural
areas 1in Kentucky.43 In 1931, six years later, the Maternity
Center Association initiated the first nurse-midwifery education
program in Now York City 1in order to meet the needs of families

that did not have access to basic maternity care.



Nurse-midwifery has developed slowly but steadily. The
American College of Nurse-Midwives was founded 1in 1955. Nurse-
midwives achieved a large measure of professional recognition
in 1971/ when the College issued a joint statement on maternity
care, together with the American College of Obstetricians and

Gynecologists and the Nurses Association of the American College

of Obstricians and Gynecologists. The statement declared that
as part of a . . . health team . . . directed by a qualified
obstrician,”™ nurse-midwives "™ . . . may assume responsibility

for the complete care and management of uncomplicated maternity
patients."45 The team concept is interpreted broadly so as to
allow a variety of working arrangements and either direct or
indirect medical supervision. In all cases, however, the
understanding 1is that obstetrical consultation must be available
and that there must be a written signed agreement (or protocol)
defining the nurse-midwife®s scope of activities and referral and
consultation policies.46

While there has been much activity around the country 1in
support of nurse-midv/ifery, it is as yet only a very small ele—
ment in American maternity care. A 1976 survey indicated that
there were about one thousand nurse-midwives 1in the United
States, slightly more than half of whom were involved in clinical
practice. Of this latter group, eighty-four percent managed
deliveries. In 1976, it was estimated that nurse-midwives
accounted for only one percent of the births in this country.47

Nurse-midwives in clinical practice work in a variety of
settings. The largest single group (about forty-six percent)
work 1in hospitals. Public health agencies account for fourteen
percent and another thirteen percent are 1in private practice
with physicians. Nurse-midwives also practice in the U.S.
military and 1in prepaid health plans. About ten percent practice
in maternity services operated predominantly by nurse-midwives;

these services are mostly in hospitals but may be organized by
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nurse-midwives 1in private practice outside of hospitals.



Few nurse-midwives are, 1in fact, active clinically in community-
based practice. Of the 548 who managed deliveries in 1976-77,
only 43 (about s percent) did so in non-hospital settings.”

While the training and orientation of nurse-midwives are
geared toward the exercise of independent judgment, there are
limits on their level of independence. Not only are they closely
bound to physicians in a professional sense, as illustrated by
the "team concept” and "written protocols™ mentioned above, but
also many state laws and regulations describe the relationship
between the physician and the nurse-midwife as supervisory.CO

The association with physicians, both at the official level
and in clinical practice situations, has unquestionably served
nurse-midwifery well 1in terms of professional status and work
opportunities. Indeed, given the medical community®s historical
opposition to midwives, the formal ties to physicians were
probably a reasonable and necessary step toward securing a foot-—
hold in the health systenm. Increasingly, however, there 1is
some concern among nurse-midwives that their dependence on
medical approval, together with their hospital-based training,
prevents them from responding to the growing demand for non-
traditional maternity services.”?

Clearly, the development of nurse-midwifery will depend
largely on prevailing medical attitudes and preferences at the
local level. Although nurse-midwives have consistently demon—
strated their ability to deliver a high standard of care since
the early days of the Frontier Nursing Service,52 their accept—
ance by physicians varies widely from state to state. In
Washington, for example, nurse-midwives provide a full range
of clinical services both 1in and out of hospitals under the
regulatory authority of the State Board of Nursing. To date,
there has been no major conflict with organized medicine. In
New Jersey, regulations governing nurse midwifery practice

have been the subject of a prolonged dispute between the Board



of Nursing and the Board of Medical Examiners. At 1issue have
been such questions as whether nurse-midwives should be allowed
to perform episiotomies (something for which they are trained)
and whether they should be allowed to practice outside of
hospitals (something for which there is growing precedent around
the country).53

In general, the level of harmony and cooperation between
physicians and nurse-midwives will be heavily influenced by
the potential for economic and professional rivalry between the
two groups. It is clear that the early physician supporters of
nurse-midwifery envisaged it as appropriate in a hospital
setting, requiring medical supervision, and occurring 1in cir-
cumstances that did not permit competition for patients.
To the extent that nurse-midwives demand and obtain more autonomy,
the potential for conflict with physicians will increase.

The ultimate impact of nurse-midwifery on maternity services
will depend not only on physician attitudes but will also be a
function of consumer demand, the reimbursement policies of
third-party insurers (public and private), the legislative and
administrative decisions of state and federal government, and

the pressure brought to bear by nurse-midwives themselves.

Midwifery Outside of Nursing

That nurse-midwifery has made noticeable advances over the
past ten years is a consequence of effective leadership, organi—
zation, educational and professional status, patient acceptance,
government support, and- from time to time- spirited debate and
political activism. The same cannot be said for midwifery out—
side of the nursing profession.

In one sense, the two branches of midwifery can be said to
share a common history in that both have their origins in uncon—
ventional attempts to meet perceived gaps in the provision of

maternity care. In the case of nurse-midwifery, the focus



was on the economically disadvantaged and geographically iso—
lated. OQutside of nursing, midwifery has grown in response to
recent demands for alternatives to obstetrical services as
provided by physicians in hospitals. Furthermore, our 1inquiries
among the two groups in this state and elsewhere have revealed
frequent expressions of a common purpose and philosophy and an
interest in forming closer working relationships. Along these
lines, within the American College of Nurse-Midwives there has
been ongoing debate over the possibility of an alliance with
non—nurse—midwives.55 Nevertheless, there are several important
differences between these groups of practitioners.

Whereas the acceptance of nurse-midwives has grown steadily,
those wishing to offer maternity services outside of nursing
have experienced considerable difficulty in obtaining recognition
and legitimacy. These individuals have had no educational or
professional base from which they could achieve respectability
and status. Although there are about ten training programs in
the country, the limited information that could be gathered
suggests that, for the most part, they are loosely organized
and vary widely in their sponsorship, structure, teaching
orientation, and stability. Moreover, none 1is accredited or
otherwise endorsed by a public or private body that could
speak authoritatively on the quality of instruction provided.

As to an organized leadership component, no such element exists.
At present, the”e are independent advocacy groups (the Washington
State Midwifery Council, for example) that have formed 1in some
states to disseminate information and press for favorable legis—
lation and regulatory policies. She ild midwifery outside of
nursing gain momentum in the states, it is probable that a
nationally-based association will he formed. Perhaps at some
point nurse-midwives and their non-nurse counterparts will combine
under one umbrella organization as they did overseas with the
creation of the International Confederation of Midwives. In

the near future, however, the forces advocating the practice of
midwifery independent of nursing are likely to retain a local

focus.



Another factor hindering the development of midwifery
separate from nursing is ihot few states have taken positive
steps to respond to this recent phenomenon. Most states have
either repealed or administratively deactivated the midwifery
laws of the early 1900s. At one point, approximately thirty-
four states had explicit provisions. A 1976 survey 1indicated
that this number had fallen to sixteen.”? Since then, more
states have discontinued midwifery regulatory authorities. At
present, only eleven states have statutes or regulations per—
mitting the practice of midwifery independent of nurse-midwifery.
These states are Arizona, Connecticut, Florida, Minnesota,
Missisippi, New Jersey, New Mexico, Rhode Island, Tennessee,

Texas, and Washington.

In addition to explicit regulatory provisions, the legitimacy

of midwifery has been established by different means 1in other
states. In Oregon, a recent opinion of the state attorney
general held that midwifery independent of nursing is within
the scope of the law so long as it excludes the performance of
episiotomies or the use of medications.57 In some states the
courts have recognized midwifery as separate from nursing. In
others, they have concluded that childbirth is a natural function
and hence that midwifery does not constitute the practice of
medicine.

While the majority of state midwifery provisions are rem—
nants of the early 1900s, 1in three instances (Arizona, New
Mexico, and Rhode Island) they represent recent attempts by
state governments to deal with the reality of midwifery outside
of the established maternity care system. In each case, action
was 1initiated by a state health department and involves a qual —
ifying examination, case reports by midwives, and oversight by
a professional advisory cOiiunitL.ee (see Appendixes £, anu 2).
Arizona®s program was the first to be established- . February,
1978- and state officials have reported a generally favorable
experience 1in tonus of s~fsty fsctors cind workability of tbo

program.



In addition to states in which definitive action has been
taken, there have been varying degrees of activity 1in other
states— as in Washington- directed toward developing a con—
temporary policy toward midwifery. In 1979, for example, the
Texas legislature passed a bill (H.S. 635) that provided for
the training and registration of midwives. The bill, however,
was vetoed by the governor.60 A bill introduced into the
California legislature in 1978 addressed a variety of 1issues
pertaining to professional midwives, including training, licen—
sure, reimbursement, and others. Although the bill (A.B. 1896),
as ultimately enacted, made no reference to midwifery, the
legislature recommended that training programs be mounted as
demonstration projects under an existing authority.6” At pre—
sent, the rules and standards governing these projects are
proceeding slowly through the state®s administrative machinery.

The absence of a recognized and credible professional
structure in terms of educational requirements, leadership
organization, and governmental recognition has meant that mid—
wifery outside of nursing has come to be viewed in some quarters
as not having a part in the health system. Some- particularly
within the medical profession--view its appearance as a step
backwards to the days of the granny midwives. This negative
opinion is further compounded by the issue of home birth, for
it is in the home setting that most midwives offer their ser—
vices. As mentioned 1in the previous chapter, home birth is an
extremely emotional subject. Many are strongly opposed to it
despite the mounting body of evidence that it can be a safe
option for properly selected cases.

Because there has been little attempt to regulate or other —
wise monitor the practice of midwifery outside of nursing, it
is impossible to estimate the number of midwives, their back-—
grounds, or the characteristics of their practice with a high

degree of accuracy. As for numbers, the only statement that we



can makv. it this time with any sense of confidence is that in
the U.S. today the number of midwives is at least equal to, and
probably greater than, the number of nurse-midwives- that 1is,
one thousand or more.

The characteristics and prcictice patterns of midwives vary.
Some are entirely self-taught, having done little more than
attending births periodically (with or without an experienced
partner) and reading a book or two on the birth process. These
are the real "lay midwives."” At the other end of the spectrunm
are those who have undergone several years of specialized

training, 1including structured theoretical preparation and

supervised clinical instruction. Washington®s licensed midwives
are generally among the latter group. In between lies a variety
of backgrounds and skills. Practice patterns also differ.

While some midwives conduct their activities completely separated
from other established maternity care resources, others have
developed working relationships with local providers (physicians,
hospitals, and clinics) that enable them to provide a higher
standard of care.

As we mentioned at the beginning of this report, it is
precisely because of this great variance in preparation and
practice that we have rejected the blanket reference of "lay
midwife"™ in describing all midwives other than nurse-midwives.
There are many, primarily the self-taught, to whom the term 1is
properly applied. In discussing those who must undergo rigorous
training and licensure requirements, however, the term can be
misleading, inappropriate, and prejudicial.

In the following chapters, the focus will be on those
broad policy issues which the legislature will have to address

in reviewing the state®"s existing midwifery statute.



Chapter 111

MIDWIFERY:  THE POLICY QUESTIONS

General Perspective

This inquiry was undertaken to assist in the current legis—
lative deliberations over the present state law which recognizes
the practice of midwives other than nurse-midwives. It should be
stated that our understanding was that the existing statutory
authority would be continued in one form or another. This report
has been based on that premise.

That midwives can be trained to deliver a high standard of
maternity care without the prerequisite of a nursing education
has been amply demonstrated over many years in Europe and else—
where. Moreover it is a reality that has been recognized in the
leadership circles of American nurse—midwives.62 Regardless of
the type of educational preparation, however, the key element is
that midwives are accepted by the health community and have ready
access to all of the services necessary to the proper care of
pregnant women and infants. Otherwise, the standard of service
provided by midwives will be less than optimal no matter how
excellent their training may be. This point bears special
emphasis. In our view, the underlying issues in the current
midwifery debate have more to do with psychological acceptance
than with the feasibility of establishing a regulatory program
that will produce competent midwives.

As stated above, this 1inquiry was conducted on the assump—
tion that the state would continue to recognize the practice of
midwives outside oC nursing. Nevertheless, some believe that
to do so is neither necessary nor relevant to the maternity
needs of the population. Their views are not without merit.

The main argument is that the conditions which gave rise to

the midwifery statutes of the early 1900s- that is, the paucity



of qualified practitioners and other medical resources- no
longer exist. This 1i1s undeniably true. Further, 1in the context
of the controversy over obstetrical policies and practices, those
who advocate repea] of the 1917 statute state that the health
system is responding to the various demands for change. Hospitals
are adopting more flexible and permissive policies, for example,
birthing rooms, early discharge, family participating, and allow—
ance for natural childbirth. The appearance of birth centers
has increased opportunities for out-of-hospital birth. Indeed,
the development of nurse-midwifery itself has expanded the choices
available to prospective parents both in and outside of hospitals.
It can be reasonably argued, therefore, that the established
health care system is capable of meeting both the medical and
personal needs of most families. To permit the practice of a
second category of midwife, some contend, would fragment the
delivery of maternity services and confuse the public.
On the other hand, should the existing statute be repealed
or midwifery (other than nurse-midwifery) held to be 1illegal,
persons active 1in the provision of non-traditional birth services
may "go underground"” and practice outside the law. Such persons
would thus be lost to any attempts to ensure an acceptable level
of competence. This is a very real concern to public officials
in states where there 1is an active alternative childbirth movement.
The basic issues have to do with public safety and enforce —
ment. As suggested 1in the discussion of home birth, it is fairly
clear that- regardless of state law or medical custom- people
will, 1if they so choose, seek and obtain unconventional birth
services. Some fear that, without the regulatory mechanism for
midwives, expectant mothers wishing to depart from traditional
practices will be at a disadvantage 1in assessing the qualifica—
tions of those offering to assist them. The danger 1is that
such women could fall victim to incompetent or unscrupulous
practitioners with potentially disastrous consequences. As
shown previously in Table 3 (see p. 15), approximately 20 percent
of birthsoccurring outside of hospitals were attended by unlicensed

individuals. Had there not been licensed midwives active 1iIn this



state, it is probable that this percentage would have been higher.

On the question of enforcement, no matter what stance the
legislature ultimately takes on midwifery, the state will never
be able to effectively bar the provision of birth services by
persons acting outside of the law. This 1is due to the relative
infrequency of life-threatening complications and the fact that
birth can take place in the privacy of a home. As one observer
of childbirth and the law has noted, "The law is outcome
oriented. Unless something goes wrong, the law is not likely
to affect anything that people do in our society."63 Moreover,
the experience of the a. ternative childbirth movement suggests
that parents who select home birth or non-traditional birth
attendants will not bring suit in the event of an undesirable,
or even tragic outcome. When prosecution does take place, it
appears to be initiated at the urging of the local medical
profession.:. In view of this inability to effectively police
the activities of birth attendants operating outside of the
law, some argue that the state- by allowing for the practice
of licensed midwives— would provide greater access to
properly trained practitioners. The advantage seen here 1is
to reduce the necessity for some parents to seek out individuals
with uncertain credentials in order to have a birth experience
that cannot be accommodated by the established health system.

In addition to the issues of public safety and enforcement,
there are some who would urge the continuation and expansion
of midwifery practice on the grounds that it could reduce the
costs of maternity care. It is argued that midwives, by rea-—
son of their degree of training, 1income expectations, non—
interventionist orientation, and willingness to practice 1in
non-traditional settings, would offer a less costly alternative
to hospital-based medical obstetrics. This view, for example,
is hold in some anari-prs of the third—onrhy insurance indust.ry
in Washington. Others contend that the lower charges of mid—
wives will 1introduce a competitive force that may exert a

moderating influence on physician and hospital charges.



At present, it is not possible to determine clearly the
impact of midwifery on the cost of maternity care. In the
Seattle area, licensed midwives are currently charging
approximately $500 for complete maternity care. This compared
with combined, average physician an hospital charges of around
$1,600 for normal maternity care. These figures, however,
do not tell the whole story. For one thing, a certain propor—
tion of clients handled by midwives will develop complications
that require referral to physicians or hospitals, or both,
depending on the nature of the condition. The extent of such
referrals is not known. Second, if third-party 1insurance
coverage of midwifery services becomes generally available,
it is probable that the fees of midwives will rise to some
extent, since the incentive to restrain fee increases will
be lessened when clients no longer have to bear the full
economic costs of care. The product of both these factors
will be to lessen the differential between the costs of mid—
wifery services and the costs of maternity care offered by

other providers.

Turning to the task of presenting strategies aimed at
preserving the practice of midwives other than nurse-midwives,
three alternatives may be considered. These are: (1) to
take no action, (2) to amend the current statute maintaining
its focus independent of nursing, and (3) combine 1in a single
statute the regulatory provisions governing the practice of

nurse-midwives and their counterparts outside of nursing.



Maintaining the Current Licensing Authority

There may be some benefit in delaying- for a time- any
substantive change 1in the present licensing authority. There
has been, after all, a great deal of activity without the
assistance of legislative direction.

The provisions of 18.50 RCW are clearly outdated. Never —
theless, the Department of Licensing appears to have proceeded
cautiously and prudently in the development of examinations
that reflect modern obstetrical knowledge and standards and
in the selection of suitable candidates for licensure. The
Department has also secured professional consultation and
assistance 1in various aspects of policy determination. In
addition, there has been no evidence of incompetence or harm-—
ful practices by midwives licensed under the existing law.

Hence, 1t seems that the existing statute has not presented
a threat to public safety, the protection of which 1is the main
purpose of all occupational credentialing provisions.

Apart from the operational aspects of the law itself,
there has been movement in other areas that will influence the
direction of public policy on midwifery. With varying degrees
of success, licensed midwives have attempted to forge lines of
communication and establish relationships with other groups with
a role in maternity care: physicians, nurse-midwives, hospitals,
third-party insurers and others. The Seattle Midwifery School,
established in 1978, has been continually assessing and revising
its curriculum and admission policies in order to promote high
standards of performance among 1its graduates. The several
legislative hearings on the subject of midwifery licensure have
broadened the scope of the public debate in Washington. Finally,
the actions of other states will no doubt add understanding and
insight into an area of social policy in which there has been

little precedent in this country.
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The main advantage of delaying any specific ation 1is to
capitalize on events in this state and elsewhere that will facili—
tate the development of a public consensus of midwifery independent
of nursing. The principal disadvantage of maintaining the current
law is that, 1in a number of important areas, the statute 1is either
vague or altogether silent. This could, under certain circum—
stances, jeopardize the progress that has been made in administering
the law and the prospects for a sensible and credible successor
to 18.50 RCW. The various shortcomings of the present law are

detailed immediately below 1in discussing amendments to the statute.

Amending the Law

If the state is to continue to sanction the practice of mid—
wifery independent of nursing, there are several arguments for
revising the statute sooner rather than later. That the adminis—
tration of 18.50 RCW appears to be functioning smoothly 1is due
to the actions of responsible state officials and the voluntary
cooperation of licensed midwives, nurse-midwives, physicians,
and other concerned individuals. This favorable climate could
change at any time as a result of a change in leadership 1in the
Department of Licensing, an election, a legal challenge, or
controversy that strains professional relationships. A new
midwifery statute would establish responsibilities, procedures,
and lines of authority that would be much less vulnerable to such
unpredictable events.

In view of the many advances 1in maternity care since 1917,

a desirable consequence of amending 18.50 RCW would be the
opportunity to develop a definition of the scope of midwifery
practice in keeping with contemporary knowledge and practices.

Revising the midwifery law would focus much needed attention

on educational preparation and the standards for midwifery training



programs. These topics are barely dealt with by the current law
which specifies only subject areas to be covered by the licensing
examination and a fourteen month minimum duration of training.
At present, the Department of Licensing has neither the
authority nor the resources to develop standards for training.
While the Seattle Midwifery School has sought assistance from
many sources 1in designing 1its program, it has been operating
with no explicit guidelines encompassing the state®s minimum
expectations. Some believe that the School®"s current progranm
is deficient in several areas- for example, hospital experience-
that are necessary in the preparation of competent practitioners.
Developing a new midwifery statute would address another
major weakness of the current law, namely, the absence of a
professional body that would monitor- administration of the
law and the practice of midwifery itself. Common to other
professions (e.g., boards of nursing, medical examiners), these
statutory bodies can exercise responsibilities in the areas
of education, discipline, the granting and renewal of licenses,
special investigations, and liaison with other professional
boards. Apart from the pooling of knowledge and insight 1in
the performance of specific statutory duties, a major con—
tribution of formally constituted midwifery body would be to
lend respect and credibility to the credentialing process,
and hence to the midwives themselves. This 1is particularly
important with respect to the institutions and professional
groups upon whose cooperation the success of midwifery
practice will be in no small way dependent. For example,
hospital officials and medical staffs have been reluctant to
permit licensed midwives either to attend or simply accompany
their clients when hospitalization becomes necessary. They have
also been unwilling to commit any resources to the provision
of supervised clinical instruction to stud nt midwives. Similar

reservations have been expressed by individual physicians, third-



party insurers, nurse-midwives, and others 1involved in maternity
care. This hesitation is indeed understandable given that mid—
wifery outside of nursing is unfamiliar to the health establish—
ment and 1is lacking in definition, accepted standards of education
and practice, and an organized, respected leadership component.
Under a new midwifery statute, the establishment of a strong and
visible regulatory body that will address the various areas of
concern may do much to resolve the doubts and to open channels

of communication that would otherwise remain closed.

In sum, the principal advantages of restructuring the pre—
sent midwifery statute are to ensure the stability and integrity
of the administrative process, to add specificity and definition
in areas where they are needed, and to establish a credible
regulatory authority that will both oversee and guide developments
in midwifery in a manner that balances professional and public

interests.

A Combined Midwifery Statute

There may be some advantage 1in considering a statute that
provides a unified regulatory structure for both nurse-midwives
and midwives outside of the nursing profession. As suggested
by the earlier discussion of Europe, where individuals can qualify
as professional midwives with and without basic nurse training,
the distinction between the two groups may be artificial.

Indeed, the term "nurse-midwife" appears unique to this country.
The key factor is the level of training and expectations. When
individuals can obtain equivalent competence through educa—
tional programs built upon nursing or separate from it, and when
they are expected to perform the same functions, a single
regulatory structure would appear to make sense. It could

strengthen the state®"s oversight capacity in this occupational



category and minimize any confusion among the public as to who
is and is no. qualified to practice midwifery.

IfT the state is interested in advancing the practice of
midwifery, a single regulatory apparatus may be useful. As
mentioned earlier, there appear to be a positive professional
relationship and common interests among practicing nurse-
midwives and licensed midwives 1in this state. A combined
midwifery statute might further focus and reinforce the efforts
of these practitioners and lead to the strengthening of mid—
wifery as a distinct component of maternity care in Washington.

The idea of a combined midwifery statute, however, may be
premature at this time, given the current stage of development
and acceptance of midwifery outside of nursing. The task of
amending the existing law will probably be difficult enough
without also attempting to include nurse-midwives under a new
statute. Should midwifery, 1in general, become more firmly
established in this state over the next several years, perhaps

a combined statute would be more appropriate and feasible.

A New Midwifery Statute; The Critical Elements

Should the legislature decide to revise the current mid—
wifery licensure statute, attention will focus on four key areas.
These are the scope of practice (the activities a midwife may
legally perform), training requirements, the credentialing
process, and the relationship and degree of independence of
midwives vis-a-vis other practitioners (the medical profession
in particular).

In contemplating the proper public stance on these four
parameters, it might be helpful to view the possible policy
decisions as falling along a spectrum of minimum to maximum as
illustrated in Tabic 4. Together, these decisions will repre—
sent the state®"s attitude and expectations with respect to

midwifery outside of nursing.



MIN.

MAX.

Table 4

Scope of Educational Credentialing

Practice Requirements Process Independence

Prenatal care General None Direct supervision
Intrapartun 4 education

Postnatal " Registration Indirect supervision
Neonatal care Prior approval of patient

Family planning

Gynecol, care Comprehensive Certification Consultation agreement
Other midwifery

training Licensure
Refer emergent or
complicated cases

While each decision could be viewed separately, the scope
of practice will largely determine the others. From the per—
spective of sound regulatory policy, the task of decision-makers
is to match the requirements with the responsibilities. For
example, if midwives are to be allowed a full scope of practice,
it makes sense to require more rigorous education and credentialing
procedures. In this: instance, however, the arguments for requiring
midwives to work under the direction of other professionals become
less compelling. On the other hand, should midwives be restricted
to a narrow scope of activities, training and credentialing
requirements need not be as demanding. Under these circumstances,
there would be a greater need to ensure the input of more highly
skilled professionals so that all aspects of care are properly
provided for.

The failure to strike a proper balance between responsi —
bilities and requirements can have several consequences. If
requirements of the scope of practice are too lenient, midwives
may not obtain the knowledge and skills necessary to function
according to expected standards of performance. If requirements
are too strict, potential candidates may not come forward, or,
more important]v, they may decide to ignore the law altogether
and operate on their own with little chance of discovery or

prosecution* In both cases, the consequences of u poorly



designed regulatory apparatus will fall most heavily on the
mothers and babies whose health and well-being are at stake.
It is important, therefore, that- whether by statute or by
regulation- the decisions regarding midwifery be communicated
with as much precision as possible. This will minimize any
confusion or controversy that may arise in the administration
of a new law.

The following chapters contain a more detailed discussion
of the four major decision areas and several other topics
relevant to the examination of public policy on midwifery

outside of the nursing profession.



Chapter 1V

SCOPE OF PRACTICE

The term "scope of practice” refers to the various activities
and procedures that a practitioner 1is legally authorized to per—
form. Defining this range of activities is perhaps the central
element in the area of occupational regulation.

As mentioned in the previous chapter, there 1is a broad
spectrum of possibilities for specifying the scope of midwifery
practice. At the minimum, a midwife may be limited to providing
emotional support and general assistance during pregnancy and
birth. This would be tantamount to legitimizing "lay"” midwifery.
Moving beyond the minimum, midwifery can be defined broadly to
include a wide range of medical and non-medical skills applicable
to all stages of childbirth. It can be further extended to
encompass certain aspects of basic gynecological and family
planning services. This broad view is more in keeping with the
European concept of professional midwifery and also the philosophy
of American nurse-midwives. In all cases, it should be emphasized
again that the proper domain of midwifery 1is universally thought
to be the basically normal, uncomplicated pregnancy.

Discussed below are the various phases of maternal and
infant care and within each, the range of activities a midwife
may properly perform, assuming a broad or maximum scope of
practice (see Table 5, p-53). This comprehensive listing of
possible functions and responsibilities can serve as a basis upon
which the legislature pursues a definition of midwifery practice
that best reflects the needs and conditions in Washington at this

time.
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The Prenatal Period

The prenatal period refers to the period from conception
until the onset of labor. This period is important to the
development of the fetus and also includes the preparation of
the mother for childbirth and parenting. There 1is general agree—
ment among obstetrical care providers that consistent prenatal
care, averaging 12 visits during a pregnancy, contributes to
increased chances of survival of the fetus and consequently to
changes 1in infant mortality rates and to reductions 1in physical
defects and mental retardation exhibited by the infant.

During the prenatal period, the midwife assesses the
physical and psychosocial health of the pregnant woman and the
likelihood of a normal delivery of a healthy child. Women who
belong to various "high risk"” categories or who develop complica—
tions at any time during pregnancy are referred to specialists
for appropriate care and supervision.

The management of the pregnancy during the prenatal period
includes the monitoring of weight gain, supervision of diet, and
surveillance of physical vital signs and the collection and
interpretation of blood and urine samples, monitoring of fetal
growth and heart rate and intensive educational preparation of

the parents for the labor and birth of the child. Several

routine laboratory tests are also recommended during this period.
The information provided through regular testing and

periodic physical examination alerts the midwife to changes 1in

the progress of the pregnancy which may require the referral or

transfer of a woman to a physician specialist.

The Intrapartum Period

The intrapartum period refers to the period commonly known

as labor and Dbirth. During the intrapartum period, the midwife

may provide assistance to the woman through three stages: labor,
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birth, and delivery of the placenta. The types of assistance
during these stages may involve coaching, observation and
assessment, intervention and manipulation, and administration of
anaesthetic or analgesicmedications under proper conditions.

Throughout labor a midwife will monitor the fetal heart
rate and fetal position and determine if the fetus 1is aligned
for the easiest, safest passage through the birth canal. During
the birth phase, the midwife can perform the physical manipula—
tions necessary to assist the emerging child. IfT needed, a
midwife may also perform and repair an episiotomy- the cutting
of the perineum to increase the diameter of the vagina through
which the head of the newborn infant must pass. Episiotomies
require the use of a local anesthetic for the comfort of the
mother. As regards general pain medications (i.e., analgesics)
which are widely used in obstetrical practice, midwives usually
prefer to manage labor without them, substituting breathing and
relaxation techniques for pain-killing medications. Finally,
during delivery of the placenta following the birth, the con-—
traction and involution process undergone by the uterus is
monitored, and the placenta is examined upon expulsion. If
necessary, oxytocic, antihemorrhagic medications may De used to
hasten this stage of childbirth and control minor hemorrhaging
that can occur.

Throughout these three stages, the midwife assesses devia—
tions from the normal and determines the need for emergency
measures and specialty assistance. Given the authority to do so,
the midwife can initiate certain emergency procedures to decrease
the risk of injury to or loss of life. Such measures may 1include
intubation of the asphyxiated baby, mouth-to-mouth resuscitation,

and the administration of oxytocic drugs.
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The Postpartum Period

The postpartum period refers to the period following the
birth and includes the immediate postpartum pariod- the first
two hours after birth- and the early postnatal period- the first
ten days after birth. During the postpartum period, the midwife
continues to assess and manage the progress of involution of the
uterus begun immediately after childbirth. The importance of
early contact between the mother and the child and the father 1is
emphasized in the practice of obstetrics by most midwives and
consists of supervising and assisting the bonding process between
the child and the mother and the father. Advice is gr°ven on
lourishment and nurturing of both the mother and child. During
the ten days following the birth, instruction is offered to the
mother on care of the breasts, breast feeding, self-care, and
care of the newborn, 1including identification of abnormal signs
which should be reported to the midwife for evaluation and

possible referral.

The Neonatal Period

The neon-tal period refers to the newborn®s first 28 days
of life.

During the first two hours after birtfy the midwife provides
immediate care and supervision of the newborn. This 1includes
clearing the air passages, evaluating and recording the physical
condition of the baby, attending to the umbilical cord, per—
forming eye prophylaxis, determining gestational age and the
presence of any physical deformations or anomalies, and obtaining
blood samples for routine newborn screening procedures. I
npnessary, the midwife can respond to emergency needs of the
newborn and arrange for transfer of the infant to a specialty

care setting.



Family Planning and Routine Gynecological care

In manyparts of the world, the scope of midwifery practice
has begun to include the area of family planning. Increasingly,
midwives are able to counsel and advise women concerning their
reproductive cycle and the options that can be exercised in
controlling the timing and number of pregnancies. The gyneco—
logical care of the normal woman during her non-pregnant periods
is also an area into which midwifery 1is expanding 1in some
countries. Involved here are routine gynecological
examinations and the treatment of minor gynecological problems.
Midwives are being trained to assess relevant reproductive
medical history, general physical and emotional status, and to
offer counseling with respect to contraception. While some mid—
wives are able to fit or insert contraceptive devices, these
services are largely rendered by physicians. Lastly, midwives
can offer advice and referral tospecialists for the management

of infertility, sexual dysfunction, or hormonal 1imbalance problems.



Table 5
SCOPE OF PRACTICE
PRENATAL CARE

Assess relevant historical data regarding the client and her family.
Assess general physical and emotional status of the client.

Diagnose and assess pregnancy and its progress.

Assess the bony pelvis.

Obtain and interpret laboratory/diagnostic test data.

Perform nutritional assessment and provide counseling.

Identify deviations from normal and refer to a specialty physician.
Plan and conduct classes in preparation for childbirth and parenthood.

Counsel the pregnant woman regarding pregnancy and childbirth.

INTRAPARTUM

Assess relevant historical data about client.

Assess general physical and emotional status of client.

Assess status of fetus.

Diagnose and assess labor and its progress through the three stages.
Obtain and interpret laboratory/diagnostic test data.

Provide support/coaching during labor and delivery.

Administer appropriate medications/solutions during labor.
Manage normal spontaneous vaginal delivery.

Assess and manage newborn®s adaptation to cxtrauterine life.
Manage placental expulsion.

Assess and repair birth canal trauma.

Facilitate beginning of inaternal/infant/family bonding process.

Identify deviations from normal and institute appropriate emergency measures.
POSTPARTUM

Assess relevant historical data about client.

Assess general physical and emotional status of client.

Obtain and interpret laboratory/diagnostic data.

Assess progress of normal involutional process throughout the puerperium.
Facilitate maternal/infant/bonding and breast-feeding process.

Provide anticipatory guidance regarding self-care, infant care, family planning,
and family relationShips.

Identify deviations from normal anu institute &pecir-,c emergency measures.



Table 5
(cont.)

NEONATAL

Assess relevant historical data about maternal and neonatal course.
Assess general physical status of newborn.

Assess gestational age of the newborn.

Assess nutritional status and needs of the newborn.

Obtain and interpret appropriate laboratory/diagnostic data.

Facilitate maternal/infant/family bonding process.

Identify deviations from normal neonatal course and provide appropriate
intervention.

FAMILY PLANNING/GYNECOLOGICAL CARE

Assess relevant historical data about client/partner.

Assess general physical and emotional status of client.

Assess female pelvic organs.

Obtain and interpret appropriate laboratory/diagnostic test data.
Assess appropriateness of specific contraceptive method(s) for client.

Counsel for appropriate use of physiological, mechanical, or chemical methods
of contraception.

Prescribe, fit, insert appropriate contraceptive agent.
Counsel/refer women/couples with unwanted pregnancies.
Counsel/refer women/couples with potential infertility problems.

Provide basic information on human sexuality including psychosocial aspects,
reproductive functioning, and menopause.

Identify problems of sexuality and provide for appropriate foliov-up.

Diagnose, manage and/or refer common gynecological problems.



Chapter V

EDUCATION AND TRAINING REQUIREMENTS

As suggested 1in Chapter 111, the standards that are to
govern the training of midwives under a new statute will depend
upon the scope of practice provided fur in the legislation. In
addressing the question of standards, and midwifery education
generally, mention should be made of several guiding principles
endorsed by international professional bodies concerned with
maternity care. Where midwifery training 1is concerned, countries
are encouraged:

to design programs making use of all
available resources,

to relate education and training to the
tasks and functions to be performed,

to legislate for the changing sphere of
duties of the midwife, and

to provide continuing education for all
categories of midwives.66
It must also be remembered that at issue here is the training

of midwives outside of the nursing profession. As discussed
earlier, while basic nurse training (i.e., an RN or LPN qualifi—
cation) need not be a prerequisite for midwifery, there 1is
general agreement that certain nursing skills are indeed important
to the practice of a midwife. The relevant nursing instruction
could be provided through arrangements whereby nursing schools
allow student midwives to participate in only those courses
applicable to their training. If this is not. nnssihle. the
teaching of necessary nursing skills will have to be incorporated
into the midwifery program itself. The European experience

suggests that either approach 1is acceptable.



It is not the intent of this chapter to devise or recommend
detailed criteria and standards for midwifery training programs.
That task is more properly the responsibility of an expert
credentialing body that is likely to be constituted under any
new midwifery statute (see p.66). Rather, the purpose 1is to
comment 1in general terms on some of the areas that will be

central to the formulation of training requirements for midwives.

Content of Instruction

In one form or another, the following subject areas are

usually included in midwifery training programs:

e Anatomy and physiology of the female and the newborn
““ Nutrition of the pregnant woman and the newborn
e Basic medical procedures

e Maintenance of medical records and statistics related
to birth

e Basic observation and examination skills
e Family planning counseling techniques
e Parent education for prepared childbirth

e Provision of maternal care during the pregnancy and
post pregnancy periods

e Management of birth and the immediate care of the
mother and newborn

e Pharmacology as applicable to maternal and newborn health
e Recognition of early signs of possible abnormalities
e Recognition and management of emergency situations

e Information regarding the laws and regulations relating
to the practice of midwifery in the state 1issuing the
license to practice

e Information regarding newborn screening for phenylketonuria
and other congenital birth defects

e Prevention of infant blindness

e Control and reporting of sexually transmitted diseases
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The question of how and where the clinical skills may be
obtained 1is important in the design of midwifery training pro—
grams. There are several options for the provision of the
clinical component of education. It can take place under the
direct supervision of a physician, a licensed midwife, or a
certified nurse-midwife. Clinical training can be provided 1in
a variety of settings, 1including hospital obstetrical services,
birth centers, clinics, private offices, and private residences.

The number of deliveries required before a candidate is
eligible for examination varies between countries and between
states. The common standard is between forty and fifty deliveries

conducted by the midwife- under supervision.

Continuing Education

Assuring that competency 1is maintained subsequent to initial
qualification 1is an important goal of any occupational regulatory
scheme. Continuing education requirements, 1in various forms, are
widely used among the health professions as a means toward this
end.

Since it is one of several mechanisms for promoting profi—
ciency over time, and in view of the controversy over 1its efficacy,
continuing education 1is dealt with in the next chapter as part of

the discussion of continued competence (see p. 73).

Accrediting Educational Programs

Among the established health professions, developing educa—
tional standards and approving training programs are usually
functions of national professional organizations—- the American
Medical Association, American Nurses Association, etc.

At present, there 1is no such organization representing mid—

wives outside of the nursing profession. Nor does it appear



that the state can look to an existing professional body for

the purpose of accrediting midwifery training programs. While

the American College of Nurse-Midwives might seem a suitable
choice, the College, as mentioned earlier, has not yet expressed
an interest in assuming such a role. With regard to the medical
profession, and particularly the American College of Obstetricians
and Gynecologists, physician leaders have been outspoken 1in their
endorsement of nurse-midwifery as the model for midwifery practice
in this country. Moreover, the orientation of midwifery, in
general, 1is toward minimal intervention and the normal pregnancy
characteristics which set it distinctly apart from the ethos of
modern medical obstetrics. It is unlikely, therefore, that
organized medicine would possess the balanced and flexible per—
spective that 1is appropriate in setting educational standards

for midwives independent of nursing.

Under these circumstances, the legislature may wish to
include accreditation as a state-based function within the cre—
dentialing process established under a new midwifery statute.
This approach has been taken by Arizona, New Mexico, and Rhode
Island under their newly revised midwifery regulations. There
is no reason why the state cannot effectively exercise this
responsibility and, as will be discussed in the next chapter,
there are some grounds for suggesting the state may be best

suited to this task.

Public vs. Private Education

There 1is also the question of whether the training should
be provided 1in private institutions or as part of a state"s
higher education or vocational education activities. If it is
a state-funded program, should it be lodged in the university
system or in the community college system?

Most foreign countries train midwives 1in two to three year
programs at publicly supported schools, which iUij. under me

auspices of either educational or health authorities. At present,
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the only school offering midwifery training in the state of
Washington is the Seattle Midwifery School, a private, non-profit
school registered with the Washington State Commission for
Vacational Education.

Because there 1is little experience in this country with
the training of midwives outside of nursing, those charged with
the responsibility of devising training standards under a
Washington statute will need to approach this task with flexi—
bility and inventiveness. While much can be learned from the
educational practices of American nurse-midwives and midwives
abroad, standards will have to fit what 1is possible and practiced
in this state at the present time. An "ideal™ program can evolve

from an initially "adequate"™ one.



Chapter VI

THE CREDENTIALING PROCESS

In recent years, increasing attention has been focused on
the issue of occupational licensure. This is particularly true
with respect to the health professions, as increasing specializa—
tion has brought forth many new groups claiming recognition and
legal sanction from the state. Many have begun to question
whether licensure and other credentialing practices primarily
serve their 1intended purpose of protecting the public against
incompetence and fraud, or whether their principal effect has
been to enhance the economic and professional status of the
occupational groups concerned. As a result, federal and state
governments are examining new approaches to licensure and other
forms of credentialing. The aim is to provide an acceptable
level of public protection while avoiding the imposition of
artificially high standards that sei.ve only to limit entry into
an occupation, career mobility, and economic competition. Policy—
makers are beginning to ask whether credentialing 1is necessary
at all, and if so, what form should it take?

A detailed discussion of the ongoing developments 1in the
area of credentialing 1is beyond the scope of this 1inquiry.
Moreover, the present upsurge of interest in credentialing has
to do with the emergence of the many new health-related occupa—
tions in recent years- the technicians, technologists, therapists,
assistants, and the like. OQut of this controversy have come
ideas that are relevant to the state®s current assessment of its
stance toward midwifery outside of nursing. These are included
in the discussion below.

Should the state decide to continue to sanction the practice
of midwifery independent of nursing, three aspects of the cre—

dentialing process will be of principal 1importance in shaping a



new regulatory program. These are the credentialing mechanism
(e.g., licensure, certification, registration, or none at all),
the credentialing authority (e.g., an administrative agency, an
autonomous professional board), and the provision for continued
competency (e.g., reexamination, continuing education, peer
review). As with educational requirements, the appropriateness

of the credentialing process for midwifery (as for any occupation)
depends to a large degree on the scope of practice specified and
the potential for harm to the public. Tn general, the broader

the scope of practice, the more rigorous and restrictive should

be the credentialing requirements.

The Credentialing Mechanism

The existing statutory provisions under 18.50 RCW require
that a license oe obtained before a person can practice as, and
use the title of, "midwife." In view of current thinking on the
subject of occupational credentialing, state policymakers may
wish to consider whether licensure 1is still the most suitable
regulatory instrument or whether some other device can adequately
serve to protect the public.

Licensure is the mechanism by which government grants per —
mission to engage in an occupation or profession to individuals
who have met predetermined standards that should reflect the
minimum competence necessary to ensure that the public health,
welfare, and safety are reasonably well-protected. To engage
in such an ococoati"jn or profession without a license 1is unlawful.
Under typical licensing schemes, licenses are granted to indi—
viduals who satisfy requirements set down by a licensing board.
These requirements usually deal with examinations, education,
and experience. Licensing boards are often dominated by estab—
lished members of the occupation in question. Entry <f new

members 1into a field, therefore, can be effectively controlled
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by those already in it. Similarly, the behavior of existing
members of an occupation can be influenced by the threat of
suspension or revocation of a license.

Limited in the beginning to a few "learned professions”

(law and medicine, for example) where the function and activities
were mutually exclusive, occupational licensure has now grown

to include a wide variety of fields, professional and non-—
professional alike. Moreover, 1in some fields, health being a
good example, various categories of workers are entitled to
perform the same or similar services. In maternity care,
physicians, nurse-midwives, licensed midwives, emergency medical
personnel, and some others are permitted to assist women during
pregnancy and birth. Hence, the exclusivity once implied by

the granting of licenses no longer exists in some Tfields; indeed,
it may not be warranted.

Thene is also the issue of enforcement. The legal sanction,
which 1is the principal distinction between licensure and other
forms of credentialing, 1implies that the state will have the
means to take action against those who break the law. If the
state 1is unable to readily identify and prosecute individuals
acting outside of the law (i.e., without a license), then
licensure loses its meaning and cannot be truly said to protect
the public.

In considering whether to maintain licensure ac-the cre—
dentialing mechanism in a future midwifery regulatory program,
certain questions arising out of the debate over credentialing
new healtli professions have direct relevance.

The fi~st, and most important, question 1is in what way will
the unregulated practice of midwifery clearly endanger the
health and safety of the public, and is the potential for harm

easily recognizable and not remote or dependent on tenuous

argument?70



Harm can be thought of along several dimensions of impailr-
ment: physical, mental, social, financial, and intellectual.
The potential for harm can be judged in terms of the inherently
dahgerous nature of the functions of an occupation or the devices
or substances used iIn performing those functions. It may also
be associated with the frequent exercise of iIndependent judgment
by a practitioner for the purposes of identifying a problem,
formulating a plan of care, or rendering services. The potential
for harm can be documented by public testimony, research findings,
and legal precedents. Generally speaking, the potential for harm
can be viewed as remote when the instances of iImpairment are rare
or minor in nature, and when they are due to secondary effects of
the practice of the occupation.71

With respect to midwifery in general, the nature of the harm
that could result from the practice of poorly-prepared or incom-
petent individuals is, iIn a sense, obvious. In the extreme, it
could mean death or serious and lasting injury. Although tragic,
mortality is fortunately a rare occurrence in modern times.
This is due to the higher standards of living, general levels of
education and awareness, the availability and capacity of medical
science, and the general commitment to the welfare of mothers
and infants on the part of all involved iIn the provision of
maternity care. Apart from death or serious iImpairment, which
are easily recognizable, the poorly managed pregnancy can have
harmful consequences that may not be as readily apparent. These
may have profound and irreversible effects on long term growth

and development of the infant. As greater knowledge is acquired
on the effects of birth outcome of smoking, alcohol, nutrition,
obstetric medications and practices,, and other factors, it 1is
hoped that these more subtle hazards will be more clearly identi-
fied and effectively minimized.

From a more formal perspective, the nature of and potential
for harm due to poorly controlled midwifery practice is directly



relateJ. to the definition of midwifery itself. Again, a critical
variable is the state"s determination of the scope of practice.
IT it is defined broadly in keeping with the concept and practice
of midwifery as exists in other developed countries, more stringent
regulatory provisions are called for. Clearly, 1f midwives are
to perform tests and complex examinations, interpret results,
diagnose abnormalities, adirunister medications, and carry out
minor surgical procedures, the consequences of allowing ill-
prepared practitioners into the field can be significant. In
this case, the state is justified iIn imposing more formidable
regulatory mechanisms.

On the other hand, if midwifery is defined narrowly so that
practitioners are limited to doing little more than providing
emotional support and "catching the baby,”™ then the arguments
for a more restrictive credentialing mechanism become less com-
pelling. In the first place, no great degree of skill and
learning is necessary. Second, as will be discussed in Chapter
Vi1, a limited scope of practice would require provision being
made for the input of more highly skilled personnel. In this
way, the proper management of pregnancy will be assured and the
likelithood of serious mishap will be greatly minimized. In this
instance, a restrictive mechanism such as licensure does not
appear necessary to protect the public interest.

In addition to assessing the likelihood of harm in deter-
mining an appropriate regulatory mechanism, a second relevant
question is can the public be adequately protected by means other
than licensure? At 1issue here is the extent of other controls
on a practitioner™s activities, either formal or circumstantial,
that effectively safeguard the public. For example, is there
supervision of practitioners by physicians or other more skilled
personnel? Are the individuals in question employed primarily
in licensed health facilities required to maintain competent
staff? Do standards for professional performance exist and are
they effectively enforced? Arc the applicants for credentialing



graduates of accredited or approved training programs? Do laws
exist that effe?§ively govern the devices and substances used 1in
the occupation? IT these conditions apply— in this case to
midwives— then there may be less of a need for more restrictive
credentialing requirements.

Should the legislature wish to explore alternatives to
licensure, there are two other credentialing mechanisms that are
considered credible in tt*.: area of professional regulation-
namely, certification and registration.

Certification or registration is the process by which a
government agency or private organization grants recognition, or
certifies that a person has met certain predetermined qualifica-
tions specified by that agency or organization. These qualifica-
tions may include graduation from an accredited or approved
training program, satisfactory performance on a qualifying
examination, or completion of a certain amount of work experience.
Certification and registration differ only in that there is a
general perception that the former iIs associated with occupations
involving higher levels of skills and knowledge, although this
need not be the case.

Through the specifications of qualification, certification
or registration can easily accommodate occupations requiring
high levels of skills and knowledge, and, in practice, they are
common credentialing mechanisms among the professions. In the
health field, for example, there are many groups that are
certified or registered, including nurse-midwives and other
specialty nursing personnel, inhalation therapists, dental
assistants, medical technologists, and others.

Both of these alternative credentialing mechanisms can be
used to demand the same level of competence as under a licensure
program. The only difference is that they lank the legal
ramifications and enforcement capabilities associated with
licensure. Moreover, the legal sanction may no longer be
relevant in modern times when the iIncidence of genuine quackery



in health care is not the concern that it was when licensing

laws were first instituted to safeguard the public. Furthermore,
when the public expects and the system can provide qualified
practitioners, it is reasonable to suggest that it is the educa-
tion, training, and the shaping of professional ethics instilled
by that process that will ensure high standards of practice, and
not the remote threat of legal prosecution.

IT the legislature decides to adopt a credentialing mechanism
for midwifery other than licensure, efforts should be made to
ensure that the public understands its meaning. Many are familiar
with the concept of licensure but may be hesitant in relating to
skilled practitioners acting under new models of authority. This
would be particularly important, for example, in the case of the
third party insurers, who are accustomed to paying for the ser-
vices of practitioners acting "within the scope of their license."
Steps might have to be taken to see that third party payers
understood both the meaning and rationale for different.patterns
of credentialing, lest they refuse to deal with midwives due to
legitimate doubts as to their qualifications and authority.

The Credentialing- Authority

Under Washington®s existing midwifery statute, the Director
of Licensing 1is responsible for all decisions regarding the
operation of the law, the administering of examinations, assessing
an applicant®s eligibility (including the adequacy of training),
disciplinary matters, etc.

At present, there is no statutory provision for the ongoing
input of midwives or related professional groups iIn the adminis-
tration of 18.50 RCwWw. As mentioned earlier, the Department has
so far been successful 1In securxng prui-cs™iunai dusmcuncc on
an ad hoc basis. Criticism of this loose partnership has been
twofold. First, the activities of the professionals involved



have not been highly visible or well understood. Second, there
has been some concern about the identity, accountability, and
influence of the various ’individuals involved. Clearly, the
matter of professional participation will be an important aspect
in framing a new midwifery statute.

In considering how a formal credentialing body might be
constituted, the three key elements are its membership, duties,
and level of autonomy.

The membership of a credentialing body is crucial to
establishing the credibility of the midwifery regulatory process
(and midwifery itself) in the minds of the public and the pro-
fessional community. From the public perspective, the 1issues are
clear. The membership must possess sufficient knowledge of the
essentials of sound midwifery practice and maintain a balanced
point of view. This latter point has become increasingly sig-
nificant in recent years. Concern has been mounting that the
domination of licensing boards and other credentialing bodies
by professional associations and educational iInterests has
resulted iIn the standards for entry into a field being set at a
far higher level than is necessary for the protection of the
public. The consequences of this are the restriction of career
opportunities and higher costs of services to the public.

The membership of a credentialing body must also reflect
professional concerns. Not only must professional participants
be competent iIn their respective areas, they must also have the
confidence and trust of the professional community. This 1is
particularly important in the case of midwifery outside of
nursing, an area about which there have been much uncertainty,
skepticism, and even hostility among professional groups.

I." structuring the composition of a credentialing body for
midwifery two concepts that have emerged from the debate over
occupational regulation are relevant— the inclusion of public
members and related occupational groups. In the latter instance,



the goal 1is a better understanding of relationships among gro ips
that perform the same or similar services, or services that are
dependent on the cooperation of others. In both cases, the
underlying rationale is to ensure that in the process of exercising
credentialing authority, an occupational group does not put its

own interest over that of the public.

The participation of public members on official credentialing
bodies is a growing trend. In this state, the public 1is currently
represented 1in the regulation of physicians, nurses, chiropractors,
and several other groups. In addition, the midwifery bill con—
sidered during the 1980 legislative session made provision for
a public member on the professional committee designed to assist
in the administration of the law.

The level of public participation is a matter of subjective
judgment. While it is common to find one public representative
on credentialing bodies, there is no apparent justification for
this limitation, and there might be circumstances which would
warrant a greater public role. For example, if it were antici-
pated that a moderating influence would be needed, greater public
representation might be desirable.

While it is not nearly as common as public representation,
the participation of related occupational groups on credentialing
bodies seems clearly appropriate in the case of midwifery.
Although midwives should have a strong voice in governing them-
selves, there are other practitioners— particularly physicians—
to whom midwives must relate in the proper conduct of their
practice. The value of the multi-disciplinary approach has been
recognized by the other states which have recently established
regulatory programs for midwifery independent of nursing. In
Arizona, New Mexico, and Rhode Island, the credentialing bodies
.” midwifery include physicians, nurse-midwives, nurses, and
other professionals with an interest iIn maternity care.
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With regard to physician participation in the regulation
of midwives, obstetricians play a key role. Their expertise Iis
important in making judgments as to normal vs. abnormal obstetrics,
that is, the conditions in which midwives should seek specialist
services for their clients. Obstetricians can also bring to a
midwifery regulatory program information concerning new develop-
ments in maternity care that can be beneficial to midwifery
practice. Furthermore, as the opinion leaders among the medical
community in the area of birth practices, the representation of
obstetricians would go far toward establishing the credibility
of any new program designed to guide the practice of midwives
outside of the nursing profession. Finally, given the probable
pattern of midwifery practice (at least iIn the short run) it
would seem desirable that assistance be sought from those
physicians— obstetricians or otherwise— who are not philosophically
opposed to the notion of out-of-hospital birth.

Of the various duties usually assigned to an occupational
credentialing body, the determination of educational requisites
and the approval or accreditation of training programs will be
the most crucial under a new midwifery statute. This country
has not developed a generally accepted model for the training of
midwives outside of the nursing profession. The programs that
do exist have largely been isolated, individual efforts with a
local rather than national focus. While the European experience
offers useful guidelines, the United States— and Washington in
particular— has unique social, economic, and professional
characteristics that will have to be accommodated in any mid-
wifery regulatory scheme.

In the absence of both a general consensus on midwifery
and a professional association that could be entrusted to develop
reasonable educational standards, the task of approving
training programs may rest, as it has elsewhere, with a
credentialing body constituted at the direction of the
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state. With a carefully selected membership, such a group should
be able to design a credible program approval process.

In carrying out the program approval function, and indeed
all other regulatory functions, it is iImportant that a credentialing
body have the capacity for flexibility in both devising and inter-
preting standards. Given the innovative nature of regulating the
practice of midwifery independent of nursing, it will not be
possible to 'get it right the first time.” Clearly, many factors
related to midwifery practice may be evolving for years to come—
societal attitudes, professional relationships, educational and
financial resources, practice patterns, and others. The challenge
to those with regulatory responsibilities will be to pay carefud
attention to safety issues and, at the same time, to utilize
existing resources and allow for change. It would be unfortunate
iIfT a credentialing body moved too far too fast and antagonized
those individuals upon whose cooperation successful ijiidwifery
practice depends. Similarly, if it were too rigid or idealistic
and set unnecessarily restrictive standards, the effect might
be that no one would want to seek or, in fact, could obtain cre-
dentialing under a new statute. In both cases the ultimate
intent of a new midwifery statute, namely, the protection of the
public from unqualified birth attendants, would be seriously
undermined.

On the question of autonomy, whether a newly constituted
midwifery credentialing body should have ultimate decision-making
authority or should be advisory to state government depends on
the perceived need for public accountability. Autonomous,
profession-dominated regulatory bodies have been criticized for
allowing professional concerns to overshadow the public interest.
As a consequence, much attention has focused on increasing the
level of accountability in the credentialing process.

Almost without exception, occupational regulatory boards
have been granted autonomous decision-making powers in carrying
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out their statutory responsibilities. This pattern ostensibly
has its origin in the belief that practitioners, because of their
special knowledge and experience, are best suited to the task of
defining educational requirements and standards of practice.
Professional and non-professional groups alike have come to
expect and to value the right to make these decisions free fronm
direct public intervention.

In keeping with accepted patterns of occupational regulation,
an autonomous midwifery board could be established to administer
a new statute. Under this arrangement, the ability of midwives
to pursue their own interests at the expense of the public could
be minimized by a board membership that includes members of the
public and of functionally-related groups (physicians, nurse-
midwives, etc.). Moreover, autonomy is not absolute. Should a
midwifery board exceed its authority or fail to fulfill its
responsibilities, legislative remedy is available. The princi—
pal advantage of an autonomous board, of course, would be to
protect the administration of the law and the practice of mid—
wifery from arbitrary action by government or by powerful interest
groups via the public process. It could not, however, safeguard
against professional politics which can just as effectively thwart
the administration of a law and which might be more of an issue,
given the likelihood of a multi-disciplinary regulatory body under
a new midwifery statute.

Under the present statute, the Director of Licensing 1is
responsible for carrying out the provisions of the lav;. This
line of authority has been maintained in the various legislative
proposals that have been put forward to amend the current law.
Recognizing the need for professional expertise, the several
proposals have called for a professional "advisory™ group to
assist the Director in those areas where expert judgment is
required. It should be mentioned here that Arizona, New Mexico,
and Rhode Island have used the advisory committee concept in

their recently established midwifery regulatory programs.



The use of a professional advisory group instead of an
autonomous credentialing body may have several advantages.

Since midwifery outside of nursing is a very controversial topic,
granting the ultimate decision-making authority to an adminis—
trative agency could serve as a valuable moderating influence
should the professional group adopt an extreme position in any
direction. Second, given the 1innovative nature of a new mid—
wifery statute, flexibility will be important during the 1initial
years of 1its implementation. Placing decision-making power in
an administrative agency might allow for more rapid responses

to special situations as they occur and safeguard against any
undue rigidity in the actions and decisions of the professional
group - Finally, an administrative agency is likely to be more
responsive than an autonomous body to legislative concerns as to
the carrying out of legislative intent.

The major disadvantage of limiting the autonomy of a pro-—
fessional credentialing body is the danger of excessive or inap—
propriate interference 1in professional matters by the public
official(s) having the ultimate authority. This could occur as
a result of personality, 1ideology, or political pressure from
various sources.

Should the legislature wish to use the advisory group
approach, however, perhaps the best protection against unwarranted
meddling by public officials 1is the selection of group members who
are highly regarded by the professional community, the public, and
the legislature. An advisory body of sufficient stature would be
less vulnerable to manipulation or intimidation. Under extreme
circumstances, the resignation of respected professional and
public members would place an administrative authority in a
difficult position both in terms of the operation of the regula—
tory program and accountability to the legislature.

Under an advisory group arrangement, therefore, the selection

process should be designed to ensure the choice of highly regarded



individuals. Recent legislative proposals have called for mem—
bers to be appointed directly by the Director of Licensing-

with no limitation on the Director®s discretion. While this may
be an adequate process when there are harmonious relationships

and general agreement as to the intepretation of statutory pro—
visions (as under the present law), these conditions might not
always prevail. One alternative would be for the Director to con—
sider members from nominating lists submitted by each group to

be represented on the advisory committee. Another would be for
the governor or a legislatively constituted body to consider can-—
didates from lists of preferred individuals. Whatever method

is chosen, the goal should be to provide a reasonable balance of

power 1in the administration of a new midwifery statute.
Assuring Continued Competence

While initial credentialing procedures (licensure, certifica—
tion, etc.) may be adequate to establish minimum standards of
competence at the time of entry into a profession, they cannot
be taken to guarantee acceptable standards of practice over the
course of a practitioner®™s lifetime. In an era when knowledge
is expanding at a rapid pace, there 1is a danger of professional
obsolescence. It is for this reason that a growing number of
professional groups and state credentialing bodies have been
urging— 1f not requiring- individuals to demonstrate that they
are keeping abreast of developments in their fields. The 1issue
of maintaining competence is particularly significant in health-
related occupations where the consequences of poor judgment can
be devastating.

While a number of approaches are thought to signify con—
tinued competence, there has been little substantive research
to indicate which methods are better than others. Indeed,
there is much controversy over whether much of what 1is being
done under the banner of maintaining competence has any effect
on the quality of care which- after all- is the only justifica—
tion for such activities. Perhaps the best things that can be

said of continuing competence requirements 1in general 1is that
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they assure that practitioners are at least thinking about their
standards of practice in some way. On the other hand, where such
activities are clearly superfluous to direct patient care, they
are a waste of time, energy, and money.

Of the various continued competence mechanisms 1in use, the
most common 1is the requirement for continuing education. For the
most part, credit hour requirements are set for a specified time
period and can be fulfilled by attendance at various courses,
lectures, conferences, professional association meetings, and
the like. Meeting these requirements can be a condition of
renewal of one"s license, certification, association membership,
etc., depending on the occupation in question.

Traditional didactic continuing education activities have

proliferated because they are easy to devise and can reach large

numbers of individuals. Yet, they are widely questioned for

being, as a recent report stated”. . . often unvalidated and of
. . 15 -

quertionable relevance to continued competence.™ In addition

to classroom situations, however, other types of educational
techniques, such as self-assessment tests, simulated clinical
situations, and review of actual practitioner-patient relation-
ships, might be worthy of exploration. Because of the poorly
understood correlation between continuing education methods and
quality of care, a variety of alternatives should be considered.
For the same reason, any standards set ought to be as flexible
as possible.

Although very limited in its current usage, re-examination
is another concept which 1is being increasingly discussed 1in the
area of continued competence. When it is used, re-examination
is never applied to the basic authority (e.g., a license) to
practice a profession. Instead it is used in specialty certifi—
cation. Fur example, the American College of Family Practice
requires those physicians who wish to establish their credentials

as family practitioners to retake its national board examination



every six years. Failure to perforin satisfactorily on this
examination means only that a physician loses the endorsement
of the College, not the license to practice medicine.

Because of the severe consequences that it can have on the
individual practitioners, and because tests themselves can be
imperfect predictors of competence, re-examination probably
should not be tied to the basic authority to practice midwifery
under a new statute. At least, it should not be the single
deciding factor. More information and experience with this
particular regulatory mechanism is necessary before its proper
use can be established. Developments 1in other professions will
certainly help to clarify this issue as time goes on.

Peer review, formal and informal, 1is another mechanism
for promoting continued competence. Peer review occurs as a
matter of course when professionals work together in organized
settings, for example, 1in hospitals and clinics where there is
a constant exchange of ideas and information on a day-to-day
basis. More formally there are case review conferences, utiliza—
tion review committees, and other structured opportunities for
practitioners to have standards of care assessed by others.

It is where individuals operate more or less independently
that effective peer review becomes difficult to achieve. Since
the midwives recognized under any new statute would probably
not be working in established institutions (at least in the
short run), the legislature may wish to consider the development
of a recordkeeping and reporting system that would be more
focused than the existing birth certificate data process. A
reporting system could be used to monitor the practice of mid—
wives under a new act. Such a system has been used in Arizona
for several years and 1is presently being implemented in New
Mexico. The health authorities in Arizona report that it has
been successful 1in helping them to monitor practice, 1identify

problems, and develop strategies for corrective action when this
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has been found to be necessary.

The design of such a system should be as simple as possible,
perhaps a single page form for every birth that could be sub-—
mitted by midwives at regular intervals- quarterly, semi-annually,
etc. Such a system could certainly be used for the initial
years of a new regulatory program and could easily be abandoned
when midwifery reached a certain level of maturity. It would add
an element of peer review and oversight that would add to the
public®s understanding of this re-emerging occupational pathway.

Just as the state 1is correct to demand a certain level of
skill on the part of persons asking to enter certain professional
categories, it is also reasonable for it to ask that steps be
taken to ensure competence on an ongoing basis. However, given
the tenuous connection between continuing competence activities
and the quality of care, any requirements imposed by the state
under a new midwifery statute should be flexible and within
reasonable limits. Whatever method or methods are adopted, they
should be readily available to the great majority of practitioners.
Most importantly, they should be as directly related as possible

to the actual tasks and functions performed by midwives.



Chapter VII

THE QUESTION OF INDEPENDENCE

In any revision of the state"s midwifery statute, an impor—
tant topic of discussion will be the nature of the relationship
that should exist between midwives and physicians. Some may
argue for direct, over-the-shoulder supervision by physician.
Others, will urge a less formal and more voluntary collegial
association based on professional judgment. The current law
takes the latter approach by declaring it to be ". . . the duty
of a midwife to always secure the services of a legally qualified
physician whenever any abnormal signs or symptoms appear either
in the mother or the infant."

The discussion of midwives®™ relationships to physicians
parallels that which has surrounded the emergence of several new
categories of health professionals, namely, Physician®s Assist-—
ants (PA"s) and Nurse Practitioners (NP"s). In general, these
individuals perform functions that were once the prerogative of
physicians only. Within certain limits, they are trained and
authorized to engage in the diagnosis and treatment of illness.
The independence of these practitioners varies according to
state law. In Washington,Physician®s Assistants may practice
either under the direct or indirect supervision of a physician,
that 1is, a physician®s ghysical presence 1is not essential to the
PA*s normal activities. Nurse Practitioners, for example,
nurse-midwives, are not required to work under medical super—
vision and may operate independently within their scope of
practice. However, most establish "collaborative” relationships

with physicians, pharmacists and other professionals. These



are voluntary arrangements made on an individual basis, and
they will vary according to the situation and personalities
involved.

With respect to midwives, there can be little doubt that
they cannot perform adequately in total 1isolation from physicians
and other resources of the health system. Clearly, it 1is in the
interests of mothers and children that the services of obstetri —
cians or other physicians be available to the midwife whenever
the need arises. Midwives, licensed or otherwise, generally
recognize the need for contact with physicians. In this state,
many have been able to establish various kinds of working
relationships with physicians for consultation and referral
should complications arise during the pregnancy or birth. Some
will not accept a client unless she can document a recent, com-—
plete physical examination by a physician or present a signed
statement from a physician stating that he or she will provide
consultation or assume management of the case in the event of
complications or emergencies. Nevertheless, there are some
(primarily among unlicensed birth attendants) who have chosen
not to associate in any way with physicians or the established
medical care system.

The 1issue, therefore, 1is not whether the physician/midwife
relationship should be addressed under a new statute, but rather
in what terms should it be specified. As indicated in Chapter
111, the nature of this relationship can span a variety of
arrangements under which midwives are, to a greater or lesser
degree, dependent on physician approval and oversight as a
condition of their right to practice their profession. While
the number and characteristics of the possible arrangements can
be many and varied, several general models may serve as the
basis for consideration of Lhis important issue. In the direc—

tion of dependent to independent, these include requiring:



direct supervision by physicians,
indirect supervision,

- a written protocol signed by a physician
indicating the midwife®s routine scope
of activities and circumstances under
which referral or consultation is to
take place,

the examination of pregnant women by a
physician before care is assumed by a
midwife, and perhaps at regular intervals
thereafter,

a written plan submitted to the credentialing
authority by the midwife describing his or
her arrangements and policies with respect

to referral and consultation, and

the securing of physician services as the
need arises according to the midwife~"s
professional judgment.

In deciding how dependent or independent midwives should
be in their association with physicians, two important con—
siderations are the standards of education and the scope of
practice. If midwives are well-trained to render the services
they are authorized to perform, then greater independence would
appear to be appropriate. The level of preparedness among
midwives will be a function of the credibility of the creden—
tialing process devised under a new statute and the existence
of training programs that meet the requirements established
under the law. If the scope of practice is to include all
services relevant to the care of the normal pregnancy, then the
need for close medical supervision does not seem warranted.

The main argument for requiring physician direction and
oversight 1is that it will serve to guarantee the quality of
care. If the basic competence of midwives 1is in doubt, or if
their scope of practice excludes any critical aspects of care,
then a strong role for physicians 1is desirable. However, if the

qguality of care can be assured through proper training, a
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comprehensive scope of practice and diligent oversight by a
credentialing authority, then the need for medical direction
becomes less apparent.

Several examples may serve to illustrate these different
perspectives. In Europe, where midwives are well-traii.ed and
are permitted a broad scope of practice, they are not legally
bound to physicians and may act independently within their
authority. It is expected that their training and professional
code of conduct will guide their judgment as to when to seek
physician consultation. Failure to exercise proper judgment
is a matter that 1is dealt with by the official midwifery regu—
latory apparatus.

In contrast are the regulatory programs of Arizona and New
Mexico. In these states, there are no recognized midwifery
training programs and the scope of midwifery practices does not
include a number of services considered basic to the practice
of normal obstetrics (e.g., diagnostic testing, the use of
medications). In Arizona, a midwife must show evidence that a
client has been examined at least once during the last trimester
of pregnancy by a physician or other practitioner operating under
the supervision of a licensed physician. The midwife 1is further
required to have formal arrangements- prior to each delivery-
for back-upmedical care for the mother and infant (see Appendix
C, p- 119). Through the cooperation of theArizona Perinatal
Program and the Newborn Intensive Care Program, clinical services,
consultation, transportation, and emergency services are available
to midwives and can serve to satisfy these requirements. 80
In New Mexico, midwives may care for low risk patients determined
by physician evaluation and examination to be prospectively nor—
mal for pregnancy and childbirth. In addition to the initial
physician assessment, a medical evaluation 1is required between
uile: WYL otV PR LATUKEtE wo e w. v jieali®r « Mixung ved »rbul
also make prior arrangements for hospitalization and obtain
agreements for referral should either become necessary (see
Ad§Oondiv D! [ 13770 .
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The requirements for physician input reflect concerns of
public officials as to the general level of competence of mid—
wives 1in these states at this time, as do the limitations on
the scope of practice. These concerns are also illustrated,
particularly in the case of New Mexico, by regulations which set
out in great detail various aspects of care and the conditions
that necessitate referral to physicians (see Appendix D, pp. 137-44)

Should the Washington legislature decide to make midwives
dependent in some way on physicians, then the issue of physician
cooperation is a relevant factor. That 1is, it would be the
assumption of the legislature that the medical community would
generally be willing to cooperate with midwives in the manner
specified in the statute (or subsequent regulations). If physicians”
participation was not forthcoming, midwives would be effectively
barred from practice unless some alternative mechanism could be
found to provide the necessary medical expertise. Arizona®s use
of the hospital-based perinatal care resources , mentioned earlier,
is one example of such an alternative.

Since midwifery outside of nursing is somewhat controversial,
the issue of physician cooperation may warrant careful considera—
tion. In New Mexico, for example, the sole company providing
malpractice insurance recently threatened to withhold coverage
from physicians cooperating with the state®s registered lay mid—
wives. As a result, health authorities decided to adopt a
flexible attitude with regard to the various regulatory require-

ments for physician contact.



Chapter VII1I1

RELATED I1SSUES

This chapter will contain a discussion of three 1issues that
inevitably arise in any discussion of midwifery: the use of
medications, third party reimbursement, and hospital admitting

privileges.

Medications

Should the legislature, in defining the midwives®™ scope
of practice, decide to permit the use of medications, the
question will arise as to how midwives shall obtain them.

Should they be obliged to secure the allowed medications
through another practicioner, for example, under the pre—
scription of a physician? Alternatively, should they be
permitted to obtain the necessary drugs under their own
authority, through prescriptive authority or some other mecha—
nism?

The state may wish to define drug authority very narrowly,
permitting midwives to use only those medications that are
applicable to the labor and delivery processes in cases of
normal or low risk pregnancy. This was essentially the pro—
posal contained in the 11.B.2713 which was heard during the
1980 Ilegislative session. The bill would have given midwives
the authority to use three categories of drugs: eye prophylaxis
(presently a state requirement for all births), antihemorrhagics,
and local anesthetics. Such authority 1is consistent with mid—
wifery practices abroad and should serve to prevent unnecessary
or inconvenient transport tr hospital in cases involving minor
hemorrhaging or for the repair of episiotomies or minor lacera—

tions which may occur during birth.
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Many believe that these drugs are basic tools of child—
birth and should be available to midwives on their own authority.
Others contend that all medications used by midwives ought to
be obtained under the authority of another health professional,
principally the physician. The rationale for this view 1is
often stated in terms of general presumptions about safeguarding
the quality of care, although these are not spelled out in any
detail. The pharmacists, however, have a specific concern-
prescriptive authority. Having dealt solely with physicians
until recent years, pharmacists are understandably concerned
about the growing numbers of practitioners being granted the
right to prescribe drugs. These include physician®s assistants,
nurse-practitioners, and now- possibly- midwives. Pharmacists
question the adequacy of the pharmacological preparation of
these new practitioners and their professional relationships
with these individuals. As a result of court cases 1in which
pharmacists have been held liable for adverse drug reactions
involving prescription drugs, they are concerned about questions
of liability vis-a-vis new health practitioners.

The three drugs mentioned above are widely used in modern
obstetrical practice for the purposes indicated. The parameters
governing their appropriate use are well understood. If mid—
wives are granted the authority to use these substances and
if the education and training requirements developed under a
new statute provide adequate preparation 1in their use, a con-—
vincing rationale for making midwives dependent on physicians
or other professionals does not become readily apparent. Fur —
ther, given the medical community®s general opposition to the
practice of midwifery outside of nursing, physicians may not

welcome being placed in a position of having to deal with mid-—

wives. If they refuse to do so, midwives will be deprived of
a valuable tool. Mothers may be subject to unnecessary danger,
inconvenience, and cost. Unpleasant legal challenges may arise,

and the intent of the legislation may be generally undermined.



Should the legislature wish to grant midwives the authority
to use these basic medications on their own authority, it can
apparently be done without the granting of prescriptive rights.
The critical factor is the difference between the ™"administering”
and the "dispensing™ of legend drugs.

Legend drugs, including those being discussed here, are
those which state law requires "to be dispensed on prescription
only.'83 Dispensing, according to state law, meanc "to deliver
a legend drug to an ultimate user or research subject by or
pursuant to the lawful order of a practitioner. . ."84 This
is what occurs at local pharmacies where patients purchase
drugs on prescription for use at a later time.

"Administering” means "the direct application of a legend
drug whether by 1injection, 1inhalation, 1ingestion, or any other
means, to the body of a patient or research subject. . ."by
a practitioner or a patient at the direction of a practitioner.85
Prescriptive authority, therefore, 1is not necessary for a
practitioner to be legally empowered to administer a legend
drug. What would be necessary is statutory language that granted
midwives the authority to "obtain and administer™ a specified
drug. In addition, midwives would have to be included in the
definition of "practitioner™ under the state®s current drug
laws.

It would be appropriate for new legislation to refer to
categories of drugs (for example, local anesthetics), leaving
the precise listing of substances to be developed by the
responsible credentialing authority through rule and regulation.
Thi~ would eliminate the need for new legislation every time
developments in the pharmaceutical field warranted aln addition to
or subtraction from the list.

In this manner midwives would be able to establish a direct
purchasing relationship with pharmaceutical wholesalers and
distributors as do physicians and other office-based practitioners

who must have certain medications on hand on a day-to-day basis.
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Because midwifery legislation would be unique, it might be
useful to mention such purchasing arrangements 1in the statute
itself, so as to avoid any confusion over how midwives are to
obtain the medications used 1in their practice.

Depending on how broadly the legislature defines scope of

practice, other drugs may be considered appropriate for use by

midwives. For example, there are antibiotics commonly used in
the treatment of minor gynecological conditions. There are
also analgesics used for the relief of pain. Whether presrip-

tive authority or medical direction (or ooth) 1is required
depends largely on the nature of the drug and the circumstances
under which it is used. In the case of antibiotics, prescriptive
authority would probably be involved, since these drugs are not
generally administered at the time of service. Prescriptive
power would not be necessary 1in the case of analgesics (which
are "administered™), although medical direction would be desir—
able. While midwifery®™s orientation toward the handling of pain
usually emphasizes approaches other than the use of pharmaceu—
ticals (e.g., exercise, breathing technique, emotional support),
there are instances in which analgesics may be warranted. How —
ever, there seems to be widespread agreement among professionals
that such cases should be handled in the hospital where medical

consultation 1is readily available.

Health Insurance Coverage

The subject of health insurance coverage 1is relevant to
the discussion of midwifery because of its heavy influences
on the utilization of services and service providers.
The issue of coverage 1is not one that is really suitable
for including in a basic practice act. However, as the state
did in the case of registered nurses, chiropractors, and
psychologists, the state may wish to consider- separately- the

possible extension of health insurance to the services for



midwives. Therefore, a brief overview of developments in the
insurance industry 1is included.

In this state, the policy of insuring organizations toward
reimbursement of licensed midwives seems to be directly related
to the nature of its linkages with organized medicine. In general,
the closer the linkages, the less favorable are the policies
toward midwives.

At one end of the spectrum are the commercial insurance
companies which have the least formal relationship with the
medical profession. Like all parts of the insurance industry,
the commercial groups are moving steadily toward the recognition
of non-physician health practitioners. Policy language 1is being
amended to include reimbursement for members of the "healing
arts™ professions. A number of commercial 1insurance companies
in the state are currently paying for the services of licensed
midwives. Others have taken no policy position- some because
they have not had to deal with a claim from a licensed midwife
and some who must rely for policy direction from company head—
quarters located in other states. In general, the commercial
company representatives have expressed no basic reservations
with respect to the practice of midwifery outside of nursing.
Their key concern is that there be a formal licensing or cre—
dentialing process established by the state, including a specific
statement of the scope of practice. As long as practitioners
were duly credentialed and were acting within the scope of their
authority, the commercial 1industry seems favorably 1inclined
toward providing reimbursement.

There seems to bo no strong objection to mandating benefits.
The 1issue had little significance for those companies already
paying for the services of licensed midwives. There 1is also
consensus among companies that the coverage of midwifery services
would provide a net savings to their clients. However, some
insurance representatives suggested that any legislative direc—
tive mandate that companies "offer"™ midwifery coverage to their

clients rather than 1impose such coverage without clients®™ con-

88

sent.



On the other end of the spectrum are the medical service
bureaus (Blue Shield) which are closely tied to local medical
societies. In formulating their reimbursement policies, they
rely heavily on the prevailing opinions of the medical com—
munity and- in particular- the specialty groups. Since the
obstetrician leadership has been opposed to the practice of
midwives outside of nursing, it is unlikely that the service
bureaus will choose to reimburse for the services of licensed
midwives unless they are compelled to do so- either by law or
by strong competftfve pressures.89

Somewhere in between lies the Blue Cross organization.
Because of increasing attention focused on midwifery in this
state, Blue Cross has initiated an internal policy analysis
process to clarify 1its position on the payment of midwives 1in
general, nurse-midwives, and licensed midwives. It is expected
that a position will be drawn up and presented to the Blue

Cross governing body late m 1980.90

Public sector reimbursement practices are also relevant
to the midwifery debate. State government, through its Medicaid
program, 1is a major purchaser of maternity services. At present,
Medicaid does not reimburse for the services of licensed mid—
wives. Program officials have moved cautiously on the payment
of new health practitioners. Their concerns are the standards
of training, the provision for medical consultation and referra],
and- in some instances- the costs of services. If the state"s
midwifery statute 1is revised, Medicaid®"s current policy toward
midwives might be examined in light of the new law"s potential
for ensuring a high standard of care for public patients.9l

Another development 1is a recent action by the State Employees
Insurance Board. At its March meeting, the Board decided to
include Lin.* services of licensed midwives as a covered benefit
under 1its statewide uniform medical plan which 1is underwritten by
Blue Cross. This plan is offered to all state employees as one

e . .0
or several benefit package options.



A final item concerns the impact of federal legislation on
the authority of a state to mandate benefits. At issue is the
interpretation of Section 514 of the Employees Retirement Income
Security Act of 1975 (ERISA) which deals with the federal and
state role in the regulation of the insurance industry. Arguing
that the mandating of benefits goes beyond the regulatory author—
ity of the states as defined by ERISA, employer groups in several

states have brought suit challenging state laws imposing new

benefit coverage. The federal versus state role will ultimately
be determined by the U.S. Supreme Court. As to midwifery, the
relevant issue is whether requiring the reimbursement of

practitioners providing a widely covered service (i.e., maternity
care) 1is considered the mandating of a nr i it. On the sur-

face, it would not appear so, but the c is."er is presently unclear.

Hospital Privileges

Aside from the issue of whether midwives, other than nurse-
midwives, will ever find employment opportunities 1in hospitals,
there 1i1s the more sensitive subject of obstetrical admitting
privileges for midwives practicing independently outside of hos—
pitals. Many believe that- as in other countries-— midwives should
be permitted to arrange for the hospitalization of their clients
when necessary and provide care within the institutions when
appropriate. Some would like to see this authority mandated 1in
legislation.

Under the regulations governing hospitals, the responsiuility
for ensuring the competence of patient care personnel (both
employees and independent medical practitioners) is vested 1in the
governing boards or boards of trustees. Hospital boards have
delegated the task of yianting admitting privileges to independent
practitioners (until recently- only physicians) to the hospital

medical staffs who are very protective of this privilege.

93



-89-

Hence, should any attempt to statutorily require hospitals to
grant admitting privileges to midwives would probably run afoul
of existing law, not to mention the strong opposition it would
produce in the medical community. Should the legislature deter —
mine that independently practicing midwives should be able to
hospitalize their clients when necessary, it would appear more
appropriate for a new statute to declare that it is within the
scope of a midwife"s authority to practice in hospitals. This
would allow agreements to be reached at the community level
between individual practitioners and institutions.

Given the realities of professional and institutional policies
and preferences, midwives are unlikely to secure obstetrical
admitting privileges very easily. Indeed, nurse-midwives 1in
independent practice have often had great difficulty in obtaining
privileges.

The acceptance of non-nurse midwives by hospitals may increase,
albeit very slowly, if psychological and informational barriers
can be overcome. Much will depend on the attitudes and person—
alities of the individuals involved at the local level. Much will
also depend on a statute which provides a clear definition of
midwifery practice, a credible credentialing process, and accept—
able standards of training. In Washington, examples of local
accommodation can be found in the admitting privileges granted
by the University Hospital (at the University of Washington) to
a licensed midwife and a nurse-midwife providing home birth ser—
vices and to several nurse-midwives based in freestanding birth

centers.



Chapter 1IX

CONCLUSIONS

This report has attempted to analyze issues that have a
direct bearing on the possible development of legislation to
supplant the state®s current midwifery statute enacted 1in 1917.
Legislators®™ interest in a new midwifery law is the result of
several factors. These include changing birth patterns, the
appearance of candidates who have completed the requirements for
licensure under present law, and the varied activities of mid—
wifery advocates and supporters.

The controversy surrounding the recent movement toward a
new midwifery practice act has little to do with the subject
matter at hand. Indeed, midwifery- once a necessity for the poor
and the isolated- 1is increasingly being viewed as a viable choice
for the urban middle classes. The essence of the controversy
lies in the fact that a new bill would give recognition and
sanction to the practice of midwifery outside of nursing. To
one degree or another, nurse-midwifery has been recognized 1in
virtually every state. Most health care professionals believe
that nursing education 1is essential to training of a competent
midwife. However, there is good reason to believe that sub-—
stantial numbers of people rendering midwifery services are not
nurses nor members of other established professions. Yet few
educational opportunities have been established for these indi—
viduals, and few states have attempted to regulate their practice
so as to ensure a minimum level of competence necessary for the
protection of the public.

That midwives can be trained Lu render a high standard ot
services without having first undergone basic nursing education

seems clearly established by the experience of European countries.
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In Europe, where both forms of practice are recognized, there has
been no suggestion that the quality of services rendered by
nurse-mid-.ives is any greater than that provided by midwives
trained independent of nursing (and vice versa). Moreover, the
recommendations of international health professional groups have
not called for nursing to be a prerequisite for midwifery practice.
Instead there has been a general recognition that certain basic
nursing skills are relevant to midwifery and ought to be included
in the training of professional midwives. The decision of
European countries to recognize nurse midwifery, 1independent mid—
wifery, or both has had more to do with historical developments
than with any observed differences in the caliber of services
rendered by either group.

Therefore, the first major question to state policymakers-—
that 1is, can midwifery be safely practiced outside of nursing- seems
to be answerable in the affirmative. This assumes, of course,
adequate training and. ready access to necessary back-up and sup-—
port services, and general acceptance by the public and the health
community. The second question- wnat to do with respect to the
existing midwifery statute- is much more difficult to answer, since
what is needed or desirable depends on how the problem 1is defined.

From the all-important perspective of public safety, no major
problem is readily apparent. To date, the Department of Licensing
seems to have acted cautiously and prudently in administering
the current law. Furthermore, there has been no indication that
midwives licensed under the present statute have jeopardized the
health or wellbeing of those under their care. Finally, while
there might be more legitimate concerns about the activities of
unlicensed practitioners, the number of births involved is small.

The related questions of credibility and acceptance seem to
be more of an issue. Within the professional community, some are

wholly opposed to the idea of midwifery independent of nursing.
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However, even among those who are inclined to be more tolerant of
this concept, there are serious concerns about various aspects

of the present law. Without widespread confidence and respect

in the credentialing process, midwifery cannot flourish.

From yet another perspective, there 1is increasing discussion
of the desirability of promoting more competitiveness and freedom
of choice in the delivery of health services. Our medical care
system has been criticized for being monopolistic and costly.

In view of the experience with physician®s assistants, nurse-
practitioners (including nurse-midwives), and others, many urge
that, where quality can be maintained, practices showing promise

of greater patient satisfaction and lower cost should be encouraged.
Perhaps this consideration is relevant to the debate over the
current midwifery statute.

As in other complex areas of social policy, the legislature
will have to decide on midwifery based on its best reading of
the circumstances and mood 1in this state. This present investiga—
tion has not revealed compelling circumstances to indicate whether
the state should move in a more restrictive or permissive direction
on the practice of midwifery as distinct from nurse-midwifery. The
state, therefore, may wish to consider allowing the present statu-—
tory authority to continue for a time 1in order to provide more
information and perhaps greater insight as to the proper public
stance toward midwifery. On the other hand, several years have
already elapsed since this 1issue first attracted legislative
attention. The discussion and events that have occurred during
this period have highlighted a number of areas of general concern
(e.g., professional participation, training standards), and so
there may be ample grounds for prompt action.

Regardless of when the legislature decides to enact a new
midwifery statute, a spectrum of choices will be available. At
the minimum, the state may wish to do little more than legalize
the practice of lay midwifery, subject to certain basic require—

ments. Conversely, state policymakers may wish to allow for the



practice of more highly trained professional midwives similar to
those recognized in other countries. This would, of course,
entail a higher level of training and practice standards.

Wherever the legislative consensus falls along this spectrum,
several provisions would seem to be desirable in any new midwifery
practice act. The first is a clear definition of the scope of
midwifery practice. This can be embodied either in a statute or
an administrative regulation, 1in which case the statutory language
should indicate the direction of legislative intent. A second
component would be the establishment of a credentialing body,
representative of the professionals and the public, that could be
relied upon to draw up a reasonable set of standards for the
education and practice of midwives. In the absence of established
patterns and standards of practice, the third element would be
basic reporting requirements that would allow the state to monitor
the development of midwifery practice, at least in the 1initial
years of the new regulatory program. Lastly, consideration might
be given to imposing certain minimal continued competence require—
ments that are directly relevant to the functions and responsi —
bilities of midwives.

In the design and implementation of a new midwifery regulatory
program, it is important that flexibility be allowed for and
encouraged. Innovation emerges 1incrementally, and within the
bounds of public safety decision-makers ought to be free to take
advantage of gains already made as well as those that lie ahead.

Whatever approach the legislature decides to take with respect
to the practice of midwifery outside of nursing, 1its first concern
will be the welfare of the citizens of this state. Nevertheless,
it should be recognized that the action taken in Washington will
be of keen interest in other states where similar 1issues are

continually being debated.
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REVISED CODE" OF WASHINGTON
Chapter 18.50

MIDWIFERY
?%%'8 r6510 Definitiioins---- Gratuitous services------ Duty to call
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10.58.210.
18.50.010 Definitions Gratuitous scnices------
Duty to call physician. Any Person shall be regarded as
practlcmﬁ; midwifery within_the meaning of this chapter
who shall render medical aid to a woman in childbirth
for a fee or compensation or who shall advertise as a
midwife by signs, printed cards or otherwise. Nothing
shall be construed In this chapter to prohibit (t;ratmtous
services, It shall be the duly of a midwife to always
secure the immediate services of a legally qualified phy-
sician whenever any abnormal signs or symptoms ap£ear
cither in the mother or the infanf. [1917°c 160 § 8 RRS
§ 100SI. Formerly RCW 18.50.010. 18.50.010. part,
and 15.50.090.1

18,50.020 License required. Any person who shall
Practlce midwifery in this state after July 1, 1917, shall
irst obtain from the director of licenses of the state of
Washington a license so to do, and the said director is
authorized to grant such license after examination of the
a§pp(|)|cant) as hereinafter provided. [1917 ¢ 160 § I; RRS

10174,

18.50.0.10 Exemptions. This chapter shall not be
construed to interfere in any way with Ihe practice of
religion, nor be held to aﬁ)?Iy to 0i re%ulate any kind of
treatment be{ praver. [1917 ¢ 160 % 2; RRS 1 10185.
FORMER PART OF SECTION 1917 « 1(0 8dpart;
RRS [ i01bl, part, now codified in RCW 1X.50.010.)

Gratuitous Services exemptect RCW 1S 50,010,

ot

et

oflicense Grounds-----

ae,. Penalties.
and 'license™ synonymous.

18.50.040 Application E||g|b|||t){ requirements.
Ang J)_erson seeking to be examined shall present to the
said director, at least ten days before the commencement
of the said examination, a Written application on a form
or forms. provided by the said director setting forth
under affidavit the name, age, nativity, residence, moral
character and lime spent in obtalnln% a common school
education or its equivalent; that the candidate has
received a certificate or_diploma from a Iegally Incorpo-
rated school on midwifery in good stan mg, ranted
after at least two courses of instiuction of at Teast seven
months each in different calendar years or a certificate
or diploma in a foreign institution on midwifery of equal
re;imrements conferfing the full right to practice mid-
witery in the country tn which Tt was issued. The
diploma must bear the’seal of the institution from which
the applicant was graduated. Foreign applicants must
present with the application a translation of the foreign

certificate or diploma made by and under the seal of the
consulate of the country in which the said certificate or
diploma was issued. The application must be endorsed
by a dul¥ registered reputable physician of the state of
Washington. 11917 ¢ 160 § 2; RRS § 10175.)

18.50.050 Application  Examination fee. If the
application is approved and the candidate shall have
deposited an examination fee determined by the director
as provided in RCW 43.24.085 as now or hereafter
atncp 'ed with the director, the candidate shall be
admitted to the examination, and in case of failure to
pass the examination, may be reexamined at any regular
examination within one year without the payment of an
additional fee, said fee "to be retained by the director
after failure to [)ass the second examination, |1975 1Ist
exs. ¢ 30 § 51; 1917 ¢ 160 § 3; RRS § 10176

18.50.060 Examination. The director of licenses is
hereby authorized and empowered to execute the provi-
sions “of this chapter and shall hold examinations in
midwifery on the first Monday in January and July, at
such Places as the director may select, from ten o'Clock
a.m. 1o live o'clock p.m., and dt such other times as. the
said director may deem expedient. The examinatigns
may he oral, written, or both, and shall be in the English
language; 1f desired in any oilier language, an interpieter
may beé provided by said director upon notification of the
diréctor, at least tén days before examination. The cost
% v#,ll intc-preter shall be defrayed by the applicant for

e hiense.



Examinations shall be held on the following Su'ojetfc.

(1) Anatomy of pelvis and female genital organs.

(2) Physiology of menstruation.

(3) Diagnosis and management of pregnancy.

(4) Diagnosis of foetal presentation and position.

(5) Mechanism and management of normal labor.

(6) Management of piterperium.

(7) Injuries to the genital organs following labor.

(8) Sepsis and antisepsis in relation to labor.

(9) Special care of the bed and lying-in room.

(10) Hygiene of mother and infant.

(11) Asphyxiation, convulsions, malformation and
infectious diseases of the new-born.

(12) Causes and effects of ophthalmia neonatorum.

(13) Abnormal conditions requiring attention of a
physician.

(14) Requirements of the vital statistics laws pertain-
ing to the reporting of births and the rules of the state
board of health relative to ophthalmia neonatorum or
other infectious diseases of the newborn.

Said examination shall be sufficient to test the scien-
tific and practical fitness of candidates to practice mid-
wifery and the director may require examination on
other subjects relating to midwifery from time to time.
All application papers shall be deposited with the direc-
tor and there retained for at least one year, when they
may be destroyed.

If said examination is satisfactory, said director shall
issue to such candidate a license entitling the candidate

to practice midwifery in the "Mate of Washington: Pro—

vided. That said license shall not authorize the holder to

prescribe any drugs or medicine except some household
remedy after the birth of the infant. [1917 c 160 § 4;

RRS 810177 ]
Rbvisfr's note: 7cl %Cﬁads Fal
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18.50.070 Recording license Penalty for failure.
Every person holding a license authorized in this chapter
must have the same recorded in the office of the county
clerk in the county in which the holder is practicing her

fessi the f sych recordi shal
Pifarci <, on T i-<miteir £ i Tndiy tTR 186ntHing
the same. Every such person, on a change of her resi-
dence, must have the license recorded in the county to
which she shall have removed. The absence of such
record shall be prima facie evidence of the want of pos-
session of sueit certificate: and any person practicing
midwifery in tins state without lirst having filed her cer-
tificate with the county clerk as herein provided, shall be
deemed 1uilty iff a misdemeanor. [1917 e 160 § 5; RRS

§ 10178

18.50.080 Recording.  County clerk's duties. T%¢
county clerk shall kee P In a bogk provided for the pur-
pose, @ complete list of the certificates recorded by him,
with'the date of the record, and such book shall be open
to public |ns[l)ect|on during’his office hours. [1917 ¢ 160
§ 6, RRS § 10179,

18.50.100 Refusal and revocation of license------
Grounds  Hearing. Said director may refuse to grant
or ma5{ revoke any license herein provided for, for anY of
the following reasons: Persistent inehriety; the practice
of criminal™abortion; the commission “of anY crime
involving moral turpitude; presentation of a certificate or
d|p|oma for registration, or license illegally obtained;
application for examlnatlon under fraudulent misrepre-
sentatlon neglect or refusal to make proper returns to
the health officer or health department of births or of
puerperal contagion or infectious diseases within the
required limit of time; failure to record her license with
the clerk of the county i which the licentiate resides or
practices; failure to secure the attendance of a reputable
hysician in a case of miscarriage, hemorrhage, abnor-
mal presentation or position, retained placenta, convul-
sions. ptolapse of the cord, fever during parturient stage,
Inflammation or discharge from the eyes of a new-born
infant, or whenever theré are any abngrmal or unhealthy
symptoms In either the mother or the infant during labor
or the puchcnum

In complaints of violations of the provisions of this
section, the accused. shall be furnished with a copy of the
complaint and be given a hearing before said director in
person or by attorney. Any midwife refused admittance

to the examination or whose license has been revoked
who shall attempt or continue the practice of midwifery,
shall_be subject to the penalties hereinafter Cprescnbed
[118&7ancd 1605%7 RRS 3 10180. Formerly RCW

Abortion: Chapter 9.02 RCW.

18.50.120  Unlawful practice  Penalties. Any per-
son hereafter practicing midwifery in this state without
first compl}nng with the provisions of this chapter, shall
be quilty of a misdemeanor and shall be punished by fine
of not less than fifty dollars nor more than two hufdred
fifty dollars, or by imprisonment in the county jail for
not less than ten days nor more than six months, or hoth,
altotgs )dlscretlon of the court. [1917 ¢ 160 § 9; RRS.'§

18.50.130
The words "certificate”,
IMIVIWHUITAWEH WLV tkiltM L/II
RRS §10184.]

Certlflcate and "license” synonymous

~eense SW’] n&n ’.’ils

18.50.900 Repeal ami saving. All acts or parts of acts
inconsistent with the provisions of this chapter may be
and the same arc hereby repealed: Provided. This chan-
ter shall not repeal the prowsmns of the vital statistics
laws of the state, but shall be deemed as additional and
cumulative provisions. [1917 ¢ 160 § 10.)
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MIDWrFERY LEGISLATION
Decoder 1979

AN ACT Relating to sidwifery; amending section 7, chapter 56,
( Laws of 1975-"76 2nd ex. sess. and RCW 7.70.020; amending
soction 8, chapter 160, Lavs of 1917 and RCW 18.50.010;
amending section 2, chapter 160, Lavs of 1917 and ICH
18.50.0U0; amending section 4, chapter 160, Lavs of 1917
as amended by section 43, chapter 158, Lavs of 1979 and
ECU 18.50.060; amending section 7, chapter 160, Lavs of
1917 and BCU 18.50.100; amending section 21, chapter 266,
Lavs of 147 , ex. sess. as last amended by section 100,
chapter 158, Lavs of 1979 and RCW 43.24.0b,; adding sev
sections to chapter 18.50 BCH; repealing section 5,
chapter 160, Lawn of 1917 and RCW 18.50.070; repealing
section 6, chapter 160, Lavs of 1917 and RCW 18.50.080;
and making an appropriation.
BE IT ENACTED Bl THE LEGISLATURE or THE STATE OF WASHINGTON:
Section 1. Section 7, chapter 56, Lavs of 1975-°"76 2nd
ex. sess. and RCW 7.70.020 are each amended to read a6 follows:
As used in this chapter "health care provider" means
either:
() A person licensed by this state to provide health
care or related services, including, but not limited to, a
physician, osteopathic physician, dentist, nurse, optometrist,
podiatrist, chirouractor, physical therapist, psychologist,
pharmacist, optician, physician % assistant, midwife.
osteopathic  physician's assistant. nurse practitioner, or
physician®s trained nobile intensive care paramedic, including,
in the event such person is deceased, his estate or personal
representative;
(@ An employee or agent of a person described in part

(1) above, acting in the course and scope of his employment,
-1-
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including, in the event such employee or agent is deceased, his
estate or personal representative; or
(@ An entity, whether or not incorporated, facility, or
institution employing one or more persons described in part (2)
above, including, but not United to, a hospital, clinic, health
aaintenance organization, or nursing hoae; or an officer,
director, -eaployee, or agent thereof acting in the course and
scope of his eaploynent, including in the event such officer,
director, eaployee, or agent is deceased, his estate or personal
representative.
HEB  SECTION. Sec. 2. There is added to chapter 18.50
BCW a new section to read as follows:
Unless the context clearly requires otherwise, the

definitions in this section apply throughout this chapter:

(@) "Departaent" aeans the departaent of licensing.
()] "Director" aeans the director c! licensing.
(©)] "Hidvife" naans a aidwife licensed under this

chapter.
PEW SECTION. Sec. 3. There is addod to chapter 18.50
RCW a new section to road as follows:
The aidwifery advisory coaaittee Is created.
The director shall appoint the aeabers of the aidwifery
advisory coaaittee. Tho coanittoe shall be coaposed of one
consuaer, one aidwife licensed under this chapter, one certified
nurse aidwife licensed under chapter 18.00 RCW, one physician
licensed under either chapter 18.57 or 18.71 RCW, and one person
who 1is active in health education. The aeabers serve at the
pleasure of the director but way not servo aore than three
consecutive years or sore than five years in total. The teras
of office shall be staggered, neabors of the coaaittee ahall be
reimbursed for travel expenses an provided in RCW Qj.0J.0b0 and
b3.03.060 as now or hereafter amended.
PEW SECTION. Sec. b. There is added to chapter 18.50
5CS a uv* wu"Uuu to mad on fellows:
The aidvifnry adviscy coaaittee shall adviso and sake
recoaaendationa to the director on issues including, but not

-2-
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liiited to, continuing education, mandatory reexamination, and
peer review. The director shall transait the recoaaendatioaa to
the social and health services coaaittees of the senate and
house of representatives on an annual baais.

Sec. S. Section 8, chapter 160, Laws of 1917 and RCI
16.50.010 are each aaended to read as fclloaa:

Any person shall be regarded as practicing midwifery
within the aeaning of this chapter who shall render aedical aid
fQr_a. fee -PC compensation to a woaan {(in-ehiidbirth-for- a- fee

or— compensation)) during prenatal, intraoartua. and postpartum

stagesor who shall advertiseas a aidwife by signs, printed
cardsx or otherwise. Nothingshall be construed in this
to prohibit gratuitous services. It shall be the duty of a

aidwife to always attempt to secure the iaaediate services of a
legally qualified physician whenever any ((abnormal)) Ufa*
threatening signs or unhealthy symptoms appear either in the
aothoror the infant.

Sec. 6. Section 2, chapter 160, Laws of 1917 and BCB
18.50.0U0 are each aaended to read as fellows:

X1l Any person seeking to be exaained shall present to
the ((said)) director, at least ((ten)) I2fiyifilf days before
the coaaenceaent of the ((said)) examination, a written
application on a fora or forns provided by the ((said)) director
setting forth under affidavit ((the- naaev-agey- nativity*
residenee7-eorai-eharnetar-nnd-tine-npent-in~obtaining-B--eoaBon
a bool- education)) such iniorBati- n as the director nav require
ft.ud DEFIfil_iJia AEI>IALiT It L>da i:ficaivEiljj_Jiigli_as(l:iQ2l_dfiaifis or its
equivalent; that the candidate has received n certificate or
diploma froa a ((iegadiy--ineorporated-»chooi-on-aidvi#ery-ia
good-standingr-granted-after-nt-ieasfc-two-eouraea-of-instruction
of-
lidwlLsiy- EX2aifl2-_4illdlir !_J2JE- Lil£_dHIfI£i21_andLli aifilaisd
under chapter 26D.95 KCW. w]en applicable, or a certificate or
diploma in a foreign institution c¢n aidwifery of equal
requirements conferring the full right to practice midwifery in
the country in which it was issued. The diploaa i*ust boar the

-3-
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seal of the institution froa which the applicant was graduated.
Foreign applicants aust present with the application a
translation of the foreign certificate or diploaa wade by mad
under the seal of tbe consulate of the country in which the
((said)) certificate or diploaa was issued. ((The- application
aust-fee-endorsed-by-a-doly-regiatered-reputable-phyaiciaa-of-the
atete-of-Washington*))

111- 1ba dirggiai- shall- BroBBlgat6_-8tflndarda- upfltr

las__assiadliins__ 8li2ilaii__r"2aiaaaj___ lia
standards— sball_£2xalL._ilie_ Ei2viai"iD_af_alsauai2_£2,Ifll£al.aiid
illdAgilc . iii3imgliQn-in-flll-3U.bJlgcts_flpgel.fiTd_inBCW-. 18,50. Q6Q
fifld  12FIEJHELIENIILUE- mFLIISES__In£luddM~_kjIL._B21  1ilAtSfl- Jau
atol1ins_oiis!- tMAchnc- analifisaiianso. In  daiflifigiafl  iha
aiindfl£dE.x_ihs_di£SE£i2f &hall__iis__aafiaiafl,bi_£ba_aidailaix
adliS2EIE_EFi20HIE3]

Sec. 7. Section U, chapter 160, Laws of 1917 as aaendod
by section '4& chapter 150, Laws of 1S79 and RCV 10.50.060 are
each aaended to read as follows:

il). The director of licensing is hereby authorized and
empowered to execute the provisions cf£ this chapter and shall
((hoid)) offer exaninaticns in aidwifery ((on-the- first- Honday
in- January- -and-dniy*)) at least twj.ce a ygpr at such Haaa.iOd
places as tha director nay select ((*-frea-ten- O*eioek- a»n*--to
five- o"eioeHt-pra** -and-at-sueh-other-txaes-as-the-said-director
aay— duew— expedient)). The exaainaticns ((may)) shall be
((orni*)) written((*- or- both*)) and shall be in the English
language((r"if-desired-in-any-otber-iang6age*-an-interprater-may
bo-pi“ovided-by-naid-diractor-upon-notifieation-of- the--director
at- ieaat--ten- days- before- ewaainatieni - -Tha- eost- of--said
iaterpretor-shail-be-d«frayad-by-the-appiieant-for-the-iieennev

Baaeinations-shail-be-heid-on-the-foiiouing-sabjeetat

HY - hnatoay-of-peivia-and-fenaie-genitai-organsv

mOm- Physiol ogy-ef-menstruationv

-(By— Bingnoaia-and-aanageaant-of-pregnaneyT

lby--Biagnoais-of-foetai-preaentation-and-position*

-(Sy- Heehenraa-and-ianageoent-of-noreal-iaborv

44~
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if>y— Hanagenene-of-puerperinar

mOm- Injuries-to-the-genitei-etgans-feilowing-ieborT

*B)= sepsis-and-entisepsia-in-reiatieB-to-laborT

—<9)— speeial-eare-of-the-bed-and-iyiBg-i*-reoiT

149Y- Hygiene-of-Bother-and-infantr

— Asphyxiatieny eenvalsionny— aaiforaation----and
infections-diseases-of-tbe-new-bc-nt

I ¥*)- -eaases-end-effeets-of-ophthalBia-neenatorBBT

i43y—- -Abaornai- -conditions—- regaining- attention- of- a
physieianr

mi»>  Rcqui renents— of-- the-- fitni--statistics lavs
pertaining-*o-thc-reporting-of-birihs-and-the-rnies-0£-the-state
board-* f--heaith--reiatire- tO--ophthalnia- neonatorns-or-other
infeetioas-diseases-of-the-newborn)).

((Said)) _f2).__The_diTectQrd. with th9__aggistanca of the
lidKlteii a<lvis2£l StaiiSise,, sMIl  d2iai2€__ft__ lifillLSurs
figaEinaii2ii_iii ilif_SiibIfi£2i5 ili4i_ihs dix«£i2i; Salaiaif2S__ aia
“ittifl  _th9 scIPg.of._and_cpi«pensurate wjyh wprk poy(orsed fry
a licensed aidwife, Thg examination shall he sufficient to test
the scientific and practical fitiross 0f candidates to practice
nidwifery ((and--the--direetor-any-rogaire-exaninatioj-on-other
sabjeets- rotating- to- vidvifery- fton- tiae--to--tine)). All
application papers shall be deposited with tho director and
there retained for a4l least one vyear, when they Bay be
destroyed.

~21  If ((said)) £{if examination 1is ((satisfactory))
aaiifiiafi2tillL.£2":Plsigd, ((said)) &Jjf director shall issue to
such candidate a license entitling the candidate to practice
nidwifory in the state of Washington((* PRevIBfiBy- That- said
lieense-shall-not-aathorise-the-holder-to-prescribe-any-drags-or
nedictno- exeept- sonO- hoasehold- renedy-after-the-birtfe-of£-*he
infant)).

im _y2 lid«llte_2A£SE2Sa_Mdm_IMS_EhAEIEE_M.It £IEEE};i&d
aHl 51£i>3S_21_ia2ifali2lL8) £EQ?IDED-i_lhel ft liggP3gd gidwlfe s
aUth£JLiIBi_tfi_asgili_ tfl_SILI.fIjILiLiBiSI_lb211fi_jl£)12S-«n4_fi25i££1i21!3

negSS5A1J_Jt2 ER2Ifl.£i- yig- B21kSE-FtBd-in iCQ.ti .-1tli22fi-dE99S-aiii
-5-
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i1l BIE-EEQQ))IIfi?iE]

isa. tgssl,&flggijugigg*

Sec. 8. Section 7, chapter 160, Lawn of 1917 mmd BCR
18.50.100 are each aaended to read as felloes:

((Said)) Jhe director nay refuse to grant or eay suspend
9r revoke any license ((herein-provlded-for)), eav reprimand or
sanrmg—a—ligfii§s-I>gldgix-gr-iai..plftg£-gB-EL£fIttitlga.aMblast-tg
£a9ggGab;a.xaafaifll-£2gjili2aS-a-11.cgfgid)giaai for any of the
following reasons: Persistent inebriety; tbe practice -of
crininal abortion; the ccseission of any crime involving noral
turpitude relevant to thp practice oj m~wjfgrv: presentation of
a certificate or diplcna for registration or license illegally
obtained; application for examination under fraudulent
misrepresentation; misfrandlipg dyugs authorized by this chapter;
neglect or refusal to sake proper returns to the ((health
offreer-or-health)) departaent of social and healjh services of
births or of puerperal contagion or infectious diseases within
the required limit o. tine; ((failure-te-reeord-h«r-lieenae-«ith
the-elerk-o€-the-eounty--in--whieh- the- licentiate- resides--or
praetiees?)) failure to atteent to necure the ((attendance))
28rvices of a ((reputable)) physician in a case of
((misearrtagey--hemorrhage 7- abnormal- presentation-or-poaition?7
retained-piaeentey-eonvulsionsj--prolapse--of- the- eordy- fever
during-parturient-stagey-inflamention-0T-diseharge-froa-the-eyes
of--a- new-born-infanty-or-whenever-there-are)) any ((abnormal))
jife-threaten ing or unhealthy symptoms in either the aother or
the infant ((during-iabor-or-the-puerperlum)).

In complaints of violations of the provisions of this
section, the accused shall be furnished with a copy of the
{popipint l«rA | I
person-or-by-attorney)) a hearing examiner, with right of .aPBOFIL
n2 £hg director. Any midwife refused admittance to the
esasination or Whose lironn, has btrn revoked who shall attempt
or continue the practice of midwifery((7)) shall be subject to

-6-
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the penalties hereinafter prescribed.

EE* SIEXI2Mi  Sec. 9. There is addid to chapter 18.50
BCH a new section to read as follows:

Registered nurses and nurse midwives certified by the
board of nursing under chapter 18.88 BCH shall be exempt froa
the requirements and provisions of this chapter.

KBH SECTION. Sec. 10.  There is addedto chapter 18.50
BCH a new section to read es follows:

Nothing in this chapter shall be construed to apply to or
interfere in any way with the practice of midwifery by a person
who is enrolled in a program of midwifery approved and
accredited by the director: PROVIDED, That the performance of
such services is only pursuant to a regular course of
instruction or assignment from the student's instructor, and
that such services are perforaed only under the supervision and
control of a person licensed in the state of Hashington to
perform services encompassed under this chapter.

NBV SECTION.  Sec. 11.  There is addedto chapter 18.50
ROW a new section to read as follows:

The director, with the advice of the aidwifery advisory
coaaittee, shall develop a fora to hbe wused by a midwife to
inform the patient of the qualifications of a licensed aidwife.

£EH 2££1.LQJiT  Sec. 12, Thereis added to chapter 18.50
RCH a new section to tread as follows:

Every person licensed  to practice midwifery shall
register with ‘the director of licensing annually and pay an
annual renewal registration fee determined by the director as
provided in BCH 43.24.085 as now or hereafter amended on or
before the licensee's birt.h anniversary date. The license of
the person shall on renewed for m period of one year. Ay
failure to register and pay the annual renewal registration fee
shall  render the license invalid. The license ahall be
reinstated upon written application to the director, payment to
the state of a penalty feedetersinsd by the director as
provided in RCH 43.24.085 as now or hereafter amended, and
payment to the state of all delinquent annual license renewal

-7-
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fees.

HEW SECT7.01*  Sec.13.  Thereis added to chapter 18.50
ROW a new section to read as follows:

Every licensed aidwife shall develop a written plan for
consultation with other health care providers, eaergeacy
transfer, transport of an infant to a newhorn nursery or
neonatal intensive care nursery, and transport of a woaan to an
appropriate obstetrical departaent or patient care area. The
written plan shall be s'-bnitted annually together with the
license renewal tee to the departaent,

MEWSECTION. ~ Sec. 14, There is added to chapter 10.50
RCOW a new section to read as follows:

The director shall pronulgate rules under chapter 34.04
BOW as are necessary to carry out the purposes of this chapter.

Sec. 15. Section 21, chapter 266, Lavb of 1971 ex. sess.
as last anended by section 100, chapter 158, Laws of 1979 and
ROW 43.24.085 are each anended to read as follows:

It shall be the pclicy of thestateof Washington  that
the director of licensing shall fron tine to tine establish the
anount of all application tees, license fees, registration fees,
examination fees, permit, fees, renewal fees, and any other fee

22associated  with licensing or registration of professions,

23
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occupations, or businesses, administered by the businoss and
professions administration in the departaent of licensing. In
fixing said fees the director shall. Insofar as is practicable,
fix the feos relating to each profession, occupation, or
businoss in such a manner that the incoae fron each will natch
the anticipated expenses to be incurred in tho administration of
the laws relating to each such profession, occupation, or
business. All such fees shall be fixed by rule and regulatiou
adopted by tho director in accordance with the provisions of the
administrative procedure act, chapter 34.04 new. PROVIDED, That.

(1) In no event shall the license or registration
renewal fee in the following cases be fixed at an anount lass
than five dollars or in excess of £ifi«eu dollars;

Barber
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Student barber

Cosmetologist (aanager-operator)
Cosietologist (operator)
Cosaetologist (instructor-operator)
Apprentice eabalaers

Hanicurist

Apprentice funeral directors
Begistered nurse

Licensed practical nurse

Charitable organization
Professional solicitor;
(2) In no event shall the license orregistration

renewal foe in thefollowing cases be fixed at an anount less
than ten dollars or in excess of twenty dollars:

Dental hygienist
Barber instructor
Barber aanagor instructor
Psychologist
Enbalner
Funeral director
Sanitarian
Veterinarian
Cosaotology shop
Barber shop
Proprietary school agent
Specialized and advance registered nurse
Physician's assistant
Osteopathic physician's assistant;
(3)  In no event shall the licence orregistration

renewal fen in thefollowing cases be fixed at an aaount less
than fifteen dcllara or in excess of thirty-five dollars:

Architect
Dentist
Enginoer

Land Surveyor

W - MIM
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Podiatrist

Chiropractor

Drugless therapeutic

Osteopathic physician

Osteopathic physician and surgeon

Physical therapist

Physician and snrgeon

Optoaetrist

Dispensing optician

Landscape architect

marsing hose adsinistrator

Hearing aid fitter;

(4) in no event shall the license o registration
renewal fee In tho following cases be fixed at an ?.soaat less
than fifty dollars or in excess of two hundred dollars:

Engineer corporation

Engineer partnership

Cosaetology school

Barber school

Debt adjuster agency

Debt adjuster branch office

Debt adjuster

Proprietary school

Enployaent agency

Enployaent agency branch office

Collection agency

Collection agency branch office

Professional fund raiser.

1BK 5ECTIOH.  Sec. 16.  There is appropriated to the
depairtnent of licensing fron the state general fund for the
bienniua ending June 30, 1981, the sax of sixty-five thousand
dollars or so such as say be necessary to carry out the purposes
of this 1980 act.

mEH SBCTIOH.  Sec. 17. The following acts or pi.rts of
acts are oach hereby repealed:

0)  Suction 5, chapter 160, Laws of 1917 and ECW

-10-

"=

269
291
M?2
263
MI
M5
296
M7
266
M9
210
211
212
212
213
214
275
276
217
278
219
280
281
282
283
284
285
286
288
289
289
290
290
292
292
294









STATE OF ARIZONA

DEPARTMENT OF HEALTH SERVICES

ARTICLE 2. LICENSING OF MIDWIFERY

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

An application for a license to practicemidwifery shall submit:

1. An application on a form prescribed by the Department;

2. Evidence satisfactory to the Director of the Department of
Health Services showing successful completion of a course of
instruction meeting the requirements of R9-16-203;

3. The initial license fee prescribed by A_R.S.836-754;

4. A request to undertake the next available qualifying
examination to be administered by the Department.

Historical Note

Former Section R-9-16-201 repealed, new Section R9-16-201
adopted eff. Jan. 23, 1978 (Supp. 78-1).

2/28/78 Supp. 78-1



Ch. 16 PERSONNEL LICENSING R9-16-204

R9-16-202. Renewal application
An applicant for renewal of a license to practice midwifery shall submit a
renewal application on a form prescribed by the Department.

Historical Note

Former Section R9-16-202 repealed, new Section R9-t6-202 adopted cff. Jan. 23.1978
(Supp. 78-1).

R9-16-203.  Course of instruction

A. Each applicant for an initial midwife license shall show evidence of having
completed a course of instruction with a standard curriculum containing:

1. Information regarding the laws and Regulations concerning midwifery in
Arizona;

2. Basic course in aseptic techniques, basic observational skills, recognition and
management of emergency situations, and special requirements of home delivery;

3. Clinical courses covering the knowledge and skills necessary for:

a. Provision of care during the antepartum, intrapartum, postpartum and
newborn periods, and
' fb. Management of birth and the immediate carc of the mother and newborn
infant;

A Observation of a minimum of ten (10) births;

S. Deliveiy of a minimum of fifteen (15) women, tinder direct supervision by a
licensed physician, licensed midwife or cenificd nurse-midwifc, and verified by a
written statement fiom the supervisor that competence lias been demonstrated.

B. The program of study shall assure that course content mcludcs the requisite
knowledge and skills needed to recognize those conditions listed in R9-16-205.

Historical Note
f-omiei Section R9-16-703 repealed, new Section R9-16-203 adopted cfl. Jan. 23. 1978
(Supp. 78-1).

R9-16-204. Qualifying examination

Prior to tcceiving a license to practice midwifery, each applicant shall pass a
qualifying examination administered at least twice a year by the Department which
will consist of three parts;

1. A written "\ainination designed to test knowledge of the subjects requited
in the course of instruction;

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

3. A pijctical examination designed to demonstrate the mastery of skills
necessary lor practice in midwifery, meeting the iequipments of R9-16-203.

Historical Note
I'or;ns: Sevtior. R9 16 repealed, new Section R9-i6-204 adopted ell. Jan. 2J. 1978
(Supp. 78-1).

Supp. 78-i  2/28/78



R9-16-205 HEALTH SERVICES Title 9

R9-16-205.  Responsibilities of the midwife

A. The midwife shell encourage all clients requesting her services to seek
reqular prenatal care, and shall require that they show evidence that they have been
examined at least once during the last trimestet 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:

1. Blood type, Rh group, and Rh titers if indicated;

?. Resultsof a serologic test for syphilis;

3. Hemoglobin or hematocrit level;

4. Results of a urinalysis for protein and sugar.

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

C. The midwife shall have formal arrangements prior to each delivery for
backup medical care for the mother and infant. The midwife shall call a physician
and/or transfer the mother and/or infant to a hospital whenever any of the
conditions listed below arc present:

1. Maternal conditions:

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

Excessive vomiting;

Persistent headache;

Visual disturbances such as blurring or dimness of vision;

f. Blood pressure elevated over 1*10 mm Hg systolic and/or 90 mm Hg
?igstolic, or an increase of 30 mm Hg systolic and/or 15 mm Hg diastolic during
ahor;

g. Blood pressure that falls below 90 mm Hg systolic and/or pulse rate that
increases to 1?0 or above during or after labor;

h. A fetal heart rate that is below 100 or above 160 beats per minute between
or during contractions, or a fetal heart rale that is irregular;

I Meconium stained amniotic fluid;

Elevation in tempcratuic over 100°F or 37.8°C, orally;
Unengaged head in primigravidu or in tmiltipara in labor;
Piesentipg part other than vertex;

Ruptured membranccs of more than 24 hours;
Prolonged labrw using established criteria;

Multiple gestation;

Retained placenta over 1 hour, earlier if bleeding occurs;
Retained placental fragments or membranes;

Persistent uterine atony;

Vaginal or perineal laceration;

cCoo o
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Ch. 16 PERSONNEL LICENSING FQ-]ﬁ-ZB

Excessive pain or discomfort during or after labor;
Shoitness of breath:

Seizures;

Wishes of the client.

Conditions of the infant:

Weight less than 2,500 g or 5fc pounds;

Congenital anomalies;

Apgsr score less than 7 at 5 minutes:

Respiratory distress;

Irreqular heartbeat;

Signs of immaturity, prematurity, or postmaturity on physical assessment;
Jaundice;

Abnormal cry;

Pale, cyanotic or gray color;

j. Excessive edema.

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

D. At the time of delivery the midwife shall:

1. Place two drops of 1 percent silver nitrate solution into each of the infant's
eyes (or in lieu of silver nitrate, any other preparation specifically approved by the
Diicctor) in accordance with R9-6-115;

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

3. Inspect the placenta and membranes to notetheir completeness;

4. Inspect the perineum fcr laceration.

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

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

G. The midwife shall rcevaiuate the condition cf the mother and infant
between (316 and 72 hours of delivery to deieiminc whether physician consultation
is icquircd.

Il. All equipment used in the practice of midwifery shall be maintained in an
asepllcally-clean manner and in woiking order.

l The midwife shall maintain records of each patient attended and make them
available for audit and review as requested by the Diicctor or his staff.

TS Mo o0 T O E < o

[listoritfl Note

I oniifi Scciinn R9-16-205 repealed, new Section R9-16-205 adopted rff. Jan. 23, 197K
tSupp. 78-1)

Supp. 78-1  2/28/78
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R9-16-2C6 HEALTH SERVICES Title 9

R9-16-206. Reports

A. Each licensed midwife shall submit quarterly, to the Department of Health
Services a summary report of each case on forms supplied by the Department. The
report shall contain information concerning the pregnancy listed in “Responsibil-
ities of the midwife” (R9-16-205).

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

Historical Note

Fonr.er Section R9-16-206 repeated, new Section R9-16-206 adopted cff. Jan. 23, 1978
(Supp. 78-1).

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

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

1. History of third trimester bleeding;

2. Prcaclampsia, eclampsia;

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

4. Multiple gestation:;

5. Abnormal presentation or lig;

6. Client under 15 years of age;

1. Previous Cesarean section, or othci known uterine surgery such as
hysterotomy or myomectomy;

8. Rh negative with positive titers, or if titers arc 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 are generally recognized as having the
potential for creating problems at delivery;

13, Suspected or diagnosed congenital anomaly that may require immediate
nredical intervention:

14, Contracred pelvis;

15. Cuncnt narcotic addiction:

16.  Suspected prematurity, immaturity or postmalurity.

B. Limitations: The midwife shall not knowingly attend any childbirth
where the following conditions exist except under the supervision of a licensed
physician:

1. Women between 15 and 18 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:

2/28/78  Supp. 781
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5. History of birth injury to either mother or previous child:

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

C. The midwife will not perform any operative procedures oilier than that of
clamping and severing the umbilical cord.

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

E. Except as provided in R9-6-205.D.1. the midwife will not administer any
drugs, medications or herbs.

Historical Note

Former Section R9-16-207 repeated, new Section R9-16-207 adopted eft’. Jan. 23. 1978
(Supp. 78-t).

Supp. 78-1  2/28/78






STATE OP NEW MEXICO
HEALTH AND ENVIRONMENT DEPARTMENT
POST OFFICE BOX 968
SANTA FE, NEW MEXICO 87503

REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY

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

STATUTORY AUTHORITY: The statutory authority for these regulations is
contained in Section 9-7-6 and Section 24-1-3 (R) NMSA 1978 and Section
61-6-16 (C) NMSA 1978. Enforcement is provided by Section 24-1-21 NMSA
1978.

REASONS FOR ADOPTION:

(1) These regulations are an amended version of the similarly-
named Regulations numbered HED-80-3 (HSD), filed with the State Records
Center on February 5, 1980.

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

Post Office Box 968
Santa Fe, New Mexico 87503
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Health and Environment Department
Health Services Division
725 Saint Michael"s Drive
Post Office Box 968
Santa Fe, New Mexico 87503

HED-80-3A(HSD)
REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY
General Provisions

100. LEGAL BASIS: The regulations set forth herein are promulgated by
the Secretary of Health and Environment by authority of 9-7-6 (F)
NMSA 1978 and 24-1-3 (R) NMSA 1978. Administration and enforce—
ment of these regulations is the responsibility of the Health
Services Division of the Health and Environment Department. En—
forcement is provided by 24-1-21 NMSA 1978.

101. PURPOSE: These regulations establish policies, standards and
criteria relating to registration, practice and continuing
education of persons who practice lay midwifery. These regula—
tions do not apply to any licensed medical or osteopathic
physician or certified nurse midwife.

102. GUIDELINES; In the absence of specific direction in these regu—
lations as to standards of practice or ethics, the Standards of
Care of the American College of Obstetricians and Gynecologists
and procedures and policies of the Health and Environment Depart—
ment and Health Services Division are established as guidelines.

103. OTHER LAW AND REGULATIONS: These regulations are subject to the
provisions of the Health and Environment Department®s Regulations
Governing Promulgation of Regulations and Regulations Governing
Public Access to Department Records. In addition, department
regulations on related subjects include: registration of nurse
midwives; prevention of infant blindness; newborn 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
may be obtained by writing to the llealtd) Services Division, Post
Office Box 968, Santa Fe, New Mexico 87503. Appeal of an adverse
decision of the Division shall be in accordance with the Uniform
Licensing Act, 61-1-1 thru 61-1-28 NMSA 1978.

HED-80-3A (HSD) Page 1 of 23 pages



104. DEFINITIONS: As used in these regulations, the following terms
shall have the meaning given to them, except where the context

clearly requires otherwise:

104.01. "Apprentice permit" means a permit issued by the
Division to authorize a person desiring to become 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

midwife.

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-Midwives
and registered with the Division pursuant to the pro—
visions of the Department®s Nurse-Midwife 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 educational objectives."

104.04. "Continuing education”™ means participation in an
organized learning experience under” responsible
sponsorship, capable direction and qualified instruc—
tion and approved by the Division for the purpose of
meeting requirenents for renewal of registration under

these regulations.

104.05. "Divisi. p." means the Health Services Division of the
Health and Environment Department.

104.06. "Lay Midwifery"™ means the provision of health care ser—
vices in pregnancy and childbirth by a person.not a
licensed physician or a certified nurse-midwife.

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

104.08. "Registered lay midwife”™ means a person who is current—
ly registered and in good standing on the registry of
lay midwives maintained by the Division.

104.09. "Registration™ means a document issued by the Division
identifying a legal privilege and authorization to
practice within the scope of these regulations. Regis—
tration under these regulations is not transferable.

HED-80-3A (HD) Page 2 of 23 pages
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104.10. "Registration year”’means the period frcm December 31
of any year through December 30 of the following year;
initial registration may be issued at any time but shall
expire on the following December 30; apprentice permits
may expire at any time but no later than the following
December 30.

104.11. "Supervision"™ means the coordination, direction and
continued evaluation at first hand of the person in
training or engaged in obtaining clinical experience
or engaged in direct delivery of lay midwifery services
within the scope of these regulations.

APPLICABILITY

LIMITATION: Lay midwifery in New Mexico is limited in scope to
practice as outlined in these regulations.

SCOPE: The lay midwife may provide care to law risk patients
determined by physician evaluation and examination to be pro-
spectively normal for pregnancy and childbirth. Such care
includes:

201.01. prenatal supervision and counseling;
201.02. preparation for childbirth;

201.03. supervision and care during labor and delivery and
care of the mother and the newborn inthe immediate
postpartum period, so long as progress meets criteria
generally accepted as normal.

REQUIREMENT OF REGISTRATION: From and after July 1, 1980 no
person shall hold him/herself out as a lay midwife or offer, for
compensation or otherwise, any services which constitute lay
midwifery unless currently registered as a lay midwife under
these regulations, or holding a provisional or apprentice permit
issued by the Division. Violation of this provision is subject
to prosecution or civi.l action as may be provided by law.

HED-80-3A (HD) Page 3 of 23 pages
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" REGISTRATION OF LAY MIDWIVES

300. TYPES OF PERMITS AND FEES: Upon application, meeting require—
ments and payment of fees, a person subject to these regulations
may be issued an apprentice permit, a provisional registration
permit, or a regular registration permit, as applicable, in
accordance with these regulations. Permits shall be issued with—
out fee through December 31, 1980; thereafter fees, new or
renewal, shall be submitted-in accordance with the fee schedule”
prescribed -in Section 400. hereof.

301. APPRENTICE PERMIT: An apprenticepermit may be-issued to any
person for a period not to exceed one year and may be renewedonce
only for an additional, one-year period. Education and clinical
experience required for regular registration may be obtained

during the apprentice period.

302. PROVISIONAL REGISTRATION PERMIT: Upon application a provisional
registration permit may be issued to: .

302.01. Any person v,ho under former regulations of the Division
eis currently permitted to engage-in lay midwife prac—
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. Evidence of completion of at least a four
year high school course of study or equiva—
lent as determined by the Department;

302.02.02. Evidence of satisfactory completion of re—
quired clinical experience cited in Section

600. .

302.02.03. Evidence of satisfactory completion of a
Health Services Division approved course in
prenatal nutrition (nay be completed during
provisional registration period);

302.02.04. Evidence of satisfactory completion of a
course in prepared childbirth applicable to
the home birth setting (may be completed
during provisional registration period);

HED-80-3A (HD) Page 4 of 23 pages



302.03.

302.04.

REGISTRATION UNDER REGULAR PERMIT:
of Section 600,

le * | )
302.02.05. Current physician®s staters i certifying. VY-
absence of communicable disease;

302.02.06. Satisfactory reference frcm a physician,
certified nurse midwife or midwifery in—

structor;
302.02.07. Fee as prescribed by the Division.

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.

The requirements of section 600 hereof may be met during
the provisional registration period.

Upon meeting the requirements
a person holding an apprentice or provisional

permit may apply for regular registration as a lay midwife and
shall submit:

303.01.

303.02.

303.03.

303.04.

303.05.

303.06.

303.07.

303.08.

An application to sit the next qualifying examination;

Evidence of completion of at least a four year- high

school course of study or equivalent as determined by

the Department;

Evidence of satisfactory completion of a course in

theory of pregnancy and childbirth;

Evidence of satisfactory completion of required clinical

experience;

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

Evidence of satisfactory completion of .a course in pre—

pared childbirth applicable? to tie home birth setting;

Evidence of satisfactory completion of a certified

course in cardiopulmonary resuscitation of the adult and

newborn;

Current physician®s statement certifying absence of
COiikiVOTxICable CLli>trci5ti/

11ED-80-3A (HD) Page 5 of 23 pages



il

304.

305.

306.

307.

308.

309.

310.

-130-

303.09. Four rearmendations (one each from a physician or
certified nurse midwife, a midwifery instructor, a con-—
sumer and a member of the coranunity); and

303.10. Fee as p:rescribed by the Division.

FOREIGN EXPERIENCE; .Applicants for registration as a lay raid- «
wife who lack the "required clinical experience in New Mexico,
but who have equivalent experience fran another jurisdiction,
may apply to sit the qualifying examination after submitting
evidence of experience and of all other requirements. Action of
the Division on the request may be appealed under the provisions
of the Uniform Licensing Act.

LIMITATION: Registration as a lay midwife in New Mexico is not
to be construed as; valid in any other jurisdiction.

EXAMINATION REQUIRED: " Registration as a lay midwife in New
Mexico is by examination only; there is no reciprocity with other
jurisdictions.

RENEWAL OF REGISTRATION; Every lay midwife registration must be
received annually™ An applicant for renewal of registration shall
submit to the Department:

307.01. A renewal application on the form prescribed by the
Department;

307.02. Evidence of completion of eight contact hours of con—
tinuing education as required by Section 504; and

307.03. Renewal fee as prescribed by the Division.

GRACE PERIOD: Delinquency in renewal of registration of 6 months
or greater shall result in termination of registration.

INACTIVE LIST: Any person registered as a lay midwife in New
Mexico who moves from the state may retain registration by ful—
filling the requirements previously described. Absence from the
State of New Mexico for longer than 10 years shall result in
termination of registration.

RECERTIFICATION: Any person previously registered as a lay mid-

wife in the State of New Mexico whose registration has been
terminated may be recertified as a registered lay midwife by:

HED-80-3A (HD) Page 6 of 23 pages



i

400.

500.

-131- received -

b"os w 11 s 32
310.01. Submitting evidence of eight contact hours of..continuing: Cr »
education annually; 1=

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 qualifying examina—
tion as required by the Department; and

310.05. Submitting renewal fee as prescribed by the Division.

FEES: From and after January 1, 1901, all applications for
apprentice permit or provisional or regular registration must be
accompanied by a money order payable to the Division in the amount
of fifty dollars ($50.00). Such fee provides for initial regis—
tration for the registration year, or part thereof, remaining.

If the application is deemed insufficient, the fee will be returned.

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

400.02. Examination fee shall be $25.00 and is not included in
registration fee.

REVOCATICNT OF REGISTRATION: The Division nuiy refuse to issue,
suspend for a definite period, or revoke a registration 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. Practicing while suffer.irgwfrom a contagious or infec—
tious disease;

500.05. Practicing under a false name or alias;

500.06. Violation of any of the standcirds of practice set forth
in Sections 800 and "05;

500.07. Obtaining any fee by fraud or misrepresentation;

HG_AR_"IR Qicm Page 7 of 23 pages



500.08. Knowingly employing directly or indirectly any sus—
pended unregistered person or persons not holding an
apprentice permit to perforin any work covered by these

regulations?

500.09. Using or causing or promoting the use of any advertising
matter, promotional literatiice, testimonial, or any other
representation however disseminated or published, which
is misleading or untruthful. % . .

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, of 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?

500.12. Directly or indirectly giving or offer to give, or per—
mitting, or causing to be given money or anytiling of
value to any person who advises another in a professional
capacity as an inducanent to influence him or have him
influence others to use the services of the registration
or permit holder, or to influence persons to refrain
from seeking services ee-isewhere? or

500.13. Violating any of the provisions of these regulations.

e " EDUCATION

COURSE OF STUDY; The Division shall, on the advice of the 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 guideline in determining the acceptability of a non—
listed educational source which an .applicant submits as complying
with any educational experience requirement. A course of study

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 be approved.

HED-80-3A (HSD) Page 8 of 23 pages
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Provisional Regular
RegUirgrants Requirements
| 600.01. Basic aseptic Required by both the registration
techniques levels
1 600.02. Basic Observation Required by both the registration
skills levels .
| 600.03. Basic prenatal May be done dur- Required at
nutrition ing provisional application
registration period
| 600.04. Basic parent educa- May be done dur- e Required at
tion for prepared ing provisional application
childbirth registration
period
600.05. Provision of care Required by both the registration
| during the ante-— levels
partum, intrapartum,

postpartum and new—
born periods

600.06. Management of birth Required by both the registration
and immediate care of levels
the nether and the
newborn

Identify source of
Education

600.07. Recognition of early Required by both the registration
signs of possible levels
abnormalities

Identify source of
Education

600.00. Recognition and nired by both the registration

management of Levels
emergency situa—
tions
tUiU-00-SA (HSD) Jrayc N /s 05



Provisional Regular
“ . "Requirements Requirements

600.09. Special Requirements May tie done during®™ Required at
of hone delivery provisional regis- application
tratian period

600.10. Informtion regard- Required by both the registration
ing the laws and levels
regulations relat—
ing to the practice
of midwifery 1in
New Mexico

LIMITATION: The course of study must not include the independent,
medically-~supervised use of any drugs in the antepartum,
intrapartum, postpartum or newborn 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 or second degree laceration.

CLINICAL EXPERIENCE: Clinical experience in lay midwifery may be
obtained in any setting (i.e., office, clinic, hospital, ma—
ternity center, heme). 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 observations
(at least 10 must be
before first de—
livery; all deli- -
veries may be
included in this
numberl . 2 0 40
602.03. Delivery of newborn
and placenta 10 20
602.04. Newborn examinations 10 30

HED-80-3A (HD) Page 10 of 23 pages



603.

received

GOk 12 pa3|>2

oT"-r

Provisional

Requirements Requirements
Postpartum home
visits (within
36 hours of
delivery

602.06. BCMC Department of Hay be done dur— Required at

Pediatrics NICU and ing registration application
Nursery (8 hours period

miniinum). Other
acceptable observa—
tions entities will
be considered

602.07. K22C Department of May done dur— Required at
Obstetrics and ing registration application
Gyneco] cqy High Risk period
perinatal Unit obser—
vation entities will
be considered

602.08. Observation of ore May be done dur— 1-6 hour class
complete series of ing registration series pre—
prepared childbirth period ferred
classes

602.09. Observation of one May be done dur— 1 series of
complete La Leche ing registration 4 meetings
League series period

602.10 Five experiences in each of categories 602.01, 02, 03
and 04 must be with an approved physician or certified
midwife trainer. Required at application.

SUPERVISION OF CLINICAL EXPERIENCE? Clinical experience may be
obtained under the supervision of a physician, certified nurse-
midwife or registered lay midwife. This must be direct, present
in the same room supervision." Those providing supervision must
be approved by the Division for training and should have had
previous experience with home birth. Postpartum heme visit
supervision may be provided by an HSD public health nurse.
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CONTINUING EXXJCATIC2T: Continuing education is required for
annual renewal of registration.

604.01. In each calendar year, eight contact hours of continuing
education must be obtained. One hour each of managsnent
of antepartum, intrapartim, and newborn periods and one
hour of recognition and management of emergency situa—
tions must be obtained: other hours may cover any

topics applicable to midwifery practice.

004.02. Continuing education may be obtained through convention,
conferences, area nridwives meetings or other mechanism
as approved by the Division.

604.03. In any calendar year the Department may require specific
topics for continuing education based upon any problem
areas indicated by registered lay midwivesl semi-annual
reports.

REQUIREMENTS OF EXAMINATION: Any person applying for regular
registration, as a lay midwife must pass a qualifying examination
administered under the auspices of the Department. The Depart—
ment shall offer the examination at least twice a year.

FIKTDS TESTED: The examination shall consist of three parts:

701.01. A written examination designed to “est knowledge in
theory regarding pregnancy and childbirth;

701.02. An oral examination designed to test clinical judgment
in lay midwifery case management; and

701.03. A practical examination designed to demonsrrate the

mastery of skills necessary for the practice of lay
aidwifery.
nrxrhji

SCOPE OF WRITTEN EXAMINATION: The written examination shall
cover:

702.01. Theory regarding pregnancy and childbirth including
but not limited co:

702.01.01. Anatomy and physiology of the female repro—
ductive system, in both pregnant and non—

pregnant. states;
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702.

702

702.

702

SCOPE OP

703.01.

02.

03.

04.

05.

.06.

07.

.08.

19°0

702.01.02. Normal rowth and development of Jfefu”~..apd,- ,..°
g P B -&p ii: B

A S

placenta;

702.01.03. Normal progress of pregnancy, labor and
delivery;

702.01.04. Comfort measures in the antepartun, intra-
. partum and postpartum periods;

702.01.05. Significance of laboratory studies in
pregnancy and the neonatal period; and

702.01.06. Prenatal nutrition.

Patient teaching;

Special requirements of home delivery;

Risk factors in pregnancy;
Terminology used in the practice of lay midwifery;

Normal newborn characteristics and possible problems
including anomalies;

Care of the newborn; and

Pertinent legislation and regulations for lay midwifery
in New Mexico.

ORAL ELIMINATION: The oral examination shall cover;

Evaluation of judgment to cover areas of:

703.01.01. Early recognition of abnormalities in the
antepartum, intrapartum, postpartum and
neonatal periods: their significance and
possible sequelae if untreated

703.01.02. Recognition and treatment of emergency
situations

703.01.03. Course and management of normal labcr and
selected normal antepartum situations
(nutritional counseling, patient teaching,
dealing with normal discomforts).
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SCOPE OF PRACTICAL EXAMINATION: The practical examination, shall
cover basic observational skills:

704.01. Temperature, pulse, and respiration
704.02. Blood pressure
704.03. Fetal heart tones
704.04. Abdominal palpation
704.05. Cervical dilatation
704.06. Fetal position
704.07. Measurementof fundal height
704.08. Exam for edema
DCTIES AND RESPONSIBILITIES

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

MEDICAL EVALUATION: The"lay midwife must require the patient to
have a risk evaluation and physical examination by a physician
before a registered lay midwife assumes her care.

REQUIRED TESTS: Initial physician examination shall, include
clinical pelvimetry and the following laboratory tests * VDRL,
GC screen, blood type and group, hematocrit and hemoglobin,
rubella titer and urinalysis. Hematocrit must be rechecked at

28 and 36 weeks gestation.

PRENATAL VISITS: Prenatal vists should be every 4 weeks until
28 weeks gestatation, every 2 weeks from 28 until 35 weeks gestac—
tion and weekly from 36 weeks until delivery.

PHYSICLAN VISITS: Each woman must also have one prenatal visit
with a physician at 36 to 40 weeks.*

RECORDS: The lay midwife shall maintain records of physician3
visit with evidence of his/her exam for the Division.
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806. <ADVANCE PREPARATION FOR NEED: The registered lay -prior™A
to the onset of labor/ must have: r’>?=r

806.01. Arrangements 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 become necessary.

807. PJPORMED CONSENT: The registered lay midwife must inform any
woman seeking home birth of possible risks of home birth and must
obtain informed consent of the woman for heme birth prior to the
onset of labor on a form provided by the Department.

808. COMMUNITY RESOURCES: The registered lay midwife must be familiar
with community resources for pregnant women such as prenatal
glasses, V7IC program, La Leche League and HSD clinics.

809. LATE PHEGNANCY PERIOD: The registered lay midwife will make a
home visit no more than 4 weeks prior to the EDC to assess the
physical environment, to ascertain that the woman has all neces—
sary supplies to prepare the family for the birth and to instruct
the family to correct problems or deficiencies.

810. NORMAL DELIVERY: The registered lay midwife must remain with the
mother and infant for at least two hours postpartum, or until the
mother®s fundus is firm and lochia normal, the mother has voided
and tiie infant lias a normal temperature and is nursing well,

whichever is longer.

811. HOSPITALIZE The registered lay midwife must accompany to
the hospital any mother or infant requiring hospitalization,
giving any pertinent written records and a verbal report to the
physician assuming care. If possible, she should remain with the
mother and/or infant to ascertain outcome.

812. PHYSICIAN EVALUATION OF NEWBORN: Hie registered lay midwife must
recommend that any infant delivered -at hone be evaluated by a
physician within 3 days of age, or sooner when it becomes apparent

that the newborn needs medical attention.

813. POSTPARTUM VISITS: Tne registered lay midwife shall make post-
partirn home visits to evaluate the condition of mother and
infant at _least twice - once within 36 hours of birth and once
on the fourth or fifth postpartum day. Additional visits shall

JI nude as indicated.
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814.

815.

816.

817.

818.

819.

RH BLCOD FACTOR: In the case of an unsensitized Ph negative
mother, the registered lay midwife shall:

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

814.02. Be certain that the mother consults a physician within
24 hours.

PREVENTION OF INFANTA2BLINDNESS: Within one hour of birth, the
registered lay midwife shall administer two drops of 1% solution
of silver nitrate or other antiseptic of equal potency and
harmlessness into the eyes of the infant in accordance with the
Health and Environment Department®s Regulations Governing the
Prevention of Infant Blindness.

BIRTH REGISTRATION: The registered lay midwife must complete a
birth certificate-and file it with the local registrar within ten

days of the birth.

SANITATION: The registered lay midwife shall maintain all equip—
ment used in the practice of midwifery in an aseptically clean
manner and in working order.

RECORDS: The registered lay midwife shall maintain records of
each patient on forms approved by the Department. Inactive records

shall be maintained no less than ten years.

ANTEPARTUM: Tne registered lay midwife shall refer for medical
evaluation and/or care any woman who during the antepartum

period:

819.01. Develops a blood pressure of 140/90 or an increase of
30 mm Hg systolic or 15 nm Hg diastolic over her normal -

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

819.03. 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 .n the last trimester or gains

more than 6 pounds in bra weeks in any trimester.

819.05. Develops giuccsuria or proteinuria.
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819.06.

819.07.

819.08.

819.09.

819.10.

819.11.

819.12.

819.13.

819.14.

819.15.

819.16.

819.17.

819.18.

819.19.

Ha «»>2 v 32

i>_r'|h.f'-. Xk 1o
Has symptoms of vaginitis. |** % "

Has synptoms of urinary tract infection.

Has vaginal bleeding before onset of labor.

Has premature rupture of membranes.

Noted decrease in or cessation of fetal movement.
Has inappropriate gestational size.

Has demonstrated anemia by blood test (hematocrit less
than 30%).

Has a fever of 100.4 degrees F. or 38 degrees C for
24 hours.

Has effacement and/or dilatation of the cervix prior to
36 weeks gestation.

Has polyhydramnios or oligohydramnios.

Has excessive vomiting or continued vomiting after 24
weeks gestation.

Is found to be Rh negative.

Has severe, protruding varicose veins of extremities
or vulva.

Is 36 years of age or older.

It-JTRAPAKTUM: The registered lay midwife shall refer for medical
evaluation and/or care any woman who during the intrapartum

period:

820.01.

820.02.

820.03.
820.04.

820.05.

Develops a blood pressure of 140/90 or an increase of
30 nm Hg systolic or 15 mn Hg diastolic over her normal
blood pressure.

Develops severe headache, epigastric pain or visual
disturbance.

Develops proteinuria.

Develops a fever over 100.4 degrees F or 38 degrees C.

Develops respiratory distress.
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820.06. Has fetal heart tones below 100 or above 160 beats per
minute between or during contractdons, or a fetal heart
rate that is irregular.

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

820.08. Has bleeding prior to delivery.
820.09. Has meconium stained amniotic fluid.
820.10. Has a presenting part other than a vertex.

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

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

820.13. Does not deliver the placenta within 2 hours if there 1is
no bleeding and the fundus is firm (or 1 hour if dis—
tance to hospital is greater than 60 miles).

820.14. Has a partially separated placenta with bleeding or has
a blocd pressure below 100 systolic or a pulse rate

over 100 beats per minute or is weak or dizzy.

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

820.16. Has retained placental fragments or membranes.
820.17. Desires ms<Heal consultation or transfer.

POSTPARTUM: The registered lay midwife shall refer for medical
evaluation and/or care any woman who during the postpartum

period:

821.01. Has a second, third or fourth degree laceration.

821.02. Has uterine atony.

821.03. Bleeds in an amount greater than normal lochial flow.
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821.04. Does not void within 6 hours of birth. 't

821.05. Develops a fever greater than 100r<F. 33<C on any 2
of the first 10 days postpartum excluding the first

hours.

24

821.06. Develops foul smelling lochia.

KEK30K?? PROBLEMS: The registered lay midwife will refer for
medical evaluation and/or care any infant who:

822.01. Has an Apgar score of 7 or less at 5 minutes.

822.02. Has any obvious anomaly.

822.03. Develops grunting respirations, retractions or

cyanosis.
822.04. Has cardiac irregularities
822.05. Has a pale, cyanotic or grey color.

822.06. Has an abnormal cry.

822.0*7. Weighs less than 5 1/2 pounds or 2500grams or weighs
more than 9 pounds or 4100 grams.

822.0S. Shows signs of prematurity, dysmaturity or postnaturiiy.

822.09. Has meccnium staining.

822.10. D.xjs not urinate or pass meconium in the first 12 hours

after birth.
822.11. Is lethargic or does not nurse well.

822.12. Has edema.

822.13. Appears weak or flaccid, has abnormal feces or appears
not to be- normal in any other respect.

PROHIBITION AND LIMITATION IN THE PRACTICE OF T.AYMIDWIFERY
Uv/vPPRO"HED PRACTICE: The registered lay midwife shall not

knowingly accept responsibility for the prenatal or intrapartum
care of a woman who:
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900.01. Has had a previous Cesarean section or other known
uterine surgery such as hysterotomy or myomectomy.

900.02. Has a history of difficult to control hemorrhage with,
previous deliveries.

900.03. Has a history of low birth weight infants (2500 grams
or less), stillbirths or neonatal deaths.

900.04. Has a history of birth injury to mother or infant in any
previous delivery.

900.05. Has a history of third trimester bleeding.
900.06. Has a history of thrombophlebitis or pulmonary anbolism.

900.07. Has diabetes, hypertension, Rh disease with positive
titer, active tuberculosis, active syphilis, active
gonorrhea, epilepsy, hepatitis, heart disease or kidney

disease.

900.08. Has genital herpes simplex in the first trimester or in
the last four weeks of pregnancy.

900.09. Has a contracted pelvis.

900.10. Has severe psychiatric illness or a history of
psychiatric illness in the 6 month period prior to
pregnancy.

900.11. Is addicted to narcotics or other drugs.

900.12. Ingests more than 2 ounces of alcohol or 2 beers a day

on a regular basis or participates in binge drinking.

900.13. Has a multiple gestation.

900.14. Has a fetus of less than 37 weeks gestation at the
onset of labor.

900.15. Has a gestation beyond" 42 weeks by dates.

900.16. Has a fetus in any presentation other than vertex at the
onset of labor.
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900.17. Is a primigravida with an unengaged fetal head at the r_
onset of labor/ or any wanan who has ruptureTdf7jnemhranes
with unengaged fetal head/ with or without" Tabor

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

900.19. Has pre-eclampsia.
900.20. Has a parity greater than 5.
900.21. Is 17 years of age or younger.

900.22. Smokes 20 cigarettes or more/ per day, and is not
likely to cease in pregnancy,

EXAMINATION IN LABOR; The registered lay midwife will not perform
any vaginal examinations on a wcman 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 may be made as necessary.

OPERATIVE PROCEDURES: The registered lay midwife will not perform
any operative procedure other than: <clamping and cutting the
umblical cord; repair of a first or second degree laceration.

MEDICATIONS: The registered lay midwife will not administer any
drugs, medications or herbs except when specifically order d to
do so by a physician and when administering medication in accord
ance with Regulations Governing the Prevention of Infant Blindness.

ARTIFICIAL MEANS: The registered lay midwife will not use any
artificial, forcible or mechanical means to assist the birth.

CORRECTION OF PRESENTATION: The registered lay midwife will not
attempt to correct fetal presentations by external or internal

version. «
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“SUPERVISION BY DIVISION

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 examination*- (written and oral). The Lay
Midwifery Mvisory Group will be composed of five (5) members:

1000.01. One physician who must be acti Teinperinatal care;
1000.02. Che certified nurse midwife;

1000.03. Two regularly registered laymidwives;

1000.04. €s 3 member at large.

The Lay Midwifery Advisory Group will meet at least dj -a..lolly
to evaluate practice of lay midwifery as reflected in tne semi—
annual reports during the time that the program is becoming
established.

QUARTERLY REPORTS: The registered lay midwife shall submit
quarterly to the Health Services Division, Health and Environ—
ment Department, a summary report in a form prescribed by the
Division. This report must be submitted within 30 days of

the end of the quarterly period. Individually identifying
information shall not be required.

MORTALITY: IT-MEDIATE REPORTING: The registered lay midwife
must report within 48 hours to the Health Services Division
any fetal, neonatal or maternal mortality in patients she has
cared for or any major morbidity as outlined in the section
Prohibitions and Limitations of Practice.

FORMS SUPPLIED: The Department will send to each registered

lay midwife"ari ample supply of qu~rt.rly reports one month

prior to the beginning of each three month period. The Division
will also fumisn any other forms required.

STATISTICS: Tne Department will compile annual lay midwifery

statistics and make them available to registered lay midwives
and other interested groups or persons.

HED -80-3A (HD) Page 22 of 23 pages



1005. PREVENTTON CF INFANT BLINDNESS: The Department will provide
ner'es. rv'supplies for prophylactic treatment ofinfant eyes
as iequired by these regulations.

1006. These regulations supersede the Regulations Governing the
Practice of Midwifery adopted by the State Board of Public
Health, May 4, 1944, and the previous version of the same
Regulations, No. HED-80-3 (HSD) filed on February 5, 1980.



RULES AND REGULATIONS

FOR

LICENSING OF MIDWIVES

State of Hhode Island and Providence Plantations

Department of Health

March 1978






INTRODUCTION

These rules and regulations are promulgated pursuant to the
authority conferred under sections 23-13-9 ind 23-1-1 of the General
Laws of Rhode Island of 1956, as amended, a:id are established for the
purpose of defining the minimal standards for the licensure of mid-
wives and the practice of midwifery.

Compliance with these rules and regulations in no way conveys
assurance of the quality of care but rather providesthe basic
capabilities for adequate performance.
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DEFINITIONS

Wherever used in these regulations, the following terms shall
be construed as follows:

"Midwifery"™ shall mean the practice of performing the service
of a midwife or the practice of attending women in childbirth
for hire.

"Midwife™ shall mean a person who has successfully completed an
Approved Educational Program in Midwifery and is licensed to
practice midwifery in Phode Island.

"Director” shall mean the Director, Rhode Island Department of
Health.

"Council™ shall mean the Advisory Council on Midwifery as
established by the Rules and Regulations herein.

"Approved Educational Program in Midwifery"™ shall mean an
academic and practical program of midwifery approved by the
American College of Nurse-Midwives or an equivalent progranm
approved by the Director of Health.

"Physician”™ shall mean an individual licensed under the pro—
visions of Chapters 5-36 and 5-37 of the General Laws of
Rhode Island 1956, as amended, to practice medicine or
osteopathy with current obstetrical privileges in a licensed
hospital.

LICENSE REQUIREMENT

Any person practicing or offering to practice midwifery shall

be required to .submit evidence that such person 1is qualified

to practice and shall be licensed as herein provided, 1in order

to safeguard the life and health of the people. It shall be
unlawful for ahy person to practice or to offer to practice
midwifery in this state or to use any title, abbreviation, sign,
card or device to indicate that such a person is practicing mid—
wifery unless such perron has been duly licensed as a midwife 1in
accordance with section 23-13-9 of rhe General Laws of Rhode
Island 1956, as amended, and the Rules ano Regulations herein.

ADVISORY _COUNCIh oN MIDWIFERY

Within t¥% Division of Professional Regulation in the Department
of Health, thole shall be established an Advisory Cmcil on
Midwifery which shall meet at least once a year, and consist

of five (5) members; two (2) physicians; two (2) midwives, one of
whom shall be a nurse-midwife; and one (1) consumer.
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Members of the Council shall be appointed by the Director of
Health: two (2) to serve for one (1) year; two (2) to serve

for two (2) years; and one (1) to serve for three (3) years. The
first two midwives appointed shall be considered to have met

the requirements for licensure pending actual fulfillment of
the requirements herein.

Successors to members of the Council whose term expires shall
be appointed in such year by the Director to hoJ.d office for
three (3) years or until their respective successors are
appointed.

The Director may remove any member of the Council for neglect
of duty or incompetency and may fill vacancies which occur
for any purpose for the remainder of the unexpired term.

FUNCTIONS OF ADVISORY COUNCIL

The Council shall serve in an advisory capacity to the Director
in matters pertaining to the licensing of midwives and the
practice of midwifery. The Council shall advise the Director
on such natters as policies affecting examination, qualifica-—
tions, 1issuance and renewal, denial or revocation of licenses,
and the development of rules and regulations.

ADMINISTRATION

The Administrator of Professional Regulation shall be responsible
for the administrative functions required to implement the pro-—
visions of sections 23-13-9 and 23-1-1 of the General Laws of
Rhode Island 1956, as amended, and the Rules and Regulations
herein including such duties as: maintaining a register of all
licensed midwives; maintaining all records pertaining to the
licensing of midwives; conducting examinations as required:
staffing the Council; and discharging such other duties as may

be warranted.

QUALIFICATIONS OF MIDWIVES

Applicants for a license to practice as midwives in Rhode Island
shall submit evidence that said applicants are of good moral
character, are 1in satisfactory physical and mental health, and
have been graduated from an Approved educational Program in
Midwi fery.

LICENSING OF MIDWIVFS

HY EXAMINATION:

Applicants shall be required to pass written and/or oral cxamir.a
tions in such subjects as determined by the Council and approved
by the Director. Upon successfully passing such examinations,
applications shall be eligible for licensure.
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906.1.1 The Council, 1in concert with the Administrator of
Professional Regulation, with the approval of the
Director of Health, shall determine the type, scope,
subjects and form of licensing examinations and
shall determine the minimal passing score of each
examination administered, which shall be the same
for all candidates.

906.1.2 Examinations shall be given at least twice a year
at such time and place as designated by the
Administrator of Professional Regulation.

906.1.3 All applications and supporting credentials as
required in section 905.1 herein shall be filed
with the Administrator of Professional Regulation at
least thirty (30) days prior to the date of the
examination for which the application 1is filed.

906.1.4 Confidential identification numbers®shall be
assigned to each candidate by the Administrator
of Professional Regulation and the names shall
not be made known to the Council until the scores
have been recorded.

WITHOUT EXAMINATION:

A license to practice midwifery may be issued without examina—
tion to an applicant who has been duly licensed by examination
as a midwife under the laws of ano.her state or territory, 1if,

in the opinion of the Council, the applicant meets the quali—

fications required of a licensed midwife in this state.

KOREICH TRAINED MIDWIVES:

AlIl midwives prepared in a midwifery program outside the United
States of America shall submit evidence of having graduated from

a midwifery program and of holding a license in midwifery from a
given foreign country and 1in addition shall be required to have
completed a supplementary refresher course 1in the United States
approved by the Director of Health and shall furthermore bJ required
to satisfactorily pass an examination for licensure in thi ; state 1in
accordance with section 906.1 heroin.

RE-L X/VHL7ITON:

In case of failure of any applicant to satisfactorily pass an
examination such applicant shall be entitled to a second examina—
tion. In the event of a second failure, opportunity for re-examina-
tion(s) shall be subject to the applicant®s completion of additional
requi eiuort.s as recommended by the Council.
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907.0 RENEWAL OF LICENSE

907.1 On or before the first day of August of every second year
commencing in 1979, the Administrator of Professional Regu—
lation shall mail an application for renewal of license to
every midwife to whom a license has been issued or renewed
for the period ending 1 September 1979 and for each two (2)
year period thereafter. Every person so licensed who intends
to engage in the practice of midwifery during each ensuing
two (2) years shall apply for a license by application to the
Administrator of Professional Regulation.

907.1.1 Such renewal application shall include documentary
evidence satisfactory to the Council of practice as
a licensed midwife within the past two (2) years
including the performance and/or supervision of
deliveries; or documentary evidence of completion
within the past two (2) years of a refresher course
or its equivalent, satisfactory to the Council and
approved by the Director.

907.2 Upon receipt of the application and accompanying documentation
required herein, the accuracy of the application shall be
verified and the Director may grant a license renewal effective
1 September and expiring the thirty-first day of August in the
odd numbered year following the issuance of such license and
shall render the holder to be a legal practitioner of midwifery
for the period stated on the license renewal unless sooner
revoked.

907.3 Any licensee who allows his or her license to lapse by failing
to renew the license by the appropriate date may be reinstated
upon submission of an application with the accompanying data
as required herein and as approved by the Director.

907.4 Any person practicing midwifery after lapse of licensure shall
be considered an illegal practitioner and subject to the penal —
ties of the provisions of section 23-13-9 of the General Laws
of Rhode Island 1956, as amended.

907.5 Persons possessing valid licenses aB of the effective date of
these Rules and Regulations shall continue to be licensed
subject tc the relicensure provisions herein.

900.0 PRACTICE <F MIDWIFERY

908.1 The license to practice midwifery authorizes the holder to attend
cases of normal childbirth, to provide prenatal, 1intrapartum and
postpartum care, 1including the immediate care of the newborn, in
continual collaboration with a physician and in accordance with
acceptable standards or practice.
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908.1.1 All complication.*: shall be referred to the physician
immediately.

908.1.2 No midwife shall attend at childbirth unless trans—
portation is immediately available for the transfer
of the mother or newborn to a hospital.

Licensed midwives shall conform to all state laws pertaininy
to the conduct of childbirth and manayement of the newborn,
includiny the provisions of: sections 23-13-4, Ophthalmia
Neonatorum; 23-13-12, "Phenylketonuria™; and 23-3-10, "Birth
Registration” of the General Laws of Rhode Island 1956, as
amended.

RECORDS AND REPORTS

A medical record for each mother and newborn shall be maintained
which shall include documentation of all care rendered.

All medical records shall be retained for a period of five (5;
years 1in accordance with the provisions of section 23-3-26 of the
General Laws of Rhode Island 1956, as amended, except in the case
of minors (17 years of age and under) which medical records s)all
be kept at least five (5) years after such minor has reached the
age of eighteen (18) years.

DENIAL AND REVOCATION OF LICENSE

The Director 1is authorized to deny or revoke the license of any
midwife who: (1) is found guilty of fraud or deceit in procuring
or attempting to procure a license to practice midwifery; (2) is
unfit or imcompetent by reason of negligence, habits or other
cause; (3) is guilty of unprofessional conduct; (4) is mentally
incompetent; (5) 1is habitually intemperate in the use of alcohol
or is addicted to drugs; (6) has aided, abetted or permitted any
illegal act cr conduct adverse to health, welfare and safety of
mothers and infantsi (7) ha3 willfully and repeatedly violated
state laws; (8) h.ts failed to report to a physician the occur—
rence of comjlications during pregnancy, labor or the immediate
postpartum period and () has failed to comply with the Rules
and Regulations herein.

910.1.1 Cori] laints charging a person with violation of any
.1 heroin or state law, shall be maintained on
tit by the Administrator of Professional Regulation
and shall be considered in rendering detennination

to c¢c"nny or revoke the license of a midwife.

Upon receipt of a complaint charging a person with violations ot
the provisions of section 23-13-9 of the General Laws of Rhode
Island 1956, as amended and the Rules and Regulations herein,

an investigation of the charges shall be initiated by the
Administrator of Professional Regulation or the Director,
thence referred to the Council for recommendation to the
Director for appropriate action.



Whenever an action shall be proposed to deny ur revoke the
license, tie Administrator of Professional Regulation shal.®
notify the person by certified mail setting forth the reasons
for the proposed action and the applicant or licensee shall

be given an opportunity for a prompt and fair hearing 1in
accordance with the provirions of Chapter 42-35 of the General
Laws of Rhode Island 1956, as amended.

Furthermore, when it appears to the Director after due process
that a person 1is violating any provisions of section 23-13-9
of the General laws of Rhode Island 1956, as amended, or ary
of the Rul>s and Regulations herein, the Director may initiate
an action .n accordance with the provisions of such statute.

SEVERABILITY

If any provision of these rules and regulations or the appli—
cation thereof to any person or circumstances shall be held
invalid, such invalidity shall not affect the provisions or
application of the rules and regulations which can be given
effect, and to this end the provisions of the rules and
regulations arc declared to be severable.



The foregoing Rules and Regulations after due notice and
opportunity for hearing are hereby adopted and filed with the
Secretary of State this 6th day of March 1978, to become effective
twenty (20) days thereafter, 1in accordance with the provision® of
sections 23-13-9 and 23-1-1, and Chapter 42-35 of the General Laws
of Rhode Island, 1956, as amended.

Notice given on: 1/9/78
Hearing held: 1/31/78
Filed: 3/6/78

(Robert F. Burns)
Soentnry of State

Attest: A true ropy
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Bemg pregnant with you was one of the most beaytiful and
weird experiences | have had, and to bring it to a climax in a
hospital, drugged and intimidated and frightened and at the
mercY of the medical profession was tod0 much for me to

handle. That's why | decided to have you at home....

A mothers letter to her infant



Anne Gardon
Research Assistant
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Preface

During a series of Fall 1979 meetings, the Maternal and
Child Health Nursing Consultants of the Mlchlgan Depart-
ment of Public Health identified a trend toward increasing
home deliveries as an area for public health concem. It waS
from those meetings that this study was conceived. _

Initially, only a small, informal survey was conducted. With
the help”of loCal public health nurses, a brief questionnaire
was_administered to women who had delivered at home in
975. The responses were thouqht_ provoking in light of the
advances made in the obstetrical field. As a’result, the need
was demonstrated for_an expanded, systematic study. This
was undertaken in 1977 and' is presented in this text.

This studY of planned home hirths benefited from the en-
couragement and assistance of many individuals to whom
we wish to express our gratitude. From the Michigan De-
artment of Public Health, R. Gerald Rice, M.D., Chief,
ureau_of Personal Health Services and Jeffrey 11  Taylor
Ph.D., Chief, Division of Maternal and Infant Health, sup orted
this project by their professional counsel. Also of the Michi-
gan Department of Public Health, Sheila Ward, R.N., Chief,



Maternal and Child Health Nursmtg, was instrumental in
identifying_home births as a relevanf focus of concern. Her
continted”interest, critical su%gestmns_ and provocative ques-
tions encouraged us to expand the brief, informal study to a
more comprehensive project. _

We are also grateful to Professor Murray Wylie, M.D., De-
partment of Health Planmn_? and Administration of the School
of Public Health, University of M|ch|?an, and to J. Robert
Willson, M.D., Department of QObstefrics and _G}{necoIOﬁy
University of M!ch|gan Medical School, for their though Ul
comments in reviewing this manuscript. - o

Anne Gardon provided the research assistance to this prpgect.
Her efforts in developing the codebook, in. the coding itself,
in writing an annotated hibliography and in assisting”in the
analysis 0f the data and the preparation of this manuscript
weré invaluable. Her critical insight and keen Rerceptmn pro-
vided a real chaIIenge,and made working with her a profes-
sional and personal deligh

f.

From the Michigan 8epartment_ of Public Health, George
Van Amburg, Chief, . Office of Vital and Health Statistics,
and Janet Eyster, Chief of Technical Services, supported the
roject from_ its ‘inception. In addition, Statistician Dennis

odson provided considerable assistance in sampling and data
management. His prompt response to innumerable requests
for computer printouts greatly facilitated this project.
. Qur field interviewer, Jane McNamara Ronk, was untiring
in her efforts to contact and locate respondents. We are very
appreciative of her perseverance in conducting the interviews.
Additionally, the public health nurses who participated in the
preliminary study contributed significantly to the Initial effort,

Throughout the study period we have been fortunate to
have thé expert secretdrial assistance of several eoPIe but
especially of Mary Jane Belsito. We arc grateful for her
efforts in preparing numerous drafts during”the completion
of the manuscript.

Finally, we wish to acknowledge and thank the many families
\t/\r/]ho were interviewed and whose responses are the basis of
IS SUrvey.
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INTRODUCTTION

Most births in the United States occur in a hospital, but this
has not always been the case.In 1935, only about 40% of all
deliveries took place in a hospital _br 1978 the rate had in-
creased to over 9%. This substantial growth in the number
of hospital deliveries has been the résult of a determined
effort on the part of health care professionals. Their convic-
tion that a hospital is the safest place to deliver is shared
widely. by the "American Publlc. The increase in hospital
deliveries” has been paralleled by a decline in maternal and
infant mortality due, at least in" part, to the supervision by
health care professionals and the increasingly sophisticated
obstetrical technology which characterizes the hospital.

. In spite of the strong preference for a hospital, a small yet
increasing number of women are electing to deliver their babies
at home.” The National Center for Health Statistics l(1978)
reports a recent substantial increase in the number of home
deliveries. . In Michigan the percentage of out-of-hospital
births has increased ffom 0,21% of all births in 1970 to 0.41%
of all births in 1973 (see Appendix A). Similar increases arc
reported for other slates. This small yet important trend has
been interpreted as a growing preference for home confinc-
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ment as, distinct from an increase in the number of emergency
home births. The movement has been met with surprise, and
concern by most health professionals. When one considers
the extensive efforts of the preceding decades to make hospital
facilities available to every pregnant woman, their concern
IS understandable. This present Study of planned home births
was_undertaken in an effort to understand the preference of
families for home births. Before. presenting the survey results,
the current thinking on home births is briefly reviewed.

The American College of Obstetricians and Gynecolog;sts
(ACOG) has been outspoken in its criticism of the home birth
movement and has adopted the policy that

labor and delivery, while a Bh sioIo?ical process, clearly
presents potential_hazards to both mother and fetus before
and after birth.. These hazards require standards of safety
which are provided in the hospital setting and cannot he
matched in the home situation.0

ACOG has been so concerned over the increasing interest in
home births that it asked all state health d_ePartments to collect
statistics about the number of home births and deaths as-
sociated with out-of-hospital deliveries. In its analysis of the
information received, ACOG argued that mortality rates as-
sociated with home deliveries are several times higher than
for hospital births. .

A studK,of home births in North Carolina (Burnett, et. al,
1977?, which included a control %ro_up of hospital deliveries,
concluded tentatively that home delivery for some women is
associated with increased risk. The neonatal mortality rate0°
for home births in the study was computed to be 35 per
thousand, while that for hospita deliveries was 5 per thousand.
E_merY (1973) reports several mortality measures for Califor-
nia, all indicating high rates for home births. Neonatal mortal-
ity for 1973, for example, was 10.2 per thousand for the state
and 17.8 for out-of-hospital births,

0 "Statement on Home Deliveries." American College of Obstetricians
and Gynecologists statement of policy as issued by the executive board
in May 1975 and reaffirmed in 1976.

°‘® Neonatal mortalitg rate is the number of deaths during the first 28
days of life per 1,000 live hirths.



In order to interpret these statistics accurately, it is neces-
sary to examine what is_being measured. While'it is essentjal
fo assess the risks associated with home delivery, it is equa_II?]/

~important that the risks measured are .those associated wit

jpplanried/ as distinct from' unplanned,’ home deliveries! \We
need to know whether home deliveries that occur out of choice
are more dangerous than those that occur in a hospital. The
subject of emergency out-of-hospita! births and the un-
doubtedly high risk asSociated with the~i is a separate concern.

Unfortunately,-statistical analyses hased on birth certificates
cannot differentiate. between élective and unplanned home
births, Birth certificate information distinguishes between
hospital and out-of-hospital births and, within the latter
cate o_r}/, between births that occur in the home of the mother
and Dirths that occur in other locations outside of a hospital.
But there is no pate?ory on the certificate that states whether
the out-of-hospital focation was or was not planned. _State-
ments by ACOG and findings by Burnett, et, al. (1977) that
Infant m_orta||t>{, rates0 for Rome births are higher than those
for hospital deliveries are baSed on birth certificate informa-
tion and, therefore, do not measure the risks associated with
Rlanned home births. They are a combined measure of the

azards of planned and unplanned home confinements. Given

the lack of distinction between planned and emergency home
births, comparisons of home and hospital births based on birth
certificate Information are |Ik(_3|?]/ to yield mlsleadm% findings
about the risks associated with planned home births. One
would expect emergency out-of-hospital births to be more
dangerous than planned ones, causing the combined measure
of neonatal mortality to be high. For example, an analysis of
the mortality statistics of home births indicates that low birth
weight and prematurity are common. These are more likely
to be associated with emergency home births than with those
that are Planned._ In order to distinguish the mortality rates
specifically associated with planned home births, data other
than those obtained from birth certificates are required.

In a study of home births using the medical records of five
home birth services in Northern California, Mchl, et al. (1976,

* Infant mortality rate is the number of deaths in the first year of life
per 1,000 live births.

5



P. 82 calculated a perinatal mortality rate® of 9.5 per thousand
or the study population which compared favorably with the
rate of 20.3"per thousand for California as a whole. These
figures include information on women who began labor with
the intention of delivering at home but who had to be trans-
ferred to the hospital because of complications. This is an
|mPortant point, for a complete examination of planned home
births should include all women who enter labor with the in-
tention of delivering at home and not only those who do
actually deliver at home. anorm? the women who had to be
taken to the hospital would only partially present the ex-
perience of worn ;n who choose home birth. _

Mehl (197C, p. 1) concluded that for a self-selected, medi-
cally screened population, home delivery can be a reasonable
alternative, Yet, as he himself is ready to admit, more studies
are needed before the home birth phenomenon can be fully
understood. Meld's work is a valuable begmnm% on the study
of ?_Ianned home births, but an examination of the experiences
of five home delivery services does not provide representative
information about planned home births, even in California.
There also are difficulties with the reliability of a retrospec-
tive chart review which uses recordings made by different
t?;pes of health care providers. Moreover, it cannot be assumed
that all women have the sup\oomve health care facilities that
existed for Mold's study population.

As home births are increasing, it is important to carefully
examine the risk factors and to determine whether there are
conditions under which elective home confinements are safe
for both mother and child. It would indeed be useful, as
Annas (1977) suggests, to establish a national demonstration
project to test the proposition, advanced by the supporters of
alternative childbirth, that home deliveries are cheaper and
safer than those occurring in a hospital. For a valid comparison
of the risks of hospital versus planned home births, one would
want a sample of women with a wide range of characteristics
to be assigned at random to a home birth or a hospital. Further-
more, the experiment should include controls for the type of

° Perinatal mortality into in the State of California is neonatal deaths
per 1.000 live births plus fetal deaths per 1,000 live births.

fi



services provided under each treatment. Planned home births
can take place under avariety of circumstances: under medical
su?erwsmn with pre- and_Post- dehvery attendance of a nurse,
with a lay midwife or without the attendance of any health
professionials, Variations also exist in the type of ‘hospital
settm?. Such experimental research would bé extraordinarily
complex and time consummﬁ; but it is important to recognize
that in the absence of tightly controlled studies, conclusions
about the comparative risks of planned home births versus
hospital deliveries will always remain tentative in character,
, Althou?h the comparison of risks is important, it is equally
important to understand more thoroughly why an increasing
number of women decide to have a home confinement. Some
proponents of the movement view the increased interest in
elective home births as an exP_ressmn of growing consumer ¢on-
sciousness and as a new willingness to assume responsibility
for the ma,nager_nent of one’s own health. Choosing a home
birth also is Delieved to represent a g,reat,er concein for in-
volving the fathers and family in the birthing experience, for
maintdining close contact hetween newborns and their mothers
and for providing a nurturing, supportive atmosphere to both
mother and newborn. Oftenit stands for an explicit rejection
of the technology-dominated atmosphere of a hospital and
Its mechanistic, |mﬁersona,| rocedures. But while the broad
Ehnosophy of the home _birth movement has become widely
nown through a growing number of popular articles and
books and through the representatives of several organizations
with a focus on dlternatives in childpirth, there is, nonetheless,
very little known about the type of people who chogse home
birth and their actual reasons for avoiding a hospital.
Literature reviews of socio-demographic characteristics like-
Wise leave some unqertaml?/ as to who elects home birth. In
her study of the attitudinal profile and social background of
1300 home birth parents in California, llazcll (1974, p. sy con-
cluded that couples who plan a home birth are average {)eo7ple
with middle class lives. Kendall (1972) and Edwards (1.973),
on the other hand, iiave associated the home birth movement
with the counter-culture. In Burnett's (1977) North Carolina
study, sow of the mothers in the sample were black in contrast
to a black population of 22.9% in North Carolina as a whole.
Even taking into account that the study population in North
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Carolina included both emergency and planned home births,
this, racial composition differS from the predominantly white
Californians reported by Hazell (1974) and Mehl (1976). It
may be that the reasons for choosing a home delivery vary by
social class and region and that the health consequences of a
home hirth differ accordmglﬁ. However, the only two major
research projects on planned home births have been conducted
in California and we know reIa_UveIg little about planned home
births in other parts of the United States. _

The relevance of economic factors should also be determined.
With rising costs of hospital care and medical insurance, some
women may elect a home delivery primarily because they can-
not afford hospital care. If the thrust of the planned home
birth movement is_economically motivated, r?ohcy_ [eSponses
would have to be different in ndture than if the major reasons
related to a general rejection of hospital procedures and the
technical-medica] model. =

This report will R[esent findings from a study of planned
home births in Michigan in, 1976, Although the”outcomes of
deliveries are reported, this is not intended’'to be a comparison
of risks associated with planned home birth versus hospital
deliveries, The study's major purpose is to describe the
characteristics of wonen in Michigan who choose to deliver
at home and to understand the basis for their decision as well
as the circumstances of the birth. Insight into these issues w'U
permit both consumers and health Rrofessmnals to acquire a
common background of fact as they struggle to improve
maternal and child health.

METHODOLOGY

The study is based upon survey interviews with 74 women in
Michigan who had a planned home delivery in 1976. The
study “design and questionnaire were pretested in a small ex-
plordtory. Study conducted with women who had a home
delivery”in Michigan during 1975.

Sample Selection

The major goal in samplin% was to interview a sufficiently
large numberof women So that meaningful descriptive stntc-
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ments could be made about the exgerlence of women who
had a planned home delivery in 1976 in Michigan. Birth
certificates were used as the startmq point for the sampling
process because they provide the orily existing data base for
a study that seeks t0 be representative. However, since birth
records do not record whether a hirth was planned to take
place at home, but merely whether it did or did not take place
In a hospital, it was necessary to go th,ro_u?h a SCreening process
to determine which families were eligible for inclusion in the
study. This was accomgl_lshed by randomly samplln(T] certi-
ficates of out-of-hospital births. Then the selected parents were
contacted by mail and/or by phone to determine whether the
delivery was a planned home birth.

Contactm[q families selected through the random sample of
out-of-hospifal births was accompanied by mﬂor_dﬁﬂculnes.
Even though the telephoning was done both during the day
and in theevening, it was not possible to reach some peoplé.
In other cases, telephone numpers could not be obtained. In
a few instances, the physician listed on the birth_ certificate was
contacted to ascertain whether the home birth had been
planned. In general, however, the entire process was com-
Rhcategl_ ?ﬁ/ the fact that at least a year had elapsed since the
ome Dirth.

As a result of these difficulties, it was necessar)ﬁ to .o
through three waves of random selections of out-of-hospifal
birth “records in_order to meet the predetermined quota of
approximately 75 interviews. Moreover, births to” unwed
women could not be included in the studr because these
records were confidential in Michigan at the time of the
sampling and were unavailable for study Burposes. .
~ Since 123 of a total of 539 out-of-hospital births in Michigan
in 1976 were to unwed mothers, the basic universe of the
sample was 416. Of these, 276 certificates were selected in
three successive waves of random sampling. A total of 163
women who had delivered out of a hospital could be located,
the remaining 113 were not traceable. After telephone con-

As a result of letters written to tlie families of our sample, several
lengthy replies were received from couples who had moved out of
Michigan since 107&3. Two of these letters are quoted in full in Ap-
pendix 13 These letters reflect the receptivity of many people to our
Interest in home hirths.
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tacts with these 163 women, 74 qualified as having had a
Planned home birth and were interviewed while 76 indicated
hat their out-of-hospital birth had been involuntary. The
other 13 women were eligible for interviewing but refused.

Interviewing

One female interviewer conducted the entire field work,
thus assuring maximum_ uniformity. and consistency of inter-
viewing. . In addition to instruction’in mterwewm% techniques
her training included review of the 1975 home birth studr and
basic instruction to understand the process of pregnancy, fabor,
delivery and the various complications that ma}/ arise” in con-
nection with birih. The interviewer also partha ed in the final
staﬂe of developing the questionnaire and, herebY, became
well acquainted with the goals and purposes of the stud;.
Interviews were conducted between June and September 1977,

Although 13 respondents refused to participate in the study,
the interviewer was generally well recelved b_¥ the participants,
in many instances, With thé warmest hospitality. For many
womenthe interview seemed to be a welcomé opportunity
to sOPeak with another adult during the day or to have a chance
to discuss personal problems. Many people were excited and
anxious to tell about their birth expérience. On the, other hand,
several did not seem to care one way or another if they were
interviewed. They answered all thé questions but gave the
impression of being uncomfortable and looking forward to the
end of the interviw. Some respondents were suspicious that
“the state” was interested in them and their home birth. One
woman, for example, asked if her child's behavior and develop-
ment would be followed through school. A magor difficulty
with the interviewing was Iocatln%the respondents’ residences
which were located throughout the state.

The Questionnaire

The initial version of the questionnaire was based on the
exploratory study of 1975 home births. It was revised tq ac-
commodate moré open-ended questions in the hope of eliciting
detailed information on the reasons women chose a home de-
livery. |t was pretested in the Lansing, Michigan area and
finalized in April 1977 (see Appendix D



HOME BIRTH PARENTS

Since the decision to have a home birth stands in stark
contrast with the societal 1 orm that women who are about
to qlve,bwth belong in a hospital, it seems plausible to expect
that this decision is made by a group of people who have
rejected emstmg social norms ‘more generally. Kendall (1972)
has argued that home birth farents are part of the commune
culturé, whereas Hazell (1974, p. 8) concluded that the major-
ity of the women who deliver at home are “quite average
[[)eople,_” and that only ten percent of them are members of
he “hip” culture. Qur study reveals that the home birth
parents come from a variety of socio-economic, educational
and religious backgrounds, but almost all are white Americans.

INCOME AND HOSPITAL INSURANCE

The average income of the home birth parents was ?16,770
as compared to a $15,258 average family income for the
state of Michigan.0 Almost 20% of the families in the sample

° Michigan average income was obtained from U.S. Department of
Commerce, Bureau of Census, "Household Money Income in 1975,
by Housing Tenure and Residence for the United States, Regions,
Divisions and States” (Spring 197G Survey of Income and Educatlong,
Current Population Report, Series P-(50, Consumer Income No. 108,
November 1977, prepared by K. Apple.
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earned less than ?8,000 (Table 1]1. Two-thirds of the respon-
dents had hospital insurance. As Table 2 indicates, Jow income
IS associated with lack of hospital insurance, but the relation-
ship is not strong.

. - TABLE 1 _
Family Income Distribution of Home Birth Parents

Income Bracket Number of

Dollars Per Year Respondents Percentage
1,000-3,999 3 4.0
4,000-7,999 11 14.9
8,000-9,999 8 10.8
10,000 - 12,999 13 17.6
13,000 - 19,999 20 21.0
20,000 - 29,999 10 13.5
30,000 - 49,999 2 2.1
50,000 and over 5 0.8
Not ascertained 2 2.7
Total 74 100.0

TABLE 2

Parents' Income by Hospital Insurance

Parents Imvc hospital insurance

Income Yes No Total
Number Percent  Number Percent  Percent
Less than $8,000 5 35.7 9 04.3 100
$8,000-$12,999 12 57.1 9 429 100
More than $13,000 31 83.8 0 10.2 100

Not ascertained

RACE

Respondents were essentially homogeneous in their racial
background. One oriental and four black women were among

12



those interviewed. Hazell (1974, p. 9) viewed the absence of
hlack women in the home birth movement in California in
light of their broader aspirations.

Black people are beginning to be found in childbirth classes,
but they are upwardly mobile and tend to opt for the “best
Physmlan and hospital available, This tends to mean that
héy have the modal American birth, leaving responsibility
for manzlalgement to doctors, nurses and “other hospitdl
personnel.

One would expect this statement to be_true for black women
with higher incomes. Black families with low incomes, how-
ever, may well choose a home delivery for economic reasons.
This study cannot provide evidence for this point since there
were only four black women in the sample, none of whom had
an inconie below $8,000 per year.

In mterpretm% the racial and other social characteristics of
the women in the sample, it should be remembered that the
sampllnP conditions maK have introduced a bias whereby
people from minority, ethnic or lower socio-economic groups
were underrepresented. For example, out-of-hospital births to
unwed women could. not be included in our sample for legal
reasons, but the racial and educational distributions of this
group are known. Of the 123 such hirths in Michigan, 65
were to black women and 58 were to white women. This stands
in marked contrast to the racial distribution of the study
population, Also, the unwed mothers were generally less
educated than the planned home birth mothers. . Fifty-two
percent of the unwed women had not completed high school,
compared to 107. of the stud}/ population. Of course, it is not
known how many of the out-0f-hospital_births to the unwed
mothers were planned; but oven assuming that only a small
percentage were planned home births, the social characteristics
of the study population would have been significantly different
had they been included.

RESIDENCE

The majority of the women in the sample (42) had spent
most of their lives in an urban area and 52 had lived primarily
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in Michigan. Nineteen women previously lived in_ other parts
of the United States and three in foreign countries. At the
time of the interview, respondents weré distributed gver 26
counties in MIChI%an, with the heaviest concentration in Oak-
land, Wayne, Ingham and Kent counties.

RELIGION

Almost one fourth (16) of the respondents said they had no
religion. Qver half identified with either Catholic “or Prot-
estant _rehglons, or they slmp]ly indicated that they were non-
denominational or Christian. The remainder were members of
religious groups such as Jehovah's Witness, Christian Science,
Divine Light Mission and Church of God. It Is noteworthy
that some of these religions reject certain forms of modern
medical and health care.

EDUCATION

The home birth {)_arents had generaIIY achieved a fairly
h|(f1h level of education. The majority of the husbands had
atfended at least one to two years of college, and 46% of their
wives also were college educated. The sgcond Iar%;est group
consisted of those who had completed high school, A ‘small

group, 10% of the mothers and 5% of the fathers, had not com-
pleted high school.
- TABLE 3
Education of Home Birth Parents
Educational Level Mother Father

Numbher Percent Number Percent
Some hiﬁh school 8 10.8 4 5.4
Hi?h school completed 32 43.2 29 39.2
College and beyond 34 46.0 41 55.4
Total 74 100.0 74 100.0

AGE

Almost 79% of the respondents were in their twenties, 28%
were between ‘and % years old, and the balance was either

it






FACTORS INFLUENCING THE

DECISION TO DELIVER AT HOME

PREVIOUS HOSPITAL DELIVERY

. Most of the women (44), in -the samPIe had delivered a child
in a_hospital prior to their home delivery in 1976. Because
Rrevlous research had established negative reactions to the
ospital as a major element in the attitudinal profile of couples
who opt for a home birth gH,azell, 1974), it seemed important
to ask the respondents of this_study how they felt about their
previous hospital deliveries. The women had much to say in
response fo this open-ended question. Their answers can be
grouped into three bro~d categPrles: positive, tolerable and
ne?atlve hospital experiences. The majority of women (26)
fell'in the latter category, while 10 women réported a tolerable
and 7 a positive expérience (L not ascert_amedl). , _

Why do so many women react negatively to their hospital
experience? A loss'of control, which has several facets, was the
most frequently mentioned reason. To many, a loss of control
meant not being able to gartmlpate_m deCisions concerning
the conduct of their care. Some said it meant a loss_of dignity
and a failure to be recognized as an individual with unique
needs and desires. Addi |onaII¥, for some women loss of con-
trol meant an inability to actively participate in their own
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delivery. More specific reference to loss of control included
responses that they were Hwen medication when they did
not feel it was necessary; that they were “put down,” s the
respondents phrased 1t, for wanting to nurse: or that the
were left unattended in lapor. As can be seen from Table 4,
resentment of the institutional atmosphere of the hospital is
mentioned more frequently than resentment of physicians,

TABLE 4

Reason for Negative Fe_eI\ngs About Hospital Deliveriest
YMuInp e Responses)

Respondents Citing Reasons

Number Percent

Loss of control due to

hospital procedures 28 63.6
Separation from haby 24 54.5
Impersonal, non-supportivc

relationship with *staff 20 455
Dehumanized, assembly-line

hospital atmosphere 14 318
Separation from husband 8 18.2
Resentment of doctors 8 18.2
Hospitals are for the sick 8 18.2

Total number of respondents who had previous hospital delivery 44

t Q: llow did you feel about your hospital delivery?

uotations from two women may give some of the flavor
and detail of the concerns which were expressed:

| felt like | was a sick Patlent and treated as such. | didn't
like the idea of taking the baby away at hirth. Babies need
the closeness of their mother,” The "people in the hospital
were Kind, but they were anti-nursing,0 so | didn't receive
encouragement when | needed it. The main, thing that
bothered me in the hospital was that their routines did not
allow me to be in the positions during labor that | found
comfortable. Instead of heing able to [ay on my side, | had

Anti-nursing here means against breast feeding.



to lie on my back. They believed in Lamaze so they let
my hushand into the labor and delivery rooms, But I"was
very lonely and forced to lie on my back for 22 hours. My
Pre%nancy and labor were normal so there was no reason
or the restrictions.

They were giving the baby supplementary formulas and
sugar water ‘when | was trying to breast feed. Hospital
personnel and doctors alike neéd to school, themselves on
nursing ._. . and be able to help and advise the n_ursm%
mothel. They. kept me for two extra days, _The¥ did no
respect my wishes as the mother of the child. They had
rigid standard procedures. My bed was next to the nursery
and instead of sIeeg_mg | Iag awake listening to the baby
cry. Instead of nursing” on demand they brolight the baby
on their schedule.

.What emerges from these answers is the fundamental con-
flict between the way the respondents view their role in the
labor and delivery process and the view of the patient that is
implicit in the organization of hospitals, These women feel
strongly that they understand the hirthing process and that
they are often a better judge of how to proceed than the physi-
cian or the staff. In holding this view, they are not arguing
that they are the experts and the hospital staff and physicians
arc not. However,_thek/ do view themselves in conflict with
the procedures which they believe exist for the convenience
of the staff or are anchored more in hospital tradition than, in
expert knowledge. Above all, the women want to be active
participants in what they consider a very crucial experience
In their lives, whereas the hospital staff ‘insists upon passive
submission, Most of the women walked away from a hospital
delivery with a deep sense of deprivation, as’if theE/ had been
E%%breg or}‘ something that they had reason to expect should be

Ir own,

THIS DECISION TO DELIVER AT HOME
llow do women who have chosen to depart from the %er]-
Sre%l,l ,Oar(]:gepted norm of delivering in the hospital explain their
ISion’
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Many of the themes that emerged in the women's replies
were similar to those mentioned In connection with the dis-
cussion of previous hospital deliveries. Dissatisfaction wi \
hospital procedures was most frequently listed. For examp.
respondents were e tical of hospital nursery practices that
seﬁarat_e the mother from her newborn. The argument that
a hospital is an inappropriate place to deliver a baby because
pregnancy is not a disease, and a distrust of doctors were also
mentioned here. But the decision to have a home birth was
not entirely based on a negative reaction toward hospitals.
The women who planned home births did so with much ap-
preciation for the emotional support of relatives and friends
which exists in the home. Furthermore, they wanted to as-
sume an active role in the birthing process. The importance
of exercising control and an emphasis upon natural delivery
figured prominently in the responses. For many women the
home was viewed as the most natural place to deliver a child.

| felt the hospitals were unwilling to make changes that
would permit the pregnant woman to have an active part in
the labor and delivery. | felt that childbirth should be a
natural process — not surgery.

Because of the previous hospital experience, | reaIIY wanted
to be able to control the deliver) in a normal relaxed
atmosphere. | wasn't relaxed in the hospital.

| wanted to have my friends and family with me duringi.the
birth. 1just feel more comfortable at"home. ... | believe
|r% rgJIomg things the natural way. It was easier to deliver
at home.

When asked why they decided to deliver their baby at
home, 21 women mentioned economic factors. For example:
've never considered any other way. | had seen a home
delivery with a midwife and a doctor and | thought | would
he more relaxed here. | didn't really have the money and
| didn’'t want to pay $2,000 unnecessarily. I'm healthy . . .
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and didn't anticipate any complications. After | did some
reading. | found many more reasons. | wanted to kee:p the
baby with me and breast feed: | didn't want to be hassled
by the nurses about it, When | thou%ht of the birth | en-
visioned the fam|I¥ beln% with me and a few frignds — not
making a big deal about it, | wanted my hushand to be
involved — as_did he— and | didn't forésee the hospital
agreeing to this.

My decision was a result of all the things. | went throuqh
in"the_hospital. Also the financial part. With my last. child
the bill was $1,500. | looked for quite a whilé to find a
doctor who would deliver at home. | called all over . . .
and they all acted like | was crazy. | had talked to some-
body in the conﬁreganon,wh_o kriew someone who had a
doctor who did home deliveries. Finally I found a doctor
when | was seven and a half months preﬁnant. Havm(I; a
R_argy at home is natural. The other children accepted
m. . ..

|t is apparent from these answers that financial concerns were
among many issues in the home birth decision. Their im-
portance, as’ compared with the other factors, is difficult, to
establish. It should also be pointed out that a direct question
about the importance of financial factors was not™ asked,
Instead, there was an open-ended question about the_general
reasons for the home birth decision. This was done i order

TABLE 5

Parents’ Income by Importance of Economic Reasons
for Hlome Hirtli Decision

financial Factors Given for lionic Hirtli Decision

Income Yes No Total
Number Percent ~ Number Percent  Percent
Less than $8,000 3 21.4 u 78.0 100
$8,000 —$12,990 0 28.0 15 714 100
More than $13,000 12 32-1 25 07.0 100

Not ascertained 2
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to avoid suggesting answers. It may well be that some women
chose not to mention economic issues even though they Ia}/ed
a role in their decision. People may have been hesitant to
mention financial reasons to a stranger, More important,
women may have forgotten that economic reasons were an
important component in this decision which they themselves
have increasingly come to view in terms of “either their
criticism of thé "hospital or in terms of the importance of
assuming active responsibility for the delivery.

In reflecting about the importance of economic factors in
the decision t0 deliver at home, it is worthwhile to again refer
to the incomes of the respondents. With more. than half of
the families earning over $13,000 per year, it is difficult to

TABLE 6

Reasons for Home Deliveryt
(Multiple Responses)

Reasons Number Percent

Dissatisfaction with hospital
Frocedures and routines, and
0

ss of control in hospital 49 06.2
Emphasis on comforts and

emotional security in home 40 54.1
Desire to he close to and/or involve

family and friends in birth process 39 52.7
Wanted natural birth, 110 drugs,

no intcrvcii‘ion 34 45.9
Control in the hi.!- Erocess (either

loss of control in the hospital

and/or positive control at home) 33 44.0
Desire to care for infant 28 37.8
Economic factors (e.g., no insurance) 21 28.4
Hospital is for sick people and/or

concern over infection 19 25.7
Resentment towards or distrust

of doctors 10 21.0

Total number of respondents 71

t Q: WlIiy did you decide to deliver at home?



explain the planned home birth phenomenon entirely in terms
of poverty. "Moregver, there is no statistically significant rela-
tionship between income and the reporting of financial reasons
in the decision to deliver at home. That'is to say, women in
the higher income brackets are just as likely as those with lower
incomes to mention economic factors.  Therefore, it can be
concluded that althugh the cost factor is certainly an element
in the decision, it doés not appear to be central’to the deci
sion to avoid a hospital.

THE DECISION-MAKING PROCESS

When did women decide to have a home birth and who
participated in or tried to affect the decision? Thirty-seven
women made the decision to deli.-ur at home during the
pregnancy which lead to the 1976 home birth; 30 decided at
an earlier date, either before their first preﬁnancy (12), dur-
ing a previous pregnancy (12), between the last and recent
pregnancy (6) or Quring previous labor and delivery (3).

Given the emphasis which women placed on the_ role of
family and friends, it is mt_ere_stm% to know who participated
in thé decision. In the majority of cases (65) the father was
involved, but the woman ‘generally suggested the idea first
(44 instances). In 43 cases, othersencolraged the home de-
livery— friends primarily (34), but also Telatives (15), a
physician or other health professional (6).

Although encouragement from others was forthcoming, ef-
forts to discourage the woman from delivering at home ‘were
even more frequent. Sixty women, or 8%, Said efforts had
been made to discourage them from having a home birth. A
variety of specific concerns were expressed in the attempt to
discourage women — fear of complications during hirth, con-
cerns over the safety of the mother or the child — mdwatmg
that some of the relatives, friends or health professionals wit
whom the respondent was in contact considered the risks of a
home birth to he extensive.

Most of the women (59) knew someone who had had a home
dehve%and 15 had aftended a home delivery other than their
own. Ascan be seen from the following quote, knowing some-
one who had delivered at home can be an important élement
In idle decision making process.
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One reason for our home birth was that we didn't have
insurance and hospitals are expensive. After we talked to a
woman who had two babies at home . . . she recommended
a couple of books and reading the books we decided to have
the baby at home. My motheér had 14 children at home and
no complications. Knowing that helped me to decide.

The experience of an older relative who delivered at a time
when home births were still common and the experience of
contemporaries who chose a home birth more_ recently seem
Important in mfluencm? women in their decision. This find-
mgl_stands in contrast fo Hazells (1974|) observation in one
California study in which members only occasionally knew
others who had"a home birth.

TABLE 7

Who Discouraged Home Delivery* (Multiple Responses)

Respondents Who Cited
Sources of Discouragement

Who Discouraged Home Delivery Number Percent
One or more members of

mother's family 26 43.3
Friends 23 38.3
Physician 21 35.0
One or more members of

father's family 18 30.0
Everyone 12 20.0
Nurses or other hospital personnel b 10.0

Total number of respondents who received discouragement 60

t Q: Did anyone discourage you from having a home delivery?

RISKS

. How do women who have delivered at home view the ques-
tion of risks? As can be seen from Table 8, the attitudes of
the women in the samPIe can be distributed along a con-
tinuum. At one end of this continuum are those women who
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state definitely that thefe are risks in home defivries—{16+
at the other extreme are those who state that there are fewer
risks in delivering at home than in the hospital (18). In
between these extremes are those respondents who are of the
opinion that there are risks if (a) the woman has not received
prenatal care or (b) during Prenatal care, the pregnancy is
diagnosed as problematic. Others state that the decision to
deliver at home has to be based on individual circumstances
or that there are no special risks unigue to a home birth. On
the whole, most women do not feel that there are major risks
attached to delivering at home, especially if proper steps have
been taken to ascertain potential problems through prenatal
care. These answers are not surprising. If women perceived
major risks, one would not expect them to make a decision in
favor of a home confinement. Moreover, by definition, onl
those who successfully completed a home birth were survekle .
Women who planned a home delivery but had to go fo a
hospital because of meyor complications during labor or de-
livery are not included in the sample. One would expect
women who had complications to be less sanguine about the
risks involved in a home birth. Perception of risks was not
related to level of education,

TABLE 8
Perception of Risk
Perception of Risk Number of Respondents  Percent
There arc risks in home deliveries 16 21.6

Yes, there are risks if pregnancy
is diagnosed as problematic or

if no prenatal care 15 20.3
Decision has to be hased on

individual circumstances 8 10.8
No special risks unigie to

home deliveries 1 23.0
Fewer risks at home than

in the hospital 18 24.3
Total 74 100.0
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In symmary then, there were four major reasons that led
to the decision to deliver at home: a strongly negative orjenta-
tion toward a hospital, a commitment to anactive role in the
birthing process, a desire for emotional support from relatives
and friends, and economic reasons. Not one, but several of
these concerns Influenced the decision of each woman. The
husband played a major role in the decision, and many
resRondents new of others who had elected a home delivery.
Although relatives, friends and occasionally health Profes-
sionals cited the perceived risks of home births in attempts
to discourage. respondents from their decision, most of the
respondents did not view-risks in the same light.

These results capture the major concerns of the women who
decided not to deliver in a hospital. Being survey results, they
cannot ortraY the depth and full flavor of the women'’s con-
cerns. One of the respondents provided a copy of the letter
which she wrote to her newhorn baby. She”describes the
circumstances of her birth, touching upon many of the themes
which have been discussed.

LETTER TO SASHA

Dear Sasha, Iittlestrong baby, you Ve made it pest one week
of lie. Your first attcal week, and it looks like you Il he
around for a while.

AV ten o&lock came around tonight, 1 recalled kst Thursday
when contractions of my uterus toldme you were going to be
borm son. The cotractions had begun at about two iIn the
afternoon, weak and sporadic at first, then growing in rhythm
and intesity, slody, progressively. All the while | tried ©©
igore them-No, I not ready yet, this canT be the real
thing, 1S o soon, | haven Tgained enough weight yet, ith
be loo srall. And on and on like thet all aftermoon and eve—
ning while 1 did laundry and typed on some work 1 had
brought home.

But you kept coming, getting more and more ready to be

bom whether or not | was ready. | was scared, too, would
everything be okay, pleae, | need more time to thirk things

over, get ready inmy head.



But the body Is ready even if the mind is not quite. By
ten o Clak, after visiting with your then ucle-to-be, and my
roommate, and getting some calm and quiet around here, |
Tlipped into being relaxed. Mellow and relaxed- like 1 cant
be anywhere but at home. The fear left as the time went on.

You were bom in your home, Sasha, an unusual thing the
year you were bom forwomen teven consider. Cant imagine
except in a nightmarish way how things will be when and if
you even decice to have a child. But in 1976, hospitals, along
with much of everything are pretty messed up. Things are
backwards—health s siddess, peace is war, honesty B s,
loe s hut. But hospitals are particularly messed up, and |
didntwant t bring a child into the world in a cold, Sterilke,
gem-infested, profrt-orientsd, inpersonal, inhumane place that
a hospital B

Being pregnant with you was one of the most beautiful and
weird experiences | have had, and t bring ittoa climax ina
hosprtal, drugged and intimidated and frightened and at the
mercy of the medical profession was to much for me ©
handle. ThatSwhy | decided to give birth to you at home. 1
hope that 1tS a commonplace practice by the time you can
read this, that women get control of treir heads and their
bodies to know that they can do it That giving birth Is/can
be a warm, persoal, intense experience to share with people
you love rather than to endure or escape from-or be “duick
and painless, easy and efficiatt,” Tike the doctor tried to Elime.

Well, by ten oClock my midwives had come and visited and
made some preparations and timed some of my cottractias,
which were now five minutes agpart and a full minute long-
strong and regular. 1 thought | was in the early stage of labor
and ithad all really just begun until the midwite did a veginal
exam and told me | was six centimeters dilated (about four
more 1 go) and that she could feel your head, and the hair
on it | buf;t Ino tears Wherr]yl;m said ﬂat—ﬁaarsgqu&

INess, , excitement, everything at once. She said you
Itg%om ina few hours! k& 4

1 began to make some phone calls between my contractions
o people 1 wanted to share the news with or ask to core.
My friendand your aunt, who was excited and nervous at first
but calmed down and watched and helped. My mother, who
was also very nervous and frightened by wlial was happening.
She didn Tagree with my decision to birth you at home hbut



didn T come down on me or try t scare me out of it -itS
your decision” she said, “you know wluit$ best for yourself””
I hope 1 can be that way with you sore. day.

Your father had come back from a meeting which 1 had
talked him (;nto going eet1ierhmr?i\/e the contractions and
me time and space to get our rhythm together.

Your birth here was about the most beautiful thing I could
have imagined, if I had been able to imagine i, which 1
hadn € The house was warm and filled with peaple and con—
cem and support and love for both of uis. Most of my labor
was dine Ina confortable big duair in the living room, talking
and drinking tea between times, making phone calls and
feeling better and better about your coming. When the con—
tractios became more intese, we moved into the bedroom
which had been made ready with extra dects, a plastic sheet
a few days earlier and lest minute preparations by our friends
which I wasn Tmuch aware of. 1 changed into an old yellow
nightgown and my sister helped me change my socks-didnT
lilke the short blue socks 1@ been wearing all day, so 1 changed
10 beige knee sodks, a concession to venity. By the time your
birth came, the nightgown had been shed and 1 wasn T even
aware of the sods.

The room was filled with people who came inand out dur—
ing the next few hours. They watched and breathed with me,
encouraging my effortsand tellig me what a good jab | was
doing. 1 wasn Taware of the goodness of what | was doing
Just thet | was doing what my body was telling me needed to
be done. Breathing and relaxing and panting and relaxing and
nothing else was on my mind.

Itall happened much quicker than 1 thought itwould. The
contractions had become more and more imtense but | was
slaying with them. Then, all of a sudden my body did some—
thing very differett-it really took over for the firal big
pushes. Fell like 1 was going to take a huge crap whether |
liked it or not and you would explode into the world. Then
the harder work began. 1 could feel those pushes so clearly,
could help them along by holding my breath and concentrating
on pushing down uital I would feci some buming and ket wp,
relaxing my muscles in the pelvic floor and warting for the
next contractions t come. Those pushes had brought your
head out and during the relaxing itwould slip back . There
were a lot of cheers from everyone watching when your head



came out and sigs when rtwent back n. But itkept coming
further and further with each one, and after six or seven of
those heavy aontractions, | felt that your head was almost all
at

I couldn Tsee your head emerging like everyone else could.
I was feeling all the sensatians, concentrating fully on what
| was doing. Such a beautiful cheerful sigh filled the room
when your head was completely autl You were bom with a
cowl over your head— I told that$a sign of psychic power.

The next contraction brought out your arm ad- then the
rest of your body. My friend said your hand and arm came
out and up like a gesture of greeting. | looked down between
my legs, opening my eyes at kst, and saw your little head
looking all around ad- your eyes, 1 swear, checking out the
new world youd come into.

You went through a struggle coming and staying in this
world the first week of your life. You were so tiny we didn T
know 1Fyou would survive. Even considered taking you to a
hospital where they would have put you inan incubator and
probably fed you artificial milk and kept you away fram- me
utal you had gained a few pounds. 1 almost did It, as much
as | didnTwant you or me on the insice of a hospital. But
| wanted you o survive, Sesha, and | would have done what—
ever was necessary. Decided to keep you at home, do all we
could for you here, before taking that big step and tuming
you over t a hospital. We incubated you in the bedroom. |
Ted you every two hours whether you wanted itor rot, kept
a record of all that went in your body and came aut, weighed
you aostaitly, held you and gave you every encouragement
I could, day and night for almost a week. And you thrived,
Sasa, grew bigger and stronger and more alive each day.

You are now almost two weeks old ad- weigh over five
pounds and have a hebit of slegping most of the day and slay—
Ing awake most of the night, a hebit you pided, up from your
mother. Your baby uterire skin is almost all peeled away,
you e growing eyelashes and your lung capacity has increased.
You cry much louder than a few days ago. And you ke aut
little squeaks and smiles and giatt burps. You seem peaceful
and contented most of the time (not so sure about myself these
days but thet has more to do with me than you.) Yot give me
much joy just looking at your peaceful sleeping face and know-




Your Mother .
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OBSTETRICAL HISTORY,
PREPARATION FOR HOME BIRTH
AND CARE DURING LABOR AND

DELIVERY

The “Letter to Sasha” illustrates a dramatic re{ectmn of
hosthaIs. In_deciding to nurse their premature infant at home,
Sasha's family was “assuming a tremendous responsibility.
Though this is an extreme example, its spirit is not atypical
of that expressed by many of the respondents whose decision
to deliver at home was often based on negative hospital ex-
periences. But did all the women take on”the respansibilit
of a home birth with the same diligence as Sasha’s mother
Critics of the home birth movemeént frequently state that
those ﬁehverm out-of-hosm}al are unaware %f the risks th%y
are taking. Would some ‘of these women nhave been cor-
sidered high risk cases because of serious complications duy-
Ing a previous pregnancy and delivery? In order to assess this
item, ‘the women ‘who participated in the study were asked
abouf their obstetrical background. ,

“Prior to the home birth i 1976, 14 of the 74 women inter-
viewed had experienced an interrupted pregnancy; 10 had an
involuntary abortion %mm_carrlage), 4 a voluntdry abortion.
No woman_reported having more than one miscarriage or
abortion. Since only womén with three consecutive Spon-
taneous abortions are considered habitual aborters, medical
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opinion would not consider them at greater risk than other
women. In the case of the voluntary abortions, information
about the month of the pregnancy in"which the abortion was
performed is not available and, thérefore, the risk factor cannot
accurately be wdged. |f the women had had their voluntary
abortions” in_the “second trimester, they maK have been at
greater risk in their 1976 pregnancy than other women.

For 19 women, the 1976 home hirth was their first delivery.
Of the 55 women who had previous deliveries, 28 had one
child, 15 had two children, 7 had three children, 3 women
had four children, and 2 women had five children. As Table 9
indicates, 36 of the 55 mothers who had children hefore 1976
had not experienced any complications during their previous
pregnancies or deliveries. However, 10 womendid report com-
plications during a prenatal period. These include two cases
of toxemia, one” ecfopic pregnancy and one instance where
problems resulted from " obesity.” Others described minor
Rroblems such. as spotting, mo_rnmg sickness and colds. Ten

ad complications during their labor and delivery: breech
presentation (2), face or posterior presentation (3), blue haby
(1), vomﬂmgz and delayed delivery of the placenta w TwQ
women reported complications during both the prenatal period
and delivery. While several of the” complications listed are
potentially Serious at the time they occur, most would not
necessarily redevelop in a subsequent pregnancy.

TABLE 9

Previous Pregnancies: Problems During Frcnntal Period by
Problems During Labor and Delivery

Problems During Labor

and Delivery
Problems During Prenatal Period Yes No Total
Yes 2 8 10
No . 8 36 44
Not ascertained 1
No previous pregnancy 19
Total 10 44 4
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Judging from their histories, most of the women in the
sample who had given birth before 1976 do not appear to have
been at greater risk than the ?eneral population.” The exceP-
tions to this are the respondent who cited obesity as a compli-
cation and the two grand multiparas. The 19 primiparas, of
course, did not have an obstetrical history which could con-
tribute tojudging risk factors.

PREPARATION FOR THE HOME BIRTH

There were several dimensions to the preparation of planned
home births on the part of the P,arents. Preparation may have
included any one or a combination of the folIome; prenatal
care, reading, childbirth preparation classes, special instruction
for home birth, physical preparation of the environment and
preparation for possible complications.

Prenatal Care

Prenatal care is essential if certain com,ohcanons N é)_reg-
nancy are to be recognized and appropriately managed. Sixty-
eight" women in our sample recognized the need for prenatal
care, although the type varied. Most women sought care from
medical phySicians; several others from gsteopathic physicians;
and three women, reported carc from_either a chiropractor, a
midwife or a Christian Science practitioner. As Table 10 In-
dicates, care from a medical physician was supplemented with
care from an osteopathic ph?/sman or midwife In Six instances.

The American College of Obstetricians and Gynecologists
has established guidelines for prenatal carc.

A normal patient should 8generaIIy be seen at least every
four weeks for the first 28" weeks ‘of [ore%nanc , BVery two
weeks until the 36th week, and weekly thereafter. Weight,
blood pressure, urma{ysns, he|?ht of fundus, abdominal find-
ings on palpation and character and location of fetal heart
tones should be determined at each visit.0

° From "Standards for Obstetric-Gynecologic Services”, Committee on
Professional Standards of the American College of Obstetricians and
Gynecologists, 1973-1974, p. 3p.
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TABLE 10
Prenatal Care Provider by Month Care Began

Prenatal Care Month Care Began
Provider Ist-3rd  4th-6th  7th-9th  Total

38 52

—_
ro

M.D.
D.0.
M.D. and D.O.

M.D. and midwife
Chiropractor

Midwife "
Cliristian Science practitioner
Not ascertained

I I
e | ] 1 ] 1o

— = o

,_‘
—~
=
=2

Total who received prenatal care 47
No prenatal care

Total

o> OO [N el N S NI NSy |

—
=

Almost 60% of the women ‘]44) who received prenatal care
had 10 or more visits and, hence, comﬁare uite favorably
with the ACOG standards, On the other hand, 22 respondents
(32.4%) reported having fewer than 10 visits. Obviously, this
constitutes limited prenatal care.

Table 11 shows the number of prenatal visits the women had
relative to the month of pregnancy in which the){ began
receiving care. While there is some relat|onsh|ﬁ between a
hIPh number of visits and early prenatal care, there are also
a few women who started prendtal care early but had very few
visits, These women may have encounteréd resistance from
health care providers when they discussed their plans for a
home birth, or ﬁossmly they may have had other negative
reactions to the health care system that influenced, their” deci-
sion not_to return. Emrcy's (1973, p. 2) discussion of why
there is inadequate prenatal_ care for women who plan a home
birth.in California may provide insights into what is happening
m Michigan as well.

Another difficulty experienced by many families seeking

;i tme births is the reluctance or refusal of established medi —

al care systems, such as clinics or private physicias, ©

accept or continue them for prenatal care If their wishes for
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home birth become known. Some wishing to approach de—
Inery with as much knowledge and assurance of their nk
status as possible choose to hide theb delivery plans.  Others,
attempting to be hoest, find themselves terminated from
care or subjected to corsicerable hostility and irsasitivity.
Many physicians, on the other hand, fear medicolegal Im—
plications if they are called int© salwa\ge a failedhome lato.
or birth. In this situation, the physician may have difficulty
esteblishing effective comunications with the fanily and
providing the needed, care in an acceptable manner, which
reinforces his reluctance t deal at all with families seeking
such altermatives. Frequently they face a family with whom
they have not developed a trust relationship and who may
present considerable fear or hostality toward the traditioel
medical establisment. Often, there has been too long a
delay in obtaining hospital care, no adequate history or
prenatal data s aailable, medical or surgical Intervention
may be needed. The fear of such an occurrence may have
prompted the choice for home birth in the farst place.

TABLE 11
Number of Prenatal Visits by Month Cure Began

l\é%r:tch Number of Visits AN°t

Began Under5 5-9  10-14 15-19 20 &over tained  Total
1st — 2 I 4 _ 1 14
2nd 1 5 8 4 4 1 23
3rd - 4 4 1 - 1 10
4th 1 4 2 - — _ 1
5th 2 I 4 - - | 8
flth - 1 1 - 2
7th 1 _ _ - _ - 1
8th 1 - - - _ - 1
9th 1 - _ - _ I
Unknown - - . . - 1 1
Total who

received

renatal carc 17 20 9 4 5 08

0 prenatal carc 0

Total 74
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This reluctance of the established medical care system to
provide care to women who have elected a home birth may
In part explarn the lower level of prenatal care received by some

of the respondents rSY)Mas contrasted with the_level of pre-
natal care re orted for rchr an residents in 1976 (see Table

InterestrngI%/ when tota care is reviewed, the percentage
o those havin Oor more prenatal visits is more than three
times as great in the home hirth grouE as in the total state
population. Those recervrn between 1 and 19 visits Is twice
as great in the home Dirth Ic&roup as in the total st-.ie Popula-
tiort (13.216, compared to 7.1% respectively). Reasons for this
may be varied. It may be attributed to recognition of the need
for“careful risk assessment for planned home hirths and com-
plrehensrve prenatal care in order to detect and/or avoid com-
plications

TABLE 12

Fre uencg J Prenatal Car(e for PIanneH Home Birth Samrrl aS

ompared to Prenatal Care for Michigan Residents, 1976*

Planned Home

Frequency of visits ~ nirth Sample Michigan Residents
for Prenatal Carc~ Number Percent Number Percent
No care b 8.1 923 0.7
Under 5 8 10.8 6,993 5.3
5-9 17 23.0 36,670 21.9
10-14 25 33.8 71,075 54.1
15-19 9 12.2 9,377 7.1
20 or more 4 5.4 2,213 1.7
Not stated 5 6.8 4067 3.1
Total 74" 100.1 131,378 99.9

* Information regarding Michigan residents obtained from the Office
of Vital and Health Statistics, Michigan Department of Public Health,
Lansing, Michigan.

Sixty-six (97.1%) of the 68 women who received Prenatal
care fiad their blood pressure cheeked at each prenatal visit
Sixty-four women (94.1%) reported that the fetal heart was



checked at least once after the fifth month of pregnancy.®
Fifty-seven womei. (83.8%) said their mine was checked at
every visit. These assessments are valuable in the earI)r detec-
tion of some complications of pre(l;nanc such as preeclampsia
or urinary tract infection. Promplt treatment of complications
can help reduce perinatal mortality and morbidity. The fact
that all'women did not have these assessments routinely may
be due to the varying_philosophies of the practitioners from
whom the women Teceived care.

. While the value of prenatal care is recognized by the major-
ity of women in the sample, the six women who _did not receive
prenatal care are of special interest, 'and it is important to
recognize who they are. All of the women who did not have
Rrenatal care had previously uncomplicated, easy births, Five

ad delivered In a hospital before 1976 and their descriptions
of the experience were fairly representative.

... | don't have anything against the medical_staff, but |
didn’t like my expériences in the hospital. Both of_mr
children wereborn half an hour after | got to the hospital.
| had no problems while pregnant, no problems in dellverY.
... In the hospital | felt uninvolved. You |ay on the table
and they do everrth,mg ... itisall very cold. "They iook my
child awa* and [ didn't see her for tivg days, | felt moic
comfortable at home. . .. After all, having a baby is not a
sickness or a disease.

The only woman who had not had a hospital birth delivered
her first child at home in 1975 and had been counseled by a
physician at the time.

Contrary to what one might expect, the lack of prenatal
carc among the respondents was not related to low educational
achievement or low income. All of the mothers finished high
school, at least two attended college and one did postgraduate
work. Of the six women not receiving prenatal care, one was a

° Durin% the interview, respondents were asked if anyone listened to
the fetal heart after the fifth month. They were not asked if it was
assessed at each visit nor were they asked if they had abdominal
palpation at each visit. Hence, it is not possible to compare this with
the ACOG standard.
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chiropractor, and one was a nurse. Moreover, two others were
.arried to health professionals, a chiropractor and a physician.
It is interesting to s?eculate why these women did not have
any_prenatal care. The women married to health care pro-
fessionals may have received care from_their husbands but
not reported it as such. The nurse and cliiropractor may have
felt they could take care of themselves.

Those not receiving prenatal care had varied incomes. There
were two low income families. One woman, who was separated
from_her husband, earned between $4.000— $8,000, received
Medicaid assistance and was Included in this group. The
second fam|lal had recent(l}y |mm|Frated from Korea and earned
between $7,000 and $8,000 yearly for a family of six, Neither
mentioned financial factors as motivating thelr decision. Two
other families reported eaming between” $13,000 and $20,000
and the fifth between $20,000 and $30,000. Finally, one family
in which both the husband and wife were chiropractors eamed
over $50,000. Interestingly, it was this family who mentioned
ft;n%rr]mal factors as influencing their decision to have a home

irth.

Four of the women without prenatal care took childbirth
Preparanon classes, ysually Lamaze. All of them read some
iterature on the subject dnd/or had special instructions and
“pointers” from friends who had delivered at home. The nurse
from Korea had attended other births in Korea. Several of
hterh relatives and her mother-in-law delivered their children
at home.

Reading

Reading is @ means by which many women in todag’_s society
take an aCtive role in preparing themselves for childbirth, and
the women in the sample wer no_exception. Almost all (68
of 74) did some reading in preparation for the birth. For some
this was a casual perusal of pamphlets and magazines0, but
most of the 68 read books such as Birth without Violence,
Childbirth Without Pain, Immaculate Deception, Common-
sense Childbirth and Thank You, Dr. Lamaze.

® One woman stated she became interested in the idea of a home bhirth
from an art|C|e In Vague Magazine.
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_In addition to reading, some women find prenatal educa-
tion cIasseshelzpfuIm preparing for childbirth. In the sample,
46 women (62.2%) attended such classes. The majority of them
(323 studied the Lamaze method. One woman attended classes
at Planned Parenthood, another at a feminist health center
and a third at the Childbirth Without Pain Association. A few
of the women had exposure to birth preparation in their pro-
fessional nursing education.

Special Instructions

In_addition to childbirth classes, some women received
special instruction for the home birth. These special instruc-
tions often Included a discussion of problems associated with
pregnancy, labor and delivery and, in each, case, growded the
woman with an opportunity” to ask questions. Some of the
Issues discussed were problems that may arise during the actual
blrth_(e.g., hemorrhaging, positions of the newhorn), those
associated with the newborn (e.q., apnea, respiratory distress,
prematurity) and the infant (e.g., birth defects).

Table 13 shows the _reIat,|onsh|?_ between the number of
women who had special instructions and the number of
women who, attended birth preparation classes. While 26
women received special instructions in addition to a_ttendmg
birth classes, 15 women. received only special instructions an
13 received no instruction of any kind.. In_19 cases, the in-

structor was a physician, in 9 cases, a midwife and in another

TABLE 13

Number of Women Who Attended Childbirth Classes
and Had Special Instructions

Respondents
Preparation Number Percent
Childbirth classes and special instruction 20 35.1
Childbirth classes 20 27.0
Special instruction only 15 20.3
Neither 13 17.0
Total 4 100.0
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9 instances, licensed practical nurses. Four others had instruc-
tions from registered nurses.

. Since 19 of the respondents were having their first baby,
it IS interesting to note their specific preparations in these
areas. Table 14 illustrates these preparations.

TABLE 14
Preparation of Primiparas
Preparation Respondents
Reading only 4
Classes only 0
Special instruction only 0
Reading and special instruction 6
Classes and special instruction 1
All three 8
Total 19

Additional Preparations

In addition to educating themselves, many women prepared
their homes and assembled equipment. When the women in
the survey were asked what they did to get ready for the home
delivery, answers_ranged from “shampoding the r_ug” to “pray-
ing everyda){_.” They were most conceried with acquiring
?eneral supplies, such as plastic sheets, pads and bulb syringes
or the newborn, and with their own personal, physical and
emotional preparation for the event. ‘The following quotes

are representative of the answers ohtained.

| studied, did breathing and physical exercises. Collected
various items necessary to have on hand listed by the
.0.M.E. book. | saw the doctor ever)( three weeks. |
cleaned the house and collected baby clothes and knit a
baby blanket.

| exercised daily and was very careful about my diet. | went
to the doctor regularly. Redd books about what was hap-
pening ... so we could be aware. Wc got the child's en-
vironment ready. We were |IVIH%_IH a one bedroom apart-
ment which we rearranged for nim. He got the best of
everything.
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Some women did not make any specific preparations, leaving
the provision of equipment to the attendant.

Preparation for Possible Complications

Durmq Pregnancg most women can anticipate and plan_for
a normal labor and delivery. However, they must consider
the possibility of complications. Seventy-one 0f the 74 women
in this st_udy_had done so and said they would have gone to
the hospital in the event that complications arose. Twenty-
four of these women ?ave general responses when asked under
what circumstances they ‘would go to a hospital; they felt
they would make the decision at the time. Nineteen others
stated that they would go to the hospital “for any problems”
or if they felt"a sense 0f “lacking control” in the situation.
Seventeen of the 71 women, who had backup plans responded
that the% would rely on the judgement of their doctor or mid-
wife. The remainiig 11 women listed specific complications,
such as abnormal presentation, slow progress in" labor or
hemorrhage, that would cause them to seek hospital care.
Forty-one"of the women would have gone by car to the hospi-
tal. “Others stated they would have “called “an ambulance or
the fire department.

The possibility of complications during the home birth ap-
Peared to be thé area in which the respondents had made the
east definite plans. In_contrast to the specificity of their
responses . to other questions, their replies to questions about
complications and backup I:plans were %eneral. There may be
several reasons for this, First, there had been a significant
time lapse between the home birth and the interview.
Secondly(, most had a positive experience. The negative
potentia ma)f have been minimized or discarded in the
women's recollection. Finally, the women may have found
it difficult to contemplate truly signfiennt complications, be-
cause this would have prevented them from following through
on their plans for a home birth,

CARE DURING LABOR AND DELIVERY

The impersonal, technical, routine-laden atmosphere of the
hosgnal has been cited in the literature (Ha/.ell, 1974, Lubie,
1976, Cook, 1977), as well as by the respondents in this study,
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as being an important reason women and_their families are
turning’to home birth. In fact, what care did our respondents
receivé during their labor and delivery?

We asked (i_uesnons_about specific asPects of conventional
obstetric practices during labor and delivery, as we had re-
%?rdmg prenatal care. Twenty-six of the women (35.1%) had
neir plood pressure assesse durm? labor.  Time intervals
cited by the respondents were "hourly,” “once during labor,”
and “occasionally” (that s, less frequently than once per hour).
Responses were ‘almost equally distributed in these categories.
Three of the 74 respondents had their urine tested in labor and
46 (62.2%% had the fetal heart rate monitored at least once
during labor and delivery. Eleven of the women (14.9%)
stated that they used some type of tranquilizer or medicine for
E)atl)?;thowever, in at least two cases this consisted of calcium
ablets.

It is evident that respondents also took advantage of their
freedom from_conventional hospital routines, which often
dictate the positions a woman may or may not assume in labor
and delivery. Women in the study experimented with dif-
ferent positions in both their labor and dehverK. Some chqse
to walk about in labor or to squat and support themselves with
pillows. Thirty-four (45.9%) were lying down, propped with
P|Ilows during delivery. Only 7 womén (9.6%) chose to be
lat on their backs, while 17 (23%) delivered in a sitting posi-

tion. Others opted for positions on their hands and kriees.

The majority of the delivering women consumed some type
of liquids “or foods during labor. Tea, juices, water, yogurt,
cereal and fruit were most often listed, S|xty-3|x women é9.2%)
utilized massa%e or breathing exercises to manage the dis-
comfort of contractions. This figure is espeuaIIY notewor_th%
in light of the fact that only 46 0f the women attended birt
training classes.

After the birth, most of the women held the infant Li w
mediately. Of the six who did not, several said that their
husband “or other family member held the child. In one case
th$ mé)ther did not hold her newborn until after she was
sutured.

When respondents were asked if they nursed the child “im-
mediately” ‘after delivery, there were different responses
dependinig on their interpretation of “immediately.” For ex-



answered, “no, | had to wait until the cord was cuf’, However,
It 1S clear that most women breastfed soon after delivery.

In deSCYIRtIOHS of their deliveries, the women generally
mentioned the presence and support of their friends and famify
Whose participation was a major incentive for the home birth,
AW| erangl of people were with the women durln? the event
(see Table 15), but most noteworthy is the fact that the father

of the newborn was present in almast all instances.

TABLE 15
Non-Health Professionals Present During Labor and Delivery*

Women Reporting Presence

Individual Present Number Percent
llushand/father of newborn 71 95.9
Mother 18 24.3
Friends 10 135
Brother/Sister 10 135
Children 10 135
Mother-in-law 1 9.5
Others 11 149

|Q: Who was with you during lahor and delivery?

TABLE IG

Health Carc Practitioners Who Attended the Home Delivery!
Health Cure Practitioner Number Percent
Doctor 10 135
Doctor and nurse 21 28.4
Doctor, nurse and lay midwife 2 2.7
Doctor and lay midwife 2 2.7
Nurse 7 9.5
Lay midwife 8 10.8
Birth attended by practitioner 50 G7.6
No health care practitioner present 24 32.4
Total 14 100.0

IQ:  Who was with you during lahor and delivery?



PRESENCE OF HEALTH CARE PRACTITIONER
AT DELIVERY

One of the critical variables durinrcz the delivery is_the
presence of a physician or other health professional. Fifty
of the respondents had at least one attendant who was a meni-
berof a health care profession, while 24 did not.. There was
a_discrepancy between the birth attendant identified on the
birth certificate and during the interview. According to the
interviews, 35 of the women %17.3%) delivered in the presence
of a physician (see Table 16). According to the birth cer-
t(lghcgg}e?a physician was present in 48" of the deliveries
I

The relationship between physician attendance and a num-
ber of socioeconomic characteristics and health, care variables
was examined. Education, income and hospital insurance were
unrelated to physician attendance. However, as Table 17 in-
dicates, women” who reported either no prenatal care or a

TABLE 17
Frequency of Prenatal Visits by Physician's Attendance at Delivery

. Number of Prenatal Visits
Physicinn

] . . i 11 or Not
Attendance  None 1-3 4G 7-8 9-10 more Ascertained Total

Yes 0 1 G 2 3 22 1 35
No 6 7 3 2 4 12 5 39
Total 0 8 9 4 7 34 G 74

° There may be several explanations for this discrepancy. Some believe
that a physician must sign the birth certificate as the attendant or
certifier for legal reasons.” Hence, a physician_may sign the certificate
even if be was not ﬁresent at the delivery. The fact that physicians
occasionally do this has been argued by Sartwecll. (Sartwcll, Philip E,,
C .4 March-Rosenau Prelventive M e_dicine and Public Health., NEW
York, 1973, p. 779). It is also possible that because the question was
open ended —"Who was with you during the delivery?” —some women
may have forgotten to mention that a physician was present. It is
noteworthy that even if one was to consider the hirth certificate in-
formation ‘to be more accurate than the respondents’ replies, one-third
of the women delivered their babies without a physician.
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minimum number of visits also were more likely to deliver
without a physician. Note that the six women who reported
not receiving prenatal care were all in the latter category,
Furthermore, seven of the eight mothers whose infants had not
been seen by a physician or Clinic since birth were unattended
by a physician dufing delivery.

POSTPARTUM CARE

. Follow-up care immediately after the birth and in succeed-
ing weeks is as crifical to the well being of mother and child
as the events during labor and delivery. Sixty-two women
1r83.8%) received some type of care the same day of the birth.

he answers to a question regarding this care included some
very. general and some more ‘specific replies. They are sum-
marized in Table 18.

TABLE 18
Carc for the Mother Immediately After Delivery*

(Multiple Responses)

Type of Care Number Percent
Measures related to the removal and

examination of the placenta 21 43.5
Suture for tears 16 25.8
Injection to control or prevent

hemorrhage from the uterus 13 21.0
Massage of the uterus o 13 21.0
A general, possibly superficial, examination 12 194
One of the vital signs taken (temperature,

pulse, respiration or blood pressure) 12 194
Examination for tears . 8 12.9
Other (herbal teas or douching) 17 214

Women who received immediate carc 62

+Q: Right after the baby was born, was any particular carc given to
you (the mother) to make sure you were alright?

In, the weeks following delivery, 54 of the wonten (73.0%)
received postpartum care. Physicians provided the majority
of this care, and a chiropractor Prowded care to one woman,
Those who had received prenatal care from lay midwivcs, and

45



the woman who received care from a Christian Science practi-
tioner, did not report receiving postpartum care from them.

Sixty-one mothers (82,4%) stated that some type_of care was
provided to the infant immediately after birth. The specific
measures mentjoned are listed in Table 19, but these fmdm?s
should be read with caution, For example, note a dramatic
dJscrepanCF between the information obtained in the inter-
views and that gathered from birth certificates regarding silver
nitrate treatment to the infant's eyes. The birth certificates
show that silver nitrate was used in"50 of the 74 cases studied.
However, during the interview onlsy 15 women specifically
mentioned the use of silver nitrate. Sixteen women mentioned
eye care in general, and three mentioned other types of eye
care. This example is of special interest because silver nitrate
we_a}]ment to the eyes of newborn infants is mandatory in

ichigan.

The women were asked about immediate follow-up care to
assess their awareness of the newborn's adaptations, to ex-
trauterine life, specmcaII;( their breathmg patterns, skin_color
and alertness. For example, did the attendants keep the infant
warm and dry? As shown on Table 19, respondents noted some
of these aspécts of care. On the other hand, no respondent
referred to any of the profound cardiovascular changes infants
experience at ‘birth. Were they unaware of them?"The time
Iarnse between the birth and interview and the la-gc number
of successful outcomes may account for the low number of
responses to this open-ended question.

The majority of the infants (66 or 89.2%) had been taken to
the doctor or ‘the hospital between the_ time of birth and the
interview. The reasons for these visits were, in order of
frequency with which th,e?/ were mentioned, checkups, im-
munization, circumcision, ilness or accidents.

Eight infants had not seen a physician or been to a clinic
or hospital since birth. Upon cloder examination it is clear
that_ five of these eight had some contact with a health pro-
fessional. In three cases the father of the infant was a chiro-
practor, and two other families were visited by a public health
nurse. Five of the mothers whose infants hiad no follow-up
carc did not receive postpartum carc themselves. However,
since two of these women were married to chiropractors, they
may have had some form of carc. Only one of the eight
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TABLE 19

Special Care for the Infant Immediately After Deliveryt
(Multiple Responses)

Type of Care Number Percent
Infant cleaned, washed and dressed 37 60.7
General check-up 21 344
Unspecified care to eyes 16 26.2
Silver nitrate treatment to eyes 15 24.6
Special care to the cord 14 23.0
Infant weighed and measured 12 19.7
Infant's heart rate, breathing, state of

alertness noted 10 16.4
Special care to nose and throat with

suctioning explicitly mentioned 10 16.4
Special care to nose and throat but

suctioning not explicitly mentioned b 9.8
Eyes washed with warm water, boric acid

or antibiotics 3 4.9

Total number of infants who received immediate care 61

tQ: Right after the haby was horn, was any special carc given to
him/her?

mothers reported that she delivered the child in the presence
of a physician. The three who were_married to chiropractors
were aftended by their hushands. The other four deliveries
were attended by nurses or a nurse midwife. Thus, upon
closer examination of the interviews, the total number of
Infants without carc is reduced. However, there remain several
women who had neither a physicjan Present al their delivery
nor contact with a health professional afterward for purPoses
of postpartum or pediatric care. In our entire sample 12
mothers were visited by a public health nurse.
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OUTCOMES OF THE HOME BIRTH

It is apparent both in the amount and jn the nature of their
preparation that the planned home births presented con-
siderable emotional and psychological investments for the
women interviewed. Though™ many of them had been wamed
of potential dangers in delivering outside a hospital, each
woman had a clear concept of the advantag_es and positive
Psycholo ical effects of a home birth, llow did these women
eél about the experience in retrospect?

WOMEN'S FEELINGS ABOUT THE HOME BIRTH

When discussing the details of the delivery, 66 of the women
E89.2ft) in_ the study described their homie delivery in dis-
mctIY positive terms. Of these women, 16 described it with
superfatives such as “beautiful,” “wonderful,” and “great”; 39
spoke in terms of a “smooth," “fast," “easy” birth, Eleven of
the women were not so exuberant in their descriptions but felt
that their experience had definitely been positive. The remain-
ing eight fell their delivery had” been slow or difficult, but
they did not necessarlh( perceive it as a negative experience.
None of the respondents described their deliveries in strong,
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negative terms. In fact, 73 of the 74 women answered, that
théy felt "very positive and enthusiastic’ about their home
birth in retrospect.

Seventy-one of the women (9_5.9%} said they would have
another home birth; however, nine of these women qualified
their responses. These unsolicited qualifications were related
to good prenatal care, the absence. of complications and the
?resence of @ physician during delivery, One woman stated
hat she would have an out-of-the hosRnaI delivery only if it
was to occur in the doctor's office, as had her first®

Tliirty-four of the women (45.9%?, stated they would en-
thusiastically recommend a home delivery to othérs. Twenty-
eight women (37.8%) would recommerid a home delivery
though somewhat less enthusiastically than the others. Ten of
the respondents (13.5%) hesitated to'make a recommendation
stating’ that the decision should be an individual one based
on personal circumstances. One woman said she would not

recommend a home delivery.

_All three of the women who would not Rlan another home
birth for_themselves recommended that others consider it an
option. They had very unique reasons for their personal deci-
sions against another home hirth. One of the women had_a
very long and difficult labor and dellvem{ during the 1976
birth of fer sixth child. In addition, she feft that her age (she
was 38 years old) would make a home deliver)" proffibitive.
The second woman would not deliver at home again because
she felt that she would need a “break and besides, hospitals
are becoivag more lenient.” The third had_gone against her
mother's wishes in delivering at home and did not wish to do
S0 again. The latter two women spoke enthusiastically about
their experience at home.

BIRTH WEIGHTS

In the recent past, a 5.5 Pound weight limit was one major
criterion in the diagnosis of prematurity. With the advances
in neonatplogy, it IS now known that mature infants may be
very. small aS’a result of maternal conditions, such as hyper-
tension, and immature babies may be very large due tg ma-

0 Seven women in (lie samP[e had arranged for their 197(5 deliveries to
occur in a physician's office. In our screening process these were
considered planned out-of hospital deliveries, hence their inclusion.
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temal diabetes. Though gestational age is inc_reasinPIy em-
phasized in newborn asseSsments, weight continues 0" be a
significant factor. Babies bom_ after” uncomplicated pre?-
nancies to parents of avera(TJe build range from 250C grams fo
4300 grams 65.5 lbs. t0 9.5 1bs.). The average weight of new-
borns’is 340 ?rams or 7.5 lbs.

Table 20 illustrates the imﬂortanc_e of distinguishing be-
tween planned and unplanned home births, The Birth weights
of planned home births are higher than those of unplanned
ones, and they even surpass those of the total population. For
unplanned home hirths, 26.3%0f the newborn weights fall be-
ow 2500 grams as compared with only 1.3% for planned home
hirths. THe difference, between planned and unplanned birth
we|%hts Is of high statistical significance. The weights for the
hirth-certificate-derived categaries of non-hospital"and home-
hirths have been included to”show their inappropriateness as
indicators of the birth weights of planned home deliveries.
They arc misleading because theY_ combine the weights for
planned and unplanned home deliveries, yielding the inter-
pretation that planned home births have lower weights than
nospital births.

MATERNAL AND INFANT MORBIDITY

None of the women described the occurrence of any com-
plications for themselves during delivery. Although 16 of the
women required sutures, none of them viewed this as a com-
plication. Could this be a reflection of the natural orientation
of the home birth mothers and their attendants?

In mterPretmg highly favorable feelings about the home
birth and the low inCidence of complications during delivery,
it is important to recall the nature of the sample. The women
interviewed were those who actually had their babies at home.
The sample did not include women who planned a home birth
but were hospitalized in the course of the delivery because of
serious complications.0  QObviously, these would” have been

° Edwards reﬁorts.that in a study of 18 women who had planned a home
hirtli in California, 11 had to ?o to the hospital because of suspected
complications. Mchl's study of elected home births reported that "of
the 1,146 women beginning labor at home with the intention of
dell_venn% there, 130 (12%) were sent to the hospital to complete
thei)rI deflivery, for treatment of intrapartum (11%) or postpartum
problems.”
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TABLE 20

Birth Weights for Michigan Re3|dents Non-Hospital Births and Home BirthsLfor 1976- as well as for Unplanned
and Planned Home Deliveries of the 1976 Study Population

MICHIGAN RESIDENTS 1976 STUbx POPULATION

Rirth Weight ~ Tota”P°Pu”at'on Non-Hospital Home Births Planned Unplanned
in Grams ~ Number  Percent  Number Percent  Number Percent Number Percent Number Percent
500 or below 180 0.1 2 0.4 0 0.0 0 0.0 0 0.0
501-1,000 642 0.5 11 2.0 7 1.9 0 0.0 4 5.3
1,000-1,500 8717 0.7 10 1.9 8 2.1 0 0.0 2 2.6
1,501-2,000 1,974 15 18 3.3 15 4.0 0 0.0 4 5.3
2,001-2,500 6,105 4.6 45 8.3 35 9.3 1 13 10 13.2
2,501-3,000 21,761 16.6 80 14.8 58 15.5 6 8.1 1 £45
3,001-3,500 48,018 36.6 168 32.1 117 312 25 33.8 20 26.3
3,501-4,000 31,577 25.0 125 23.2 83 221 26 35.1 15 15.7
4.001-4,500 11,657 8.8 58 10.8 35 9.3 U 14.9 9 11.8
4501 and over 2,501 19 13 2.4 9 2.5 5 6.8 0 0.0
Not Stated 80 0.1 9 17 8 2.1 0 0.0 1 1.3
Total 131,378 100.0 539 100.0 375 1000 74 100.0 76 100.0

1-Wherc place of birth and address of mother match.
2—Data from Michigan Vital Statistics System.



recorded as hospital deliveries on the birth certificates.

During one interview, the mother reported complications
for the newbom.

There was a lot of meconium on_her so they had to clean her
up... _The% cut the cord and laid her beside me; she started
breathing, then faded away. The heart stopped — the doctor
did artificial respiration then placed her in warm water be-
cause she went into shock. He (the doctor) felt she had a
slow start, later she had hylaine membrane disease. He
thought there were too mary people in a small room and
ﬂot e,?olugh ventilation. (It)" would have happened in the
ospital.

.The mother reported the infant had increasing respiratory
difficulties and was admitted to the hospital the next day,
placed in an isolette and given 1.V. therapy.

UNANTICIPATED OUTCOMES OF THE STUDY

As a result of the home interviews, two special health
problems were brotht to the attention of community health
nurses. Both referrals were made to local public health depart-
ments with Rarental permission. In one family the interviewer
noted that the infant was unable to hold up his head or to sit,
both of which_would have been developmentally apf)roprlate
for his age. This family, with annual income”of less than
$8,000, had recentlY imnigrated from Korea. The mother had
not received prenatal carc. There was some d|ff|cu_lt¥ in com-
municating during the interview. However, the interviewer
learned that the baby did not breathe immediately after birth,
The family was grateful to be referred to a health” agency that
could help them; because they did_not know wheré to go for
Bg{g The child was subsequently diagnosed as having cerebral

T,Ke second referral was also from a low-income home in
which two children appeared unable to speak. In addition, the
mother had delivered’ another child at home weeks prior to
the interview and the infant appeared to the interviewer to | ?
in need of physical attention. "The public health nurse who
followed tip the referral reported that the two older children
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were able to speak, though they had difficulty with enuncia-
tion and it was hard to understand them. The’same nurse has
not heard the child bom in 1976 speak, however, she is re-
portedly very shy. She appears to be normal. The family lives
In the country and their life style is simple and basic.. Although
their location may be socially isolating for the children, the
Rarents are said t0 he ver){] cdring and protective. The_Pubhc
ealth nurse has assisted the family in updating the children’s
immunizations and continued follow-up is anticipated.
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SUMMARY

This study has explored the reasons why women, decide to
deliver thei babies at home rather than in a hospital. Spec-
ifically, the study addressed itself to several broaa. questions:
Who are the women who choose to have a home birth? What
motivated their decision? Ilow did the)(] prepare for the birth?
What Were the cncumstances under ich it took place, and
what care did the mother and child receive? The studgh
focused on Panned home b|rths in Michigan in 1976. A
¥stemat|c erfort was made to have a repreSentative sample
of women who chose to deliver at home. However, it must
he remembered that the study excludes births to unwed
mothers because those birth certificates were not available for
purposes of a study such as this one.

BACKGROUND

While, essentially homogeneous in racial background, the
home birth parents in the” sample came from a ¢ross-section
of socio-economic groups. A substantial number of the women
were college educated as were, the malonty of their hushands,
Some of fhese couples identified with religions that reject
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certain forms of modem medical and health care, but es-
sentially, a wide range of religions were represented in the
sample. The majority of the women had spent most of their
lives in an urban area, but women with rural backgrounds
were also represented in a fairly substantial proportion.

PREVIOUS HOSPITAL EXPERIENCE AND THE
DECISION TO DELIVER AT HOME

More than half of the women in our study had delivered in
a hospital prior to 1976, and most of them described their
hospital experience.in negative terms. Such issues as the loss
of control, separation from the baby, and |mﬁersonal_re,la-
tionships with the hospital staff concerned them. Similar
ISsues were cited in response to the question, “Why did you
decide to deliver at home?" Five reasons emerged as major
influences in the decision; (a% these women Viewed preg-
nancy and delivery as a healthy life process rather than a
disease; (h) they had a stron_(t; ne?atwe orientation toward
hostha'Is_; LC) théy were committed to assuming an active role
in the birth process; (d) the* desired emotional support and
involvement of friends and refatives in the ex_?_erlence; finally,
(e) economic factors appeared to be an additional reason for
some. The father usually participated in this decision. Most
of the women were exposed to efforts to dissuade them from
proceede with their plans for a home dellver¥. However,
In general, the responaents did not believe that there were
ma{or risks attached to having a home birth, especially if the
mother had prenatal care.

OBSTETRICAL HISTORY, PREPARATION FOR HOME
BIRTII, AND CARE DURING LABOR AND DELIVERY
0

Based on their reported obstetrical histories, only two of
the women who had, a hospital delivery previous to 1976
would have been considered at risk. ,
Pre;[)aratmn for the home birth assumed various forms:
prenatal care, _participation in childbirth classes, reading,
special instructions, and preparation of the physical environ-
ment. While the overwhelming majority of women (68) had
prenatal care, the percentage oT women without prenatal care
was higher for the samplé than for the total population of
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women who delivered in 1976 in MIChlﬁan. Sixt -mghtwomen
read hooks about childbirth, and 61 either attended Dirth prep-
aration classes, had special instruction about the birth process
or both, . Most women indicated they would have gone to the
hospital in case of an emergency. =~ _

Perhaps the most_notev,vorth¥ finding concerning the care
durlng labor and delivery is that only 35 of the 74 women said
they delivered in the presence of a’physician. Fifteen of the
women who delivered without a physician present were at-
tended by a nurse or a midwife; 24 defivered without either a
physician or any other health rorofessmnal. As a_result, con-
ventional medical momtorm? of blogd pressure, uring, etc. was
less extensive and frequent than it would have heen in a
hospital. Women experimented with different positions_and
food consumption patterns during labor and delivery. They
also took advantage of the home situ°tion _b%/ allowing their
hushand, relatives and friends to attend the birth. The majority
of the women and their infants received follow-up care in thg
weeks or months after the birth; however, in gight cases it
was reported that, as of the date of the interview, the baby
Ea%ihnot been seen by cither a physician or a clinic since

Irth.

OUTCOMES

. While it was not the intent of this study to evaluate the
risks of planned home births, a few observations were made
concerning birth weights, infant and maternal morbidity and
the womén's retrospective feelings abput home births,

A large majority of the women described the experience of
the home birth in distinctly positive terms, and almost all
said they would have another home birth. The majority would
also recommend a home birth to others. One woman, however,
stated explicitly that she would not recommend a home birth.
A comparison of birth weights of babies bom outside of the
hospital and_those in the ‘sample generally show a marked
difference. Birth weights included n the sample of Planned
home deliveries arc significantly higher than those of all out-of-
hoswtal or home hirths as defined by birth certificates. The
birth weights of the babies born to women in the,samgle
were also higher than those for all Michigan births in 1976.
Two referrals were made to community health nurses as a
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result of the interviews. In both cases the referrals were
based on the interviewer's observation that the child did not
%ppﬁ%r to function normally and seemed to be in need of
ealth care.
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OVERVIEW AND RECOMMENDATTION

Today, women who decide to deliver their baby at home are
non-conformers; they have made a decision that the majority
of women and health care professionals would probably regard
as ill-advised and dangerous. In light of this, If is not surpris-
ing that women who carry through with their plans for a home
bifth have strong views supporting the decision the¥, have
made, The women interviewed had a holistic perceP jon of
the birthing Rrocess. . They viewed Pregnancy as a well condi-
tion rather"than a disease, and delivery asa Joyful 0ccasion
in the life of women and their families.” By confrast, hospital
care was perceived as being compartmentalized, often separat-
Ing the woman from her“family and the newborn_from its
mother, In a highly technological, routinized environment.
These women Preferred the home as the location for birth
because there heK_ were able to experience childbirth as a
family event in which they were active participants. Most of
them aragued that, with ‘medical screening _%ood prenatal
carc, and adequate preparation for the home"birth, it does not
Involve major risks, In' fact, some of them suggested, a home
birth may present fewer hazards to the mother-and her infant
than a haspital,
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_The emphasis upon pregnancy and delivery as a heaI_thY
life process for which the woman_ herself assumes responsibi-
ity, the rejection of current hospital practices and costs, and
the, low assessment of the risks of a home_ birth form a
IoglcaIIY coherent attitudinal profile. This profile bears much
resemblance to avarlet¥ of other, more general efforts directed
at seeking alternatives; to the established health care facilities.
While thé individuals in the sample were not necessarily active
in the women’s health movement or holistic health approaches,
there is a strong similarity of purpose which links the decision
to have a home birth to such movements. .

In light of the strongly non-conformist position these women
have faken with regard to birthing, it is important to note
that the home birth” movement is Spread over a fairly broad
section of society. It is not limited to'women in counter-gulture
or unusual religious groups as some writers have earlier as-
sumed. The trend toward home births must also be viewed
as a criticism of nsmg hospital costs. While economic factors
were by no means thie main motivation behind the decision
to deliver at home, they were an important clement for some
of the respondents.. The criticism of the existing health care
facilities and an active search for alternatives has thus reached
a wide cross section of Americans. This suggests that responses
to this phenomenon deal with it not as an aberration but as a
serious  criticism of existing obstetrical services. This study
has several implications for policy and research.

POLICY RECOMMENDATIONS

Carc For Women Who Choose a Home Birth

The decision to deliver at home is not a casual one. Most
of the women had a consistent set of beliefs to explain the
decision and persisted in their plans in the face of considerable
efforts on the part of health care professignals, relatives or
friends to dissuade them. Given the strengzth and consistency
of these_attitudes, and given_ the fact that the trend toward
home births is continuing, it is important to examine the
health care needs of home birth mothers and to implement
health care strategies designed to meet these needs. Although
a systematic assessment of the hazards of ?Ianned home hirths
should be encouraged, an emphasis upon the risks is, by itself,
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an inadequate response. As long as there are. women who
choose to deliver at home, it is important to assure that they
do so with as much preparation, professional guidance and
backup as possible.

.The respondents differed in the extent to which the home
birth was conducted under professional medical and health
supervision. Although the majority of the women had fairl
reqular prenatal caré, were attended by a ph}fsman,_ha_d post-
partum care for themselves and follow-up Tor their infants,
others_lacked one or more aspects of such professional atten-
tion. For example, the two infants who were referred to public
health nurses as a result of the interview were bom to women
who had essentially no prenatal care and delivered without
a physician. These referrals illustrate perfectIY_ the fact that
some families are in need of health care, sometimes urgently*
but do not know where or how to get it. While it may be tha
some women reject various, dimensions of medical dttention,
before, during or after delivery, it is equally plausible that
such care is Simply unavailable to them. It Is essential that
prenatal care and medical attendants be readily accessible to
women who choose home birth. It is also important that
women who deliver at ho.me are contacted by a public health
nurse in order that aPproerate_ medical and health services
be arranged for parents who wish it. This applies equally to
both planned and unplanned out-of-hospital births.

Alternative Birth Settings

It is important to provide a setting, whether within or
affiliated. with hospitals, where womencan deliver in situa-
tions which provide not only the comforts of the home, but
allow them to play a more active role in the birthing process.
Successful experinients with such arrangements have feen cited
in the literature on birthing centers. Women are sufficiently
close to_the hospital to allows speedY_access to all its technqlog-
ical facilities, byt they are also sutficiently remote from it 0
protect the patient from its overbearing routines and pro-
cedures, Some of the women who now eléct a home birth may
see hirthing centers as an attractive alternative to a home de-
livery. Such birthing centers also might respond to the needs
of many other womén who now deliver in hospitals but react



to their hospital experience in ways that are similar to those
of the home birth parents.

Critical Evaluation of Existing Hospital Settings

In spite of the increasing trend toward home births, most
women continue to delivér in a hospital. However, it is
suspected that women who do so share to one degree or an-
other the criticisms that mothers of this study expressed. A
careful re-evaluation of hospital obstetrics is indicated. There
certainly are ways in which patients can be provided with
continuity of care from familiar health. ?rofessmnals. For
examlple, hospitals are discovering that birthing rooms are a
popular, viable alternative to segmented, compartmentalized
care. In these comfortable, homeé-like settings, labor and de-
livery, which are traditionally_ separated, are brought together
because the women can stay in one room for the entire hirth.
. Hospital administrators and personnel must express a will-
ingness to take seriously the patient's needs for involvement
in"decisions regarding her carc. They also must recognize
that the presence of family members is an important ingredient
in making the hospital delivery a satisfying experience.

It is relatively easy to make recommendations about the
changes that aré required if the existing health care system is
fo accommogdate patients who have a”view of health, their
bodies, and birth that is almost d|amet_r|call?/ oP]pose,d 10 Ccur-
rent norms and practices. The more difficult. chore is to sug-
gest how such changes arc to come about. This study of honie

irth illustrates a principle that has been observed for many
other change efforts as well: good plans or recommendations
also should, indicate how. théy can be implemented. This
latter criterion is very difficult” to satisfy because the recom-
mendations which are listed imply a dramatic change .in at-
titude and behavior on the part df health care, proféssionals.
One .can only nope that the very dramatic rejection of the
existing care; facifities implied in” the home birth movement
provides a stimulus for genuine change.

RECOMMENDATIONS FOR RESEARCH

Several methodological issues for the studY of home_ births
have, been illustrated. by this study; foremost among tin m is
the importance of distinguishing “between planned™and un-
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Planned home Dirths. Both are important topics for sty .
hey present distinct phenomena with very different origins
R _study has focused ‘on planned home
births o The assumption that planned, and not unplanned,
home births account for the increase in home births. However,
unplanned home births should be a critical area of concern.
Why does the unplanned home birth occur? Could it have
been prevented? o _ _
. A second major methodological issue pertains to the dif-
ficulty of obtaining a representative sample of women who
enter’labor with the intention of delivery at home whether or
not they do so. It is extraordinarily difficult to obtain a
represeritative sample of this universe.” If birth certificates are
used as be starting point, women who plan a home birth but
have to go to thé hospital on an emergency basis du,r!ng
labor or delivery arg excluded, These cases Canniot be identifie
on the hirth Certificates. Contacting a sample of hospital
births to discover what percentage of the women had in-
tended to deliver at home is totally unfeasible given the
small numbers of home births. On the other hand,” studying
the patients of health providers who are known to serve women
P_Iannmg home births has the limitation of being unrepresenta-
Ive.
. In the absence of entirely satisfactory procedures for study-
ing the home birth phenomenan, it is Necessary to be content
with second best solutions and try to learn from a variety of
approaches.



APPENDIX A:

Non-Kospitalt and Home Births in Michigan, 1970-1976

Year of
Birth

1970
1971
1972
1973
1974
1975
1976

tllome births are included in non-hospital hirths

Total
Number

170,515
161,142
146,016
140,359
136,418
132,777
130,253

Michigan Births

Non-Hospital
Number Percent
360 0.21
393 0.24
355 0.24
376 0.27
369 0.27
418 0.31
539 0.41

Home
Number

271
311
283
282
282
313
375

Percent

0.16
0.19
0.19
0.20
0.21
0.21
0.29
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APPENDIX B:

Section of the Vermont Birth Certificate Requesting Information
Regarding Planned Site of Birth (Refer to Q. 30)

s arUytyfra B



APPENDIX C:

Letters from Families.

The followm two letters are examples of those which were recejved
from families, who were contacted for the study but had left Michigan
following thelr 1976 home birth,

Dear Mary Conklin:

We received your letter concerning home deliveries the
other day. We have moved to Kansas, so were late in receiv—
ing it

We were glad to hear that your department is taking an
interest in this. Jill is our 7th child and the only one bom at
home. rlwas a wonderful delivery- the easiest | have had
and the most enjoyable. The Doc did not arrive until after
delivery. My husband had never been allowed in the delivery
room so had always been a stranger to the other children until
they had been home a while. Jill has been his baby from
the moment he first saw her. Itwas wonderful for me to hold
her and see her lift her head and smile at me even before the
cord was cut. Before I was never allowed to touch my baby
until after they had been washed and dressed.

The main reason we decided to have our baby at home was
because of the high cost of hospital care. Really, what do you
get for $1,000?

Ifwe ever had another baby we would have itathome even
if the hospital was free, because we realize now that a home
delivery is so much for the mother, father and baby and the
other children in the home.

I think it would be wonderful if each county could have
some one trained to assist in home deliveries. Of course |
feel that good doctors care before delivery is very important.
Ifwe can be of any help please let us know.

P.S. Our next youngest is 14.

Dear Mary Conklin:

We have since moved to ldaho as you can see, but we
would be willing to answer any questions you have. Tech—
nically speaking though ours wasnT a home birth, since



Naomi was born at the doctor s office with his assistance. We
had planned it that way.

Hopefully our next child (if and when we have one) will
be born athome. Preferably with a practiced midwife present.
We would almost certainly never give birth to a child in a
hospital again as we did with our first child, Joshua.

Departments such as yours could do good things for parents
and their babies by educating and encouraging hospital folks
to think of birth as a more natural, emotion-filled, and mean —
ingful occasion rather than thinking of birth in terms of
clinical efficiency as seems to be the case now. But more im—
portantly 1 think you could do more good by encouraging
midwives in their training, legalizing midwife activity if it is
not legal now, and encouraging classes in prepared childbirth
such as Lamaze. 1 do not think itwise for untrained and un—
prepared parents to give birth by themselves at home, but
given the present state of hospital care, | think even that is
preferable to enduring the assault on body and soul which is
presently called medical care.

But anyway, let the questions come, and if your intentions
are to be helpful to expectant parents we will answer them
gladly. If on the other hand your questionnaire is designed
only to find ways to prevent the present hospital care system
from losing more “patients”well then we may not be so polite.
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The Ques™ jnnaire

One female, interviewer conducted the entire fieldwork. She was
trained by individual instruction in interviewing. techniques and aspects
of pregndncy and the birth process. The interviews were conducted in
each family's residence with the interviewer filling in the form with
verbatim comments.  Both mother and father were requested to be
present at the interview.

SECTION I- BACKGROUND INFORMATION
The following questions pertain to all of your pregnancies.

1. How may children do you have?

2. What are their birth dates?

3. Have you had any other pregnancies?
Yes No

IF YES:

4. What L ppencd to these pregnancies?

1. Stillbirth (fetal death after 20 weeks)

2. Child deceased
3. Voluntary abortion
4. Involuntary abortion (miscarriage)
5. Adoption
5. You told me that you have children. The last one

was born at home, right?
Yes No

Now we M talk about the others.
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6. How about the oldest child, where was he/she bom?
Was it at a hospital? At home? Or someplace else?

1. Hospital
2. Home
3. Other (SPECIFY)

7. Who delivered this child?

8. Who else was present? (IDENTIFY PROFESSION OR
RELATIONSHIP)

9. The second oldest child?

1. Home delivery
2. Hospital
3. Other (SPECIFY)

10. Who delivered this child?

11. Who else was present? (IDENTIFY PROFESSION OR
RELATIONSHIP)

12. The third oldest child?

1. Home delivery
2. Hospital
3. Other (SPECIFY)

13. Who delivered this child?

14. Who else was present? (IDENTIFY PROFESSION OR
RELATIONSHIP)

(IF ANY PREVIOUS CHILDREN WERE BORN IN A
HOSPITAL, ASK:)



15. You said that of your children were delivered in a
hospital. How did you feel about your hospital delivery?

(IFMORE THAN ONE HOSPITAL DELIVERY, ASK
ABOUT EACH ONE.)

16. Now your last baby was born at home. Thinking about
your pregnancies prior to this one, did you have any
problems while you were pregnant?

Yes No

IF YES:

17. What were these problems?

18. What about during your labor and delivery, did you have
any complications?

Yes No

IF YES:

19. What were these problems?
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SECTION II- THE DECISION TO HAVE THE BABY
AT HOME

As | told you earlier, 1 am really interested inhome deliveries
and why people are having their babies at home.

20. Why did you decide to deliver at home?

(THIS QUESTION IS INTENDED TO REFER TO
THE ORIGINAL DECISION; NOT NECESSARILY
TO THE LAST BABY.)

21. When did you decide to have the baby at home rather
than in a hospital?

22. Was the father of the baby involved in deciding to have
a home delivery?

Yes No

IF YES:

23. Who suggested it first, he or you?

(REMEMBER FATHER AND RESPONDENT
TOGETHER.)

24. What about other people, did anyone else encourage
you in making this decision?

Yes No

IF YES:
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25.

26.

27.

28.

29.

30.

Who?

Friend

Neighbor

Relative (SPECIFY WHO)
Medical person (SPECIFY WHO)
Other

What was said toencourage you tohave ahome delivery?

Did you ask for this encouragement or was itgiven with—
out your asking for it?

I asked for it
It was given without asking.
Both

Did anyone discourage you from having a home delivery?
Yes No

IF YES:

Who discouraged you?

What was said to discourage you from having a home
delivery?
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31.

Did you ask for this opinion or was itgiven without your
asking for it

I asked for it

Itwas given without asking.

Both

32. Did anyone you know ever have a home delivery?
Yes No
IF YES:
33. Who was it?
(PROBE: HOW ABOUT A RELATIVE SUCH AS
A GRANDMOTHER, AUNT, ETC.)
34. Have you ever been present at a home delivery other
than your own?
Yes No
35. Have you ever seen a movie or a TV program about a
home delivery?
Yes No
SECTION IIl- PREPARATIONS FOR THE HOME
DELIVERY

Now, we M talk about the preparations you made for the
home delivery.

36.

4

Have you ever read any books about childbirth?
Yes No

IF YES:



38.

39.

40.

41.

42.

43.

Have you ever attended any birth training classes?
Yes No

IF YES:

What type of class?

Did you attend classes for this last pregnancy?
Yes No

IF YES:

What type of class?

Did anyone give you any special instruction to prepare

for the home delivery?
Yes No

IF YES:

Who taught you? (THEN SKIP TO NO. 45)
Physician
M.D.
D.0.
U.N.
L.P_N.
Lay/Granny Midwife
Other

IF NO:
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44. How did you know how to get ready for having the
baby delivered at home?

(THEN SKIP TO NO. 49)

45. In the classes or special instruction that you took, did
the instructor talk about problems associated with preg—
nancy, labor and delivery?

Yes No

IF YES:

46. What problems were discussed?

47. Do you think the treatment of problems was adequate?

Yes No

IF NO:

48. What problems were left out?
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(PROBE- HOW ABOUT THE HOME OR HOW
ABOUT YOURSELF, DID YOU DO ANYTHING TO
PREPARE YOURSELF?)

50. Did you need to get any special equipment?
Yes No

IF YES:

51. What type of equipment?

SECTION IV- PREGNANCY OF BABY LAST
DELIVERED AT HOME

The following questions pertain to the months before your
last baby was born and to the care you received during this

pregnancy.
52. Did you have any health problems or conditions during
that pregnancy?
Yes No

IF YES:



53.

54.

55.

56.

57.

58.

59.

60.

What were they?

How about?

— high blood pressure
— heart trouble

— asthma

— diabetes

- anemia

— other (SPECIFY)

Did you receive prenatal care during this pregnancy?
Yes No
IF YES:

By whom? (PROFESSIONAL BACKGROUND)

How many visits did you have with this person for
prenatal care?

During what month of your pregnancy did you first
receive prenatal care?

Did you have blood tests?
Yes No
IF YES:

When?



61.

62.

63.

64.

65.

How about your blood pressure? Was itchecked at each
prenatal visit, occasionally or not at all?

At each visit
Occasionally
Not at all

How about your urine? Was it checked at each visit,
occasionally or not at all?

At each visit
Occasionally
Not at all

Did anyone listen to your baby 3 heart after your 5th
month?

Yes No

Did you have a pelvic examination (or internal) of your
womb?

Yes No Don Tknow

IF YES:

At what month did you have one?

Don Ttknow

SECTION V- CARE DURING LABOR AND CONDUCT
OF LABOR AND DELIVERY

Now Iwould like to ask some questions about the labor and
delivery of this last baby that was delivered at home.
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66.

67.

68.

69.

70.

71.

72.

73.

T4.

75.

Did anyone monitor your (the mother 3) blood pressure
during labor and delivery?

Yes No Don"t know

IF YES:

How often?

Did anyone test your (the mother 3) urine during labor
and delivery?

Yes No Don Tknow

Did anyone listen to the baby 3 heart beat during labor?

Yes No Don"t know

Did anyone do a vaginal (or internal) exam during labor?

Yes No Don Tknow

Who was with you during labor and delivery?

In what position were you most comfortable during your
labor and delivery?

Did you eat and/or drink during labor?
Yes No

IF YES:
What did you have?
Did you take anything during labor like tranquilizers or

medicine for pain?

Yes No



77.

78.

79.

80:

81.

82.

What position did you deliver in?

Lying down, propped with pillows
Squatting-----

Knees to chest---—-—-

Hands and knees----—-

How did the delivery go? (PROBE: WAS IT EASY
OR DIFFICULT?)

Were you able to hold the baby immediately after de —
livery?

Yes No

IF NO:

Why not?

Did you nurse the baby immediately after delivery?

Yes No

Right after the baby was born, was any particular care
given to you (the mother) to make sure you were all
right?

Yes No

IF YES:
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83.

84.

85.

86.

87.

88.

89.

90.

91.

82

What was done?

Did you receive any care in the weeks following the

birth of the baby?
Yes
IF YES:

No

By whom?

Right after the baby was bom,
given to him/her?

Yes No
IF YES:
What kind of care? (PROBE:

CARE?)

Where was itgiven?

What medicine was used?

was any special care

WHAT ABOUT EYE

Have you taken the baby to a doctor, clinic or hospital

since birth?
Yes No

IF YES:

Where was he/she taken?



Did the public health nurse call at any time during

93.
the 1stmonth after delivery?
Yes No
SECTION VI - AWARENESS OF RISK
94. Some people think there are special problems or risks
Others disagree

for the mothers who deliver at home.
and think that there arc no special problems or risks.

What do you think?
IF YES:

95. What are the problems or risks?

96. How about for the baby? Do you think there are any
special problems or risks in delivering a baby at home?

Yes No

IF YES

97. What arc they?

If you or your baby had had any problems during labor
and delivery, would you have gone to the hospital?

No

98.

Yes
IF YES
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99. For what land of problems?

100. Did you have any plan as to how you would get to the
hospital ifyou needed to go?

Yes No

IF YES:

101. How would you have gone?

IF NO:

102. Why would you not have gone to the hospital?

SECTION VII - FEELINGS ABOUT HOME DELIVERY

103. Looking back, how do you (the mother) feel about your
home birth? Would you say you are:
Very positive and enthusiastic
Positive with some reservation
Neutral
Negative but with some positive feelings
Negative

(EXPLAIN RESPONSE)

104. Ifyou were to have another baby, would you have itat
home?



105. Would you recommend a home delivery to others?
Would you:

Strongly recommend
Recommend
Neutral

Discourage

Strongly discourage

106. As | toldyou at the beginning of the interview, this study
is conducted by the Public Health Department. We are
interested in finding out what needs to be”hanged in
hospitals to make delivery a better experience forwomen
and would like to know your views on this subject.
What do you think needs to be changed in hospitals to
make delivery a better experience for women?

SECTION VIII - GENERAL INFORMATION

107. Have you lived most of your life in a rural or urban
area?

Rural Urban

108. In what state?

109. Occupation of mother

110. Occupation of father
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111. Do you have hospitalization insurance?
Yes No

IF YES:

112. Was this pregnancy covered?

Yes No

113. Total family income:

1000- 3999 13000- 19999
4000- 7999 20000- 29999
8000- 9999 30000- 49999
10000- 12999 50000 & over

114. Number supported

115. Religious affiliation
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native Birth Methods.””Paper presented at the annual meeting

of the American Public Health Association. (Washington, D.C.)

Oct. 31, 1977.

The author points out that while the home birth movement has

made some impact on hospital practices- the attitudes and laws

regarding “fusband-coached””labor for example- acceptance is
by no means universal. This is symbolized in a Montana court
ruling that denied the constitutional right of a woman to have

the father of her child with her during delivery. This and other
medicolegal aspects of birth in this country are a result not only

of the limited rights of women, but also of conventional medical

rationale that regards childbirth as “Comparable to other serious

hospital procedures.””These forces are powerful even in the

censure of physicians who practice homebirths. The author con—
cludes that the burden of proof necessary to create change is
on the advocates of altematives. Dr. Annas proposes a national

demoastration project to prove that alternatives in and out of
the hospital are reasonable, as well as safe and cheap.

Bing, Elizabeth D. "Progress in Low-Risk Normal Childbirth
Care.””Birth awl the Family Journal 2(1975):109, 143.

According to “die author, the philosophy of the Non-Hospital

Maternity Center (opened in New York City by the Maternity

Center Association in October 1975) is one in which the preg—
nant woman and her family make significant decisions regarding

their care. This is provided for in a home-like environment that
emphasizes prenatal care, education and screening for women

under 35 years of age who live in three boroughs of New York.

The Maternity Center Association hopes to show that the em —
phasis on screening will result in a small number of emergency

transfers to hospitals. The intention of the Maternity Center

is to “foster in expectant parents confidence in their own ability

to bear and raise healthy children."

“Births at Ilome Create Debate on Safety.”” The Nation"s Health
7(Fcb. 1977): 12.

This article outlines the opposing positions in the debate on
home births, cliaracterizcd by Dr. Lewis Mchl on one side and
the American College of Obstetrics and Gynecology and other
physicians on the other. Dr. Mchl has done several studies of
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home births that are favorable. In contrast to Mehl, Dr. Jean

Pakter of the New York City Department of Health suggests

that the home trend may “Be more talk than actuality.” All

agree that there may be negative outcomes in home births

that may have been avoided in the hospital. This is summed

up in a statement by the American College of Nurse Midwives

that does not prohibit nurse-midwife involvement in home births

but says that maternity centers and hospitals are more appro—
priate places.

Burnett, Claude, et al. “Home Delivery and Infant Mortality >h
North Carolina.””Paper presented at the 105th American Public
Health Association Annual Meeting. Nov. 1977.

This study compares the characteristics of the 340 home births
in North Carolina in 1975 to a matched hospital population
and to all births in the state. Its results illustrate that the home
birth population is disproportionately black (80%), illegitimate
(40%), and undereducated (21% have less than a ninth grade
education). There was also an above average incidence of birth
weights below 2500 grams and neonatal mortality rates were
7.5 times greater than those of the infants bom in hospitals.
Furthermore, the authors report that the gestational age of the
home delivery population was lower than that of their hospital
counterparts. The pregnant women who were to deliver at home
started prenatal care later and had fewer prenatal visits. Because
this population was concentrated in five socio-economically
depressed counties in the state, the authors feel safe in con—
cluding "that the study group had less access to medical care.””

Carlson, Billie and Sumner, Philipe. "Hospital At Home Delivery:
A Celebration.””JOGN Nursing 5(Mar. Apr. 1976):21-27.

By providing continuity of the labor-delivery sequence in the
Lamaze rooms, the obstetric staff at Manchester Memorial Hos—
pital in Manchester, Connecticut seek to achieve a balance be—
tween the emotional and medical aspects of birth. Balance is
achieved in the home-like rooms by special Lamaze trained
nurses (montrices) who provide continuous uninterrupted phys—
ical and emotional support, as well as manage the labor, blood
pressure checks, sterile vaginal examinations and fetal heart
monitoring. They are also responsible for administering medi—
cations and keeping the physician informed.

88



Dingley, Erma F. “Birthplace Alternatives.””0Oregon Health Bul —
letin 55(0ct. 1977). Oregon State Health Division, Portland,
Oregon.

In Oregon the number of out-of-hospital births increased 50%
between 1975-1976. In 1976, 959 births occurred outside the
hospital; 74% of these were specified as home deliveries, 18%
were delivered in clinics and 8% in residences other than the
mothers. A review of birth records also shows that women who
delivered at home had above average levels of education, and
12% of the out-of-hospital births had no prenatal care com—
pared to the respective figure of 1% for the total population.

Edgar, Linda. "Home Delivery Dutch Style.””Canadian Nurse
71 (Oct. 1975):36-8.

The author, a nurse, delivered her second child at home when

she was living in Holland-where 70% of all births occur at
home and the infant mortality rate is the lowest in the world

(9.1 per 1000 births versus 19.1 in the United States). In Hol—
land, nursing services are available to the woman and her

family before, during and after the birth on a full or part-time

basis. And it is common practice for doctors to attend home

births and make regular house calls afterward. Despite these

excellent services and her positive experience, Linda Edgar

remains frightened by possible risks and suggests that a modi —
fied hospital environment might "combine the best of both

worlds."

Edwards, Margot E. "Unattended Home Birth." American Jour—
nal of Nursing 73 (Aug. 1973): 1332-35.

Written from the perspective of a nurse and childbirth educator,

this article discusses the attitudes of couples who opt for a home

birth unattended by either a nurse or physician. The sample

discussed in the article seems to be composed primarily of

couples who have a “Hip”’lifestyle, value involvement of friends

and family and personal responsibility for their decisions. These

couples "express to a greater and more extreme degree the atti—
tudes of those who seek family-centered maternity care.” In

addition to a discussion of important issues in childbirth edu—
cation of home birth couples, this article includes results of a

survey of 36 women who choose unattended home birth in

two California counties.
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rey, Margaret A. "Home Birtlis in California.””Unpublished
report by the California State Department of Health.

There has been a sharp increase in the incidence of home birth
in California since 1975 when there were 3,516 out-of-hospital
births. They appear to be clustered in the north and central
counties of the state. In Marin County, for example, 7.8% of
the births were out-of-hospital as opposed to a rate of 11%
for the entire state. Though no distinction is made between
planned and unplanned births, a review of the birth records
showed a correlation between out-of-hospital deliveries and late
or absent prenatal care. The author, a nursing consultant for
the state department of health, believes that these trends are
a reflection of (a) the shortcomings of MediCal; (b) lack of
knowledge on the part of consumers; (c) costs of medical care;
(d) the reluctanoe or refusal of physicians to serve families
who want a home birth; and (e) distrust of traditional medical
practioe and practitioners. The article also reviews the roles of
physicians, nurse-midwiv. j and lay midwives in home hirtlis.

Epstein, Janet E. and McCartney, Marion. “& Home Birth Service

That Works ~”Nursing Care 9(Dec. 1976) :30-1, 34.

The authors are registered nurses who assisted local obstetricians
with home birtlis before they became certified midwives and

started the Maternity Center Association, Ltd. in Bethcsda,

Maryland in 1975. The home services they provide have the

support of the physicians, any one of whom is on call during

all the home births the midwives conduct. Couples who avail

themselves of home delivery services must meet certain medical

and non-medical qualifications. In addition to having completely

normal histories and laboratory results, clients must receive

prenatal care as recommended by ACOG, live a certain distance

from the hospital, agree to be transferred there if necessary

and make arrangements for tlic infant to be seen by a pedia—
trician within 24 hours. The philosophy of Maternity Center

Associatcs, which stresses education and post rtum follow-up,

is to assist couples committed to home birth in achieving their
own goals.

“Fathers in the Delivery Room. ”*Briefs 40(Mar. 1976):38-9.

90

This is a brief outline of two court cases (in Montana and In—
diana) and legislation before Congress regarding the right of
fathers to attend the hospital delivery of their children. Repre—
sentative James C. Connan of California has introduced legisla—
tion to permit the fathers”presence during delivery in all hos—



pitals that receive federal funding or benefit from federally
guaranteed loans. This contrasts with the prevailing practice in

which hospital administrators and trustees make decisions re—
garding fathers attendance on an individual basis with medical

advice.

Hazell, Lester. Birth Gees Home : An Ethnographic and Attitudinal
Study of 300 Couples Electing Home Birth in the San Francisco
Bay Area. Seattle, Wasliington, Catalyst Publishing Co., 1974.

Hosford, Elizabeth. “Alternatives in Nurse Midwifery Care: IIl.
The Home Birth Movement.”” Journal of Nurse Midwifery
21 (Fall 1976) .-27-30.

The author, coordinator of the Childbearing Center of the Ma —
termnity Center Association in New York, believes that trends in
alternative birthing practices are positive in terms of their sig—
nificance to national health, maternity care, and individual
families. These trends reflect the greater responsibility individ—
uals are taking for their own health. Furthermore, as birth
centers and home services are created to respond to the needs
of families, hospitals arc being forced to offer a wider spectrum
of services, sucn as family-centered care. According to the au—
thor, more studies need to be done in areas such as a woman 3
subjective experience of birth and its outcomes, and the effects
of breast feeding on the later emotional development of the child.

Huygen, Frans J. “Home Deliveries in Holland.””Journal of the
Royal College of General Practitioners 2G(1976):244-48.

This is a discussion of the philosophy and practice of obstetrics
in Holland where normal deliveries are at home, attended by
a midwife or general practitioner, and high risk births take place
in the hospital attended by a specialist or gynecologist. Professor
Iluygcn addresses the issues of national health insurance and
the distinctive roles of midwivcs, general practitioners and
gynecologists in a comparison of perinatal mortality rates for
Great Britain and the Netherlands and on analysis of deliveries
in Holland.

Lee, Cynthia. “Delivering a Baby at Home: The Rewards Vs.
the Risks”?The Detroit News, 21 Sept. 1977.

According to the author, a woman who wants a home delivery
has three options: finding a cooperative physician, locating a
trained midwife practicing illegally or visiting Birthcentcr, a
Highland Park organization of self-taught midwives. The general
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discussion on home births mentions studies on the subject being
done in Michigan, Minnesota and California, and it includes
two accounts of home deliveries-one successful, the other un—
successful .

Long, Phyllis and Jefferis, Clara. "Home Deliveries.””Frontier
Nursing Service Quarterly Bulletin 50(Spring 1974):33-36.

This article outlines the preparation, management and post—
partum follow-up of deliveries by the Frontier Nursing Service
over the past 50 years. In the last 25 years the FNS has served
2,669 women at home without a maternal death. This statistic
supports others suggesting that home deliveries are as safe as
hospital deliveries and that there is a relationship between nurse
midwifery care and a reduction of maternal and infant mortality.

Lubic, Ruth Watson. “Alternative Patterns of Nurse-Midwifery
Care: L. The Childbearing Center.”>Journal of Nurse-Midwifery
21 (Fall 1976) :24-5.

According to the author and director, the Maternity Center Asso—
ciation created the Childbearing Center as a direct alternative

to “Fmpersonalized interventionist, pathologizcd, technology-ori—
ented, unresponsive and costly in-hospital care.””The Center is
staffed by physicians, nursc-midwivcs, nursc-midwife attendants

and visiting nurses who provide follow-up visits to the home.

The philosophy of the Childbearing Center emphasizes educa:
tional prenatal care and screening in an environment where pro—
fessionals and consumers alike struggle to shed the orientation

of modern obstetrics toward pathology.

Matousek, Irene, "Homebirths—Myths or Message?”” Journal of
Nurse Midwifery 19(Spring 1974):24-29.

In addressing herself to so-called myths surrounding home de—
liveries, the author illustrates that cultural pressures in favor of
hospital deliveries and economics are making home deliveries
increasingly impractical. Statistics from other countries and the
examples of the Frontier Nursing Service and the Maternity
Center Association in this country illustrate the importance of
cultural or economic factors in responding to patients® needs
for family-centered carc in maternity fecilities.

Maynard, Freddie. "Home Births vs. Hospital Births." Woman"s
Day, 28 June 1977.

This article focuses on the psychological aspects of home births,
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pointing out that many women believe that these benefits out—
weigh the risks and that hospital births pose risks also. At home

the parents retain control in a peaceful, familiar environment.

Without hospital interferences, the experience is enhanced be—
cause the family is together. It is true that many hospitals are

introducing some of these aspects of the home experience and

they deserve consideration, especially by women who for medical,

psychological, or insurance reasons are not candidates for home

births. It is important to have adequate preparation and a

competent attendant to help insure that the out-of-hospital ex—
perience will be a successful and dignified one.

Mehl, Lewis. “Mome Delivery Research Today — A Review.”~”
Women 3Health 1(Sept./Oct. 1976):3-11.

This article divides the literature on homebirths into three cate—
gories: (1) Medical outcome studies generally report low lewels

of complications for home birth populations in Great Britain,

California, Oklahoma and Washington, D.C.; (2) homc-hospital

comparison studies attempt to match home and hospital popu—
lations and conclude that the latter has a higher incidence of
fetal distress, birth injuries, neonatal infections, post partum

hemorrhages and depression; and (3) the conclusions about post
partum depressions are further substantiated in psychological

outcome studies that focus on parental attitudes and self esteem

in comparing the home and hospital groups. This review of the

literature is put into a political and social context by beginning

and ending with a discussion of the history of modern obstetrics,

its control by male physicians and their resistance to out-of—
hospital altermatives. The position paper published by ACOG

on the subject characterizes this resistance.

Mchl, Lewis E., ci al. "Outcomes of Elective Home Birth: A Scries
of 1140 Cases.””Unpublished Study, California Department of
Health, Maternal and Child Health, 1975.

This study compares data from five home deliver)® services, in—
cluding three physician groups and two lay midwife services.
The women seeking home bi.tlis appear to be a self-sclcclcd
healthy group, and partly because of this, their birtlis compare
favorably in relation tr the complication rates of the California
population at large. Virtually all the women in this study had
prenatal care, attended birth preparation classes and attempted
to breast feed. Those delivered by midwives hud a lesser number
of cpisiolomies and lacerations requiring repair because the mid-
wives practice techniques of perineal massage and gentle delivery.
Further, the authors conclude that hospitals and physicians should
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be encouraged to adopt some of these techniques and “generally
provide a supportive, friendly and comfortable environment for
labor and delivery.””

Meyer, Barbara J. "Childbirth at Home - A Family Centered
Affair>>JOGN Nursing 5(Mar./Apr. 1976):20, 28-31.

This account of the author 3 experience and feelings surrounding
the planned home delivery of her eighth child conveys the rich—
ness of her family life and the place the birth assumed in it The
birth was a happy family experience: The children had none of
the fears associated with separation from the hospitalized mother
and both parents marvelled at the changes in their child as they
watched her continuously.

Miller, C. Arden. "What Technology Breeds: A review of recent
U.S. Experience with Cesarean Section.”" Speech delivered at the
John Sundwell Memorial Lecture. (Ann Arbor, Michigan) Mar.
20, 1978.

In 1965 the national cesarean rate was 4.5% of all live births.

Today the figure is 12%, and in major medical fecilities the figure

is95% Promoted bv these figures and, in part, by his friendship

with Ruth Lubic of the Maternity Center Association in New

York, Dr. Miller questions this trer )i in terns of the technical-

medical justifications for cesare" *orms <¥F social eco—
nomic factors. lie explores tho >s bhilic, economic incentives

for cesareans at a time when ,irtl, rates arc declining and the

number of obstetricians is increasing. Hence, there is n decline

in the ratio of the numbeT of live birtlis to the number of
physicians: from 260.7 in 1963 to 144.9 in 1975. Dr. Miller$
observations of the psychoemotional experience of a cesarean

birth for women and the concerns of the women & health move —
ment in the U.S. reflect a humanist-feminist perspective.

Moawad, Atef II. "Some Problems of Professionally Attended
Home Births.”” The Journal of Reproductive Medicine 19(Nov.
1977) :298.

Dr. Moawad discourages home deliveries Irccausc of risk factors,
unexpected problems that may occur during labor and possible
post partum complications. Based on statistics regarding a higher
incidence of death from neonatal pneumonia and infections among
home birth infants in Great Britain, he encourages instead the
development of a home-like atmosphere in hospitals rather than
a total return to home births.
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“ew Interest in Home Deliveries.”” Maternal 6- Child Health
Information. Health Services and Mental Health Administration
Newsletter (Rockville, Maryland) 29 Jan. 1973.

According to this report excerpted from a speech by Dr. Kathleen
Kendall (Chief Nursing Consultant, Maternal and Child Health
Service), the interest inhome deliveries seems to exist principally
among “the communes or counter-cultural groups,””as well as
among well-educated women. The resurrgence of home deliveries
seems concentrated on the West coast. In contrast, the South,
for example, 1is continuing determined efforts to decrease the
number of deliveries by lay midwives. Accordingly, state health
departments are gathering data on these trends.

Newton, Michael. “foman, Wife, Mother.”>Family Health 9(Jan.
1977): 19, 64.

This is an anecdotal account of the factors that went into this

doctors decision not to do home deliveries. It is the author3
hope that more obstetrical units in hospitals will be transformed

into a home-away-from-home where in a more personal, sup—
portive environment a woman will have access to professional

care and to an adjacent “figh risk suite.”” He cites as examples

the Family Hospital in Milwaukee and the Maternity Center

Association™s Childbearing Center in New York.

Petty, Carolyn. “So More Home Deliveries!”” RN 43(0Oct. 1972):
68-73.

This is an autobiographical account of a mother of three — all
born by natural childbirth— who planned a home delivery to be
attended by a nurse and a doctor. During labor, complications
necessitated her transfer to a hospital where an emergency
cesarean was done.

Petty, Roy. “Home Birth Movement Showing Signs of Growth,
Respectability.”” American Medical News, 23 June 1978, p. 13.

Though the “dlternative birth movement springs from a single

source- a strung disenchantment with standard hospital and ob—
stetrician childbirth methods,””a broad spectrum of alternative

birth advocates attended the NAPSAC conference entitled, "Com —
pulsory Hospitalization or Freedom of Choice in Childbirth?””
Some of the Hospital practices that came under fire at the Atlanta

conference in May, 1978 were electronic fetal monitoring, routine

cpisiotomics, the high rate of cesarean sections, and oxytocin-

induccd labor, among others.
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Popins, Lillian Saltzman. “Preparation for Premature Delivery at

Home . >”Nursing Care 6 (Dec. 1973):29-30.

In the event that premature labor is too far advanced, transpor—

tation is poor, or the infant is almost full term, Ms. Popins states
that “éverything should be done to promote safe delivery at
home.”Her article outlines the materials and procedures necessary

for the preparation and delivery and follow-up care for mother

and infant.

Rising, Sharon Schindler. “Alternative Patterns of Nurse-Midwifery

Care: Il. The Consumer-Professional Balance,”>Journal of Nurse
Midwifery 21(Fall 1976):25-27.

The Childbearing-Childrearing Center (CCC) at the University

of Minnesota was created as a result of consumer and professional
dissatisfaction with the orientation of health practice toward sick—
ness care. This service provides nurse-midwifeiy care within a
hospital setting. It is consumer oriented in areas such as husband
involvement, labor room delivery, no routines, immediate and
continuing contact with the baby, and early discharge. Two other
unique aspects of the CCC are provision for support groups
during childbearing (several which have continued for two years)
and pediatric nurse associates who provide early well-child care.
Data from a survey of the first 137 women who participated in
tire services shows that 81% of them were “fighly satisfied.””

Ritchie, C. Ann and Swanson, Lee Ann. "Childbirth Outside the

Hospital- the Resurrgence of Home and Clinic Deliveries.””Ma —
termal Child Nursing 1(Nov./Dec. 1976):373-77.

Beginning with an account of a young couple 8 pleasant delivery
in a doctor 3 clinic, the authors dismiss the grov.ing trend toward
out-of-hospital deliveries in terms of a comparison between the
obstetric practices in other countries with those of the United
States, which ranks 15th in infant mortality rates. In addition to
disenchantment with hospital procedures, there arc more positive
reasons for the home birth trends, such as the desire for har-
monius, natural births.

Sauer, Mark. "Birth, Ro Big Deal": 3ust Let Your Body Do itT™”
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The State Journal (Lansing, Michigan), 8 May 1977.

This article presents the attitude towards birth held by a 19 year-
old woman who is pictured jogging when she is eight months
p-cgnant. She forthrightly articulates a rejection of standard
hospital delivery practices and a philosophy of birth as a natural.



healthy event. Ms. Anderson does not completely reject the health
care system. She visited a prenatal clinic regularly during her
pregnancy and made arrangements for hospital back-up in the
event of complications.

Stoltz, Marsha Kuhn. “Aome Birth Safety Study Hit as Invalid.””
Nursing Care Week (Jan. 1978):2, 30.

An American College of Obstetricians and Gynecologists news
release accuses home birth studies of statistical manipulation,
but it agrees with those that report a two to five times greater
rate of infant and neonatal mortality for home birth populations.
This article presents the positions of physicians who agree with
the ACOG report and those who do not. A major criticism of
both groups is that the ACOG statistics are based on a small,
perhaps unrepresentative sample of home births and makes no
distinctions between those that are planned and those that are
not planned out-of-hospital birtlis. An ACOG representative says
the college has no plans to release the full report.

Watkin, Brian. "Back to Home Deliveries.”” Nursing Mirror
144 (Feb. 1977):42.

Since the 1950 §, health policies in England have aimed for greater
percentages of hospital deliveries. Presently, the proportion of
hospital deliveries is over 90?. Though stillbirth rates, deaths in
the firstweek of lifeand maternal mortality rates have gone down,
Marjorie Tews, a medical statistician has sought to demonstrate
that there isa low correlation between these rates and the number
of hospital deliveries. In fact, she has found that the hospital
stillbirth rate was 14.8 per 1,000, while at home itwas only 4.5
per 1,000. This remains a challenge to the national health policy.

White, Gregory. “A Comparison of Home and Hospital Delivery
Based on 25 Years of Experience With Both." Journal of Repro-
ductice Medicine 19(Nov. 1977):291.

In his presentation of the medical statistics of 100 women, 86 of
whom wished to deliver at home, the author seeks to emphasize
the importance of caution and conservatism necessary in home
deliveries. Dr. White believes that it is the responsibility of the
medical profession to see to it that "home deliveries become more
accessible to those that want them.~~”

97



Work, Bruce. <“Home Birth: Technology vs. Togetherness.” Michi—
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gan Medicine 76 (Nov. 1977):590.

Dr. Work believes that the interest in home births, specifically
the increased acceptance, may be a reflection of both economic

and societal factors of “frotesting the system.”” Though this
"desire for increased freedom from institutionalized restraints””
is understandable, it is also short-sighted because it rejects some

of the technological advances available in hospitals. The author

suggests that togetherness of the f>.nily and modem perinatology

need not be mutually exclusive.
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