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Date Referred: February 26, 1992 FURTHER REFERRALS: Finance

Date of Coinmittee Action: |1
The JUDICIARY Committee considered: HB 382
HOUSE BILL NO. 382 LICENSING OF MIDWIVES

"An Act relating to regulating the practice of midwifery: and providing for an effective date."

RECOMMENDATIONS the same title
be replaced with | Ja new title
[ ] have attached amendments(s)

do pass

[ ] do not pass
[ ] no recommendations
[ ] individual recommendations

[ ] additional referral to the Committee

ADOPTS: letter of Intent

ATTACHES NEW FISCAL NOTE(s):  (ept) APPROVES PREVIOUS: (DefiL/Dtle)
[ ] fiscal impact O<f fiscal note(s) Ga*

(X] zero fiscal note |jiSS *SkulWILSvcs. I ] zero fiscal note(s)




FI1 SCAL NOTE

STATE OF ALASKA BILL NO. House Bill No. ®SHB382
1992 LEGISLATIVE SESSION
Revision Date: Dept. Affected Health and Social Services
Title: An Act relating to regulating the practice of BRU: State Health Serivces
midwifery; and providing for an effective date Component: Maternal Child & Family Health
Sponsor: KoDonen. B. Davis
Reguestor: HESS COMPONENT SERIAL NO. 0290
Expenditures/Revenues (Thousands of Dollars)

OPERATING FY93 FY94 FY95 FY96 FY97 FYos8
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0
CAPITAL
REVENUE |
FUNDING: (Thousands of Dollars)
GENERAL FUND 1
FEDERAL FUNDS 1
OTHER 1
TOTAL 0.0 0.0 0.0 0.0 0.0
POSITIONS:
FULL-TIME 1 1 j 1 1
PART-TIME 1 1 1 1 1
TEMPORARY 1 1 1 1 1

Estimate of current year impact:

Prepared by: Peter M. Nakamura, MD, MPH, Director \P*Ti f[ Phone: 465-3090
Division:__Public Health I\ Date: March 31,1992
Approvea-bv Commissioner: Theodore A. Mala, MD, MPHt | |] Date:
Agency: Department of Health and Social Services \ *
Xp

Distribution (by preparer):

Legislative Finance OMB

Legislative Sponsor Impacted Agency(ies)

Requestor

(Rev 12/91) Page 1 of 1
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1992 LEGISLATIVE SESSION (H) Publish Date: 2-26-92
Revision Date. Department Affected: Commerce a: Economic Developmeni
XjQe: An Act relating to regulating the practice of BRU:  Occupational U censing _

midwifery; and providing for an effective date. Component:  Administration
Sponsor: Rep Kopomo
Requestor House HESS COMPONENT SERIAL NO.
Expenditures/Revenues: (Thousands of Dollars)

OPERATING FY 93 FY 94 FY 95 FY 96 FY 97 FY 98
PERSONAL SERVICES 4.1 4.1 4.1 4.1 4.1 4.1
TRAVEL 6.5 6.5 6.5 6.5 6.5 6.5
CONTRACTUAL 3.1 31 3.1 3.1 3.1 3.1
SUPPLIES 1.1 1.1 1.1 1.1 1.1 11
EOUEPMENT
LAND & STRUCTURES
GRANTS. CLAIMS
MISCELLANEOUS
TOTAL OPERATING 14.8 14.8 14.8 14.8 14.8 14.8
CAPITAL
REVENUE 29.6 29.6 29.6
FUNDING: (Thousands of Dollars)

GENERAL FUND

FEDERAL FUNDS

OTHER - GE/PR 14.8 14.8 14.8 14.8 14.8 14.8
TOTAL 14.8 14.8 14.8 14.8 14.8 14.8
POSITIONS:

FULL-TIME

PART-TIME

TEMPORARY

Estimate of current year impact: Nope.

ANALYSIS: (Attach a separate page if necessary)
HB 382 establishes a five member Board of Licensed Midwives to regulate the practice of midwifery
in Alaska. Information provided by supporters of the bill have indicated there are approximately .
50 individuals currently in Alaska who may seek and qualify for licensure.

Prepared By: Jennifer StrickIrfT# 1 Phone: ,465-2144
Division: Occupational Licensing Q~u _ Date: .o01/21/92
Approved by Commissioner: Glenn A. Olds  /*m n
Agency: Department of Commerce & Economic Development Date: | «

Distribution (by preparer): Legislative Finance, Legislative Sponsor, Requestor, OMB, & Impacted Agency(ies).

ity M0 COMMITTEE C/W f? n 1 Page i of.
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CONBNTTATION of JriSCAL NO"Hi£ AN alL xoia

For Bill/Resolution No. HB 382

The following is an explanation of anticipated costs to be associated with the new licensing
program:

Personal Services - $4.1

All licensing programs share the costs of support resources in the division, often referred

to as "overhead expenses". Based on 50 practitioners, the midwives licensing program will be
responsible to cover less that one percent (0.17) of the overhead costs. This is determined

by dividing the number of practitioners (50) by the total number of current licensees in
occupational licensing programs (28,631).

Travel -$6.5

This funding provides transporation and per diem for board and staff to meet twice each year,
based on one meeting in Anchorage and one in Juneau. Special meetings are anticipated to be
held by teleconference.

Contractual Services - $ 3.1

This funding will provide for printing and advertising of public notices for meetings and
examinations, facility rentals for meeting and exams, proctor fees, postage and other
communication costs.

Supplies - $ 1.1

This funding will provide standard operating supplies for the program.

REVENUE:

The division anticipates this program will cover its costs through licensing fees. Since

licenses are biennial, fees collected at the onset of the bill and every other year thereafter

are doubled to cover program costs over the biennial cycle. Although funding collected in one
fiscal year cannot be used in the next fiscal year, renewal dates of the many licensing programs
within the division are staggered so that licensing fees cover program expenses from year to
year. The revenues arc based on licensees paying a fee of approximately $300 each year to cover
the costs of the licensing program regulated by a five member board.

COMMITTEE COPY bage 2 of 2
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STATE OF ALASKA
1992 LEGISLATIVE SESSION

Revision Date:

N O T E
B”.L NO House Bill No. CSHB382

Dept. AffoctedHealth and Social Services

Title: An Act relating to regulating the practice of BRU:
midwifery; and providing for an effective date

Sponsor: oponen, B. Davis

State Health Serivces
Component: Maternal Child & Family Health

Requestor:  HESS

COMPONENT SERTALNO. UZ90

Expenditures/Revenues

(Thousands of Dollars)

OPERATING FY93
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS
TOTAL OPERATING 0.0

CAPITAL
REVENUE

FUNDING:

GENERAL FUND

FEDERAL FUNDS

OTHER

TOTAL 0.0

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Estimate of current year impact:

FY94 FY95 FY96 FY97 FY98

0.0 0.0 0.0 0.0 0.0

(Thousands of Dollars)

|
|
0.01 0.0 0.0 0.0 0.0

ANALYSIS: (Attach a separate page if necessary)

Prepared by: Peter M. Nakamura, MD, MPH, Director | A

Division:__ Public Health

Phone:  465-3090
Date: March 31.1992

Approvec Dy Commissioner: Theodore A. Mala, MD, MPH Date:

Agency:

Distribution (by preparer):
Legislative Finance OMB
Legislative Sponsor
Requestor

(Rev 12/91)

Department of Health and Social Services

Impacted Agency(ies)
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STATE OF ALASKA FISCALNOTE BELL NO. HB 382
1992 LEGISLATIVE SESSION

RevisionD a te . Department Affected: Commerce & Economic Development
Title; An Act relating to regulating the practice of BRU: Occupational Licensing
midwifery; anu' providing for an effective date. Component:  Administration
Sponsor; Rep. Koponeo
Requestor; House HESS COMPONENT SERIAL NO.
Expenditures/Revenues: (Thousands of Dollars)

OPERATING FY 93 FY 94 FY 95 FY 96 FY 97 FYO8
PERSONAL SERVICES 41 41 4.1 41 41 41
TRAVEL 6.5 6.5 6.5 6.5 6.5 6.5
CONTRACTUAL 31 31 31 31 31 31
SUPPL'ES 1.1 1.1 1.1 1.1 1.1 1.1
EOUEPMENT

LAND & STRUCTURES
GRANTS. CLAIMS
MISCELLANEQUS

TOTAL OPERATING 14.8 14.8 148 14.8 14.8 148
CAPITAL
REVENUE 29.6 29.6 29.6

FUNDING: (Thousands of Dollars)

GENERAL FUND

FEDERAL FUNDS

OTHER - GF/PR 148 148 148 148 148 148
TOTAL 148 148 148 148 148 148

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

Estimate of current year impact: Nore

ANALYSIS: (Attach a separate page if necessary)
HB 382 establishes afive member Board of Licensed Midwives to regulate the practice of midwifery
in Alaska. Information provided by supporters of the bill have indicated there are approximately .
50 individuals currently in Alaska who may seek and qualify for licensure.

Prepared By: Jennifer Strickle”s Phone: .*652144

Division: Occupational Licensing cru. Date:  01/21/92

Approved by Commissioner: Glenn A. Olds ~ "f\

Agency:  Department of Commerce & Economic Developrrent Date:

Distribution (by preparer): Legislative Finance, Legislative Sponsor, Requestor, OMB, & Impacted Agency(ies).
Rev 10/90 Nrirrs Pw-Lof-L.



CONTINUATION of FISCAL NOTE ANALYSIS
For Bill/Resolution No. HB 382

The following is an explanation of anticipated costs to be associated with the new licensing
program:

Personal Services - $4.1

All licensing programs share the costs of support resources in the division, often referred

to as "overhead expenses”. Based on 50 practitioners, the midwives licensing program will be
responsible to cover less that one percent (0.17) of the overhead costs. This is determined

by dividing the number of practitioners (50) by the total number of current licensees in
occupational licensing programs (28,631).

Travel - $6.5

This funding provides transporation and per diem for board and staff to meet twice each year;
based on one meeting in Anchorage and one in Juneau. Special meetings are anticipated to be
hela Dy teleconference.

Contractual Services - $ 3.1

This funding will provide for printing and advertising of public notices for meetings and
examinations, facility rentals for meeting and exams, proctor fees, postage and other
communication costs.

Supplies - $ 1.1

Tills funding will provide standard operating supplies for the program.

REVENUE'..

The division anticipates this program will cover its costs through licensing fees. Since

licenses are biennial, fees collected at the onset of the bill and every other year thereafter

are doubled to cover program costs over the biennial cycle. Although funding collected in one
fiscal year cannot be used in the next fiscal year, renewal dates of the many licensing programs
within the division are staggered so that licensing fees cover program expenses from year to

year. The revenues are based on licensees paying a fee of approximately $300 each year to cover
the costs of the) .censing program regulated by a five member board.
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Alaska State Legislature
Representative Niilo Koponen

Pouch V House District 21 119 N. Cushman, Suite 207
Juneau, Alaska 99811 Fairbanks, Alaska 99701
(907) 465-4992 (907) 456-8172

POSITION PAPER

HB 382 "AnAct relating toregulating the practice of midwifery."

In 1985 SLA 1985 Chapter 33 provided for the registration ofmidwives in
Alaska. The new law directed the Department ofHealth and Social
Sendees to adopt regulations by establishing a Midwives Working Group.
This Group was to propose regulations to the Commissioner regarding
registration, training, educational requirements and disciplinary
measures for lay midwives. The Department was to report on these
proposed regulations by the tenth day of the second session of the
Fourteenth Alaska Legislature. It did not do so. Alaska 3 licensed
midwives continued to practice without the benefit of regulations. Now,
over six years later, the Department has proposed regulations which would
effectively exclude the majority of presentty-practicing midwives from their
chosen profession.

HB 382 solves this problem by creating a Board ofLicensed Midwives,
consisting of one health care professional, one certified nurse midwife
licensed by the Board of Nursing, two state-licensed midwives, and one
public member who has received or paid for the services of a midwife. The
Board would license Alaska®s midwives using existing national standards.
The Boarc. would also develope strict regulations and monitor professional
practice by peer review and education. Certified, licensed, high quality care
would be available to Alaskans who either prefer home births or are denied
financial or geographic access to physicians® care.



FOUSE COMMITTEE REPORT

Q)
Date Referred: January 13, 1992 FURTHER REFERRALS: Judiciary
mulce

Date of Committee Action: 2JT/&Z—
The HEALTH. EDUCATION AND SOCIAL SERVICES Committee considered: HB 382
HOUSE BILL NO. 382 LICENSING OF MIDWIVES

"An Act relating to regulating the practice of midwifery; and providing for an effective date."

RECOMMENDATIONS: [-'fdie same title
be replaced with Cs -M | Cfes) 1 ] anew title

[ ] have attached amendments(s)

[ ] do pass
[ ] do not pass
[ ] no recommendations

[i™-TTlclividual recommendations
[ ] additional referral to the Committee

ADOPTS: letter of Intent

ATTACHES NEW FISCAL NOTE(s):  (pept) APPROVES PREVIOUS: (Dept/Date)
[ «Efiscal impact 1?CE£ O [ ] fiscal note(s)

[ ] zero fiscal note [ ] zero fiscal note(s)



Personal Attention for the childbearing Family

Kaye Kanne

registered midwife

P.O. Box 22624
Juneau, Alaska 99802
(907) 780-4518

Subject: Testimony for HB 382 For House HESS Committee

My name is Kaye Kanne. | practice midwifery here in Juneau and have been for
almost 8 years. |received my training in Las Cruces New Mexico where
midwives are licensed by the state. When we ask for regulation and licensing
in Alaska in 1985 we tried to pattern Alaska's law after New Mexico New
Mexico has been licensing midwives for many years with very good statistics.

In 1985 legislation was passed with the intent ef making midwifery a legal
regulated profession in Alaska We were tdd at the time that it would be
impossible to create a midwifery board so we opted to be put under the
administration of Health and Social Services. A Midwife Working Group was
created by the legislature to insure that regulations developed were consistent
with the practice of midwifery. This Midwife Working Group has not been fully
acknowledged by FI & SSand it has been determined by legal opinion that
according to administrative law they do not have to consult the working group
in the writing of midwifery regulations. Regulations have never been put in
place and the 1985 legislation has never been administered. We are no closer
today to having a regulated and licensed profession than we were 8 years ago

I have been working on this issue for 8 years and would really like to see a this
work completed. 1would like to see midwifery become a licensed, regulated
profession with quality standards of care and fair regulation. | see the only way
to bring this about is with a midwifery board. Midwives need to have a say in
their own regulatory process. Without representation from our own profession
we are at risk of being regulated out of practice It is obvious that the people ef
Alaska want the option of midwife attended home birth.

Tm asking you to support HB 382 because | think it is important to make these
changes in the 1985 statute to make this a workable law.

Thank You.



urses

.Association

237 East Third Avenue
Anchorage, Alaska 99501
(907). 274 0827
.. acondtituent of An'encm NLISes' Association

March 5, 1992

Representative Dave Donley
Chair, Judiciary Committee
State Capital

Juneau AK 99811

CSHB 382 (HES)
Dear Representative Donley:

The following recommendations related to CSHB 382 (HES) are proposed by the Alaska
Nurses Association, the Alaska Chapter of the College of Nurse Midwives, and the
Alaska Nurse Practitioner Association. These comments refer to substantive issues not
addressed in the previous committee.

General background: Alaska is one of only TEN of the United States in which non-
nurse midwifery is legal according to the wall Street Journal (9-25-90). Alaska is not
following a "Uniform" act which has been tried and proven in other states. Indeed, the
practice of midwifery is so diversely practiced that, "Some states, such as Washington,
require midwives to take a three-year state-accredited midwifery course and pass a
licensing exam. But in Texas, midwives need only plunk down $5 to become registered”
(wall street Journal). Given these diverse conditions, it is imperative that legislation
providing some form of accreditation to non-professional midwives provide the best of
assurances for public safety and understanding.

1 The titles in this bill refer to "Licensed Midwife." The public may become easily
confused with this term. The Alaska Board of Nursing provides for the licensure
and additional certification of Advanced Nurse Practitioners based on a Bachelor
of Science in Nursing followed by some 13-24 months of advanced training and
education in the specialty of obstetrics. The title bestowed on these practitioners
is "Certified Nurse Midwife." The World Health Organization, with a great deal
of experience with the practice of midwifery, particularly lay or non-professional
midwifery, recognizes and recommends the use of the title, "Direct-entry midwife"
to avoid the public confusion surrounding the term "licensed midwife."



Letter of March 5, 1992
RE: CSHB 382 (HES)
Page 2.

RECOMMENDATION: The term, "DIRECT-ENTRY MIDWIFE." should be
used throughout the legislation.

2. The National Council of Boards of Nursing provides guidelines for the use and
definition of the terms licensed, certified, and registered (see attached
definitions). Licensed implies, "Skill/Training: Highly specialized, Post-
baccalaureate education. Clinical proficiency is certified by an accrediting body."
Certified implies, "Skill/Training: Specialized; can be differentiated from ordinary
work. Education and/or experience must be certified by recognized accrediting
body."

RECOMMENDATION: Direct-entry midwives should be "Certified Direct-entrv
Midwives" throughout the legislation.

3. The licensure and practice of obstetrics (which includes anidwifery) generally
requires the licensed practitioner as well as the licensors (Boards, Colleges,
Academies) to maintain a current practice and up-to-date working knowledge of
the field. To be the most effective, as well as to provide the highest degree of
public safety and confidence, the medical members of the Board of Certified
Direct-entry Midwives should have a current obstetrical practice or be specialized
in obstetrics. Thus medical professionals with no current knowledge of obstetrics
would be eliminated from participation on the board.

RECOMMENDATION: *Sec. 5. Sec. 08.65.010 (b) line 5 add:
The medical professional and the certified nurse midwife must have a
current obstetrical practice or be specialized in obstetrics.

4. Other licensing boards possess the authority to approve training, education,
apprenticeships, and other forms of entry into the regulated practice. The charge
is made to provide direct supervision and approval of all educational programs as
well as for continued competence. Other Alaskan boards providing for licensure
or certification also possess this authority, example: AS 08.60.100. DUTIES AND
POWERS OF THE BOARD (OF NURSING).

RECOMMENDATION: *Sec. 5. 08.65.030 add:
(8) approve curricula and adopt standards for basic education, training,
and apprentice programs that prepare people for licensing under AS
08.65.060.

9) provide for surveys of the basic direct-entry midwife education
programs in the state at the times it considers necessary.



Letter of March 5, 1992
RE: CSHB 382 (HES)
Page 3.

(10) approve education, training and apprentice programs that meet the
requirements of this chapter and of the board, and deny, revoke.or
suspend approval of such programs for failure to meet the
requirements.

(11) prescribe requirements for competence before a former certified
direct-entry midwife mav resume the practice of midwifery under
this chapter.

5. There rray be as few as 47 direct-entry midwives statewide who will be
participating in this certification program. With so few, it makes economic sense
to require the exam be offered only once each year. The Board of Nursing,
responsible for 5,000 licensees, is required to offer the nursing exam only twice
per year.

RECOMMENDATION: *Sec. 5. Sec. 08.65.080. EXAMINATIONS. Should be
changed to read:
The board shall conduct examinations at least once [TWICE] each year.

6. A refresher course or additional continuing education should be required of an
applicant direct-entry midwife who has failed to pass the examination more than
one time. Without such a provision, the test-taking ability of the applicant is what
is being tested, rather than the knowledge and abilities of the applicant. Such a
requirement would be consistent with similar licensing boards.

RECOMMENDATION: *Sec. 5. Sec. 08.65.060. Add at the end of the
paragraph:
An applicant who has failed the examination more than one time must
participate in further education or training programs as prescribed by the
board.

7. Licensing and testing requirements vary greatly from state to state. The board
could spend excessive amounts of time trying to compare other state exams with
the national exam required of Alaska’s certified direct-entry midwives. The
national exam provided for in Sec. 08.65.060 should be required of all applicants
for certification.

RECOMMENDATION: *Sec. 5. Sec. 08.65.070. LICENSURE BY
CREDENTIALS. Should be changed to read:
The board may by regulation provide for the licensing without examination
of a person who meets the requirements of AS 08.65.050 (1) -(4) and who



Letter of March 5, 1992
RE: CSHB 382 (HES)
Page 4.

is currently licensed in another state with licensing [AND
EXAMINATION] requirements at least equivalent in scope, quality, and
difficulty to those of this state [AT THE TIME OF LICENSURE] and who
has passed the national examination required of certified direct-entry
midwives in this state.

8. The proposed legislation provides for "Apprentice Midwives" without providing for
a clearly defined framework within which the apprentice would practice.
Language proposed above (08.65.030) would empower the Board to oversee the
content and nature of such a program for entry into the practice. Sec. 08.65.090
should contain specific reference to that Board authority. Further, this section
should clearly indicate that apprentice practice must be under the direct
supervision of a board approved trainer utilizing a board approved training and
education protocol. Sec. 08.65.090 (b) would allow, "An apprentice midwife may
perform all the activities of a licensed midwife.." without requiring any direct
supervision or any previous training or education. Further, all supervision of
apprentice direct-entiy midwives should be by individuals with current obstetrical
practices.

RECOMMENDATION: Sec. 08.65.090 APPRENTICE MIDWIVES. Change to

read:

(a) The board shall issue a permit to practice as an apprentice direct-entry
midwife to a person who satisfies the requirements of AS 08.65.050(1)-(3)
and who has been accepted into a program of education, training, anti
apprenticeship approved by the board under AS 08.65.030. The permit
application must include information [ABOUT THE SUPERVISOR’S
LICENSING AND EXPERIENCE AND BE SIGNED BY THE
SUPERVISOR.] sufficient to satisfy the requirements of the board
regarding the educational, training and apprenticeship program.

(b) An apprentice direct-entry midwife may perform all the activities of a
[LICENSED] certified direct-entry midwife if directly supervised in a
manner prescribed by the board by

3) a physician with a current obstetrical practice licensed in this state;
or

4) a certified nurse midwife with a current obstetrical practice licensed
by the Board of Nursing in this state.



Letter of March 5, 1992
RE: CSHB 382 (HES)
Page 5.

9. Violations of this c_haﬁter and the requlations promulgated under it are for the
protection of public_health and safety. Violations reguire immediate action to
protect the public. The IeP|sIat|on requires the Administrative Procedures Act AS
44,62, To protect the public the board must have the authority to sanction an,
individual immediately to prevent continued practice until such time as a hearing

may be held.

NDATION: *Sec, 5. Sec. 08.65.110 GROUN
OR RE I CENS

RECOMMENDATIQ D FOR DIS

t?USEENS{!'C%N, R REVOCATION OF [LICENSE] CERTIFICATION. Should

e changed to; . L .
T%FTER A HEARING,] The board ma¥]| nose a_dmuﬁlmary sanction on
a person licensed under this chapter if the board finds that thie licensee

10.  Inthe interest of public protection, the certified direct-entry midwife is required
to recommend a physical examination (Sec. 08.65.14(2} and to obtain a signed
informed consent from the woman. Such recommendation and consent should
become a part of the woman’s permanent client record.

RECOMMENDATION: "Sec. 5. Sec. 08.65.140 REQUIRED PRACTICES.

hould be changgd toread: - .

b) A certifigd [LICENSED] direct-entry midwife shall inform a woman .
seeking home hirth of the_ possible risks of home birth and shall obtain a
signed"informed consent, including the recommendation for a physical
examination s per AS 03.65.140(3). from the woman before the onset, of
labor. Such consent shall become part of the woman's record. A certified
[LICE_NS_ED,] direct-entry midwife shall accept full legal responsibility for
he midwife’s acts or omissions.

11, The delivery of a woman who has a condition under 08.65.140, (d) which
contrainlicates home delivery by a certified direct-entry midwife should simply
not be allowed. Physician availability is no. reason to dllow dangerous practices.
Women with such conditions should be delivered in a setting prepared to deal
with the problem.

D=
S~——

. Sec. 08.65.140 (d) should be chanﬂed to read:
NOT AVAILABLE TO ATTEND A
rect-entry miowife may not
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12

13

The list of conditions which a woman might posses which would contraindicate a
home birth should. be ex]panded to be more inclusive of other potentially life-
threatemng cond|ﬁ|ons. h% list should include F” conditions that ar? acce_;i)ted by
the American College of Obstetrics and Gynecology, the Academy .o Faml_%{
Physicians, and the American College of Nurse Midwives as high risk conditions
of the pregnant woman which can Igad to a poor birth outcome,

RECOMMENDATION: *Sec. 5. Sec. 08.65.140 (d) should have the following

added:
(2)  has gestational diabetes, diabetes, hypertension,

3)  contracts genital herpes simplex in the first trimester of pregnanc
g or has ac?lve genltalpherpespln the last two weeks of pregnagncy: Y

(5) inapFE)ro riately uses controlled or legend drugs [IS ADDICTED TO
NARCOTICS OR OTHER DRUGSg];

(8)  has a gestation of more than 41 [42] - 1/2 weeks by dates and
examination;

(15) has had a previous caesarean delivery or other utering surgery.
(16) experienced the rupture of membranes 24 hours hefore:
(17) s less than or equal to 17 years old at the time of delivery.

(e)  Except in a verifiable emergency, and when neither a physician or certified
nurse midwife is available in the geo rath vicinity, a cértrfied direct-entry
m|tdwn‘t|e may. not attempt to correCt fetal presentations by external or
Internal version.

The term "direct-entry midwives" is the standard which has been set by the World
Health Organization,” We support its.use so as to not confuse the consuming
ublic who have difficulty ungerstanding the difference between a "Certified
urse Miowife" possessing a baccalaureate degree, 13-24 month of aavance.
training, and successful c_o_mrﬁ)lenon of & rigorols examinatjon; from a midwife
with one year of “supervision” and passage of an examination. The public should
not be confused with inappropriate abbréviation or terminology.



Letter of March 5, 1992
RE: CSHB 382 (HES)
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COMMENDATION: *Sec. 5. Sec. 08.65.160. LICENSE REQUIRED IF
SIGNATION USED. Should be changed fo read: o

A person who Is not licensed undgr this chapter or whose license is.
suspended or.revoked, or whose license has lapsed who"knoww’{%ly In
connection with, the person’s name the words or letters "C.D.E.M.
["LN.M."], Certified Direct-entry Midwife [LICENSED MIDWIFE], or
other letters, words, or insignia indicating or |_mplylng_that the person is
certified [LICENSED] as a direct-entry micwite by this state or who in any
way, orally or In \ertln% directly or b%/ implication; knowingly holds out as
being.certified FLICEN ED]. by the state as a direct-entry midwife in this
state"is quilty ot a class B misdemeanor.

14 The scope of practice of the certified direct-entry midwife should be confined to
the prenatal, antepartum, mtraﬁartum, and Post-partum periods, Certified direct-
entry miowives are trained in the obstetrical care of women and, newborns, not in
evaluiating the gynecological conditions or performing gynecological examinations
of the non-pregnant woman. Reproductive health care 15 .beyond the scope of
practice of the certified direct-entry midwife and its practice could prove
detrimental to the reproductive health of women, Equally, certified direct-entry
migwives are not trained In pediatric care beyond the nednatal period.

RECOMMENDATION: *Sec. 5. Sec. 08.65.190. (3) should be changed to read:
(3)  "practice of midwifery” means L‘PROVIDIN REPRODUCTIVE
EALTH CARE TO WOMEN AND NEWBORNS IN A

COMMUNITY:] providing necessary supervision, health care, and
educatign to women during pre_%na_ncy, labor, and the postpartum period,
conducting deliveries on the migwife’s own responsibility,and Wrowdln%
Immediaté prostgartum care of the newborn [AND PRIMARY HEALTH
CARE TO THE WOMAN DURING THE INTERCONCEPTUAL
_PERI_QD{; "practice of midwifery" includes preventive measures, the
identification of physical, social,”and emotional needs of the newborn and
the woman, and arranging for the consultation, referral, and continued
Involvement when the care required extends beyond, the abilities of the
midwife, and the execution of emergenc measures int he absence of
medical assistance, as specified in réguldtions adopted by the board.

RE
DE



Letter of March 5, 1992
RE: CSHB 382 (HES)
Page 8.

Thank you for the time to read these comments and concerns.

Sincerely,

Patti Hong, Rn/ma
President .
Alaska Nurses Association

President . .
Alaska Nurse Practitioner Association

Chei_y|ChQut, RN \
President _ L
Alaska Chapter American College of Nurse Midwives

cc.  Judiciary Committee Members
Representative N. Kopenen
Representat|ve B. Davis
Representative F. Ulmer
Representative K. Brown

attachment.  Guidelines for Determining Level or Degree of Regulation
from National Council on Boards of Nursing
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MIDWrVES ASSOCIATION OF ALASKA
EXECUTIVE SUMMARY OF RESOLUTION

Birthing is normal. It is not a medical event.

In most industrialized nations, midwifery and modern medical technology are integrated into a
fulfilling maternal-infant health care system

The United States ranks 23d - 24th in infant mortality rates. Caesarean rates approach 30%
when 20 years ago it was 5%.

Th_ed World Health Organization supports care of normal pregnancies through use of trained
midwives,

The 1991 Governor's Conference was advised that "certified midwifery” would be an integral part
of any well planned U.S. health care system paralleling all industrialized Europe.

Midwives of Alaska share basic worldwide midwife philosophies

Midwifery care reduces stress on pregnant woman associated with hospital delivery systems,
Midwifery is an issue of choice for a woman.

Midwifery enjoys a supportive statewide constituency.

Midwifery reduces health care costs with potential to reduce health care insurance premiums.

Midwifery is clearly legal in several states.

Alaska statutes regarding midwifery passed in 1985 (AS 18.05) has never been administered. Ex-
tensive popular support in 1985.

Several attempts to develop implementing regulations with Dept, of Health and Social Services
failed, along with passage of time through three separate administrations.

Original legislation flawed due to compromises which may have been exPed_lent In 1985, but
which are no longer applicable due to evolution of professional stature of midwifery in the past
7 years. MAA recommends deletion of old law ana implementation of new law containing es-
tablishment of a re?ulatory board with authority to promulgate regulation which addresses con-

tinuing evolution of midwifery.

Midwives Association of Alaska initiated move to become licensed and regulated in 1985, It
was not imposed upon from outside. Current initiative on this issue is one of professionalism
and asa R/Ireventatlve of any possible_future abuse reflecting negatively on the profession in
Alaska. MAA feels sense of responsibility and ownership to bring isste to rightful closure.

Start up costs of licensing board reduced due to existence of reco?nized_standard tests and draft
requlations needing only revision, allowing hoard to transition into minimum operating budget
levels more quickly.

tirnijb¢tfck - a/ D



MIDWIVES ASSOCIATION OF ALASKA
RESOLUTION

1LWHEREAS  Birthing is normal. It is not a medical event. In most of the. world, normal
birth is attended by midwives. Woman have attended women in childbirth since time im-
memorial. The medicalization of childbirth is less than 100 years old. The tradition of
women attending women at birth dates back into prehistory,”to include the practices of in-
digenous Alaska native populations even into the present, and

2.WHEREAS...We live ina modern, technological society in which medicine and interven-
tions can and do save lives. Yet, in most industrialized riations, midwifery care forms a
cornerstone of maternal-infant health with midwives attending unco_mﬂllc_ated births at
home and in the hospital, and obstetricians attending complicated births in the hospital. In
no EuroPean country do obstetricians provide primary health care for most women with |
uncomplicated regnanme_s and births. In ever% single country in the. European region with
prenatal and infantmortality rates lower than the United States, a midwife is the principle

and onlyé_birth attendant at Uncomplicated births, i.e. there is no physician in the room at
time of birth Appendix B), and

3 WHEREAS....The United States ranks 23d to 24th in infant mortality worldwide. A baby
born in Hong Kong has a better chance of survival than a baby bom, in Washington D.C.
Our caesarean rate approaches 30 percent, while only 20 years aﬁo itwas less thans«
(Af_)per_ldlx B). While some would advocate more technology, others postulate that medi-
calization of childbirth has accelerated these statistics, and

4 WHEREAS....the World Health Organization considering the issue of a_pproPriate tech-
nology for birth issued 16 recommendations, one of which was: “the training of professional
midwives or birth attendants should be encouraged. Care during normal pregnancy, birth
and afterwards should be the duty of this profession (please refer to appendix B for docu-
ments evidencing the wide range of support for migwitery in various governmental and
health organizations worldwide), and

5.WHEREAS....the nation's %overnors In their annual 1991 meeting were addressed by Mr.

Willis Goldbe_rgi, consultant to the World Health Or%amzatmn, who noted that state gov-

ernment officials are the most cognizant of the true human costs of insufficient health care

planning at the federal level. He advised the f(Ilovernors_, In part, that restrictions on alter-

native health care services in America are stifling creativity and change. He mentioned, in

Rarncular, that "certified midwives" would be an‘essential part of any'well planned U.S.
ealth care system paralleling those of all industrialized Europe (Appendix B.), and

6.WHEREAS....Midwives of the Midwives Association of Alaska share with trained mid-
wives all over the world these basic philosophies:

They recognize the right of all women to safe, satisfying health care. Childbirth is



one of the most creative and powerful processes life has to offer. The outcome of
childbirth is determined primarily b}; the care women %IVG themselves and the train-
ing of their birth attendants rathér than by place of birth, Midwives educate pregnant
women regarding diet, exercise, avoidance of harmful substances, etc.

Midwives encourage family-centered child bearing, meaning family members are an
intrinsic part of thé birth experience, not mere ob3ervers given permission to be pre-
sent. Family participation and bonding are encouraged thiroughout the entire birth.

Midwives are committed to making possible the woman's desires regarding their

childbirth experience. In addition o physical care, midwives address the emotional,
spiritual, social and. educatjonal needs ot the client. They foster the woman's self-de-
termination to participate in their own care and consider them responsible partners

In the health care system,

Within the limits of safety, miowives are committed to a philosophy of noninterven-

tion during the birth. Midwives are guardians of normal birth but are also concerned
with preventing _comPllcan_ons_ and handling unexpected problems. 1f complications

require a physician, the midwife will arrange for this referral while maintaining sup-

port to the client, and

T.WHEREAS....In contrast to the time and space stresses surrounding_hospital health care
delivery systems, midwifery provides the pregnant woman with extensive Personal attention
and support. Midwives rodtinely have long, involved prenatal visits with their clients, see
them every week toward the end of their pregnancy and make home visits up to six weeks,
postpartum. They offer family and personal counseling as well, and

8. WHEREAS....From awoman's viewpoint, midwifery is an issue of choice. It Isan option
that should be freely available to any woman who investigates the benefits of homebirth,
while at the same time, assuring the greatest de%_ee of medical safety through licensing and
requlation of the profession as proposed by the Midwives Association of Alaska, and

9.WHEREAS.~.Midwifery has the popular support of constituents statewide as discovered
by several solicitations for public comment by DHSS (chronological overview attached as

Appendix A), and

10.WHEREAS,...Midwifery care consistently costs less than that of hospital obstetrical
care. Legislative bodies are being hard pressed to find solutions to astronomically rlsmq
health care costs. It isa difficult issue not yielding to immediate and simplified proposals.
About four million woman ?lve birth annually inthe United States, Prenatal care Is the
second most frequent ambulatory care visit t hospitals; second only to general medical ex-
aminations (US Dept, of Health & Human Services 1988/ Appendix B). Surely, at this
level of statistical frequency, reducing the costs of prenatal and birth care of pregnant



women by sanctioning safe midwifery care through responsible legislation will have a sig-
nificant impact on lowering health care costs. Lowering health care costs will help lower
health insurance premiums, an associated social issue having to be addressed by legislative
bodies nationwidg, and

11.WHEREAS....In 1990, midwifery is clearly legal in 9 states; in 6 additional states it is.
legal through statutory inference or judicial Intérpretation; in another 13 states, it is nei-
ther legally defined ndr prohibited, while being openly practiced in. many of those states.
Therefore; in over half of the states in the union, direct entry midwiferyis an option of
choice for pregnant women. In 1989, New Mexico licensed micwives became the first di-
rect entry midwives in the country to qualify for direct Medicaid payments. Midwives now
qualify as eligible for insurance payments by the several large carriérs of employee health
Insurance (Aetna, for instance), and

12 WHEREAS... Midwifery legislation was fassed Into law by the Alaska legislature in 1985
SSCHB 335% amending portions of AS 08,64.370; AS 08.64,380; AS 18.05.040(a);AS
8.05.056-057. The intent of this legislation was that midwives would practice in Alaska
with regulations and a certification process. Significant and overwhelming public support
evidenced to support the licensing and requlatory intents of this legislation.  Despite spe-
cific instructions for implementation by the 1985 legislature to the Department of Health

and Social Services, this law has neverbeen administered (Appendix A), and

13 WHEREAS..,.Several attempts to develop implementing re?ulat!ons through the two
separate working groups formed as defined by the 1985 legislature in SCHB 335 were non-
productive due to Several reasons to include (1) impasse on some key issues among the
participant interests, (2) delays caused by procurement of public testimony, and (3) the
passage of time which has transcended three separate administrations each with differing
PO|I'[Ica| philosophies and each having appointed new department commissioners needing

amiliarization with the issues, and

14 WHEREAS....The Fast seven years has proven the difficulty of adgustmg the existing,

compromising 1985 Alaska law, to the factual and changing circumstances surrounding the
issue of midwitery to include its subsequent development into a recognlzed_and sanctioned
Profes_sm_n in several states and many nations of the world. Rather than t%n to fixan old
aw with its several glaring deficiencies in the light of 1991 evolutions, the Midwives Asso-

ciation of Alaska recommends the implementation of new law incorporating several core
structural changes along with complete deletion of law created in 1985, an

15WHEREAS....The Midwives Association of Alaska sponsored the 1985 initiative to Ii-
cense and requlate midwifery in Alaska with an intent to see midwifery develop as.a safe
option of choice for childbedring woman, in parallel and conjunct with the expanding pro-
fessional regard to miowifery in‘other states nationwide and in nations worldwide, ana sec-
ondly, as a preventative to any possible breaches of safety by untrained and unskilled
practitioners which would reflect poorly upon the profession of midwifery in Alaska. Be-
cause of this initiative by the association (as opposed to regulatory disciplines imposed



from outsice) the association acts with a sense of responsibility and proprietorship towards
the development of sensible laws and regulations that will not'only work in the Pre_se_nt but
allow for future dynamics.in the evolution of midwifery in Alaska and its several distinct

regions, and

16.WHEREAS...in seeking the creation of a new occupational licensing board, the Mid-
wives Association of Alaska is c_oszant of the related costs to the State and is pleased to
note that major start up costs will"be reduced sguﬁ_cantlyb the existence of a nationally
r_ecognlzed qualifications test (North American egmtry of Midwives Exam) and substar-
tial draft regulations needing only revision action. Both'the test and draft requlations, after
revision, can be adopted by the ficensing board saving the State significant Start up costs.
|t means the board can move into an opérations budget model faster than normal,

NOW THEREFORE BE IT RESOLVED THAT....The Midwives Association of Alaska on
behalf of all midwives practlcm? in Aaska and on behalf of all woman in .Alaska who de-
sire the option of reasonable alternatives in their method of birth, unanimously recom-
mend to the Seventeenth Alaska State Legislature the passage of HB #382, and its
companion HB #381 which provides authority for Medicaid payments to midwives granted
licensed status under the conditions outlined in HB #382. Both' these hills (Appendix C)
are cosponsored by Representative Nilo Koponen and several others during the 1992 leg-

Islative session.



Meeting ofthe
N ational
Governors'

A ssociation
C-Span. February 7. 1991

Willis Goldbeclc. founder of the
Washington Business Group on
Health and consultant to the World
Health Organization and to corpora-
tions In the United States, spoke to
the annual gathering of the fifty gov-
ernors In Washington. D. C. on"the
subHectofheaJth policy In the United
States. Knowing that the governors
are more likely to be aware 0fthe true
human costs of the massive budget
deficits than the U. S. national gov-
ernment, which continues to cut
Rrogframsdesu];ned to Improve public

ealth, Mr. Goldbeck wasted no time
In stating that the health care system

U IKiVKikQiu

~ (fieBirtfl cpzette

In the United States Is the most ex-
pensive, most redundant and least
able to cover the health care needs of
the public ofall of the western Indys-
trialized countries, C,ontes,tln% the
current estimate of thirty- elﬂh mil-
lon Amencar{a Wi hout.hea h care
nsurance. Golabeck providedhis beat
estimate ofthosewhohave little orno
health care [nsurance: seventy mil-
lon people! This figure amounts to
more than a quarter of the entire
population of our country. “This
nation Is heading toward some sortof
national healthInsurance reform,*

e said.
Goldbeck's description of the health
care systems of the other Industrial-
ized nations m - deq ,shartp contrastto
the piecemeal, profit- driven Ameri-
can health care Industry. Five keP]/
features are shared by ‘the healt
care systems of all In?uds,trlallzed
Européan countries (Inc

uding Can-
ada). features that Mr, Goldbecgur%ed
the governors to consider as the
Unitéd States moves closer to some
sort ofnational health Plan, features
which do not underlie the current U.
S. health care system.

Feature One: the Idea ofa common,

well- known public health policy.
Feature Two: each country has a
health care budget
Feature Three: the health care
s¥stem ofeachcountry has someway
0f negotiating with health care pro-
viders; thereare no free- for- alls In
c?untrles with national health care
ans.
pFea,ture Four Insurance as acom-
mercial product. Is never the basts for
attaining access to health care,

Feature Five: the role ofemployers
as health Insurance providers Is de-
fined by the gavernment.

_One of the first bIP pay- off) E)ro-
vided by these five features I that
health Care management costs are
greatly reduced In the countries with
national health plans. Goldbeck also
remarked. that European countries
are following the advice of the World
Health Organization in viewing the
promotion’of health as a nationwide
responsibility, Several European
?ountrlﬁs or Cities hﬁve begun %Ians
or hea thX cities, healthy schools
and legislation thatprovides forhealth
In, the workplace. Cldcs and coun-
tries that have Introduced effective
programs are sharing Information

with each other, %nd there I? a,sense
of progress In the field ot disease
prevention. Remarking that health
promotion barely exists In public
aol_ch In the Unitéd States, except for
Wweight l0ss Programs and I.eglslatui(n
an cm(ord nafces regarding smok-
ng In the waorkplace and In" public
3U|Id|n?s and transportation. Gold-
peck stressed that the governors
would d%well to follow the European
lead In this area. ,
Anticipating that the medical lobby
may well resjst any moves toward a
national health pldn on the grounds
that any_such plan will inevitabl
cause rationing ofhealth care, Gold-
beck stressed that the United States
systemalready Involves considerable
rationing, that, in fact, the seventy
million people who have no Insur-
ance coverage get far less care than
th(\ay actuall?/ néed. Since we glread
have rationing he said, why fear It
With national”health Insurance re-
form. such rationing could he
Planned, and essential sendees could
hen be considered the birthright of
every citizen.

Another point made by Mr. Gold-
beck dealt with the restrictions on
alternative health care systemsn the
United States: he made |t dear that
such restrictions are stifling creativ-
ity and chan?ewnhm ours%ste(m. He
mentigned. I particular, that " certi-
fied midwives' would be an essential
partofany well-planned health care
system anid that, currently, obstetri-
clans are effectively blockmq mows
towardswell-sgread use 3fm dwtyes
as maternity care providers In this
country.

Write to; C-Span ,
400 N. Capitol Street, Suite 650
Washington. D. C. 20001




Mothering, Fal 1989

Hospital Birth Deemed
“Too Risky”

A t an intemational med-
ical conference on the
psychology of medi

cine and birth, held InJerusalem

this past spring. Dr. Marsden

Wagner wamed doctors that

hospital birth* otkhnger mothers

St piruy eiumer

ull EnptnonM protVMns ana

overuse oftechnology and drugs.

Wagner, the European dkector

of the World Health Organisa-

tion, criticized hospitals for rou-
tinely usng medkal procedures
once reserved for extreme dtue-
tions only. “Ten out of every

1,000 babies In developed coun-

tries die”” he noted. "In aneffort

to save those 10babies, we put

990 babies through procedures

that profound”™ disrupt the

experience of birth."

One such procedure Isthe rou-
tine use of the hospital nursery,
which Wagner referred to as "a
erode ofgenre, separating babies
from their mothers at the most

sensitive point of their relation-
ship." Citing studks that Ink sepa-
ration atbirth » later chid abuse,
h« commented, "'l am convinced
the procedure of pfKinj ail new-
bom babies in one room was the
biggest mistake of modem medi-
cine."

Wagner's remarks drew ap-
piause and further commentary
from the attendkrg physicians.
Although some defended the
routine use of technology during
birth, others <d not. Dr. Luke
Zander, of London, England,
pointed out that "obstetricians
see childbirth asa potentialy fatal
condWon. They assume the body
has faSed and they ask themsehes
what they canda" Zander said he
began attending Somehirths after
studies revealed they were at
least as safe as hospital births. His
experience has shown thatwhen
maothers are first evaluated for a
homebirth, the results are trven
better. (Chicago Sun-Times, 2
April 1989, p. 19)

Midwives Impact on
Normalization of Birth

B oth cesarean andvaginel
extraction rates are
declining significantly as

a New South Wales hospital
replaces obstetric nurses wifth_
midwives. The combined rate <
cesareans and forcspe-v
extrw iwetwWt

cent W I9TT, dropped a |l
percent Ete 19t0 V

mgaaMth KI

l

In an Independent’:

mentreleased at a national news
conference In Brfcbanc, AustraRa.
the Doctors Reform Society Is
calling for freedom o fchoke for

birthing- women and increased
avabU ky ofmedkal bedupk The

roup

E%a hl—h#g]se chodee kee
rdrwhargthere ere neeert

ovenMapHMMMhHNIemsfnd

health “ nm*

c*Rufcyp., (NswDoc*
|s* 4@ it o The
Compkat Mofher, Spring 1989,
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MIDWIVES' ALLIANCE OF NORTH AMERICA

P.O. 60x 1121 « Bristol, VA 24203-1121
(615)764-5561

Standards and Qualifications for the Art and Practice of Midwifery

Adopted and printed in MANA News, March 1985;

Revised June 9,1991

The midwife recognizes thai childbearing s a womans
experience and encourages the active involvement of family
members incare.

1 ills
Necessary skills of a practicing midwife include the
aoility to:
= provide continuity of care lo the woman and her
family during the maternity ccle, continuing
interconceptually throughout the childbearing
Years;
e assess and provide care for normal antepartal,
intrapartal, postpartal and neonatal periods;
= identify and assess deviations from normal ;
= maintain proficiency in life saving measures by
regular review and practice; and
= deal with emergency situations appropriately.
It saffimed that judgment and intuition play a role in
competent assessment and response.

2. Appropriate equipment
Midwives are equipped to assess matermal, fetal, and
newborn well-being; to maintain a clean and/or aseptic
technique; to treat maternal hemorrhage; and to resus-
citate mother or infat.

3. Records
Midwives keep accurate records of care provided for
each woman such as are acceptable in current midwifery
practice. Records shall be held confidential and
provided to the woman on request.

4, Compliance
Midwives will comply with Public Health requirements
of the jurisdiction in which the midwifery practice will
occur -

5. Medical Consultation and Referral
All midwives recognize that there are certain conditions
when medical consultations are advisable. The midwife
shall make a reasonable attempt toassure that her client
has access to consultation and/or referral to a medical
care systemwhen indicated.

6. Screening
Midwives respect the woman 5 right to self-determina-

tion within the boundaries of safe care. Midwives assess
eachwoman for initdal and continuing eligibility formid-
wifery services. Women will be informed of the assess-
ment. Itisthe right and responsibility of the midwife
refuse or discontinue sarviass, and to make appropriate
referrals when indicated, for the protection of the
mother, baby, or midwife.

7. Informed Choice
Each midwife will present accurate information about
herselfand her services, including but not limited to:

= her education inmidwifery

= her experience leel inmidwifeiy

= her protocols and standards

< her financial charges for services

= the services she provides

< the resposibilities of the pregnant woman and
her fanily

S. Continuing Education
Midwives will update their knowledge and ills.

9. Peer Review
Midwifery practice includes an on-going process of
review with peers.

10. Protocols
Each midwife will develop protocols for her services that

are in agreement with the basic philosophy of MAN A
and in keeping with her lewel of understanding.

The following sources were utilized for reference:

American College of Nurse-Midwives documents

Nurse Midwifery by Helen Varney

New Mexico Regulationsfor the Practice o fLay Midwifery, Rev.
1982

ICM Membership and Joint Study on Maternity Care, FI1GO,
WHO, etc., Rev. 1972

Northwest Coalition o fMidwives Standardsfor Safety and Com-
petency in Midwifery
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MIDWIVESIALLIANCE OF NORTH AMERICA

P.O. Box 1121 « Bristol, VA 24203-1121
(615)764-5561

MANA Core Competencies for Basic Midwifery Practice
Draft as of 6-8-91 to be Voted on by the Board and/or Membership Fall 1991

|. The entry level midwife provides midwifery care
\év”trqc?aelénderstandmg of the following gliding

A

Midwives respect the dignity and rights of their
cliatts;

human sexuality, including indicators of common
problems and methods of counseling;

J. Ethical considerations relevant to reproductive
health;

K. Epidemiologic concepts and terms relevant to perina-
tal and women’s health;

B. Midwives respect that pregnancy, childbirth and the L. The principles of how to access and evaluate current
postpartum are normal physiologic processes; research relevant to midwifery practice;
C. Midwives recognize women s empowerment inherent M. Family centered care, including maternal, infant and
in childbearing, and strive to protect and promote this family bonding
OpporLnity: ] . N. Identification of an appropriate referral of disease in
D. Midwifery isan autonomous profession, working in- women and their families:
terdependently with other health and social service O. The importance of accessible, quality health care for
professions; ] . all women that includes continuity of care;
E. Midwives strive to avoid the unnecessary use of inter-
ventions; o nts o Migwife Im licit In
F. Midwives understand the importance emotional and | e base | the er
psycho- social factors which may affect the chilldbear- e a V\D In eg
ing cycle and reproductive health; and, H f ﬁ g g
G. Midwives synthesize clinical observations, theoretical t OVVI ng ar eas

knowledge and intuitive judgment as components ofa
competent decision making process.

e from

A. Antepartum Care
1 The entry level midwife provides health care, sup-

II. Certain concepts, skills and knowledge
health and social sciences and health and social
services permeate all components of midwifery

port and information to women throughout preg-
nancy, determining when it is necessary to consult
and refer,

2. The midwife uses a foundation of knowledge

practlce The following have been identified:

. Communication, counseling and teaching techniques,

including the areas of client education and inter-

and/or skills which includes the following:
a. Preconceptional factors likely toinfluence preg-

professional col laboration; nancy outcome;
B. Human anatomy and physiology relevant to human b. Basic genetics, embryology and fetal develop-
reproduction; ment
C. Community standards of care, including midwifery C. Anatomy and assessment of the soft and bony
and medical standards for women during the structure of the pelvis;
childbearing o/cle; d Identification and assessment of. the normal
D. Inter-professional communication and col laboration changes of pregnancy, fetal growth, and posi-
with community health and social resources for tlon;.. .
women and children: e. Nutritional requirements for pregnant women
E. Significance ofand methods for thorough documenta- and methods of nutritional assessment and
tion of client care through the chilldbearing cycle; Cou_nse"ng; .
F. Informed decision making: f. Environmental and occupational hazards for
G. Health education, health promotion, and selfcare; pregnantmrmn; .
H. The principles of clean and aseptic techniques, and g Education and counseling to promote health

universal precautions;
Psychosocial, emotional and physical components of

throughout the childbearing cycle;
h. Methods of diagnosing pregnancy;



MANA Core Competencies

Page 2 of 3

. The etiology, treatment and referral, when indi-

j

k. Counselin
L

cated, of the common discomforts of Pregnangy;
Assessment of physical and emotional status, in-
gluding relevant historical and psycho-social
ata;

for individual birth experiences,
Par_enthoo , and changes in the family;
Indications for, risks and benefits of screen-
ing/diagnostic tests used during pregnancy;

m. Etiology, assessment of, treatment for, and ap-

n.

0.
D.

propriate referral for abnormalities of pregnan-

o
I%entification of, implications of and ap-
Fropnate treatment for various STD/vaginal in-
ections during ?regnancy; .

Special needs of the Rh negative woman; and,
|dentification and care of women who are HIV
positive, have hepatitis or other communicable
and non-communicahle diseases.

B. Intrapartum Care
1. The entry level midwife provides the appropriate

health care, support an

information to women

throughout labor, birth and early postpartum, at-
tending deliveries on her own responsibility, and
assessing the need for consultation and referral.

2. The midwife uses a foundation of knowledge
and/or skills which includes the following:

a.
b,

C.

d.

e.

Normal labor and hirth processes;

Anatomy of the fetal skull and its critical
landmarks;

Parameters and methods for assessing maternal
gnd fetal status including relevant historical
ata;

Emotional changes and support during labor
and delivery;

Comfort and support measures during labor,
birth, and immediately postpartum;

f. Techniques to facilitate the spontaneous vaginal

0.

h.

delivery of the baby and placenta;

Etiology, assessment of, appropriate referral or
transport of and/or emergency measures (when
indicated) for the mother or newborn for abnor-
malities of the 4 stages of labor;

Anatomy, physiology, and supporting normal
adaptation of the newhorn to extrauterine life;

Familiarity with medical interventions and tech-
nologies used during labor and birth; and,

j. Assessment and care of the perineum and sur-

rounding tissues.

C. Postpartum Care
1. The entry-level midwife provides the appropriate

«

health care, support, and information to women

durin? the postpartum period determining the
need

or consultation and referral.

2. The entry-level midwife uses a foundation of
knowledge and/or skills which includes the follow-
ing:

a.
b.

Anatt()imy and physiology of the postpartum

period; _

Anatomy and physiology and support of lacta-

tlon,t and appropriate breast care and assess-

ment;

Parameters and methods for assessing and

Erqmotmg postpartum recovery; _
tiology and methods for managing the discom-

forts of'the postpartum period;

Emotional, psycho-social and sexual changes

which may occur postpartum;

Nutritional requirements for women during the

postpartum period;

Etiology, assessment of, treatment for and ap-

propriate referral for abnormalities of the
stpartum period, and

0
. R/Iethods to assess the success of the breastfeed-

ing relationship and identify lactation
problems, and mechanisms for making ap-
propriate referrals.

D. Neonatal Care

1. The entry-level midwife provides health care to the
normal newhorn during the first 6 weeks of life,
assessing the need for consultation and referral. In
addition, the entry-level midwife provides support
and information to parents regarding newhorn
care.

2. The midwife uses a foundation of knowledge
and/or skills which includes the following:

a.

Anatomy and thsioIogy of the newborn'sadap-
tation and stabilization in the first hours and
days of life;

Parameters and methods for assessing newborn
status, including relevant historical date and
gestational age;

Nutritional needs of the newborn;

Community standards and state laws for and
administration of prophylactic treatments com-
monly used during the neonatal period;
Community standards for, indications, risks and
benefits of, and methods of performmg com-
mon screening tests for the newborn; and,
Etiology, assessmentof (including screening and
diagnostic tests), emer?enc?/ measures and ap-
propriate transport/reterral or treatments for
neonatal abnormalities.

E. Family Planning/Well Woman Care
1. The entry level midwife provides healthcare, sup-
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port and information to women in matters of

reproductive health and family planning, deter-

mining the need for consultation‘and referral.

. The midwife uses a foundation of knowledge

and/or skills which includes the following:

a. Information relating to steroidal, mechanical,
chemical, physiological, and surgical concep-
tion control methods; _ _

b. Issues involved in decision making regarding
unplanned pregnancies, and resources for coun-
seling and referral;

c. Etiology, assessment of, and treatments for and
appropriate referral for abnormalities of the
reproductive system and breast; _

d. Methods of pregnancy testing on urine and
blood; and _ _

e. Assessment of physical and emotional status,
including relevant historical data.

c. Familiarity with the principles and process of
peer review, chart review, case Fresentatmn,
and developing mldwn‘erY protocols; .

d. The principles of data collection and analysis as
relevant to midwifery practice,

e. Laws governing the practice of midwifery in her
local jurisdiction; N

f. The history of midwifery, medicine and health
care in the United States,; .

0. The organization of and factors affecting mater-
nal and infant care in the United States;

h. Various sites, styles an modes of practice within

_ Midwifery; - o

. Awareness of the responsibility of the midwife
to participate in the education of midwives, and
to support legislative contributions to high
quality maternal and child health services.

American College o fNurse-Midwives documents were ref-

F. Professional, Legal and Other Aspects erenced during the drafting o fthe MANA Core Com peten-
1. The entry-level midwife assumes the role and cies.
responsibilities of the professional midwife.
2. The midwife uses a foundation of knowledge
and/or skills which includes the following:
a. MANA's Standards, Functions, and Qualifica-
tions for the Practice of Midwifery;
b. The purpose and goals of MANA and local
(state or provincial) midwifery associations;
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Midwives "Alliance of North America Statement of Values and Ethics

As you read through this working draft of the MANA Statement of Values and Ethics, please understand this isn't the
final copy. New sections are in italics and have not been approved by the MANA Board or published in the m ana news .
When you vote to accept, reject or be undecided about this document, please vote according to the general content and
structure. Also, please forward any comments, complaints, suggestions or compliments to Anne Frye, Ethics Committee

Chair, 189 Pine Street, New Haven, CT 06513 (203) 624-2438.

We, as women and as midwives, have a responsibility to
educate ourselves and others regarding our values and ethics.
Ourexploration ofethicalmidwifery is a critical reflection of
moralissues as theypertain to maternal/child health on every
level. This statementisintended toprovide guidanceforprofes-
sional conduct in the practice of midwifery, as well as for
M ANA's policy making, thereby promoting quality care for
childbearingfamilies.

First, we recognize thatvalues often go unstated, andyetour
ethics (how we act) proceed directly from a foundation of
values. Since what we hold precious infuses and informs our
ethicaldecisions and actions, the M idwives 'Alliance ofNorth

Am erica wishes to explicitly affirm ourvalues asfollows:

l. Woman as an Individual with Unique Value
and Worth

A. We value women and theircreative, life-affirming and
life-givingpowers which find expression in a diversity of
ways.

B. wevalue awoman's rightto make choicesregarding all

aspects o fher life.

Il. Mother and Baby as Whole

A. Wevalue the oneness ofthe pregnant mother and her
unborn child; an inseparable and interdependent
whole. .

B. Wevalue the birth EXPENENCE as a rite of passage; the
sentient and sensitive NAUIC o f.the newborn; and the
right of each baby to-be, D0 INa caring and loving
manner,withoutseparaUOnfrom mother and family.

C. Wevalue the integrity ofawoman’s body and the right
ofeachwoman and baby tObe totallysupported in their
efforts to achieve a Natural, spontaneous vaginal birth,

Mystery is defined as something that has not or cannot be explained
or understood; the quality or state of being incomprehensible or
inexplicable; a tenet which cannot be understood in terms of human

reason.
Supplant means to supersede by force or cunning; to take the place
of.

D. We value the breastfeeding relationship as the ideal
way of nourishing and nurturing the newborn.

lll. The Nature of Birth r

A. We value the essential mystery of birth.1

B. We value pregnancy and birth as natural processes
that science will never supplant.2

C. We value the integrity of life's experiences; the physi-
cal, emotional, mental, psychological and spiritual
components of a process are inseparable.

D. We value pregnancy and birth as intimate, internal,
sexual and private events to be shared in the environ-
ment and with the attendants a woman chooses.3

E. We value the learning experiences of life and birth.

F. We value pregnancy and birth as processes which have
lifelong impact on a woman’s self esteem, ability to
nurture, health, and personal growth.

IV. The Art of Midwifery

A. We value our right to practice the art of midwifery.
We value our work as an ancient vocation of women
whit%h has existed as long as humans have lived on
earth.

B. We value expertise which incorporates academic
knowledge, clinical skill, intuitive judgment and
spiritual awareness.4

C. Wewvalue allform s ofmidwifery education and acknow -
ledge the ongoing wisdom of apprenticeship as the

originalmodelfor training midwives.

D. We value the art of nurturing the intrinsic normalcy
ofbirth and recognize that each woman and haby have
parameters of well-being unique unto themselves.

E. Wevalue the empowerment ofwomen in all aspects of
life and particularly as that strength is realized during

3 . . . L
In this context, internal refers to the fact that birth happens within the

body and psyche of the woman: ultimately she, and only she, can give
birth.

4An expert is one whose knowledge and skill is specialized and
profound, especially as the result of practical experience.
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pregnancy, birth and thereafter. We value the art of
allowing that strength to manifest openly so that
women can birth unhindered and secure.

F. We value skills which support a co'mplicated pregn_am-
cyor birth to move toward a state of greater well-being
or to be brought to the most healing conclusion pos-
sible when that hope is lost. We value the art of letting

0-5
G. (\]Ne value the acceptance of death as an appropriate
outcome. We value our focus as supporting life rather
than avoiding death.6
H. We value standin% for what we believe in the face of
social and political oppression.

V. Woman as Mother

A. We value a mother's intuitive knowledge of herself
and her baby before and after birth.7

B. Wcvalue awoman’s innate ability to nurture her preg-
nancy and birth her baby; the power and beauty of her
bo?ybas it grows and the awesome strength summoned
in labor,

C. We value the mother as the only direct care provider
for her unborn child.8

D. We value supporting women in a non-_judqment_al
way, whatever her state of physical, emotional, social
or spiritual health. We value the broadening of her

available resources whenever possible so tl'lat the

desired.goals of health, happine sana ersona ﬂrov\/th
ae reallzed accoraing to her anaperceptiors.

E. We value the right of each woman to choose a care
%IVGF appropriate to her needs and compatible with
er belief systems. _ _ _

F. We value pregnancy and birth as rites of passage in-
tegral to awoman’sevolution into mothering.

G. We value the potential of partners, family and com-

This addresses our desire for normal birth whenever Rosslble and a
recognizes that fhere e r%%es e\ghen it is impossible. That is to say, a
woman may be [6an TalImatized to have 2 Cesarean and allve_bab;{,
but the hope of anormal sponﬁaneous vaginal birth, in this case, is lost,
We let go of that goal to achieve the possibility of a healthy baby.
Likewisé, the situation Where parents choose to allow a very ill or
deformed infant to die in their arms rather than. being subjected to
multiple surgeries, separations and [CU stays. This tg, isa letting ﬁo
of the normal for the most_healing choice possible within “the
framework of the parent’s ethics given the, circumstances. What is
most healing will, of course, vary from individual to individual.
6We place the emphasis of our care on supporting life (preventive
measures, good nutrition, emotional health, etc.) and not patholog%/,
diagnosis, treatment of problems, and heroic solutions in a attemptto
presenve life at any cost of quality.

This addresses the medical model's tendency to ignore a woman's
sense of well being or danger in many aspects of "health care, but
particularly in regard to her pregnancy.

munity to support women in all aspects of birth and
mothering.9

VI. The Nature of Relationship
A. We value relationship. The quality integrity, eguality
and uniquheness ofdo(tjjr interactions inform and criti-
Ue oyr choices gnd decisions. .
B. Ve value carif for WomeH {0 the best of our ahil
Wthout frﬁ“ Ie.against thelr ae, race, rel\%:]{on, cU-
ture, sex B[[ﬁ( tatrl%, physical abilities, or
SOCIOEConomiC dackground.

. We value honesty in relationship.

. We value direct access to information readily under-

stood by all.

E. We value our relationship to a process larger than
ourselves, recognizing that birth is something we can
seek to learn from and know, but never control.10

F. We value humility in our work.14 o

G. We value the concept of self responsibility and the
right of individuals to make choices regarding what
they deem best for themselves. We value the right to
true informed choice, not merely informed consent to
what we think is best. We support people to make
decisions based on their own values and respect those
values as precipus.. . _

H. Y;/evalljue sharln%mform ion %S\IL\J[ eéJnderstandlng
about pirth e>§3e_r noes, skills an 0E.

. We value midwifery community as a support system
and an essential place of learning and sisterhood.

J. Wevalue diversitY among midwives; recognizing that it
broadens our collective resources and challenges us to
Wt%rk for greater understanding of hirth and each
other.

K. Wevalue the recognition of our own limits and limita-
tions.

L. We value mutual trust and respect, which grows from
a realization of all of the above.

OO

"his acknowledges that the thrust of our care centers on the mother
her health, her well-being, her nutrition, her habits, her emotjonal
balance and, in tumn, the bab?/ benefits. This view is diametrically
opposed to the medical model which often attempts to care for the
fus/baby while dismissing or even excluding the mother.

hile partners, other family members and a woman's larger com-
munity can and often do pravide her with vital support, wé wish to
acknowledge that many women find themselves pregnant in abusive
and unsafe environments.

t1)0%ﬁek I the key word, we recognize that we can never fully know
irth,

11We acknowledge that in birth and life there are no guarantees, and
that our_best decisions; in the moment may lead to Unforeseen out-
comes. These recognitions necessitate and maintain humility.
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TESTIMONY BEFORE THE US COMMISSION TO PREVENT INFANT MORTALITY

by
Mnrsden Wagner
Regional Office for Europe, Wocld Health Organization

EXECUTIVE SUMMARY

Infanc morcalicy is noc a healch problem. Infanc morcalicy is a social
problem uich health consequences, The firsc priority for lowering infanc
mortalit%/ in the United Scaces is noc (tore obstecricians or paediatricians or
hospicals, nor even more prenatal clinics or uell-baby clinics, buc rather co
provide more sacial and educational support co families with pre%nane women
and infants. This is the number one lesson to be gleaned from the experience
of chose industrialized countries in che world with the best record tor
lowering infanc mortalicy. 702 of infanc morcalicy occurs in c. e firsc aonch
of life "and is closely relaced co whac happens durlngl pregnancy a*d birch,
Mure che European experience does noc suBgort expanding.mcdicnlly-orienced
prenatal care as a higu priority in che On che ocher hand every European
counccy, including che more developing ones, has an extensive sysceo of social
and tinancial benefits f.or families with pregnane women and infants and this
should be given urgent prioricy in che Uniced Scaces. Caesarean section races
in che Uniccd Scaccs are double co triple chose found in all European
councries uich infar.c uorcalicy races lower chan che Uniced Scaces. Ac lease
one billion dollars are spunc every year in che United Scaces on these
excessive surgical birchs uich no benefit and wich increased cis'x to both
woman and baby. Every councry in Europe with perinatal mortality and infant
morcalicy races lower than the Uniced Scaccs uses midwives as che principal
anJ only birch accendanc tor/ac lease 70/L of all birchs. Ihe European
experience shivs that a scrsng independent midwifery profer IS an .
important counterbalance co che obscecrical profession in preventing excessive
incervencions. The Uniced Scaces should spend car less money on
intervene ionise obstetric care and ﬁuc more resources inco_ building up a large
scrong midwifery profession. For che 302 of infanc uorcalicy between one
aonch and 12 months of age, che excess deaths in che United states arc rciaces
co poor social and economic conditions cor cnese families. The principal
solution for chis cype of infanc morcalicy is noc more medical care buc, as
exiscs in every European country, a system of social and financial benefits
for families wich inruncs. The Uniced Scaces is che only developed councry in
che world which is noc puccing an adcquace basic minimum of resources inco
social and financial programmes tor families uich pregnane women and infants.
As a WHO scarf member and as an American, | hope chis Commission w ill have che
vision and courage co scare che process of reccifying this situation.
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TESTIMONY OEFOIiE THE US COMMISSION TO PREVENT INFAMT MOIUVIITY

b/
_ , Marsdcn Wagner o
Regional Office for Europe, World Healch Organization

. An an Aaarlean pfINdiaerUifin «r.d NpldHHUolog l«e who workod far 15 Kaarg
in che United Scaces in paediacrics and aacernai and child healch and chon
worked for 15 addicional years in Europe in che same fields, | have had the
opportunity boch co underscand che' European pcrspeccive on infanc morcalicy
and also che US dilemma in infanc morcalicy.  The World Health Orraniaacion is
most pleased co be able co assise one of ics Member Scaces, che United Scaces
of America, by bringing ics daca and ics expercise co bear on che urgent issue
of Infanc morcalicy.

Infant morcalicy is noc a healch problen. Infanc morcalicy is a social
problem uich healch consequences. Ic 1s analagous co traffic accident
morcalicy in children: che firsc priority for improving craific accident
morcalicy in children is noc co build more and better medical facilicies, buc
rather co change traffic laws and beccer educate drivers and children. In

ocher words, cf\e soLution' IS noc r{'m ari|¥ medical buc environmental, soc.ial
and educational. The sume 1Is true for Intane mortality: the ((.rue priority

IS noc more obscecricians or paediatricians or hospicals, nor even more
pre-nacal clinics or well-baby clinics, buc cachor co provide more social,
financial and educacional supporc co fjmilies wich pregnane women and
infancs. [his is die number one lesson co be ?Ieaned cron the exFerience of
chose industrialized councries in che world with che best record for lowering
infanc morcalicy. Close of die countries wich infanc mortality lower ch.in die
Uniced Scaces are in my Region,, die European Region, and this reporc will
oucline Che major findings from che successful efforc oc diesc councries co
lower infanc morcalicy and suggest che inplicacinna of these findings cor che
Uniced Scaces.

Infanc morcalicy is normally divided inco cwo pares - che firsc monch
128 days; of life, and che nexc. 11 months. This division is made because che
causes of death are quice different in chese cwo time intervals. In die
Uniced Scaces approximately 702 of all Infanc morcalicy occurs in die firsc
23 days, called che neonacal or newborn period. Most 0f che deaths in che
firsc 23 days are closely relaced co whuc happened ac birch and, in turn, whac
happened during pregnancy. This means we need co turn our attention co
pregnancy, birch and services provided ac chac time. The World Health
Organization Regional Office for Europe has for oighc years new carefully

studied Che services provided during pregnancy and birch, 1 have selected
four aspects of cliis care for which ic appears chac che lengchy and varied

experience of Che European countries has direct implications for che
improvement of infanc morcalicy in che United Scaccs.

E. .Pftxjz-
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The racionale tor operative delivery is to minimise che risk or injury
disease or deach tor mocher and child. The only practical yardstick for
international comparison is che perinacal morcalicy race. When chese
operacive delivery races are compared wich nacional perinacal morcalicy races
in .che European cou.icrics in quescion, only very weak correlations arc found.
This means chac che frequency of opecacive deliveries does noc contribute
much, if anything, co che variation in perinacal morcalicy races among che

councries.

. Obscecrical incervencions have been increasing in a number of councries
in Europe and chis, combined uich che great variacion, has been causing
concern among che European councries. But the obscecrical intervention races
in cha Unicud Status far exceed chose of any councrY in EuroPe. Indeed, che
caesarean seccion race in the United Status rsngus frow noorly double to over
criple chac of European councries. The cosc (both financial and human) in che

Uniced Scaces for so many caesarean scccion birchs is scagjering. Lee me
illustrate briefly. |

tn 198b in che United Scaces, che caesarean section race was 24.1Z - of
A cne 3,731,00(1 live birchs, 899,171 were horn by caesarean seccion. Everyone,
including a National Inscituce of Healch Consensus Conference on Caesarean
Seccion and the American College of Obscecrics and Gynae_cologK‘ (che
organization of obscecricians in the US), agrees chac chis nuNber of caesarean
birchs far exceeds chac really necessary for che health of mocher and baby.
What could we save if we had fewer caesarean seccions? Ameeting organized by
WHO with experts from many countries in Norch and South .Vserica and Europe
(including US experts) seated chac "countries wich some of che lowest
perinacal morcalicy races in Che world have caesarean seccion races of less
chan 102. There is no juscificacion for any region Co have a race higher chan
10-152.".  The Scandinavian councries with some of che very iowesc perinacal
and infanc morcalicy races in che world now have caesarean seccion races
around 152.  Whac if Chen, for example, 152 of ail birchs In che Uniced Scaces
were caesarean sections instead of 2427 Then in 1986, ioscead of 899,171
caesarean sections, cnere would have been 559,650 caesarean seccions*. chac
Is, by chis cricerion, there were 339,521 caesarean Sections coo many in che
Uniced Scaces chac year. |f uc say chac each caesarean seccion cosc 33000
more chan a vaginal birch (a conservative estimate), that chese excess
caesarean seccions cosc il 018 563 000 - over one billiom dollars for chac
year alone. If che US caesarean seccion race in 1986 bad been che same as the
Netherlands (6.52) inscead of 242, there uould have been 242,515 caesarean
seccions, leaving an excess of 656,656 caesarean sections cha: V,ear in the
Uniced Scaccs ac a cosc of 31 969 968 000 or jusc under cuo billion dollars.
Ic is noc reasonable to assume chac chis cuo billion dollars is saving lives,
since boch che perinacal morcalicy and che infanc mortalicy are lower in che
Necherlands chan in che US. Finally, since caesarean seecion birch carries a
greacer risk of illness and deach, boch for woman and haby, che US Is also
paying a considerable human price for chis excess obsucriea! Intervention.

The fourch aspect of pregnancy and birch care in Europe uich importanc
m implications for che US is midwifery pjc*In every European country Chcre is a
vL*-"L*ca» Qroup of practising midwives -they far outnumber obstetricians. In no
A. European country do obsceerlcians provide cho primary boalch care for most
women uich normal pregnancy and birch. This paccern of having che midwives
E_rowde ctie majority of pro- and qucnacal care as uoll as being che principal
irch accendanc ac uncomplicated birchs*is fundamental cache entire perinatal
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care system in che European Region. This division of labour is imporcanc
since in general midwives and doctors hjve ijuico different styles of care
during pre?nancy and birch. The midwife scays uith che woman” during ail
stages of labour and birch and sees her role as encouraging and assisting the
woman wichouc caking over, while also serving as _che woman's advocate when
needed. This is a more social, non-incorvencionisc clinical apProach. The
physician does noc scay uich che woman buc racher cooes when called by chc
midwife co diagnose and creac any undesirable deviation. The physician's role
IS more incervencionisc and medical in nacuro. These cwo scyles ‘nicely
complement each ocher. In several ccuncrius, che midwife's presence even ac
complicated birchs (including caesarean seccion) is an essential reminjer co
all cnose presenc chac mosc of whac is going on is scill normal,

~ The implications of midwifery practice in Eurgpe for cite sicuation in_chc
United Scaccs are profound. Every single councry in che European Region uich
perinacal and infanc morcalicy races Lower chan che United Scaces uses

midwives as che principal and only birch accendanc for ac lease 70Z of a ll”
birchs, i.e. there is no physician in chc room ac che birch. This face alone

should dispel any notions chac obscecricians are safer chan midwives as birch
accendancs ac uncomplicated birchs. As roencionud earlier, cliere is also
evidence chac a strong independent midwifery profession is an important
scounterbalance to the obscecrical profession In preventing excessive
interventions in che normal birch process. C.us<:quenciy, ic is perhaps noc
surprising chac in che US one finds the highest ubscecric.il incervencion races
as well as a serious problem wich malpractice suits. The European experience
and our data strongly supporc chc urgent neeu lor the introduction of
widespread, independent cidvirery practice in the United States as a cost
important counterbalance to che preSettc sicu.it Lon,

Wich regard, Chen, to che approximateiy 7ul. of infanc morcalicy which
occurs in. che firsc monch of life, clearly whac is needed is noc more
resources thrown ac die problem but racner a major shift in priorities and in
where cne presenc resources are spenc. Every country in Europe with a lower
infanc morcalicy chan che Unicod Ec.iCes sp«nJd:i loss of choir gross nacional
produce on healch chan Che US. Whac is nuedc] is less money spenc ori
medically-orienced prenacal care, more resources siiifced co social and
financial supporc and maccrnicy buddies for families, car less money spenc on
incervencionisc obscecrical care and more resources puc inco building up a
large, strong, independent midwifery profession.

Whac is che slcuacion uich che approximately 3UZ of infants who die
becwecit one aonch and one year of agu Fpose lieouacal uorcalicy)? The

United Scaces and che European councrles have approximately Che same number of
babies dying from sudden infanc deachand from accidenc.il deach during chis
doe interval. Buc beyond chusc common problems, che Uniced States has an
excess numbers of babies dying from infections like pneumonia and
gascroencericis. This is surprising and ac firsc glance oighc su?gest chac
uliat is needed is more medical care for the families uich such Intants, so
they could receive more ancibiocics earlier, etc. however, a nore careful
analysis makes Ic very clear chac chese deaths are relaceJ co poor housing,
poor nucrldon, Inadequate child supervision and, generally speaking, poor
social and economic conditions. Ic Is chese poor conditions which, in curn,
lead co che weakened condition of che infanc uno is aore susceptible co
,contracting such infecdonti and bocause of luuduquaen resistance, dies. So
one* mora Ic is clear chac the solution'co che problem of pose neonatal
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Time-honored profession

By VICKI PENWELL, R.M.

Currently in the state of Alaska,
there is a strong push by the medic-
al profession to outlaw and annihi-
late the time-honored profession of
midwifery. A recent Medical Re-
view Board opinion stated that
“ assisting healthy women ic the
natural deliveiy of their infants at
home" constituted the practice of
medicine. The Medical Review
Board decision did not come about
because of any charge or complaint
against a midwife.

Pending in the Legislature is HB
335 that would define and regulate
the practice, making midwifery
clearly legal and setting high stan-
dards of training and practice.
While public opinion in favor ha3
been overwhelming (legislators
are saying they have never seen
such positive input on any subject)
a small but vocal percentage of
Alaskan doctors are adamantly
and venomously opposed.

There were many factors that
contributed to the drop in Infant
and maternal mortality around the
turn of this century. Understanding
aseptic technique was a major fac-
tor. (Deaths were never higher
than whenwomen first began going
to hospitals in the early 1900s and
doctors would examine them with
blood on their hands from another
patient or corpse). Other factors
were better nutrition, better livixfg
conditions, and fewer children Ina
family.

About this time, the medical pro-
fession, only recently interested in
obstetrics, wiged a high smear
campaign to | iscredit midwives as
“ignorant, dirty, superstitious
grannies." Many of thejnidwives
during this period were European
immigrants, who had gone through
much the same training as a doctor
in their native countries, and were
highly respected professionals
back home. However, because of
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laguage and cultural banders, mid-
wives in America were not able to
unite and successfully fight off this
unprovoked attack. In areas of the
deep South and in poor rural area/i,
m'dwives continued to practice,
and it is significant, if not sad, to
note that as long ss midwives only
assisted poor women who had no
money to pay a doctor, they went
unopposed.

In the past 20 years, the demand
for midwives in this country has
been steadily increasing, this time
cutting across all social and econo-
mic lines and now the opposition is
heard.

Not all physicians agree with
opposition to midwifery, however.
Current studies have shown out-
comes as good and better than
physician-attended hospital births.
Dr. Robert Mendleson, M.D., says
that “ Modern Medicine invents a
crisis out of a normal situation. By
treating childbirth as a disease, the
obstetrician makes his interven-
tion indispensable.” He goes on to
say that 9 percent of births pro-
cekl entirely without complication
and should occur in a home setting.

In 1977, Dr. Lewis Mehl, M.D.,
did the only truly matched study to
date comparing home with hospital
births. He matched two groups of
1,046 women each, for race, age,
parity, education, socio-economic
status, and risk factors. None of the
home birth group were attended by
board- certified obstetricians and
none of the hospital group were
attended by midwives. His findings
were:

For the hospital group: 3.7 times
more babies required resuscita-
tion, respiratory distress was 17
times higher, six times more fetal
distress, four times higher infec-
tion rate, 2.5times more meconium
aspiration pneumonia, five times
more maternal high blood press-
ure, eight times more shoulder dys-
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