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FISCAL NOTE
S T A T E  O F  A L A S K A
1993 L E G I S L A T I V E S E S S IO N

B IL L  N O .  CSSSSB91 (HES)

Revision Dale: 
Title:

Dept. Affected: 
~BRU:

Health anti Social Services 
M edical Assistance

services under Medicaid Component: Medicaid Non —facility
3oonsor: Leman
3equestor: COMPONENT SERIAL NO. 00229
Expenditures/Revenues: (Thousands of Doilars)
OPERATING FY94 1 FY95 FY96 I FY97 I FY98 I FY99
PERSONAL SERVICES 0.0 1 0.0 1 0.0 0.0 I 0.0 I qo

TRAVEL 0.0 1 0.0 0.0 0.0 I 0.0 I 0.0 i
CONTRACTUAL 0.0 1 O.U 0.0 0.0 I 0.0 I 0.0 i
SUPPUES 0.0 1 0.01 0.0 t 0.01 0.0 I 0.0
EQUIPMENT 0.0 1 0.01 0.0 0.0 I 0.0 I 0.0'
LAND & STRUCTURES 0.0 1 0.01 0.0 0.0 I U.O I o.o i
GRANTS. CLAIMS 65.0 1 75.81 88.3 102.91 119.91 139.8 I
MISCELLANEOUS 0.0 1 0.0 1 0.0 0.0 1 0.0 1 0.0 I
TOTAL OPERATING 65.0 1 75.8 1 88.3 102.9 I 119.9 1 139.8 :
CAPITAL 0.0 1 0.0 1 0.0 0.0 I 0.0 1 0.0 '
REVENUE FUND SOURCE I I I ! I I
FUNDING: (Thousands of Dollars)
1002 Federal Receipts 32.5 1 37.91 44.2 51.41 59.9 1 69.9 '
1003 GF Matctl 32.5 1 37.91 44.1 51.51 60.01 69.9 ;
1004 GF 0.0 i 0.01 0.0 0.01 0.01 0.0'
1005 GF/Proaram Receipts 0.0 1 0.01 0.0 0.01 0.01 0.0 i
1006 GF/MHTIA 0.0 1 0.01 0.0 0.0 1 0.0 1 0.0 :
Other 0.0 1 0.01 0.0 0.0 1 0.01 0.0:

l TOTAL 65.0 I 75.8 1 88.3 102.9 I 119.9 ! 139.8 .
POSITIONS:

j FULL-TIME 0 1 01 0 0 I 0 I 0
1 PART-TIME 0 1 0 1 0 0 I 0 I 0
1 TEMPORARY 0 1 0 1 Ol Ol 0 I o •

Estimate o f current year (FY93) im pact: 0.0
ANALYSIS: (Attach a separate page if necessary)

This fiscal note is to be read in conjunction with notes for other com ponents of the medical assistance programs. For this I 
bill the com ponents included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identif od in the attachment. i

Prepared by: Dave W. Williams.HPIII 'J? £ —>
D i v i s i o n *  J i n  I A c c i c t a n r ^  ^  '

Phone: 465-5826

Medical Assistance Date: M a r . 2 4 .1993

jiebdore AtMala. M D ,  M P HA p p r o v e d  b y  C o m m i s s i o n e r  _______________________

Agency: Department eft Health &  Social Services

Date: -  £ 5 7 ? 3

H:\LOTUS\HSSPlAN3VLEGS3VSB91\CSSSS891.WKS Page 1 Ofr 9 • * f
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 

are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed uirect entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 

125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 

alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 

birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees S2.000 X 60 = fl20.000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 

and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  on  CSSSSB91 (HES)
P?r. a 2 o f  3



'v .

Additional contractual costs will be i n c u n  ad for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  on CSSSS391 (HES)
P ag e  3 o f  3

N O T E S :

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weightea average 

fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 

that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the 

services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.3 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)

H:\POLICY\lISSPLAN3\LEG93\CSSSSB91 J<TS



FISCAL NOTE
S T A T E  O F  A L A S K A  B I L L  N O .  CSSSSB91 (HES)
1993 L E G I S L A T I V E  S E S S IO N

Revision Date 
Title: An A ct providing for coverage o f  midwife 

services under M edicaid

Dept. Affected: Health and Social Services_______
BRU: M edical Assistance Administration
Component: Claims Processing__________________

Sponsor:
Requestor:

Leman
COMPONENT SERIAL NO. 00243

Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY98 FY99 1
PERSONAL SERVICES 0.0 0.0 0.0 0.0 0.0 0.0 1
TRAVEL 0.0 0.0 0.0 0.0 0.0 0.0
CONTRACTUAL 41.2 11.3 13.2 15.4 17.9 20.9J
SUPPUES 0.0 0.0 0.0 0.0 0.0 0.0
EQUIPMENT 0.0 0.0 0.0 0.0 0.0 0.01
LAND & STRUCTURES 0.0 0.0 0.0 0.0 0.0 0.01
GRANTS, CLAIMS 0.0 0.0 0.0 0.0 0.0 o.o!
MISCELLANEOUS 0.0 0.0 0.0 0.0 0.0 I 0.0 1
TOTAL OPERATING 41.2 11.3 13.2 15.4 17.91 20.9
CAPITAL 0.0 0.0 0.0 0.0 0.0 0.0
REVENUE FUND SOURCE I I
FUNDING: (Thousands of Dollars)
1002 Federal Receipts 28.5 5.6 6.6 7.7 9.0 10.5
1003 GF Match 12.7 5.7 6.6 7.7 8.9 10.4
1004 GF 0.0 0.0 0.0 0.0 0.0 I 0.0
1005 GF/Program Receipts 0.0 0.0 0.0 0.0 0.0 0.0
1006 GF/MHTIA 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL 41.2 11.3 13.2 15.4 17.9 20.9
POSITIONS:
FULL-TIME 0 0 0 0 I Ol 0
PART-TIME 0 0 0 01 oi 0
TEMPORARY 0 0 0 o l o l 0 I
Estimate of current year (FY93) impact:  0.0
ANALYSIS: (Attach a separate page if necessary)
This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this , 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). The FY94 cost includes one-time costs for $30,000 changes to the Medicaid Information System and $1,500 
for development of a provider manual. Costs continuing over fiscal years are for an FY94 claims processing cost 
estimated to include 2 to 3 claims per month for 5 months for each birth. The cost of each claim is estimated at the 
current $6.23. Growth in utilization is estimated at 11 % and inflation at 5% per year. Federal participation is shown at 
75% for claims processing. Additional information and cost figures for hospitals, physicians, midwives, and claims 
processing are identified in the attached notes.

Prepared by: Dave W. Williams, HP11I \/ Z__________________  Phone: 465-5826___________
Division: Medical Assistance ^  Date: Mar. 24, 1993_________

Approved by  C o m m i s s i o n e r " ^ " eifc Mala. M D ,  M P H  Date: 1>I ___________

Agency: ( j£ )  Department of Health &  Social Service.

P R E P A R E R  T O  P R O V I D E  A L L  D I S T R I B U T I O N  C O P I E S  T O  G O V E R N O R ’S  L E G I S L A T I V E  O F F I C E

For further distribution information call the Governor’s Legislative Office
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 

are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 

125 birthing services provided by direct entry midvives, the cost 
of any birthing facilities involved, and be reduced by the 

alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $.1,480 per birth (80 percent of the $1 , 8 5 0  average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2.000 X 60 = (120.0001
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 

year costs for changes to the system receive a 75% federal match 

and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  CSSSSB91 (HES)
P age  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  on  CSSSSB91 (HES)
P ag e  3 o f  3

N O T E S :

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 

fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 

and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)

Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122 7) (143.0) (166.7) (194.3) (226.5)

H:\POLICY\HSSPLAN3\LEG93\CSSSS891 .NTS



FISCAL NOTE
S T A T E  O F  A L A S K A
1993 L E G I S L A T I V E  S E S S IO N

B I L L  N O .  CSSSSB91 (HES)

Revision Date 
Title:

Health and Social Services
An A ct providing for coverage o f  midwife 

services under M e d i c a i d _______________________________

Dept. Affected:
BRU: _______________
Component: M edicaid Facility

M edical Assistance

Sponsor:
Requestor:

Leman
COMPONENT SERIAL NO. 00230

OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0,
0.0 0.0 0.0 0.0 0.0 0.0,
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0

(180.01 (209.8) (244.5) (285.0; (332.1) (387.1)1
0.0 0.0 0.0 0.0 0 0 0.0

TOTAL OPERATING (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
CAPITAL 0.0 0.0 0.0 0.0 0.0 0.0
REVENUE FUND SOURCE
FUNDING: (Thousands of Dollars)
1002 Federal Receipts (90.0) (104.9) (122.2) (142.5) (166.0) (193.5)
1003 GF Match (90.0) (104.9) (122.3) (142.5) (166.1) (193.6)
1004 GF 0.0 0.0 C.O 0.0 0.0 0.0
1005 GF/Program Receipts 0.0 o.n 0.0 0.0 0.0 0.0
1006 GF/MHTIA 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
POSITIONS:
FULL-TIME 0 0 0 0 0 0
PART-TIME 0 0 0 0 0 0
TEMPORARY 0 0 0 n 0 0

Estimate of current year (FY93) impact: 0.0
ANALYSIS: (Attach a separate page if necessary)
This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identified in the attachment.

Prepared by: Dave W. Williams, HPIII
Division: Medical Asstf*’*"™T

Phone: 465-5826

Approved by Commissioner:,

Agency: ({£) Department oftBcalth &  Social Services

codbfe A. Mala, M D ,  M P H

Date: Mar. 24,1993

:Date

P R E P A R E R  T O  P R O V I D E  A L L  D I S T R I B U T I O N  C O P I E S  T O  G O V E R N O R ’S  L E G I S L A T I V E  O F F I C E

For further distribution information call the Governor’s Legislative Office
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The co^t of 
medicaid facility services would be reduced by $180,000 for the 60 

births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 

125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 

birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees S2.000 X 60 = (120.000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 

and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  on  CSSSSB91 (HES)
P a g e  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims r*5*’ month more than would be done by physicians and the 
submission* would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  CSSSSB91 (HES)
P age  3 o f  3

N OT E S :

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weiqhted average 

fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 

guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the

services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 

and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.8 88.3 10. 9 119.9 139.8
claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)

H:\POLICY\HSSPLAN3\LEG93\CSSSSB91 .NTS



D I V I S I O N  O F  L E G A L  S E R V I C E S

LEGISLATIVE AFFAIRS AGENCY 
STATE OF ALASKA

(907) 465-3867 or 465-2450 
F.4X (907) 465-2029 
Mail Stop 3101

130 Seward Street, Suite 409 
Juneau, Alaska 99801-2105

M E M O R A N D U M March 22, 1993

SUBJECT: Amendment to AS 21.36.090(d)(SSSB 91)

TO: Senator Loren Leman 
ATTN: Ajinette Kreitzer

FROM: Terri L a u te rb a c h ^  
Legislative Counsel

You have asked whether the Senate HESS amendment to SSSB 91 that added direct- 
entry midwives to AS 21.36.090(d) means that coverage of direct-entry midwives 
would be a mandated coverage for all insurers.

The answer is yes and no. If an insurer covers maternity services of the type that can 
be performed by a direct-entry midwife, then the insurer may not limit its coverage 
to physicians and nurses who perform those services, but must also cover those 
services when they are performed by direct-entry midwives. However, if an insurer 
does not cover maternity services at all, this amendment will not force new coverage.

I hope this explanation is helpful. Please let me know if I can be of further 
assistance.

TML:gc
93-256.glc

Enclosure
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The Department of Health and Social Services supports SSSB 91 
which would provide payment under Alaska's Medicaid program 
for direct entry midwife services.

Passage of SSSB 91 would provide another alternative for 
expectant mothers who depend upon the medical assistance 
program for pregnancy care and childbirth assistance. At 
present, physician and hospital services are payable under 
medical assistance along with some pregnancy related nursing 

services.

Licensure of direct entry midwives was established following 
passage of HB 382 by the 17th Legislature. In the short time 
since, 10 direct midwives have been licensed; that number may 
be expected to reach up to 25 over the next year.

Draft regulations of the Division of Occupational Licensing 
indicate the direct entry midwife services must include 
appropriate prenatal care, the delivery, and post-partum care 
over the 6 weeks following the birth. The draft regulations 
are very specific about the type of care to be delivered and 
the times of delivery. Births delivered under a midwife's 
care typically take place within the home, at the midwife's 
office, or at a birthing center. AS 8.65.140 specifies a 
protocol for direct entry midwives to follow for determining 
when a "difficult" birth should be referred to a physician's 
care.

The literature on this topic and our consultation with other 
states indicates that where licensure of midwives has been 
instituted it was done to improve pregnancy outcomes through 

increasing the skill level of persons practicing midwifery, 
improving the awareness of expectant mothers of the impact of 
nutrition and similar activities, improving the accessibility 
to services, and by providing a professional alternative that 
is acceptable to those who choose to not pursue services from 
a more institutional source.

Data on the impact of licensed midwife services is very 

limited. Information from the Bureau of Vital Statistics 
indicates that of all births, 42% are to persons meeting 
eligibility guidelines for Medicaid services. Reports from 
the Alaska Midwive's Association indicate a much higher 
percentage of medicaid eligibility of 70% to 80%. (The 
accompanying fiscal notes assumes 50%)

A comparison of vital statistics to payment information also 
indicates that a large number of the births involving medicaid 
payment are of low birth weight. Under the draft licensure 
requirements for direct entry midwives some low birth weight
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pregnancies would be referred to a physician while others may 
be delivered by the mid-wife, having benefitted from the 
frequent lab test, nutrition counselling and referral for 
medical examination that are required.

Payment of direct entry midwife services may have some 
downward effect on medical assistance program costs to the 
extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services. 
The accompanying fiscal note estimates a net cost savings of 
$73,800 during FY94 and greater in following years. While 
this is a estimate based on no experience, the department 
certainly does not anticipate a requirement for additional 
funding as a result of SSSB 91.

The placement of direct entry midwife services as (1) in 
AS 47.07.035 is the appropriate placement. Of the optional 
services available under Medicaid, direct entry midwives 
services should have the lowest priority for payment because 
other alternative services are available.

Recommended by:

Kimberly B. ^ u s c h  
Director
Div. of Medical Assistance

Approved by:

Commissioner

Date:
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Dollars and Sense: 
Midwifery Care is Cost-Effective Care

M id w ife ry  < Fact S h e e t

□  T he  av e rag e  p ro fe ss io n a l fees o f  m idw ives a re  low e r th a n  
tho se  o f physic ian s. T h e re fo re , m idw ife ry  c a re  can  o ffe r a  cost- 
effective, quality- assu red  a l te rn a t iv e  to  o th e rw ise  p ro h ib it iv e  a n d  
e sc a la tin g  m a te rn ity  fees a c ro s s  th e  s ta te .

□  M idw ives u se  few e r expensive  techno log ies to  p ro v id e  safe  
ca re . C onsequen tly , c lien t ch a rg e s  a r e  s ign ifican tly  low er. 
C om pa riso n s  o f m idw ife ry  c a re  a n d  p h y s ic ian  c a re  h av e  sh ow n  
th a t  m idw ives h av e  equ a lly  good  ou tcom es, w hile u s in g  few e r 
in te rv en tio n s .

Q j-  M idw ife ry  c a re  is p rev en tiv e  ca re . M idw ives sp en d  tim e  to 
p ro v id e  educa tion , in fo rm a tio n  a n d  soc ia l s u p p o r t  to th e i r  c lien ts . 
A ll o f th e se  fa c to rs  h av e  b een  c ited  a s  s ig n ific an t c o n tr ib u to r s  to  
re d u c in g  ad v e rse  ou tcom es, espec ia lly  p rem a tu r i ty  a n d  low  
b i r th w e ig h t

M idw ivcs a re  ab le  to  o ffe r a  cho ice  o f  b i r th  se ttin g s . Out-of­
h o sp ita l b ir th s , e i th e r  a t  h om e o r  in  a  licensed  b i r th  c en te r, o ffe r 
th e  low-risk, h e a lth y  w om an  a  safe o p tio n  a t  co n s id e rab le  sav ing s. 
T h e  co st o f an  out-of-hospital b ir th  is 50% to 70% less th a n  a 
h o sp ita l b ir th . 3 R ecogn iz ing  th ese  su b s ta n tia l sav ing s in  h e a l th  
do lla rs , a m a jo r ity  o f p r iv a te  h e a lth  in su ra n c e  p la n s  now  e n c o u ra g e  
m idw ife-attended  out-of-hospital b i r th  by re im b u rs in g  80- 100% o f 
th e se  charges.

M id w iv e s  d is s o c ia tio n  o fJ U C a s ^ a  

1655 S ilfa  *204
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B irth  Outside the Hospital

M id w ife ry  (F a c t S h e e t

T re n d s In  h lrth  
K lU n g .

Xm uiu t o r

out-of-hoiplui
b irth

Svlclyi Wh«l 
tli* Studies 3»y

®  Tn 1940, 50% o f  b i r th s  Jn th is  c o u n t ry  t o o k  p la c e  a t  h om e , w ith  a  d o c t o r  o r  m id w ife  
in  a tte n d an c e . l i y  1960, b i r th  h ad  been  m ov ed  a lm o s t  e x c lu s iv e ly  In to  the h o s p ita l. D u r in g  
the  1970's, a  n o ta b le  in c re a se  in  o u t - o f  h o sp ita l b i r th s  s ig n a le d  a  new  d eb a te  a m o n g  
c o n su m e rs  a n d  h e a lth  p ro fe s s io n a ls  o n  th e  a p p r o p r ia t e  p la c e  f o r  la b o r  and  b i r th .

T o d a y , a p p ro x im a te ly  1 %  o f  A m e r ic a n  fa m i lie s  ch oo se  to  g ive  b i r th  o u ts id e  the  
h o s p ita l. T h e se  fa m ilie s  ch oo se  h om e  b i r th , o r  d e liv e ry  in  a  f r e e s t a n d in g  b i r th  c e n te r  (n o t  a 
h o s p ita l fa c i l i t y ) .  T h e  m a jo r i t y  o f  o u t -o f-h u sp ita i b i r th s , in  A la s k a , as w e ll os th ro u g h o u t  th e  
U n ite d  s ta te s , a r e  a tte n d ed  h y  m idw ives .

®  W h y  do  fa m ilie s  ''house  o u t - a f  •h o s p ita l b i r th ?  A  n u m b e r  o f  c on s is ten t th em es
em e rg e  f r o m  th e  li t e r a tu re  in c lu d in g :

0  In c re a s e  o f  c o n t ro l o v e r  th e  c h i ld b ir th  e x p e r ie n c e ;
0  a v o id a n c e  o f  u n n ec e ssa ry  m ed ic a l ro u t in e s  a n d  In te rv e n t io n s ;
0  c on t in u o u s  c a re  b y  a  k n ow n  a n d  s u p p o r t iv e  b i r th  a t te n d a n t ;
©  la b o r  and  d e liv e ry  am on g  lo v e d  o n e s  a n d  in  f a m i l i a r  s u r ro u n d in g s ;
0  a v o id a n c e  o f  (h e  h ig h  cast o f  h o s p ita liz a t io n .

$  F o r  m os t p e op le  c on c e rn e d  w ith  c h i ld b ir th , a  c e n t ra l Issue  is s a fe ty . W h a t  d o  we
k n ow  a b o u t  the  r e la t iv e  r is k s  o f  c h i ld h ir th  in  v a r io u s  se tt in g s?  S tu d ie s  r e p o r t in g  o u tc om e s  
f r o m  w e ll •o rg a n iz e d  o u t -o f-h o s p ita l b i r th  p ra c t ic e * , h a th  in  th e  U -S . a n d  a b r o a d , sh ow  v e r y  
lo w  ra te s  o f  a d v e n e  ou tcom es f o r  m o th e rs  a n d  In fa n ta . H o l la n d , f o r  e x am p le , w h e re  3 5 %  o f  
d e liv e r ie s  ta k a  p la c e  In  the  h om e , h a s  o n e  o f  th e  low e s t p e r in a t a l m o r t a li t y  r a te s  In  th e  w o r ld .  
T h e re  Is  n o  a v id an ca  th a t  b i r th  in  the  h o sp ita l is  s a fe s t  f o r  w om en  a t  lo w  m e d ic a l r i s k .  5-4 

S um #  e a r ly  r e p o r t s  o n  ou tc om e s  o f  o u t -o f -h o c p lta l b i r th s  w e re  m is le a d in g  becau se  
th ey  c o m p a re d  h o sp ita l a n d  n o n -h o s p ita l b i r th s  w ith o u t  d e te rm in in g  w h e th e r tfaasa b i r th s  
w e re  p la n n e d  a n d /o r  a tte n d ed  hy  a  q u a li f ie d  p e rs o n . I n  o th e r  w o rd s , la te  m is c a r r ia g e s , 
p re m a tu r e  b i r th s , ta x i c ab  d e liv e r ie s , And o th e r  u n e x p ec ted  o u t -o f -h o s p ita l b i r th s  w e re  
in c lu d e d  In  th e  o u tc om e  d a ta .

O th e r  s tu d ie s  w h ich  c on s id e re d  these  fa c t o r s  fo u n d  th a t  th e  n e o n a ta l m o r t a l i t y  ra te s  
o f  (h e  p la n n e d  o u t -o f -h o s p ita l b i r th s  w ith  a  q u a li f ie d  a t te n d a n t  a v e ra g e s  4 / 1 0 0 0 , below th e  
n a t io n a l r a t e , w h ile  f u r  th e  u n p la n n ed  g ro u p s  th e  ra te s  a v e ra g e d  9 7 /1 0 0 0 . T>i -f

In  c o n t r o l le d  s tud ies , th o se  b ir th s  p la n n e d  to  o c c u r  o u ts id e  th e  h o sp ita l w ith  
m idw iv e s  in  a tte n d an c e  w e re  a ssoc ia ted  w tth  lo w e r  ra te s  o f  o b s te t r ic a l in te rv e n t io n s  th a n  
b i r th s  p la n n e d  to  o c c u r  In  th e  h o sp ita l w ith  p h y s id a n s  a n d  o th e r  c a re  p r o v id e r s . I n  som e  
s tu d ie s , p la n n e d  o u t -o f -h o s p ita l b i r th s  a ls o  h ad  lo w e r  ra te s  o f  c om p lic a t io n s  th a n  th e  h o sp ita l 
b ir th s .

^Midunves Association ofJl£as/ta wi, , jPuWtftkaa hy Mldwlva* AuudalluD
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S e v e ra l a u th o rs  h a ve  e stim a ted  th a t th e  p ro b a b i li t y  o r  a n  em e rg e n t c om  p i1 c a t io n  
a r is in g  d u r in g  an  o u t-o f-h o sp ita l la b o r ,  In  a w e ll-s c re en ed , h e a lth y  p o p u la t io n  o f  w om en , 
In  w h ich  the loss o f  tim e  In  t ra n s it  to  a  h o sp ita l c o u ld  in c re a se  the  r is k  o f  an  a d v e rs e  
o u tc om e , w ou ld  he  less th a n  1 In  1 ,0 0 0 . 1x14

Midwifery Practice Ensures Safety

M id w iv e s  a ttend ing  o u t-o f-h n sp lta l b i r th s  e n su re  o p t im u m  sa fe ty  f o r  th e ir  c lie n ts  b y :

0  A ccep ting  in to  c a re  o u iy  w om en  w ho h a v e  n o  p re -e x is t in g  m ed ic a l c o n d it io n s , w ho 
w an t to  h a ve  u a tu ra l la b o r  and  b i r th  (w ith o u t  m ed ic a l In te rv e n t io n s  o r  p a in  
m ed ic a t io n ) and  w ho  a re  e xp e r ie n c in g  a  n o rm a l p re g n a n c y ;

0  P ro v id in g  c om p reh en s iv e  p re n a ta l c a re  (h a t  in c lu d es  o n -g o in g  s c re e n in g  f o r  
c om p lic a t io n s , e du ca tion , s u p p o r t  a n d  p e rs o n a l a tte n t io n ;

0  E n s u r in g  con tin u ou s , o n e -to -on e  c a re  d u r in g  la b o r , c a r e fu l ly  m o n i t o r in g  the  
p ro g re s s  o f  la b o r ,  a n d  m a te rn a l/ fe ta l c o n d it io n ;

0  M a in ta in in g  th e  s k i l ls  and  e q u ip m en t n e ed ed  f o r  t re a t in g  em e rg e n t a n d  
un exp ec ted  c on d it io n s , such  a s  h e m o r rh a g e  o r  n e o n a ta l re s u sc ita t io n ;

0  E s ta b lis h in g  c o n su lta t io n  a n d  r e f e r r a l  re la t io n sh ip s  w ith  o b s te t r ic ia n s  and  
p c d la t r id a iM  w ho can  p ro v id e  h o sp l'a i t re a tm e n t i f  In d ic a te d .

In  s u m m a ry , an  o u t-o f-h o sp ita l b i r th  th a t In p la n n e d , w ith  a  w e ll- t ra in e d  a t te n d a n t , is  a  
sa fe , s a t is fy in g , a n d  e con om ica l ch o ice .
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W 'fL a t d o  in te m a tio n a C e x p e r ts  s a y  a b o u t m id w ife r y ?

" . . .J  cm ne la  see that m idw ife ry  w asn ’t  j- :x t  a  way o f  substitu ting  c h eap e r ob s te tr ic a l c a re  f o r  the  p o o r  a n d  
d ep riv ed ... J  d is c o v e re d  th a t the c ou n trie s  \<ith the low est In fa n t m o rta lity  ra te s  in the w o r ld  a ls o  h a d  m ed ic a l c a re  
system s in  w h ich  the  w ho le  o f  n o rm a l a h sL 't r ie a l p ra e iic e  was c a r r ie d  o n  by m idw iv es ."

(Jeorge A . Silver, MJ1.
l*rufca«>r Sn crlliK  o tM I I c  JlealUi, Yala University

Source< The N an  Fifty Y ean  of Nurse-Midwifery Fdural ion, MatmUty Center Aatedadon, New York . 19S3, page 66.

"...there is evidence that a strong independent midwifery profession is an important counterbalance to the obstetrical 
profession In preventing excessive interventions in the normal birth process. Consequently, il is perhaps not surprising that in the U.S. one finds the highest obstetrical intervention-rates as wed as serious problem with malpractice suits. The European experience and our data strongly support the urgent need for the introduction of 
widespread, independent midwifery practice in the United States as a most important counterbalance la the present 
situation."

M undcn ti. Wagner, M .D.
Maternal and Child Heal Lb Officer for the European Region, World Haatlh Orgnniiadoa

Sourcet "Infant Mortality la Kuropai Itaplkaliutai fur the Untied Stataat Statement to the National Cuauniiaiua to Prevent Infant
Mortality”. Journal of Public Health Policy, WtmMr 1988: 473-484.

"Midwifery provides a balance between the family and medical perspectives on birth. To negotiate and balance the different meanings and perspectives of birth within the health care system, it is essential for midwives to have a 
legitimate and powerful rale within the system. Midwifery should be powerful enough to influence both the nature and delivery of services. This, I believe, would greatly enhance maternity care, which ultimately is the crux of the matter..the safe, loving and skilled can of women, their babies and their families at one of the most important points 
of life...birth."

Lcxllo Page
Director a f  Midwifery, Ocrardtblrr, Yagtaad

Sourest "The mtdwtfe'a role la  modern health care1' la The M idwift C ie iln g t , Sheila gUrlwgrr, cd. Pander*: I-endow, 19IS , page
239-200. j

i

"The midwife must be able to advise the expectant mother, give her moral support, to make her enthusiastic for a 
natural childbirth, and above all, to supervise her in such a way that all minor and major abnormalities an recognized or at least suspected as early as possible. I am convinced that she is able to do this as well as a doctor, and very often betterWithout the presence and acceptance of the midwife obstetrics becomes aggressive, technologic, and inhuman."

G J .  Xlooetemaaa. MJD.
Fortner President, international Federation a f  CMiacetttdaaa and Cynecalogku

Sourcer 'T h e  Mldwifei lia r Task and RfapumthlUty in a Tec knot neic Wortd”  In The F ir* SkuvlanU far S oft CM Uhnuin t, l3srU
Stewart, ad. NAPSAC International! MarMe HID, Mbaonrt, 19*1, page* 157-15*.
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baby and from her husband after the birth. After moving to western Massa­
chusetts, Podell found a pair of midwives to attend her birth at home. What 
resulted was a qualitatively different experience: She felt as if she had really 
given birth under her own power, in an atmosphere of loving support.

B Y  A R C H I E  B R O D S K Y



As Podell later recalled in The Midwife Advocate, the news­
letter o f Massachusetts Friends of Midwives: "I came away 
from my hospital births with a sense of helplessness. I came 
away from my home birth feeling that I had learned deep and 
amazing lessons about my own strength and resilience, about 
trusting my body and my instincts....What would happen in 
this fearful society o f ours if all the mothers who gave birth had 
such an experience?"

Podell is one o f many American women who have chosen 
to give birth outside of a hospital during the last 10 to 15 years. 
Disillusioned with the roudne intrusiveness of conventional 
hospital obstetrics, they have voted with their feet by giving 
birth at home with the help o f family, friends, and supportive 
attendants. Some of these women, inspired by the rediscovery 
of birth as a natural and social event, have become midwives 
themselves, learning their trade by working with more ex­
perienced midwives or with sympathetic physicians.

This social movement, until recently marginalized by organ­
ized medicine as a softheaded countercultural rebellion, is now 
finding common ground with mainstream economic and pub- 
iic-hea'th concerns: the rapid escalation o f health-care costs: 
the loss of obstetricians resulting from the epidemic of malprac­
tice suits; and the high rate of infant mortality among the 
inner-city poor. Midwifery works, people want it, and it pro­
vides an answer to some urgent policy questions. But although 
midwifery has made progress in recent years, a variety of laws 
and regulations still prevent midwives from offering their 
services to everyone who could benefit from them.

The advantages o f midwifery depend on a more thoroughgoing 
change than just plugging in one type of practitioner in place of 
another. If the law confines midwives to die role o f obstetrical 
handmaidens working exclusively in hospitals under the direction 
of physicians, it will prevent tbem from making their full contribu­
tion. For the word midwifery really stands for a fundament ' 
different model of maternity care: different people doing differ 
things, often in a different place.

M
idwives reject the view that giving birth is a medical 
procedure like having a gall bladder removed. In­
stead, they understand it as a natural process that ordinarily 
does not require drugs, surgery, or high-tech equipment. Ob­

stetricians. whose skills and techniques are best reserved for 
complicated births, are in most cases not well prepared to attend 
normal births. They know how to intervene but not how to 
support without intervening.

The high-tech, interventionist 
approach o f obstetricians is il­
lustrated by the widespread use of 
electronic fetal monitoring. EFM—  
which records fetal heart tones and 
the pressure o f uterine contractions, 
either through electrodes passed 
through the birth canal and attached 
to the baby’s scalp or through a trans­
ducer placed on the mother's abdo­
men— may have a legitimate 
rationale in high-risk births. But from 
the beginning it was marketed indis­
criminately to physicians hungry for 
precise diagnostic information.

As a result, by the mid-1970s 
most U.S. hospitals bad adopted 
EFM for routine use, without any 
controlled studies showing it to be 
more effective than traditional, 
noninvasive methods of listening to 
the baby’s heart. Now studies pub­
lished in the last two years in such 
prestigious publications as the 
British journal The Lancet and The 
New England Journal of Medicine 
have shown that, in the absence of 
specific indications for its use, EFM 
not only has no demonstrated bene­
fit in reducing childhood disabili­
ties but may even be dangerous.

EFM plays ?. major role in the 
futile cycle of defensive obstetrics 
brought on by malpractice hysteria. 
For legal protection the physician 
uses the monitor so he can show, if 
anything goes wrong, that be "did ail 
be could." But with the monitor read­
ings a matter of record, his actions 
will be further scrutinized to see if he 
once again "did all he could" in re­
sponse to an abnormal reading.

Alarmist reactions to insignifi­
cant variations in monitor readings 
contribute to the current 24-percent 
cesarean-section rate in the United
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States (a rate twice as high as the World HealLh Organization 
recommends). Indeed, ar.j medical intervention in childbirth 
tends to necessitate further intervention by disrupting the nor­
mal physiology of labor and by immobilizing, enervating, 
disabling, and dispiriting the mother.

A midwife strives to avoid such intervention. Rather than 
"deliver" die baby, she brings out the birthing woman's own 
physical and emotional strength— resources left untapped or 
suppressed by standard obstetrical practices. This is more than 
touchy-feely rhetoric. It translates into concrete clinical exper­
tise: an appreciation of the variations of normal labor, of the 
way some problems can comet themselves with time, of the 
influence of emotional support and a sense o f well-being during 
labor, and of many nonchemical, noninvasive means of en­
couraging progress.

An obstetrician's highly specialized knowledge represents 
only a narrow segment of the whole range of knowledge 
relevant to childbirth. A midwife draws upon a traditional body 
of knowledge that guides her both in forming a supportive bond 
with a pregnant woman and in shaping a positive experience 
of—and attitude toward— birth. In addition to emphasizing 
prenatal education and preparation, she comes to know the 
woman, her environment, and the wn y she lives, and thus can 
better understand her reactions and assist her during labor.

Podell writes: "The midwives gave me all the room I 
needed, but they were never distant: they were always right 
there, offering energy, a sip o f juice, a word of encouragement. 
Their presence comforted me and gave me confidence. One 
thing 1 didn't understand.... Without internal exams, how could 
they tell how the labor was progressing?...They said my body 
would know what to do and when. And to my very great 
surprise, they were right."

I
nstead o f pain medication, midwives use noninvasive 
methods, physical as well as psychological, to help women 
cocie with pain. The midwifery model in its pure form does not 
allow the use of anesthetic or analgesic drugs in normal births, 

since these medications interfere with the natural process of 
labor. Home-binh attendants avoid the use of such drugs en­
tirely. since the safety of a home birth depends on supporting 
the natural process and not creating added risks. In hospitals, 
on the other hand, nursc-midwives sotr:times make pragmatic 
compromises, giving pain medication to women who want it 
in order to make other benefits of midwifery available to them.

It should always be a woman's right to choose between

midwifery and obstetrics for 
whatever reasons matter to her, 
including her preferences regard­
ing pain medication. At the same 
time, as the midwifery model 
comes to be more widely known 
and better understood, more 
women may approach the pain of 
childbearing in a positive way, as 
Podell did: “The labor was short, 
intense, and sweet. It wasn't any 
less painful than the others, but I 
tried to put all my concentration 
on w elcom ing the pain, on 
assenting to open up. Away from 
the interference of the hospital, 
comfortable in my own familiar 
house, I felt a lovely sense of 
freedom. I wasn't anybody’s 
patient. I was myself, doing a 
task I had really been preparing 
for since childhood."

The beneficial effects of the 
laboring woman's sense of well­
being, comfort, and control are en­
hanced in the home or (to a lesser 
degree) in the home-like setting of 
a midwife-run birth center. In the 
words of the prominent Dutch ob­
stetrician GJ. rQoosterman: "The 
advantages of home confinements 
are that in her own home the expec­
tant mother is not considered a 
patient, but a woman, fulfilling a 
natural and highly personal task. 
She is the real center around which 
everything (and everybody) re­
volves. The midwife or doctor and 
the maternity aide nurse are all her 
guests, there to assist her. This set­
ting reinforces her self-respect and 
self-confidence."

This endorsement of home 
birth runs counter to the pteju- 
dices o f most Americans, who 
have been led to believe that the
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best outcomes occur when childbirth is managed ty obstetrici­
ans in hospitals where medical technology is readily available 
and where there is little hesitation about using it. This view 
equates safety with active technological intervention carried 
out bv hicnly specialized personnel in an institutional setting.

P roponents of this position offer three main arguments.
a First, they cite the decline in maternal and infant mor­

tality that coincided with the shift to medicnlized. institution­
alized childbirth in this century. But such a sweeping historical 
comparison is meaningless because it disregards many other 
changes that occurred ai the same time: beoer nutrition, sanitation, 
and personal hygiene: fewer large families and closely spaced 
children: the development of antibiotics: and improvements in 
diagnosis, risk assessment, and instrumentation. Contem­
poraneous comparisons, such as one conducted by the New York 
Academy of Medicine from 1930 to 1932, have almost invariably 
shown that midwife-anended or home births have outcomes as 
good as or better than physician-attended or hospital births.

British statistician Marjorie Tew. in her 1990 book Safer 
childbirth? A Critical History of Maternity Care, uses data 
from the special British birth surveys of 1958 and 1970 to make 
detailed comparisons— regional, historical, and individual— of 
the outcomes of home vs. hospital birth and of high-interven- 
tion vs. low-intervendon birth in popuiadons closely marched 
for risk factors. Tew concludes that increased hospitalization 
and obstetrical intervention cannot be credited with improving 
the safety of childbirth. To her. in fact, the weight of the 
evidence suggests that these changes have done more harm 
than good.

Second, opponents of midwifery argue that mortality statis­
tics show babies are at greater risk if they are bore outside a 
hospital. This fallacious comparison, first made in a 1978 press 
release by the American College of Obstetricians and Gynecol­
ogists, rests on raw statewide figures showing that the risk to a 
baby's life was two to five times greater in an out-of-hospital 
birth. But the "out-of-hospital” category included not only 
intentional home births, but also late miscarriages, premature 
and precipitous births, and unplanned home births. Such un­
differentiated data say nothing about the safety of planned, 
properly attended home births.

Finally, when forced to confront the lack of statistical evi­
dence in their favor, proponents of orthodox obstetrics say, 
"OK. so the differences in safety are too small to show up in 
the data. But even one unnecessary infant death is too many—  
especially if it’s yours." This argument, while highly effective 
in inducing fear and guilt in parents, fails to take into account 
the countervailing risks of medicalized birth, such as infections 
resulting from hospital sepsis or from unnecessary surgical 
procedures and the many complications that can result from 
interfering with the progress o f labor.

Opponents of midwifery also ignore a large body o f evi­
dence that low-intervenuon maternity care by midwives results 
in outcomes as good as or better than those of hospital births. 
Since 1925, for example, the Frontier Nursing Service in Ken- 
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tucky has provided outstanding maternity care to a poor, geo­
graphically remote population. The service, whose mtdwives 
attended nearly all births at home (sometimes on horseoxk) 
until the late 1960s. has compiled an outcome record that 
compares favorably with that of mainstream America.

In a remarkable real-life experiment in Madera County. 
California, neonatal mortality dropped from 24 to 10 per 1.000 
when nurse-midwives were introduced into a poor agricultural 
area in 1960. Pressure from the state medical association endc„ 
the program in 1963. Midwives were replaced by obstetricians, 
whereupon neonatal mortality rose to 32 per 1.000. The number 
of women receiving no prenatal care doubled.

Midwifery programs are having an important impact among 
the urban poor as well. With one-third of its largely black and 
Hispanic clients classified as high-risk, the North Central 
Bronx Hospital midwifery service has the lowest cesarean-sec- 
tion rate in New York City and lower-than-average rates of low 
birth weight and perinatal and neonatal mortality. In a well-con­
trolled study involving low-income women in a Houston hospi­
tal. published in 1991 in The Journal of the American Medical 
A::ociation. the continuous companionship of a doula— a 
woman trained to provide labor support— shortened the dura- 
ti r a of labor, cur the cesarean-section rate in half, and reduced 
the need for other interventions along with the incidence of 
maternal fever and prolonged infant hospitalization. And the doula provides only part of a midwife’s comprehensive skills 
and services.

Two years ago the National Birth Center Study repotted on 
birth outcomes for nearly 12.000 women admitted to freestand­
ing birth centers in the United States, three-fourths of them 
operaied by midwives. In this largely low-tisk population, the 
low overall perinatal-neonatal mortality rate of 1.3 per 1.000 
was comparable to that of low-risk hospital births. Moreover, 
it was achieved with minimal intervention (most notably, a 
4.4-percent cesarean-section rate), low morbidity, and high 
levels o f satisfaction. Similar findings were obtained in a 
review o f more than 3,000 out-of-hospital (mainly home) births 
attended by licensed direct-entry midwives in Arizona between 
1978 and 1985.

Further evidence comes from Holland, where the national 
health-care system deliberately reversed a trend toward American- 
style hospital births a decade ago. la a study published recendy in 
the British journal Midwifery, researchers who analyzed all Dutch 
births in 1986 found that, ar all risk levels after 32 weeks’ gestation, 
perinatal mortality was “much lower under the nonimerventionist 
care of midwives than under the interventionist management of 
obstetricians." And this is in a country with an ethnicr .y diverse 
population (including guest workers).

Studies also find chat midwifery is much less expensive than 
conventional obstetrics. The cost-effectiveness of the mid­
wifery model follows from its reliance on natural processes and 
settings rather than on expensive technology. In one of the first 
demonstrations of the cost-saving potential of midwifery. Blue 
Cross/Blue Shield estimated that its costs for a birth in the 
Maternity Center Association's Childbearing Center in Man­
hattan in 1976-77 averaged only 37.6 percent of the cost of an
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uncomplicated birth in a nearby hospital (including both hospi­
tal and physician charges). As documented in a r :porr prepared 
for the Federal Trade Commission. Blue Cross/Blue Shield’s 
decision (against formidable opposition) to authorize reim­
bursement for the center was a major breakthrough in 
making the freestanding birth center a viable concept in the 
United States.

Since then, this initial indication of the savings to be 
achieved through broader applicadon of the midwifery model 
has been bome out by other research, most notably a Health 
Insurance Associadon of America (HIAA) study published in
1989. These savings can be realized in a number of ways:

Lower fees. According to the HIAA study, the average 
physician’s fee for a normal pregnancy and birth is S 1,492, 
while a midwife's fee averages 5994. A midwife’s fee typically 
covers more time spent before, during, and after the birth and 
includes comprehensive services that otherwise would require 
a team of providers.Lower site-relaxed costs. According to the HIAA study, a 
normal birth involving a one-day stay in a birth center costs 
52,111, compared with 53,233 for a one-day hospital stay. 
(These figures include practitioners' fees.) Since the average 
length of stay in a hospital is longer than in a birth center, the 
difference in pracdce is even greater. Thus, the average hospital 
cost for a normal vaginal delivery is S2.842 in addidon to the 
physician’s fee of 51,492, for a total o f  S4J34.

In a home birth there are no site-related expenses. In 
Australia, for example, an estimate published in the journal 
Family Physician indicated that insurers and families might 
save A583 m illion  a year if 30 percent o f births took place at 
home. Of course, the cost of maintaining hospital backup for 
cases requiring transfer must be factored into the overall costs 
o f out-of-hospital birth services. But such on-call auxiliary 
services require only a ftacdon o f the insdtuuonai resources 
routinely used and paid for under the present system.

Reduced use of technology. Midwives rely much less on 
technical procedures (hat entail material costs, increased prac­
titioners’ fees, and (often) longer hospital stays. A birth by 
cesarean secdon costs an average o f S7.186, compared to 
S4J34 for a vaginal birth in a hospital Since midwife-attended 
births have a cesarean-secdon rate 50 percent to 70 percent 
lower chan physician-attended births in comparable pcpula- 
dons with equivalent outcomes, the savings to be realized from 
this aspect of the midwifery model are enormous. If all of 
New York state’s hospitals operated in the manner of the 
North Central Bronx midwifery service, the reducuon in

cesareans alone might save 
nearly 5150 million annually. 
Ending the indiscriminate use 
o f other specialized procedures, 
such as electronic fetal moni­
toring, ultrasound. IVs, and 
episiotomy, would also save 
money.

Lower training costs. The 
Congressional Office o f Tech­
nology Assessment calculated 
that the cost of training a certified 
nurse-midwife in 1985 averaged 
SI6,800, compared with 586.100 
to train a general physician, let 
alone an obstetrician. Since mid­
wifery training is more appro­
priate for a large majority of 
births, there is great potendal for 
savings here.Lower liability costs. As of 
1987, 71 percent of obsteuician- 
gynecologists had been named in 
one or more liability claims, com­
pared with 10 percent of nurse- 
midwives. Direct-entry midwives 
(those not trained and regulated by 
the nursing profession) are even 
more rarely sued. Why these dis- 
parides? First, obstetricians deal 
with more complicated cases 
with a greater likelihood of a 
tragic outcome. Second, ob­
stetricians have deeper pockets. 
(L ike physicians, certified  
nurse-m idwives— registered 
nurses with addiuonal training in 
midwifery— have malpractice 
insurance; direct-entry mid­
wives generally do not. except in 
states where they are licensed.)

Third, and perhaps most im­
portant, people who choose a mid­
wife (especially a direct-entry 
midwife) commit themselves to 
sharing the risks and responsibili-
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ties of birth. Rather than expect a guaranteed perfect outcome, 
they participate with an understanding o f nature's uncertain- 
ues. The midwife actively encourages this informed partici­
pation. And because she establishes a relationship of trust, 
full and open communication, and emotional support, the 
midwife does not leave her clients feeling abandoned and 
resentful in the event o f a tragic outcome.

Lower health-care costs after birth. The costs of childbirth 
pale beside those of taking care of premature and sick infants 
and children. According to the HIAA survey, it costs nearly 
S 1.000 a day to keep a baby in a neonatal Intensive care unit; 
a 30-day stay can cost 530,000. Hospitals that bear these often 
uncompensated costs should heed the documented success of 
midwifery programs, over a range of settings and income 
levels, in reducing the incidence of low birth weight, which is 
directly associated with prematurity. To the extent that mid­
wives' emphasis on a healthy environment during pregnancy 
can reduce the short- and long-term effects of malnutrition, 
smoking, heavy drinking, and drug use on maternal and child 
health— in some cases preventing lifelong disability— the con­
tribution of midwives to reducing health-care costs may be 
incalculable.

n the case of midwifery, the evidence is overwhelming hat 
better care can cost less. Indeed, the American system of 

obstetrics is so inappropriate and inefficient that only as a 
protected monopoly could it have gained and held its dominant 
position. It could not have survived, and cannot now survive, 
in a free market. But the monopoly is well entrenched by law.

Direct-entry midwives are legal in some states, illegal in 
others. In a plurality of states their legal status is uncertain. 
But if a state's medicai-pracrice act includes childbirth 
among the conditions exclusively reserved for medicine, 
then direct-entry midwifery is presumed to be illegal. And 
in the Catch-22 of midwifery regulation, some states (such 
as Rhode Island) won't let midwives practice without a 
license but won't license them either.

This patchwork of laws resulted in pan from deliberate 
efforts by organized medicine to create a protected monopoly 
and in pan horn ar unconscious societal assumption that mid­
wifery had disappeared. During the past few decades, mid­
wifery has been allowed back in a limited role in the form of 
certified nurse-midwives. CNMs practice legally in every state, 
but their scope of pracdce— indeed, their ability to practice at 
ail— is often severely restricted when physicians withhold the 
requisite institutional or logisdeal support.

Ditect-encry midwives are often prosecuted for practicing 
either medicine or midwifery without a license. Sometimes 
these prosecutions help clarify the legal status o f midwives. In
1990. after charges were brought against a Pennsylvania mid­
wife who anended Amish clients, a judge ruled that state law 
did not prohibit the unlicensed practice of “ lay” midwifery. But 
in Illinois in 1991 a court decision calling for clarification of 
the state’s medical-practice act led to legislation that included 
childbirth within the scope of the act. Midwives have also

suffered setbacks in Southern states such as Alabama, w h e r e  
public-health departments have forcibly retired the ex­
perienced “granny” midwives who often were the only pro­
viders o f maternity care for the rural or urban poor. In Arkansas, 
public outcry over such action persuaded the legislature to 
legalize direct-entry midwifery. In Georgia, however, recently 
issued regulations have made the practice of direct-entry mid­
wifery a felony.

A decade ago in REASON, Sarah Foster documented the 
various tactics that the medical establishment uses to intimidate 
and exclude midwives (“Up Against the Birth Monopoly," 
September 1982). In one of the more prominent cases to have 
occurred since then, a local obstetrician pilloried nurse-mid- 
wife D^bby Sweeney in front of her students at the Medical 
College o f Georgia School of Nursing in 1986, falsely charging 
that she was practicing medicine illegally and endangering her 
patients. The obstetrician's group practice prevented Sweeney 
from continuing to teach in one of the hospitals affiliated with 
the college, complaining that they “could not allow their 
parients to be exposed to students wbo are being instructed by 
one who advocates the home delivery concept” Sweeney had 
run afoul of the medical establishment by advertising her 
home-birth practice.

Such anticompetitive tactics thus far have limited the availa­
bility of qualif ed attendants for out-of-hospitai births and 
deprived womt .• and families of information about birth op­
tions. Unless a woman happens to know someone wbo knows 
the local midwife, she may see and hear only horror stones 
about home birth.

D
F | eform is coming, however. Many prestigious insritu-
I  lo o n s  are calling for more widespread adoption of

midwifery or a low-intervention approach to childbirth. These 
include the World Health Organization, the European 
Economic Community, the Institute of Medicine, the Office of 
Technology Assessment, the General Accounting Office, the 
American Public Health Association, and the National Com­
mission to Prevent Infant Mortality. The strongest advocacy 
has come horn the women's health movement. A detailed 
position paper issued jointly in 1990 by the Women’s Institute 
for Childbearing Policy, the National Women’s Health Net­
work. the National Black Women's Health Project, and the 
Boston Women's Health Book Collective argues for a mid­
wifery-based maternity care system that favors out-of-hospital 
b:rth settings.

The great stone face o f the birth monopoly is visibly crack- 
:ng. Hospitals hit hard by the loss of obstetricians are advertis­
ing for midwives. HMOs. after considerable resistance, are 
incorporating midwifery services. Boston will be joining New 
York, San Diego, and other localities in setting up a public 
out-of-hospitai birth center for low-income women. At the 
federal level, direct reimbursement for midwives has been 
mandated for the armed services. Civilian Health and Medical 
Programs o f  Uniformed Services (CHAMPUS), and Medicaid. 
One by one, stare governments are authorizing limited prescrip-
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lion privileges for certified nurse-midwives and licensed 
direcr-entry midwives. They are also beginning to remove the 
sraiutory and regulatory barriers to direct third-party reim­
bursement for midwives.

In a major breakthrough. Ontario recendy recognized mid­
wifery as an independent, self-reguladng profession authorized 
to practice in the home, birth center, or hospital. Ontario's 
action set a precedent for Canada, which had made no provision 
for midwifery in its national health-care system. In the United 
States, legislative efforts continue in New York, California, and 
other stares to legalize midwifery as an independent profession.

Licensing clearly is preferable to illegality, however, in 
states where midwives currendy are unregulated, midwives 
and their supporters are divided over whether it is better to be 
licensed or to continue on a laissez-faire basis. Midwives who 
oppose licensing consider midwifery a “spiritual art." in the 
words o f Ohio midwife Kimberly French, that cannot be 
regulated by uniform standards as medicine is. “ Would we 
be willing to give up certain aspects of our craft in exchange 
for certification, such as handling breech births, vaginal 
births after cesareans, and twins?" asks French in the peri­
odical Friends of Homebirth, “What about the woman who 
is left with no other option but a cesarean if we, as midwives, 
were restricted...by law?”

Furthermore, opponents o f licensing are reluctant to exclude 
midwives who might not meet the formal criteria established 
by the law. “ I feel strongly,” writes Maine midwife Jill Breen 
in The Midwife Advocate, “that there always will and should 
be aplace for the apprentice-trained midwife, the community- 
called midwife, the non-tnedicaily-oiieued midwife."

With few exceptions, midwives who support licensing do so 
not to protea their hard-won turf or to save the public from 
unqualified practitioners, but because they are weary of their 
denigrated status as “ lay practitioners." They are interested not 
so much in excluding others as in including themselves in the 
professional health-care system. Longtime Oregon midwifery 
advocate Alan Solares. whose arguments against licensing 
were influential a decade ago. has now changed his position. 
He addresses the concerns of many midwives today who feel 
that “they cannot fairly compete in a health-care system based 
increasingly on third-party payment."

Implicit in Solares’s argument is the assumption that, in 
today's highly professionalized society, the benefits of third- 
pany reimbursement, public visibility and trust, and secure 
hospital backup cannot be obtained without some conces­
sion to “ professional standards" and “consumer protection."

For this reason, most people on 
both sides o f the debate would 
welcome a system of voluntary 
certification  such as New 
Hampshire's, which sets stan­
dards for certification but does 
not bar uncertified midwives 
from practicing as long as they 
do not claim to be certified. But 
this is not a likely prospect in 
many states.

For now, midwives and others 
who seek to open up the health­
care market will continue to face 
rear-guard obstacles such as un­
equal access to reimbursement, 
regulatory mechanisms that 
place competing practitioners 
under the control o f physicians, 
an information monopoly that 
can frustrate informed choice 
even when more oven restraints 
are halted, and a long accumula­
tion o f prejudice against non- 
technological alternatives to 
conventional health care. The 
hardest obstacle, however, may 
well be a certain faintheartedness 
in the American public, an in­
grained reliance on “consumer 
protection" even at the expense of 
consumer choice. B

Archie Brodsky, a senior re­search associate at the Harvard Medical School's Program in Psychiatry and the Law, is a former president of Massachu­setts Friends of Midwives and co­author of Medical Choices.
Medical Chances and Home 
Birth: A Practitioner’s Guide to 
Birth Outside the Hospital. The author is indebted to Carol Sa- kola of the Women‘s Institute for Childbearing Policy for some of the information in this article.
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MEMORANDUM

Ma rch  1 8 ,  1 9 9 1

Phone: (907) 465-3991 
Fax: (907) 463-3351

130 Seward Screst. Suite 218
Juneau, Alaska 99801-2196

/ o
TO : R e p r e s e n t a t i v e  N i i l o  K o p o n e n

FROM: P a t r i c i a  Y o u n g j ^ j
L e g i s l a t i v e  A n a l y s t

RE :  M i d w i f e r y  and P h y s i c i a n  L i a b i l i t y
R e s e a r c h  R e q u e s t  9 2 . 1 8 9

You w i s h e d  t o  know how A r i z o n a ,  C a l i f o r n i a ,  New M e x i c o  and  W a s h i n g t o n - - s t a t e s  
w h i c h  h a v e  w e l l - e s t a b l i s h e d  m i d w i f e r y  e x p e r i e n c e - - h a v e  d e a l t  w i t h  t h e  q u e s t i o n  
o f  i n c r e a s e d  l i a b i l i t y  t o  p h y s i c i a n s .  You w e r e  p a r t i c u l a r l y  i n t e r e s t e d  i n  
k n o w i n g  i f  a n y  o f  t h e s e  s t a t e s  l i m i t  t h e  l i a b i l i t y  o f  p h y s i c i a n s  o r  o t h e r  
h e a l t h  c a r e  p r o v i d e r s  who a s s i s t  m i d w i v e s  i n  e m e r g e n c y  s i t u a t i o n s .

We d i s c u s s e d  t h e  i s s u e  o f  p h y s i c i a n  l i a b i l i t y  w i t h  s t a t e  o f f i c i a l s  and  m i d w i v e s  
i n  A r i z o n a ,  C a l i f o r n i a ,  L o u i s i a n a ,  M o n t a n a ,  New H a m p s h i r e ,  New M e x i c o ,  
W a s h i n g t o n  an d  T e x a s .  M o n t a n a  i s  t h e  o n l y  s t a t e  i d e n t i f i e d  a s  l i m i t i n g  t h e  
l i a b i l i t y  o f  h e a l t h  c a r e  p r o v i d e r s  who a s s i s t  m i d w i v e s  i n  e m e r g e n c y  s i t u a t i o n s .  
T he  s t a t u t e ,  MCA 2 7 - 1 - 7 3 4 ,  p r o v i d e s  t h a t  l i c e n s e d  p h y s i c i a n s ,  n u r s e s ,  and 
h o s p i t a l s

r e n d e r i n g  c a r e  o r  a s s i s t a n c e  i n  g o o d  f a i t h  t o  a p a t i e n t  o f  a 
d i r e c t - e n t r y  m i d w i f e  i n  an e m e r g e n c y  s i t u a t i o n  [ a r e ]  l i a b l e  
f o r  c i v i l  d amages  f o r  a c t s  o r  o m i s s i o n s  c o m m i t t e d  i n  p r o v i d i n g  
s u c h  e m e r g e n c y  o b s t e t r i c a l  c a r e  o r  a s s i s t a n c e  o n l y  t o  t h e  
e x t e n t  t h a t  t h o s e  d am ag e s  a r e  c a u s e d  by  g r o s s  n e g l i g e n c e  o r  b y  = 
w i l l f u l  o r  w an t o n  a c t s  o r  o m i s s i o n s .

A r e c e n t  C a l i f o r n i a  m e a s u r e  t o  l i c e n s e  d i r e c t - e n t r y  m i d w i v e s  w o u l d  h a v e  
p r o v i d e d  t h a t  p h y s i c i a n s  and  s u r g e o n s  c o u l d  n o t  be  h e l d  l i a b l e  f o r  a c t s  o f  
n e g l i g e n c e  on t h e  p a r t  o f  l i c e n s e d  m i d w i v e s  u n l e s s  t h e  a c t s  w e r e  p u r s u a n t  t o  
n e g l i g e n t  a d v i c e  o f  t h e  p h y s i c i a n s  o r  s u r g e o n s .  T h e  b i l l ,  w i d e l y  s u p p o r t e d  by 
t h e  p u b l i c  b u t  s t r o n g l y  o p p o s e d  by o b s t e t r i c i a n s ,  d i e d  i n  c o m m i t t e e .

I n  b o t h  New M e x i c o  and W a s h i n g t o n ,  m i d w i v e s  a r e  c o n s i d e r e d  i n d e p e n d e n t  
p r a c t i t i o n e r s ,  a c c o u n t a b l e  f o r  t h e i r  a c t i o n s  a nd  o m i s s i o n s .  The  a b s e n c e  o f  a 
s u p e r v i s o r y  r e l a t i o n s h i p  h a s  b e e n  deemed s u f f i c i e n t  t o  l i m i t  t h e  l i a b i l i t y  o f  
p h y s i c i a n s .  S t a t i s t i c a l l y ,  m i d w i v e s  h a v e  e x e m p l a r y  r e c o r d s ;  a nd  n a t i o n w i d e ,  
f ew  l a w s u i t s  h a v e  been  b r o u g h t  a g a i n s t  t h e m . 1

%

I  h o p e  t h i s  i n f o r m a t i o n  i s  s u f f i c i e n t  f o r  y o u r  p u r p o s e s ,  
o r  n e e d  f u r t h e r  i n f o r m a t i o n ,  p l e a s e  l e t  me k n ow .

I f  y o u  h a v e  q u e s t i o n s

1C a t h y  A c r e e ,  M i d w i v e s  A l l i a n c e  o f  N o r t h  A m e r i c a ,  n o t e s  t h a t  o f  m i d w i v e s  
who h a v e  p r a c t i c e d  i n  t h e  U n i t e d  S t a t e s ,  o n l y  6 p e r c e n t  h a v e  had  l a w s u i t s  f i l e d  
a g a i n s t  t h e m .
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SB 91 (HES): "An Act provid ing un fa ir d iscrim ination
against direct-entry m idw ives who perform 
services w ith in  the scope of the ir certification; 
provid ing for coverage of m idw lves, services 
under medicaid; reordering the p rio rity  of 
optional services provided by  the state under 
medicaid; and provid ing for an effective date."

One of the more challenging issues facing this country and Alaska is the ever 
increasing number of medical professions relying on alternative programs and 
persons for the delivery of health care services.

If  direct-entry midwives have a scope of practice under A laska law, they should 
not be discriminated against when performing w ithin th a t scope of practice. 
Section 1 of the bill bans such a discrimination.

^.R-dul F u h s , Od m rn is fiinner

Date
J / lr

dg]/180pp.ins



S E N A T O R  L O R E N  L E M A N  Northwest Anchorage

3111 “ C " Streei Anchorage. AK 99503 561-7614 During Session: State Capitol Juneau. AK 99801 465-2095

March 31, 1993

TO: SENATOR DRUE PEARCE, CO-CHAIR
SENATE FINANCE COMMITTI

FROM: SENATOR LOREN LEMAN
Sponsor

RE: CSSSSB 91(HES) : An Xczt. prohibiting unfair discrimination
against direct entry midwives who perform services within the scope 
of their certification; providing for coverage of midwife services 
under Medicaid; reordering the priority of optional services 
provided by the state under Medicaid; and providing for an 
effective date.

Please schedule SB 91 in Senate Finance at your earliest 
convenience. This bill allows Certified Direct-Entry Midwives to 
bill under Medicaid, an anticipated savings to the state of $70,000 
for 125 births.

At least 42% of the pregnant women in Alaska are eligible for 

Medicaid. This legislation doesn't expand the numbers of pr ignant 
women who ALREADY qualify for Medicaid. This bill allows those 
women to use midwifery services instead of mandating that they use 

clinics or hospitals for birthing services. In expanding the 
options for using midwifery services for births, the state will 
stretch its Medicaid dollars.

My g r a n d m o t h e r  was a m i d w i f e  who s a f e l y  d e l i v e r e d  54 b a b i e s  i n  h e r
t im e .  F o r  l o w - r i s k  p r e g n a n c i e s ,  t h i s  o p t i o n  s h o u l d  b e  a v a i l a b l e .



SEN A TO R  L O R E N  L E M A N  Northwest Anchoragi

3111 “ C " Street Anchorage, AK 99503 561-761+ During Session: State Capitol Juneau, AK 99001 465-2095

CSSSSB 91(HES): An Act prohibiting unfair discrimination against
direct entry midwives who perform services within the scope of 
their certifcation; providing for coverage of midwife services 
under Medicaid; reordering the priority of optional services 
provided by the state under Medicaid; and providing for an 
effective date.

SPONSOR STATEMENT

This legislation adds certified direct entry midwives to the 
optional services covered by Medicaid. At least 42% of the 

pregnant women in Alaska are eligible for Medicaid. This bill 
allows those women to use midwifery services instead of mandating 
that they use clinics or hospitals for birthing services. In 
expanding the options for using midwifery services for births, the 
state will stretch its Medicaid dollars.

The Department of Health and Social Services estimates that payment 
of direct entry midwife services may save the state money to the 
extent that pregnant women choose this option instead of the more
costly physician and hospital services.

Cost is not the only issue. Care of the mother and newborn is of
utmost concern. I am satisfied that the prenatal care, the

nutrition information, the flexibility within midwifery and the 
postpartum care by midwives increases the good health of the baby 
and mother.

My g r a n d m o t h e r  was a m i d w i f e  who s a f e l y  d e l i v e r e d  54 b a b i e s  i n  h e r
t im e .  F o r  l o w - r i s k  p r e g n a n c i e s ,  t h i s  o p t i o n  s h o u ld  b e  a v a i l a b l e .
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F I S C A L  N O T E
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OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES 0.0 0.0 0.0 0.0 0.0 0.0
TRAVEL 0.0 0.0 0.0 0.0 0.0 0.0
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M  V W y  L ' : ( L ,  F ’ i i 'O

BILL NO. SSSB91

Estimate of current year (FY93) impact:  0.0

ANALYSIS: (Attach a separate page if necessary)

This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identified in the attachment.
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Phone: 465-5S26
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2.000 X 60 = (120.000)
Net Medicaid Non-facility $ 65,o00

Claims Processing
Based on current experience, the addition of a new provider 
category and services to t..c. Medicaid Management Information System 
(MMIS, claims payment system) will roquire $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 12 5 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  3 o f  3

NOTES:

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 
fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)
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STATE O F  ALASKA
1993 L E G ISL A T IV E  SESSION

F I S C A L  N O T E
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65.0 75.8 88.3 102.9 119.9 139.8
0.0 0.0 0.0 0.0 0.0 0.0

TOTAL OPERATING 65.0 75.8 88.3 102.9 119.9 139.8

CAPITAL 0.0 0.0 0.0 I 0.0 0.0 I 0.0 i
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1004 GF 0.0 0.0 0.0 0.0 0.0 0.0
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Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL 65.0 75.8 88.3 102.9 119.9 139.8

POSITIONS:
FULL-TIME 0 0 1
PART-TIME 0 0 1
TEMPORARY 0 0

<ai lyea i

Estimate of current year (FY93) impact: 0.0

reflect NO FISCAL CHANGE from the onqinj 
Th'S lisĉ ,e IS aPPropnate.

Comie Aide (initial)date
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(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identified in the attachment.
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement

' under the medical assistance program. Of the 125 eligible for
Medicaid an estimated 50%, or about 60 births, would be shifted
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2,000 X 60 = (’120.000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experienci , the addition of a new provider 
category and services to the Med:* aid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3
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Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  3 o f  3

NOTES:

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 
fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (337.1)
Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)
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(00243). The FY94 cost includes one-time costs for 530,000 changes to the Medicaid Information System and S1,500 
for development of a provider manual. Costs continuing over fiscal years are for an FY94 claims processing cost 
estimated to include 2 to 3 claims per month for 5 months for each birth. The cost of each claim is estimated at the 
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75% for claims processing. Additional information and cost figures for hospitals, physicians, midwives, and claims 
processing are identified in the attached notes.
 : ^

Prepared by: 
Division:

D a v e  W . W illiam s . H P U I 
M e d ic a l  A s s is ta n c e  /

Phone: 465-5826

Mala, MD, MPH
Date: Mar. 18. 1993

Date:Approved by Commissioned ______________
Agency: ( ^)  Department Health &. Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR’S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office

H:\LOTUS\HSSPLAN3\LEG93\SB91\SSSB91.WKS _ Page 1 Of 3



I

Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement

' under the medical assistance program. Of the 125 eligible for
Medicaid an estimated 50%, or about 60 births, would be shifted
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculcted as $3, 000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospital: under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,430 X 125 = $185,000
Physician fees $2.000 X 60 = (120,000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3
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Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  on  SSSB91
P a g e  3 o f  3

NOTES:

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 

' fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

This fiscal note assumes 50% eligibility for those using the
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSS391 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.3) (122.7) (143.0) (166.7) (194.3) (226.5)
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F I S C A L  N O T E

Revision Date.

S T A T E  O F  A LA S K A
1993 L E G IS L A T IV E  S E S S IO N

3 A / / 7 - ?  
BILL NO. SSSB91

c . . x,-’. /o
Health and Social Services

Title: An Act providing for coverage of midwife BRU: Medical Assistance
services under Medicaid Component: Medicaid Facility

Sponsor: Leman
Requestor: COMPONENT SERIAL NO. 00230

Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES 0.0 0.0 0.0 0.0 0.0 0.0
TRAVEL 0.0 0.0 0.0 0.0 0.0 0.0
CONTRACTUAL 0.0 0.0 0.0 0.0 0.0 0.0
SUPPLIES 0.0 0.0 0.0 0.0 0.0 0.0
EQUIPMENT 0.0 0.0 0.0 0.0 0.0 0.0
LAND & STRUCTURES 0.0 0.0 0.0 0.0 0.0 0.0
GRANTS, CLAIMS (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
MISCELLANEOUS 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL OPERATING (180.0) (209.8) (244.5) (285.0) (332.1) (387.1):

CAPITAL 0.0 0.0 0.0 0.0 0.0 o.o,

REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)
1002 Federal Receipts (90.0) (104.9) (122.2) (142.5) (166.0) (193.5)!
1003 GF Match (90.0) (104.9) (122.3) (142.5) (166.1) (193.6)1
1004 GF 0.0 0.0 0.0 0.0 0.0 0.0'
1005 GF/Program Receipts 0.0 0.0 0.0 0.0 0.0 o.o:
1006 GF/MHTIA 0.0 0.0 0.0 0.0 0.0 o.o!
Other 0.0 0.0 0.0 0.0 0.0 0.0 i
TOTAL (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)'

POSITIONS:
FULL-TIME 0 0 0 0 0 I 0
PART-TIME 0 0 0 0 01 0
TEMPORARY 0 0 0 0 0 0

&

Estimate of current year (FY93) impact: 0.0
ANALYSIS: (Attach a separate page if necessary)

This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this i 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identified in the attachment.

Prepared by:
Division:

D av e  W . W illiam s, H P I I I P h o n e :  465-5826
Medical Assistance

Approved by Commissioner: Theodore A. Mala. MD. MP!
Agency: < 7 r )  Department of Health & Social Services

Date: Feb. 25.1993

Date: !>-/•? 3

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR’S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office
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Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3, 000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midv’ives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,00'' per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2.000 X 60 = (120.000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  3 o f  3

NOTES:

Direct entry midwife services include 2 to 3 months of prenatal 
care, delivery, and 2 post-partum visits (usually spread over 2 
months) and are typically provided at more frequent intervals than 
alternative services.

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 
fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

A large number of the births involving Medicaid payment are of low 
birth weight and can be assumed to involve referral to a physician 
at some point during the pregnancy. The referral would involve a 
physician and hospital, thereby negating much or all of any cost 
benefit from having a airect-entry midwife attend the birth.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY93 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)
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F IS C A L  N O T E  V \ ^  \

1 STATE OF ALASKA BILL NO. SSSB91________
1993 LEGISLA TIV E SESSION

Revision Date 
Title: An Act providing for coverage of midwife 
services under Medicaid

Dept. Affected: 
_BRU:
Component:

Health aud Social Services
Medical Assistance
Medicaid Non—facility

Sponsor:
Requestor:

Leman
C O M P O N E N T  S E R IA L  N O . 0 0 7 .2 9

Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0

65.0 75.8 88.3 102.9 119.9 139.8
0.0 0.0 0.0 0.0 0.0 0.0

TOTAL OPERATING 65.0 75.8 88.3 102.9 119.9 139.8

CAPITAL 0.0 0.0 0.0 0.0 0.0 0.0

REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1006 GF/MHTIA 
Other

32.5 37.9 44.2 51.4 59.9 69.9
32.5 37.9 44.1 51.5 60.0 69.9
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0

TOTAL 65.0 75.8 88.3 102.9 119.9 139.8

(P0

POSITIONS:
FULL-TIME 0 0 0 0 0 0 1
PART-TIME 0 0 0 0 0 0 ,
TEMPORARY 0 0 0 0 0 O'

Estimate of current year (FY93) impact:  0.0

ANALYSIS: (Attach a separate page if necessary)

This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). Cost figures for hospitals, physicians, midwives, and claims processing are identified in the attachment.

Prepared by: Dave W. Williams. HP111   Phone: 465-5826
Division: Medical Assistance___________ v  .________  Date: Feb. 25, 1993

Approved by Commissioner: Theodore A. Mala, W->, Mph__________ Date: 3 - / - 7J_______
Agency: *'j£) Department of Health & Social Services________________

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR’S LEGISLATIVE OFFICE
For further distribution information call the Governor's Legislative Office

H:\L0TUS\HSSPLAN3\LE093\SB91\SSSB91.WKS Page 1 Of



Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife care.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Mon-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2.000 X 60 = (120.000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Management Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims processing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g o  3 o f  3

NOTES:

Direct entry midwife services include 2 to 3 months of prenatal 
care, delivery, and 2 post-partum visits (usually spread over 2 
months) and are typically provided at more frequent intervals than 
alternative services.

The Alaska Midwive's Association reports a range of fees for 
service of $1,400 to $2, 3 00 with a statewide, non-we.ighted average 
fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

A large number of the births involving Medicaid payment are of low 
birth weight and can be assumed to involve referral to a physician 
at some point during the pregnancy. The referral would involve a 
physician and hospital, thereby negating much or all of any cost 
benefit from having a direct-entry midwife attend the birth.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at ±1% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94 FY95 FY96 FY97 FY98 FY99
Medicaid Facility (180.0) (209.8) (244.5) (285.0) (332.1) (387.1)
Med. Non-facility 65.0 75.8 88.3 102.9 119.9 139.8
Claims 41.2 11.3 13.2 15.4 17.9 20.9
NET ( 73.8) (122.7) (143.0) (166.7) (194.3) (226.5)

H:\POLICY\HSSPLAN3\LEG93\SSSB91.NTS



F I S C A L  N O T E

STATE OF ALASKA
199:'. LEGISLATIVE SESSION

Revision Date: 
Title:

3 / 7 / 1 3

BILL NO. SSSB91

An Act providing for coverage of midwife 
services under Medicaid_____________________________

Dept. Affected: Health and Social Services________
BRU: Medical Assistance Administration
Component: Claims Processing_______________

Sponsor:
Requestor:

Leman
COMPONENT SERIAL NO. 00243

OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PER?r jal services
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

0.0 0.0 0.0 0.0 0.0 0.0 I
0.0 0.0 0.0 0.0 0.0 0.0 I

41.2 11.3 13.2 15.4 17.9 20.9 I
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 0.0 0.0 I
0.0 0.0 0.0 0.0 0.0 o.o]

TOTAL OPERATING 41.2 11.3 13.2 15.4 17.9 20.9 1

CAPITAL 0.0 0.0 0.0 0.0 0.0 0.0

REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)
1002 Federal Receipts 28.5 5.6 6.6 7.7 9.0 10.5
1003 GF Match 12.7 5.7 6.6 7.7 8.9 10.4
1004 GF 0.0 0.0 0.0 0.0 0.0 0.0
1005 GF/Program Receipts 0.0 0.0 0.0 0.0 0.0 0.0
1006 GF/MHTIA 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL 41.2 11.3 13.2 15.4 17.9 20.9 I

POSITIONS:
FULL-TIME 0 0 0 0 0 n
PART-TIME 0 0 0 0 0 0
TEMPORARY 0 0 0 0 0 0

Estimate of current year (i /03) impact:  0.0

ANALYSIS: (Attach a separate page if necessary)

This fiscal note is to be read in conjunction with notes for other components of the medical assistance programs. For this 
bill the components included are Medicaid Facility (00230), Medicaid Non-facility (00229) and Claims Processing 
(00243). The FY94 cost includes one-time costs for $30,000 changes to the Medicaid Information System and $1,500 
for development of a provider manual. Costs continuing over fiscal years are for an FY94 claims processing cost 
estimated to include 2 to 3 claims per month for 5 months for each birth. The cost of each claim is estimated at the 
current $6.23. Growth in utilization is estimated at 11% and inflation at 5% per year. Federal participation is shown at 
75% for claims processing. Additional information and cost figures for hospitals, physicians, midwives, and claims 
processing are identified in the attached notes.

Prepared by: Dave W. W illiams. H P IIF —1̂    Phone: 465-5826
Division: M cdioT Assistance________  ._________   Date: Feb. 25, 1993

w n  M P H  crApproved byjCommissioner: Theodore A ffila la .lC fD . MPH _____  Date: •> "  f  *__________
Agency: . 7$D Department o f Health &  Sociatscrviccs______________________

PREPARER TO PROVIDE ALL DIS • RIBUTION COPIES TO GOVERNOR S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office

H:\LOTUS\HSSHLAN3\LEG93\SB91\SSSB91.WKS Page 1 Of



Passage of SB 91 would provide another choice to expectant mothers 
who are dependent upon medical assistance for pregnancy care and 
childbirth assistance. At present, physician and hospital services 
are payable under medical assistance along with some pregnancy 
related nursing services. Payment of direct entry midwife services 
may have some downward effect on medical assistance program costs 
to the extent that expectant mothers choose to use midwife services 
instead of the more costly physician and hospital services.

There are now 10 licensed direct entry midwives in Alaska; a number 
which might grow to 25 over the next year. The estimated number of 
births that will be delivered by these professionals during FY94 is 
250 of which an estimated 125 would be eligible for reimbursement 
under the medical assistance program. Of the 125 eligible for 
Medicaid an estimated 50%, or about 60 births, would be shifted 
from hospital and physician care to direct entry midwife sare.

FY94 Costs:
Medicaid Facility
A survey completed last year of the uncomplicated Medicaid births 
shows that a course of prenatal care by current licensed providers, 
with a hospital birth, averages about $5,000. Based on that survey 
and updated information the average cost for the hospital portion 
of services for a birth is calculated as $3,000. The cost of 
medicaid facility services would be reduced by $180,000 for the 60 
births shifted away from hospitals under this bill.

Medicaid Non-facility
Non-facility costs would increase under the bill by the cost of the 
125 birthing services provided by direct entry midwives, the cost 
of any birthing facilities involved, and be reduced by the 
alternative cost of physician fees for prenatal, delivery, and 
post-partum care. Direct entry midwife services are costed at an 
average of $1,480 per birth (80 percent of the $1,850 average 
general public rate). Physician costs are estimated at $2,000 per 
birth for pre-natal, delivery, and post-partum.

Midwife services $1,480 X 125 = $185,000
Physician fees $2.000 X 60 = (120,000)
Net Medicaid Non-facility $ 65,000

Claims Processing
Based on current experience, the addition of a new provider 
category and services to the Medicaid Managerent Information System 
(MMIS, claims payment system) will require $30,000. Another $1,500 
cost is required for development of a provider manual. These first 
year costs for changes to the system receive a 75% federal match 
and require 25% state general funds.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  2 o f  3



Additional contractual costs will be incurred for processing the 
claims submitted by nurse midwives. The cost is shown as $6.23 per 
claim. This fiscal note assumes that the midwives will submit 2 to 
3 claims per month more than would be done by physicians and the 
submissions would cover 5 months. For the 125 births the cost for 
claims proci ssing would be approximately $9,700.

A t t a c h m e n t  t o  f i s c a l  n o t e  o n  SSSB91
P a g e  3 o f  3

NOTES:

Direct entry midwife services include 2 to 3 months of prenatal 
care, delivery, and 2 post-partum visits (usually spread over 2 
months) and are typically provided at more frequent intervals than 
alternative services.

The Alaska Midwive/s Association reports a range of fees for 
service of $1,400 to $2,300 with a statewide, non-weighted average 
fee of $1,850.

Current statistics from the Bureau of Vital Statistics indicate 
that approximately 42% of births are to persons meeting eligibility 
guidelines for Medicaid services. Reports from the Alaska 
Midwive's Association indicate a much higher percentage of medicaid 
eligibility of 70% to 80%.

A large number of the births involving Medicaid payment are of low 
birth weight and can be assumed to involve referral to a physician 
at some point during the pregnancy. The referral would involve a 
physician and hospital, thereby negating much or all of any cost 
benefit from having a direct-entry midwife attend the birth.

This fiscal note assumes 50% eligibility for those using the 
services.

FY 95 and subsequent year's claims are adjusted for growth at 11% 
and medical inflation at 5%.

Net fiscal impact of all Division of Medical Assistance fiscal notes for 
SSSB91 is as follows:

Totals FY94
Medicaid Facility (180.0)
Med. Non-facility 65.0 
Claims 41.2
NET ( 73.8)

FY95
(209.8)
75.8
11.3

(122.7)

FY96 
(244.5) 
88.3 
13.2 

(143.0)

FY97 
(285.0) 
102.9 
15. 4 

(166.7)

FY98 
(332.1) 
119.9 
17.9 

(194.3)

FY99 
(387.1) 
139 . 8 
20.9 

(226.5)
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FISCAL NOTE
STATE OF ALASKA BILL NO. CSSSSB 9 1 ( hee

1993 LEGISLATIVE SESSION spD ̂

Revision Date:______________________________________ Department Affected: Commerce and Economic Development
Title: Medicaid Coverage fo r  Midwives__________BRU: Insurance____________________________________

Component: Operations
Sponsor: S ena to rs Leman. E l l i s
Requestor_____________________________________________COMPONENT SERIAL NO. 354

EXPENDITURES/REVENUES:
OPERATING FY 94 FY 95 FY 96 FY 97 FY 98 FY 99

PERSONAL SERVICES 0 0 0 0 0 0
TRAVEL 0 0 0 0 0 0
CONTRACTUAL 0 0 0 0 0 0
SUPPLIES 0 0 0 0 0 0
EQUIPMENT 0 0 0 0 0 0
LAND & STRUCTURES 0 0 0 0 0 0
GRANTS, CLAIMS 0 0 0 0 0 0
MISCaLANEOUS 0 0 0 0 0 0
TOTAL OPERATING 0 0 0 0 0 0

CAPITAL

REVENUE
FUND SOURCE: 0 0 0 0 0 0
FUNDING:
1002 Federal Receipts 0 0 0 0 0 0
1003 GF Match 0 0 0 0 0 0
1004 GF 0 0 0 0 0 0
1005 GF/Program Receipts 0 0 0 0 0 0
1006 GF/MHT1A 0 0 0 0 0 0
OTHER 0 0 0 0 0 0
TOTAL 0 0 0 0 0 0
POSITIONS:
FULL-TIME 0 0 0 0 0 0
PART-TIME 0 0 0 0 0 0
TEMPORARY 0 0 0 0 0 0

Estimate of current year (FY 93) impact: 0
ANALYSIS: (Attach a separate page if necessary.)

No f i s c a l  impact.

Prepared by: Joan Brown. Adm' Jtrative Officer_____________________  Phone: 465-2597
Division: Insurance Date: March TO. 1993

Approved by Commissioner Paul Fuhs
Agency: Commerce and Economic Development_____________________  Date:
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DATE TURNED INTO OFFICE:

L&C Committee considered SPONSOR SUBSTITUTE FOR SENATE BILL NO. 91

"An Act provi< MEDICAID COVERAGE OF MIDWIFE SERVICES^j^ /re^dering the'priority of 
optional cervices proviaea Dy ine state unaer Medicaid; and providing for an effective date."

f " N A T E  C O M M I T T E E  R E P < T  T

DATE: 3/22/93 FURTH.

and recommends:

[ ] replace w ith____

r [kfadopt previous.

CS

] attaches amendment(s)

[ ] adopts_________________

[ ] further referral to the

[ ] do pass 

[ ] do not pass 

[ ] no recommendation 

T>Wndividual recommendations
/  NEW FISCAL NOTES 

Department
’5

i
Letter of Intent

V >

[ ] same title 
[ <^-new title 
[ ] technical 
title change 
(HB only)

Date Zero Fiscal



"HIRST COMMITTEE OF REFERR "»

DATE: 2/5/93
2/26/93--SS i n t r o

FURTHE L&C 
IANCE

Date o f 5-Dav Notice: ^ | 11 DATE TURNED
(in accordance with Uniform Ru e 23) INTO OFFICE:

HES Committee considered SS SB 91

"An Act providing tor coverage of midwife services under Medicaid; reordering the priority of 
optional services provided by the state under Medicaid; and providing for an effective date."
and recommends: and recommend8 „

[ ] replace with 56 feptocad wffis S *5 B  I ( f j

[ ] attaches amendment(s) y~lf '

[ ] same title 
(7^ new title 
[ ] technical 
title change 
(HB only)

[ ] adopts___________

[ ] further referral to the

Letter of Intent

% h t

[ ] do pass 

[ ] do not pass 

[ ] no recommendation 

[ ] individual recommendations

4 4 S S  j 3 uM. a
3
6 I S OS.1

FISCAL NOTE INFORMATION
Department Date Zero Fiscal

[ ] Appropriation No Fiscal Note

DO'TpASS;

[ J Governor s Bill with Previous Fiscal Notes (enter information above)
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A / &
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a \ a (> & (

L H  1 ^CThair: Signature and Recommendation




