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liberal policies regarding®attendance during birth and post-—
partum care, 24 hour”~dorning-in, and shorter lengths-of-stay
are now available./ Such services are offered to create a
more personal, family-centered experience for all involved,
while assuring sound medical monitoring and treatment when
needed.

Estimates of Service Requirement and Needs

Assumptions and Methodologies. Estimates are based upon the
bed need projection formula as described below. Estimates
assume that the use rate is appropriate for this service and
that population estimates are valid. Anchorage NSCN units
serve native and non-Natives, Tfrom Anchorage, Southcentral
and the rest of Alaska. Better patient origin data 1is
needed to more realistically determine future bed needs.

For now the formula used will be:

rr.vv. : 3Civ, -
NSCN Use Rate (1979) = NSCN~ Pat. Days, 1979
Health Service Area Births (State)
Use Rate x No. State Births in 198x (1000) = Projected
~ 365 days Average Daily
Census
ADC

50% occupancy = Future NSCN Bed Need

Estimates of Service Needs. Calculation of projected need
for NSCN beds required estimating future numbers of live
births in the State. Table " shows projected state births
and beds needed applying a 1979-base use rate of 283. Since
1973 there has been an average annual increase of 5.7 per —
cent in the number of Alaskan births. That same growth rate
has been applied to projections from 1981 to 1990, although
future developments in the state may render these projec—
tions conservative.

Table
Projected Alaskan Births and Need for
N?Cw] Beds 1981 - 1990
u

Current NSCN

Alaska Births NSCN Beds Needed Beds Available
1981 10,198 16 20
1983 11,393 18
1985 12,728 20
1990 16,790 26

Current total supply of NSCN beds would appear to meet
demands generated by the service area. However, closer 1look
at utilization of the two existing units shows that the 14
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bed Providence unit is operating close to the 50 percent
minimum occupancy standard recommended; whereas the 6 bed
Alaska Hospital unit P- operating below 20 percent occu—

pancy

; National guidelines recommend that for maximum effi—

ciency and effectiveness minimum size for an NSCN unit 1is .15

beds.

Recommendations regarding the appropriate distribution

and supply of NSCN beds, as well as other Level I, 11 and
Il resources, are due by fall 1981 from the Perinatal
Services Technical Advisory Group. Those recommendations,

will
this

Goals

Goal

Goal

be proposed for public review, followed by amendment- to
HSP.

- ll| l_l - -
0 A_y A- /m /
1.0: Implement a regionalized system for perinatal
care.

Objective 1.1: By 1983, establish a regional
system for perinatal services with appropriate
linkages at each 1level (, Il and 111), that are
responsive to consumer needs and meet the
following criteria:

<= Average annual occupancy of at least 75% in Vvj
Level 11/111 units;

<at least 1500 annual live births in each

Lsvel 11/111 unit;

(v; ==» more than 4 intensive and intermediate
care beds per, 1000 live births in the service
earea; c,
<no fewer than 15 beds per. unit; v.

Dngoing outreach and continuing education for
providers 1in the service are" aregarding
appropriate referral procedures.

2.0: Ti"l-jprove prognosis and survival rates for high
risk mothers and babies.

v. Objective 2.1: By 1983, 1increase by 10% the
number of in-utero transports to Anchorage Level
J 11/111 Perinatal Center.

AoJﬂnﬂective 2.2: By 1983, reduce the number of'homey

[births to less than 1% of the total Anchorage ]
\occuring birvhs. . /e
Objective 2.3:" By"1982, to improve personnel %

skills with and effe.cti.ve use of electronic “fetal
monitoring in all labor and delivery settings.

vO
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Al Rushing

1403 E. 27th
Anchorage, Alaska9950
1-5-82

Carolyn Aoyama 5 - e -
Dept, of HSS MCH-1..PO .
Room 222 Mac>j6(y B] dg
338 Denali St.

Dear Carolyn Aoyama:

I have requested information from you previously on several
matters relating to jjerinatal health care and homebirths in Alaska.
I have an interest in this information on an individual, personal
basis as well as being a representative of Better Alaska Birth
Experiences. B.A.B.E. 1is an organization dedicated to providing
information regarding perinatal health care to the consumer and
improving perinatal care.

.You have fai ®d to provide this information or to contact
me, and | would I1.~Ke to be informed of the reason for this refusal
on your part. As an Alaskan resident this information should
be available to me, and as a representative of HSS it would
seem you should be able to provide the information and
cooperation.

I want to obtain accurate, honest and unbiased statistical
Avinformation and hope that you find this matter of sufficient
mErit to respond to now: ~

1) In late August and early September |1 mai/e numerous attempts

to contact you regarding the Improved Perinatal Outcome and the
Perinatal Advisory Committee investigation and eventual report

on homebirths in late October. You contacted me two weeks after |
began leaving plone mess es for you and after 1"d contacted Mr.
Dwayne Peeples.

2) When I requested information from you regarding the above
via phone you informed me that the PAC meeting was private,

not open to the public or anyone not a member, that transcripts
of the meetings were not available to the public and that any
information regarding homebirths must be submitted chrough you.

3) When I pressed the issue you said that you were initially
mistaken, that | could attend the meeting but you were not certain
of the agenda, time or place of the meeting. I informed you of a
research study that Chris Rushing and | completed in August.

The study as of homebirth couples in the Anchorage Municipality.
You responded that the information would have to be presented

by you. I alsc reported that the project was completed

under the auspices of our research methods class at UAA and with
the cooperation of BABE. You also told me that I need only list
some of the demographic and simple statistical information to
provide to you which®"l did.

4) Unable to attend the Perinatal Advisory Committee meeting my
wife Chris attended but was informed that she would not be able to
speak at the meeting because she was not a member of the Committee.



During the same meeting Liz Gollogly of Fairbanks was allowed to
speak as an "invited guest". Paula Korn was not an invited
guest but was allowed to speak because she is a nurse-midwife.
I would like to obtain additional information of this "policy".
Chris was told the "public" could speak at 4:30 but 5:00 came
around and the"public" did not have an opportunity to speak.
Do the speakers have to be married to physicians as both of these
people are ?

A
5 At the meeting you down played the homebirth study saying that
it of course was "biased". If you had knowledge of the research " *
process you would realize that doing a study in a special sub-group
like this is not necessarily biased. We conducted a random survey
done with the proper technigue under the guidance of Dr. Ender from
the University who 1is well known for his research programs. This
was not some survey thrown together; it is the only statistical
information gathered on the homebirth Z*group that has ever been done
in Alaska. I had offered to go over the original data with you
at your convenience anytime prior to the meeting. This offer was
also maifce more than a month and a half prior to the date of the
meeting. You apparently had no inclination to present an unbiased
presentation of the homebirth picture in Alaska.

6) You personally promised me, prior to the meeting, any infomation
you obtained regarding homebirths and perinatal statistics. You
have failed to provide me the results of your "investigation."

7) You- also apparently promised an objective presentation of
infromation regarding homebirths and lay midwives in the Kenia
Peninsula. I was informed that you promised information to them
which they have not received either. You presented a brief profile
of midw.Lves in Alaska at the PAC meeting. I find it quite odd that
you did not contact the midwives in Alaska that have he most
experience and do the most births. Dr. Petfijohn h done hundreds
of homebirths here in Anchorage, as have other lay midwives in the
state. You contacted only the midwives that have the least amount
of experience and background.

8 You made comments at the PAC meeting that my wife and 1 feel

are mainly conjecture or personal opinion. I would like to know

of resources that state that Birthing Centers will remove the

demand or lessen it for homebirth. You also presented the number
of birthing center births at Alaska Hospital as about 25% of the
total births. You were using the total number of births since the
opening of the ABC rather than a number per year which you quoted.
The actual births are less than 10% most months but I°m sure your -
statistics made more of an impressionl!i

9) I have repeatedly requested information regarding the 3P0 and

the PAC and its composition etc. I have also requested
notification of meetings and transcripts of PAC meetings. You
have not provided these, nor contacted me.

t

10) 1 Iso requested detailed statistical information regarding
perinatal outcome 1in Anchorage area hospitals but have not
received the information.



I hope that you will find it oi sufficient importance”“to reply to

this letter and the questions 1"ve raised, at your earliest
I promise that | will seek out this information

convenience.
through what ever means are available, with o” withoutC.y.our "mmr
assistance. “c .- -V . "
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June 17, 1977

No. 7468

This opinion is issued in reponse to questions presented
by Arleen Sergeant, R.N., M_S., Assistant Executive Director,
State Board of Nursing.

FIRST QUESTION PRESENTED
Can a person be a midwife and assist in the
?,~>rmaT delivery of children without~being first

licensed as a registered nurse and certified as a
nurse practitioner midwife?

ANSWER GIVEN
Yes .
SECOND QUESTION PRESENTED
Assuming the answer to the first question is
yes, can a lay midwife administer medications or
perform an episiotomy?
ANSWER GIVEN
No. . 1
DISCUSSION

A review of available nursing, medical and legal

literature indicates that "midwives" and "midwifery" may be
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the world®s "second oldest profession,” A midwife is a
person who assists in childbirth and midwifery 1is the art
or practice of assisting women in childbirth. Webster*s
New 20th Century Dictionary, 2nd .Edition.) *

Since, according to Webster s, a further definition of
midwifery is "obstetrics"” and obstetrics is recognized as a
branch of medicine pertaining to the care "'f women during
pregnancy, parturition and puerperiuml, a basic question
is whethrr the practice of midwifery is limited to persons
licensed to practice medicine.

In Massachusetts, midwifery 1is considered within the
practice of medicine, and its practice is limited to
persons- licensed as physicians. Commonwealth v. Porn, 196
Mass 326, 82 NE 31 (1907). The defendant in the Porn case
was a licensed nurse. However, 1in some states the practice
of midwifery 1is recognized as a licensed occupation separate
and apart from both nursing and medicine. Bowland v .

Mun. Ct. of Santa Cruz, 125 Cal Rptr 858, 556 P2d 108, (1976);
Rock v. State, 6 Md App 618, 253 A2d 401 (1969). et other
*s-taLtes_ha\Qe recognized-mjdwifgry as an occupation separate and
distinct from medicine and nursing without requiring a license
for its practice. People v. Hildy, 289 Mich 536, 286 NW

819, (1969); Banti v. Texas, 163 Cr 89, 289 SW2 244 (1956).

|
Stedman®"s-Medical Dictionary, p. 1105 (2nd ed. 1966).

However, Websters points out "obstetrics" 1is derived fronm
the Latin“"obstetrix,” which merely means midwife.



Some courts have also concluded that pregnancy 1is a
natural condition and childbirth is a normal®™ function of
womanhood and thus assisting in childbirth is not necessarily
within the practice of medicine. Bowland v. Mun. Ct. .
of Santa Cruz, supra and Rock v. State, supra. This
rationale was also recognized in 35 Op Atty Gen 1267
(1970).

Decisions referred to above concerning the practice
of midwifery in other states v'.re based upon the particular
language of the state statutes involved. None of these
decisions are directly on point, with the exception of the
Bantl case and possibly the Hildy case. Banti is particularly
on point because it is based on law which par-1llels Oregon
statutes.

Banti considered a Texas law which authorized "midwives,"
not licensed as either nurses or physicians, to sign birth
certificates and put drops in the eyes of newborn infants.

The court concluded that this constituted legislative
recognition that a person could be a midwife without being
licensed as a physician (or a nurse).

Oregon has similar statutes. ORS 432.205 and 432.210
state, respectively: *

432.205. "(1) A certificate of every birth

shall be filed with the local registrar or the

registration district in which the birth occurred,

within the time prescribed by the division, by

either the physician or midwife in attendance at the

birth or, if not so attended, by one of the parents;
provided, that any birth certificate not containing
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the name of the father or on which the surname of
the father is at variance with that of the child
shall be filed with the division and not with the
registrar of the district in which the birth
occurred.

"(2) If the mother 1is unmarried, the certificate
of birth shall not show the name of the alleged father
unless both the father ar.J mother have filed (i

affidavit of paternity with the registrar.”™ (Emphasis
added)
432.210. "If neither of the parents of the

newborn child, unattended by either physician or

midwife, is able to prepare a birth certificate,

the local registrar shall secure the necessary

information for the preparation of a birth

certificate from any person having knowledge

of the birth." (Emphasis added)

The Oregon legislature has a long history of. treating
midwifery as an occupation distinct from the practice of
medicine or nursing. In 1905 the legislature adopted the
predecessor to ORS 432.205 and 432.210, providing that:

"It shall be the duty of all physicians,
accoilchers2 or midwives in the State to report.

all births . . . which may occur under their

supervision. . . . " 1905 c. 179 83 (Emphasis added)

This act. with its reference to registration of births occurring
under the supervision of eniidwives, indicates legislative

recognition of a major role for midwives distinct from that

of other medical practitioners.

2

"Accoucher" 1is defined as "one who assists women in
childbirth; an obstetrician." by Websters New International
Dictionary, Second edition, unabridged (1959). By 1915 this"

term had been deleted from laws governing registration of
births, leaving only references to "midwives"™ and "physicians."



This act was in effect in 1911 when the legislature
created the State Board of Examination and Registration of
Graduate Nurses and made it unlawful to practice as a
registered nurse without a certificate from that board.
1911 c¢c. 32 86. While the legislature has continued to
tighten standards for licensing nurses, today requiring a

license for all persons engaged in the practice of nursing

(ORS 678.021), it has also retained statutes assigning duties
I

to midwives "in attendance at birth". ORS 432.205, 432.210.

Oregon has never required a license for midwives. From these

facts we conclude that the legislature continues to view
midwifery as an occupation distinct from nursing, and that a
oersoa engaged in this occupation need not be licensed as a
registered nurse or certified as a nurse practitioner midwife.
In reaching thisrconclusion we are not suggesting that a
lay midwife"s" services are as skilled as those of a certified
nurse midwife, or that a "lay midwife"™ has the education or
training of a Board of Nursing licensee. We hold only that
the fFegislature recognizes the practice of midwifery, that

underEpresent law midwives may assist during childbirth, and

that such persons need not be licensed as nurses- For reasons

3
The Board of Nursing has by administrative rule provided

for licensing registered nurses as Nurse Midwife jPractiticners.
OAR 681-30-001 to 851.30-003. However, we are not asked for
any opinion concerning the proper scope of practice of such

a Nurse Midwife Practitioner. A definition of such scope

by the board based upon appropriate factual determinations
would be prima facie valid.



set forth below, we interpret this assistance to be limited
to so-called natural childbirth, without the" use of drugs or
surgical procedures.

In addition ho the general question posed regarding
midwifery, we are also asked whether a lay midwife can
administer medications or perform an episiotomy. Although we
conclude that the practice of midwifery is recognized by the
legislature, it is restricted by statutes governing practice
of medicine and nursing.

In 1895 the legislature first provided that "any person
practicing medicine or surgery within the state. . . without
first having obtained the (medical) license herein provided
for. . . shall be guilty of a misdemeanor. . - _." L. 1895, p.
88. . This law was in effect in 1905 when the act referring to
registration of births occurring under the supervision of a
doctor or midwife was enacted. As noted above, Oregon has
never required licensing of "midwives.” The co-existence of
these factors strongly suggests that the legislature did not
con.sider assisting with childbirth (at least normal child—
birth). to be "practicing medicine or surgery."

Since 1895 the legislature has further defined "practice
of medicine”™ and has added a definition of "practice of
nursing". ORS 677.085, 678.410. A lay midwife, not being
licensed as either a nurse or physician, 1is prohibited from
performing tasks included within either of these definitions.

ORS 677.085(4), 678.021. We have held in previous opinions
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that administrat5.on of medication constitutes practice of
nursing. 34 Op Atty Gen 900 (1969); 37 Op Atty Gen 478 (1976).
We thus conclude that a lay midwife, not being licensed as a
nurse or physician, is prohibited from administering medications
to another person.4

OQur opinion is not changed by Health Division OAR 333-21-07 £
and OAR 333-23-134(1)(F), requiring the attending physician,
nurse or other person acting under the direction of a physician “
attending birth to immediately instill silver nitrate into
the eyes of newborn infants. Such action, no matter-how simple
the procedure or laudable its jurpose, constitutes"administration
of medication and cannot be performed by a lay midwife. However,
these rules apply only to physicians, nurses or other persons
acting under the dirsction of a physician attendi? the birth.
We assume that a doctor is usually not present a births
supervised by midwives, find in such situations tthe rules,
as -written, would not apply.

We also have no hesitation in concluding that a lay
midwife cannot perform an episiotomy. ORS 677.080, with
limited exceptions, prohibits a person from practicing medicine
-witmiw a license issued by the Eoard of Medical Examiners.
A person practices medicine if he or she offers or undertakes
4 *J

ORS 678.035 authorizes a nonlicensed personjj until
July 1, 1977, to administer noninjectable medications under
the direction of various state licensed personnel. ORS 678.150
(7)) requires the Board of Nursing, after July 1, 1977, to
adopt rules for the delegation of certain nursing tasks to
nursing assistants. While these tasks may include

administration of medications, they must be supervised by
a licensed nurse.
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to perform any surgical® operation upon any person. ORS 677.085(3)
An episiotomy 1is a surgical incision of vaginal tissues performed.
to prevent the harder to repair natural tearing which often

occurs during childbirth. In an earlier opinion we concluded
that an episiotomy was a surgical incision of human tissue

falling within the definition of "surgical operation” for

purposes of the Medical Practices Act. 35 Op Atty Gen 1267
(1972). Consequently, such an operation cannot be performed

by a lay midwife not licensed ms"a~~phvsician or nurse.

Sr 1

* 0 c
CAMES A. REDDEN
Attorney General
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Home Delivery and

Neonatal North Carolina

Mortality in

Claude A. Burnet* Ill, MD, MFH: James A. Jones, MPH, Judith Rooks, CNM, MS, MPH:
Chong Hwa Chen, MS; Carl W. Tyler, Jr, MD; C. Arden Miller, MD

*« Neonatal mortality Is examined by place and circumstances of delivery
In North Carolina during 1974 through 19743 with attention given to homo
delivery. Planned home deliveries by lay-mldwives resulted In three neonatal
deaths per 1,000 live births; planned home deliveries without a lay-midwlfo,
30 neonatal deaths per 1.000 live births; and unplanned home deliveries,
120 neonatal deaths per 1,000 live births. The women whose babies were
delivered by lay-mldwlves were screened in county health departments and
found to be medically at low risk of complication, despite having demograph-
ic characteristics associated with high-risk of neonatal mortality. Conversely,
the women delivered at home without known prenatal screening or a trained
attendant had low-risk demographic characteristics but experienced a high
rate of neonatal mortality. Planning, prenatal screening, and attendant-
training wero Important In differentiating the risk of neonatal mortality In this
uncontrolled, observational study.

[JAMA 1980;244:2741-2745)

SUMMARY reports of state vital sta-

U S | N interest in home deliverr, the places
tistics have traditionally classified

and circumstances of delivery should
hefore

births os occurring in hospital and
out-of-hospital. Fetal and infant mor-
tality has also been reported using
this " differentiation. Being the best
that is generally available, such infor-
mation has been quoted in defending
the argument that in-hospital deliv-
ery is safer than out-of-hospital
delivery. However, with increasing

From the Fnmlly Planning Evaluation Olvltlon,
Cantor for Dinomgo Control,” Atlanta (Drs Burnett
and Tyler and Me Rooku); lha Maternal and Child

" Health Branch, Division ol Health Servicoa, Slain
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ment ot Bloatnliutica, Emory University. Atfanta
EMgI Chan?‘ and tha Department ot Maternal and

hild Han Ih_, School ol Public Haalth, Unlverally ol
Norlh Carolina, Chapel Hilt (Dr Miller). Dr tlumolt
la currently director, Norlhenat Hoalth District,
Georgia Deportment ot Human Reaourcos, Ath-
ena. Mg Rookg la currently export consultant with
Ehco Otfice ol the Surgeon General, Wasinngton,

Reprint raqueots to Northraat Health District,
/BXCS ’\III) Millsdgo Avo, Athena, GA 30001 (Dr

urnoll),

JAMA, Doc 19, 1980- Vol 244, No. 24

be more preciselY_ classifie
attrlbut|_n? mortality risks to them,
This article provides an analysis of
neonatal mortality in North Carolina
during 1974 through 1976, with atten-
tion given to the places and circum-
stances that characterized out-of-hos-
piUt! deliveries. .
In North Carolina, the proportion
of infants horn at home has declined
from 7G% in 1940, to less than 1% in
1975 (Figure). With this shift to hos-
P|ta| delivery, maternal mortality fell
rom 50/10,000 live births in 1940 to
3/10,000 live births in 1975, a decline
of 94%. Neonatal mortality also
declined 01%, from 33/1,000 live
births in 1940 to 13/1,000 live births
in 1975, Neonatal mortality remained
more than 40 limes that of maternal
mortality in 1975, despite nearly uni-
versal hosPnaIlzatmn for childbirth.
Most of the medical profession

Neonatal Mortality— Burnett ot al

advocates hospital delivery and views
home delivery as a regressive step
that would reverse the historical
improvement in the safety of child-
birth. Most women choose to deliver
in a hospital where physicians are
able to intervene effectively in emer-
gencies, many of which cannot be
anticipated with even the best pre-
natal care. However, an increasing
number of women prefer delivery at
liome in order to he among familiar

.people and surroundintis, to avoid thc?

perceived risks of hitdilv technical
medical care, and to redurn cost

Lay-midwives legally attend home
deliveries in some counties of Norlh
Carolina. The practice of these lay-
midwives is regulated by county
health departments. Prenatal care~N
involving physician-supervised J
screening for risk factors must he (
Prowded by the health department
or each patient, and every home
delivery by a lay-midwife must be | '
approved In advance as low Tisk( J
Since 1964, no lay-midwife has been
initially certified to practice in any
North “Carolina county. Those lay-
midwives still practicing arc gradual-
ly being phased out; 25 were issued a
required 9yearly permit in 1974, eigh-
teen in 1975, and fifteen in 1976.

MATERIALS AND METHODS

This study used neonatal deal t rates as
a measure of the risk associated with the
place and circumstances of birth. Vital
records of live births and neonatal deaths
registered in North Carolina for 1974
through 1976 constituted the initial source
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Rate. Logl0

Proportion o( births in hospital, neonatal mortality rato, and mnt'mnl mortality rata. North

Carolina. 1940 to JI9TE.

of information. Birth records were coded
as occurring in a hospital, in a clinic or
office, enroute to a hospital, or at home.
Infant death records are routinely linked
with their corresponding birth records in
North Carolina, making it possible to
determine mortality by birth characteris-
tics.

To estimate the risk of neonatal mortal-
ity associated with the circumstances of
home delivery, the 1,29fi home deliveries
occurring in North Carolina during 197-1
through 1976 were classified by both their
planning status and the nttendant present.
If a home delivery was chosen and a
healthy infant anticipated, it was classi-
fied as planned.

Emphasis was placed on determining
the planning status of those home deliv-
eries that resulted in neonatal death.
Misclassification of a small number of
these deaths would have had a nliable
effect on reported nc.mai®l mortality
rates. Therefore, these J"'.ths were indi-
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vidually reviewed by examination of the
birth and death ceitificates as well as by
discussion with county health department
staff and, when necessary, the attfc dant
at the home deli ‘ery.

Two simplifying assumptions were
made in classifying all home deliveries by
planning status. We assumed that all
home deliveries attended by a lay-midwife
were planned. This assumption was justi-
fied for two reasons. First, for a lay-
midwife to receive a permit to attend a
home delivery, n pregnant woman had to
be approved by a health department as
being at low risk of complications. This
was considered evidence of careful plan-
ning. Second, a lay-midwife would proba-
bly not attend an unplanned home delivery
and report it on the birth certificate
because of the risk of permit revocation.

Our second assumption was that home
deliveries of infants weighing 2,000 g or
less at hirth and not attended by a lay-
midwife were precipitate and unplanned.

No. 24

There were 51 such deliveries. These may
have been planned but were classified as
unjannqd. However, no such assumption
was made in the classification of the
neonatal deaths that followed home deliv-
ery. Therefore, any classification error
introduced by the second assumption
would have increased the apparent neona-
tal mortality rate of home deliveries clas-
sified as planned and not attended by a
lay-midwife, and decreased the apparent
neonatal mortality rate of home deliveries
classified as unplanned. .

In June 1978, birth certificate copies of
the remaining unclassified home deliveries
were sent to the health department of the
county of residence of the mother. A brief
questionnaire accompanied each certifi-
cate requesting that health department
staff determine the reason for home deliv-
ery and identify the attendant present
Four reasons for home dellver_Y were pro-
vided: precipitate, intended, failure to plan
for health care, and unknown. Field work
by county health department staff was
negessar?% when no detailed record de-
scribed the circumstances of the birth.

RESULTS

Births Associated With Home Deliv-
ery.—Table 1 shows a classification of
all 1,296 home deliveries for 1974
through 1976. Seventy-two percent of
home deliveries were classified as
planned. Of these, 768 were attended
by lay-midwives and were assumed to
be planned; 166 were classified by
questionnaire as “intended” and were
therefore considered planned. Of the
166 home deliveries classified as "in-
tended," 57% occurred by preference,
26% were frr economic reasons, 8%
were for rt-ngious reasons, and 9%
were for other or unknown reasons.

Nineteen percentof home deliveries
were classified as unplanned. The 51
infants born at home, attended by
other than a lay-midwife, and weigh-
ing 2,000 g or less were assumed to be
precipitate, unplanned home deliv-
eries. An additional 199 were classi-
fied by questionnaire as either "pre-
cipitate” or "failure to plan for health
enre" and were al" considered un-
planned.

Neonatal Deaths Associated With
Home Delivery—The planning status
of the home deliveries that resulted in
neonatal death is shown in Table 2. Of
the 26 neonatal deaths associated
with home delivery during the three
years, six (1770) followed planned
home delivery, and 30 (83%) followed
unplam.c'd home delivery.

Neonatal Mortality— Burnett ot al



Table 1.— Planning Status
, ot Al Home Deliveries’

No. 54

Planned 934 N0
Lay-midwilo

(assumed planned) 768
Classified

by questionnaire 166
Ung_lanned_ 250 19
irth weight <2.000 g

(assumed unplanned) 51

Classified
by questionnaire 199
Unknoiwn 12 9
Total 1,296 100

*North Carolina. 1974 through 1976.

Six neonatal deaths occurred fol-
lowing planned home delivery. In
three ‘instances, a trained attendant
was not present; in three others,
delivered by lay-midwives, death was
attributed to congenital anomalies.

Two of the 30 unplanned home
deliveries resulting in death were
classified as “unplanned—no alterna-
tive.” Allegedly, one mother, who
delivered a 2,800-g infant at eight
months, went to a hospital but was
turned away for lack of funds. The
other, who delivered a 1.400-g infant
at seven months, reportedly had been
told not to go to the hospital without
payment in hand. We concluded that
.these home deliveries were not
intended.

Five of the 30 unplanned home
deliveries resultln% in death were
classified as “unplanned—suspected
homicide or neglect" Three involved
unwed teenaged mothers charged
with homicide. Of the two remammg
deaths, one infant was found drowne
in a canal and the other was grossly
neglected. These home deliveries were
judged to be either precipitate or
intended without preparation for a
healthy infant. _

Neonatal Mortality Rates Associated
With Home Delivery.—Home deliv-
eries, without regard to their plan-
ning status, were associated with a
neonatal mortality rate of 30 per
1,000 live births. However, when sub-
divided by their planning status (Ta-
ble 2), a different picture emerged.
The neonatal mortality of planned
home deliveries was 6/1,000, while
that of unplanned home deliveries
was 120/1,000. The relative risk of
unplanned home deliveries was 20
times that o» planned home deliv-
eries. _

The planning status of 112 home

JAMA, Dec 19, 1980- Vol 244. No. 24

Table 2.— Neonatal Mortality by Planning Slalus ot Home Deliveries*

Planned

Inlant normal
Congenital unomaly
Unplanned
Precipitate
No alternative
Suspected homicide or neglect

Total

‘North Carolina, 1974 through 1976.
INfionot.il deaths per 1.000"live births.

Table 3.— Neonatal Mortality by Place and Circumstances ol Delivery*

Home—planned, attendant physician
Home— planned, attendant lay-midwilo

Hospital

Clinic or ollice

Homo—planned, attendant not physician
or tay-midwile

Enroute

Home— unplanned

Total

'North Carolina,-1974 through 1976,
INeonatal deaths per 1,000"live births.

0 Hhs, No. (54) Births Rate t
6(17) 934 6
3{63
3(8
30(83) 250 120
23[64)
2(6)
5(14)
36(100) 1,184 30
Deaths Births Ratot
0 551 0
3 768 4
2,805 242,245 12
15 949 16
3 1001 30
12 1 68
30 250) 120
2,868 244,544 12

AExcludes 112 home deliveries with unknown planning slolus and It planned home deliveries with

unknown attendant.

deliveries remained unknown follow-
ing the questionnaire survey. If these
had been planned, the neonatal mor-
tahty rate of planned home deliveries
would still have been 6/1,000. If all of
these home deliveries had been un-
planned, the neonatal mortality rate
of unplanned home deliveries would
%\6% been 83 rather than 120 per

The efTect of possible classification
error introduced by the assu_m[imon
that the home deliveries of 51 infants
weighing 2,000 g or less and rot
attended by a Iar-m|dW|fe were pre-
cipitate and unplanned can be simi-
larly examined. If all. 51 home deliv-
eries had been planned, the neonatal
mortality rate of planned home deliv-
eries would still have been 6/1,000;
the neonatal mortality rate of un-
Blanned home deliveries would have

een 151/1,000.

Table 3 shows all neonatal deaths
for the three-year period by place and
circumstances of delivery, in rank
order from the lowest to the highest
neonatal mortality rate. The 112
home deliveries with unknown plan-
ning status and 11 planned home
deliveries with an unknown attendant
are not included in the births column
or in the denominators of the neona-
tal mortality rates. The rates ranged

Neonatal Mortality— Burnett et el

from zero neonatal deaths for
planned home deliveries attended by
a ph1y3|0|an, to 120 neonrtal deaths
Ber ,000 unplanned home deliveries.
lanned home deliveries, nrenatallv
screened as low risk and attended by
lay-midwives. were associated with a
neonatal mortality rate of 4/1.000 live
births, However, all three deaths fol-
lowing de||ve_r¥] hv lav-midwives worp
assoclated with congenital anomalies
and may not, have been preventahle.
Hospital deliveries, including high-
risk p_re?nanmes and  low-hirth-
weight infants, were associated with
a neonatal mortality rate of 12/1,000
live hirths. After excludm%_ infants’
Welghm(r; 2,000 ? or less at birth, the
neonatal morlality rate for hospital
deliveries was 7/1,000, while that
for lay-midwife home deliveries re-
mained 4/1,000. This difference was
not statistically significant. ~ —-
Three groups of home_deliveries
can be distinguished from Table 3: (1)
unplanned; SZ) planned  without
known medica screemng and without
a trained attendant; an $3) planned,
selected based on medical screening,
and with at least a minimally experi-
enced attendant (grouping home de-
liveries by physicians and lay-mid-
wives toge_ther{ Group 1 had 4 limes
(95% confidence limits 1.4 to 11.4) the
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Table 4.— Percent Distribution ol Births by Selected Maternal Characteristics*

Home La{}-Mldwlle,
0

Age, yr

g<2¥ 40

20-24 34

25+ 26
Raco

While 4

Nonwhile 96
Marital statue

Married 56

Unmarried 44
Education, yr

<12 69

12 29

>12 2
Prenatal visits

0-2 5

3-7 68

8+ 21
Birth weight,

82.000g ! 0

2.001-2.500 6

2,501-3.000 20

>3.000 74
N 467

Horn# deliveries b Iag-midwives vs all deliver!.

Carolina, 1975 through 1976,
tNeonatal deaths per 1,000 live births.

neonatal mortality rate of group 2
Group 2 had 8 times (95% confidence
limits, 22 to 31.3) the neonatal mor-
tality rate of group 3.

Lay-Midwife  Deliveries—Table 4
compares the maternal characteris-
tics of the 467 women delivered by
lay-midwives with all 159,333 deliv-
eries occurring in_ North Carolina
during 1975 and 1976. The table also
shows the neonatal mortality rate for
all deliveries relative to maternal
characteristics. The distributions for
the demographic variables of age,
race, marital status, and education
reveal a preponderance of mothers in
hl_?h-rlsk categories among lay-mid-
wife home deliveries compared with
all deliveries. The women attended by
lay-midwives were more likely to be
young, black, unmarried, and less
educated than the average woman
who delivered in the state. Despite
their high-risk demographic profile,
these women had a relatively low-risk
medical profile. None of their infants
weighed 2,000 g or less, and their
neonatal mortality rate was one third
that for all deliveries.

Planned Home Deliveries Without a
Trained Attendant.—Contrasted with
women delivered by lay-midwives,
women who delivered without a
trained attendant had a low-risk
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All Deliveries. Neonatal Mortality Ratef
-All Deliveries
24 14
35 1
41 10
69 1IC
R 15
84 10
16 16
36 14
42 10
22 9
3 65
19 28
78 5
3 288
5 24
18 5
74 2
159.333

.nnd noonntnl morlalily ralo tor ell deliveries Norlh

demographic profile: 5% were young-
er than 20 years, 78% were white,
90% were married, and 48% were
educated beyond high school. While
they were at hl%h risk with respect to
prenatal care (38% with two or less
prenatal visits), their deliveries were
at low risk with respect to infant
birth weight %only 2% of the infants
weighing 2,000 g or less). Even with
these favorable characteristics, their
neonatal mortality rate was el?_ht
times that of lay-midwife home deliv-
eries.

COMMENT

This study showed that the out-
come of delivery varied importantly
bY both the place and circumstances
0 d_ellvery. In-hospital vs out-of-
hospital classification does not ade-
quately group births by risk of neo-
natal mortality. Even more specific
designation of the place of birth does
not suffice to describe risk. Deliveries
occurring at home ranged from low-
est to highest risk of neonatal mortal-
ity depending on planning and the
aftendant present.

Medically selected women deliveretlL
at home b?]/ lay-midwives were at high
demographic but low medical risk.
The screening process carried out
through physician-supervised prena-

244. No. 24

tal care at local health department
" was apparently effective. B
Incontrast, planned home delii
eries without known medical screei
ing and without a trained attendar
resulted in _h|(_1h neonatal mortalit
despite their low-risk demograph:
profile. Having less prenatal care an
not having a trained attendant |
delivery appears to have lessene
the demographic advantage for thi
group and predisposed their infant
to higher mortality.
Unplanned home deliveries wet
associated with neonatal mortalit
even hlﬂher_than deliveries en rout
to the hospital, a_lth_ouHh the diffei
ence was not statistically significan
After analyzing 100 consecutive case
of unattended home deliveries !
Enﬂl_and, Fraser' concluded tha
“while precipitate labour is an impor
tant factor, inadequate preparatio
and instruction of the patie it are th
commonest causes" of unattended
home delivery.
,Ade?uate prenatal care and provi
sion of care appropriate to medica
risk has been repeatedly associate!
with lower neonatal mortality. Mont
gomery3and later Levy et allshowei
that a nurse-midwife program, whicl
ethasued prenatal care for a medi
cally underserved population, wai
associated with a notable decline ii
neonatal mortality followed by i
sharp rise after discontinuation ¢
the program. Zackler et al* havi
reported that a maternal and infant
care project, which provided prcnata
care to girls who conceived when the}
were younger than 15 years, was
associated with lower neonatal mor
tality compared with a populatioi
that did not receive proHec_t services
In large-scale studies of vital statis
tics data, Kessner et al* in New Yorl
and Dottand Fort* in Louisiana fount
that adequate prenatal care was asso
ciated with less risk of low bhirth
weight and neonatal mortality.
Several limitations of this stud}
suggest cautious interpretation of it:
findings. Inferences regarding tht
safety of home births should await
prospective controlled studies. Poten:
tial deficiencies of this study include
the following: home delivery practices
in North Carolina were not necessari
ly representative of practices in othei
states; there was a small number ol
neonatal deaths in the study; there

Neonatal Mortality— Burnett ot al



were possible errors in classifying the
true place and circumstances of birth:
underrePortmg of home birl'-s and
neonatal deaths may have occurred.

Two factors restricted the scope of
this storiy. First, home deliveries and
hospital deliveries attended by nvrse-
midwives were not represented, but
are an increasing proportion of deliv-
eries in other states.l Second, Ia?{-
midwives practicing in North Caroli-
na during the study were initially
certified in 1964 or hefore and had at
least ten years' experience with home
deliveries.

Despite including all births in a
three-year period, the number of
home .deliveries_in this study re-
mained smalL There were so few
neonatal deaths that the neonatal
mortality rates of subgroups of home
deliveries could be substantially al-
tered by the addition or rer'assifica-
tion of several neonatal deaths. The
findings need testing where home
delivery is more common. _

Retrospective dassification of birth
regarding intent to deliver in the
place and circumstances in which
delivery actually occurred is difficult
at best Intended home deliveries fol-
lowed by neonatal death may have

L Fraser A: Unexpected home confinement.
Br Med J. 1969,3:646-649.

2 Montgomery T: A case for nurso-midwivcs.
Am J Obslet Gvnccol 1969;105:309-313.
v3. Lewy R Wilkinson F, Marine W, Reducing
neonatal mortality rate with nursc-midwives.
Am J Obstci Gvnccol 1971;109509-£5£- m-</

JAMA. Dec 19. 1980- Vol 244. No. 24

been misclassified as ﬁrecipitate and
unFIanned. Women who chose home
delivery but developed a problem dur-
mlq labor may have gone to the hospi-
tal to deliver. Hospitals are appro-
ﬁ_natel_y the intended place for most
igh-risk dei.veries. This fact con-
founds comparison of the neonatal
mortality of hospital and home deliv-
eries.

Some home births may not have
been reported to state reglstrars,
especially if the infant died. Possibly
such underreporting was more fre-
quent in planned home deliveries
when a preventable death caused
guilt feelings. However, because lay-
midwives need a permit for each
home delivery and have a reputation
to maintain, such underreporting is
probably less likely than for home
deliveries that did not come to the
attention of the health department
before delivery.

In conclusion, there has heen a
dramatic shift from home to hospital
delivery in the last 40 Years in North
Carolina. The potential risk of deliv-
ery at heme may be unacceptable to
most women. However, some women
still prefer or economically need an
alternative to a high cost physician-
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5. Kessner D. Singer J, Knlk C ct al: Infant
death: An analysis by maternal risk and healLh
care. Inst Med Natl Acad Sci 197350:13-18.

G Dott A, Fort A: The dTeet of availability

hospital delivery. Indeed, cost and
preference accounted for more than
three fourths of the reasons for the
dangerous planned home deliveries
not attended by a physician or lay-
midwife. _

Poor women in some rural areas
are still experlencm? high levels of
preventable neonatal mortality be-
cause of lack of medical attention. To
extend adequate prenatal and deliv-
ery services to these women, economi-
cally realistic alternatives should.be
developed hefore existing traditional
services are (fhased_ out For prena-
tally screened low-risk women, deliv-
ery by a trained nurse-midwife under
Ehysman supervision, perhaps in a

irthing center with hospital backup,
may have a cost advantage over phy-
sician-hospital delivery without unac-
ceptable risk of maternal or neonatal
mortality. Whatever program a com-
munity ~ develops, monitoring the
quality of prenatal care, adequately
identifying  high-risk  pregnancies,
and training competent birth attend-
ants all require the knowledge, exper-
tise, and support of the medical com-
munity.

and utilization of prenatal care and hospital
senvices on infant mortality rates. Am J Cbstct
Gynecol 1975123B54-8Q0.

7. Rooks J: Nvrse-MidurifiTy in the United
States' 1976-1977. Washington, DC, American
College of Nursc-Midwives, 1978, pp 29, 40-41.
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Chapter Four

Preparing for the Birth

YOUR BIRTH ATTENDANT

Thelmportance of a Skilled
Birth Attendant

Although 95 percent of low-risk births proceed com-
pletely normally without intervention, for the other 5
percent a skilled birth attendant is invaluable. She can
help recognize the early signs of danger, offer advice

about going to the hospital, and help with an emergen-

cy in the small percentage of eases when one arises. For
even though prepared couples understand more about
birth than couples previously have, it is still difficult,
without extensive theoretical and practical skills and
experience, to tell which situations are within the broad
range of “nonnal” and which require medical attention.

Thus ina normal birth an attendant can help keep a
homebirth at home through reassurance that everything
is all right and by handling some situations which re-
quire attention without the need to go to a hospital. She
can also help with coaching, especially when the father
needs to eat or rest. And she can share her skills and
compassion gained from attending many births and
having had children herself (if your attendant is a man.
it is still beneficial to have such a woman pu-ent as
trusted friend, labor coach, etc.).

And having a skilled atlendant can be especially im-

portant if something does go wrong; you have another
opinion hased on greater experieni  vith birth and you

can often save valuable time by early detection and ac-

tion. In the event of a real emergency, your birth at-

lendant should be skilled in emergency first-aid mea-

sure;; and may bring emergency equipment. In such a
situation, having someone present who is skilled and
experienced in bnth and at the same time attuned with
the current situation can be an invaluable and | e-sav-
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ing combination. | strongly urge that you find and use a
skilled birth attendant, without giving up your respon-
sibility to her, to help reduce the risks of homebirth to
the inevitable minimum of nature.

Different Kinds of Attendants

Depending on where you livg. you may have many
kinds of birth attendants to choose from. If there is a
doctor in your area who has a homebirth practice,
make an appointment to talk with him, find out who he
isand what his practice involves. The advantages of a
doctor are continuity of care (in ease of emergency he
should have hospital privileges), greater familiarity
TVITV) emergency equipment and procedures, and the
ability to handle certain complications at home (sutur-
ing, etc). The disadvantages can be less familiarity with
normal birth and more tendency to intervene or to want
standard procedures such as propping, enema, etc. And
few doctors are willing to become involved in your
labor asa midwife does.

In some stales chiropractors are licensed to do dfliv-
eries. and osteopaths are able to do births in many slates
and may be more open to homebirth than M.D.s.

Mam states license certified nursc-midwives to do
deliveries as part of an obstetrical team. You may find
them doing homebirths under a doctor's auspices or
working in a birth center. Midwixes have the orienta-
tion of helping a woman throughout pregnancy, labor
and delivery, and if they are doing homebirths they
probably haven't lost their orientation to normal birth
during their training. Thev arc-able-taadm inislf*_drugs
for hemorrhage; thev can do cpisiotomics. suturing.
etc.. and thev are trained in other emergencies, sudl as
infant resuscitation.Jk-cause they are usually doing
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homebirths under a doctor's guidance, they have emer-
gency backup and could remain with you ir the hospi-
tal should, any complications arise.

Lav or empirical midwives, arg. w men, who arp
skilled in birth without first becomii a a nurse. Al-
though training programs are beginning to develop in
several states, most empirical midwives have gained
their training through self-study, apprenticing with an-
other midwife, and through experience (hence the de-
signation empirical'. Laws in individual states mav de-
termine whether a lav midwife is able to practice open-
ly, has doctor backup, carries emergenc*' equipment.
charges tor her services, etc. Advantages tend to be an
orientation toward normal birth, involvement in the en-
tire labor and delivery, respect lor the parents’ decisions
and experience; disadvantages can be lack of experience
with complications, lack of good backup, and needing
to go to the hospital for situations such as suturing.

Lay midwjves are allowed to practice openlv in
twenty states” Alabama. Alaska. Arkansas. Arizona.
Delaware, Florida, Hawaii, Louisiana, Maryland,
Minnesota, Mississippi, New jersey. New Mexico, North
Carolina, Oklahoma, Rhode Island, Tennessee, Texas,
Washington and Wyoming. Some of these states have
requirements for certification; others make no mention
of midwifery. To find out the status of nurse and lay
midwives in your state, you can contact your local
health department.

If no one is openly doing homebirths in your area,
you will have to do some searching to find your birth at-
tendant. But with a bit of effort, s surprising what re-
sources you can discover.

How to Finda Skilled Attendant

Your first lead might be to talk with childbirth educa-
torsand La Leche League leaders and asking who is do-
ing homebirths, which doctors are sympathetic for
prenatal care, and so forth. (La Leche League has the
official policy of timer endorsing or recommending
anything, but leaders tend to know everything that's
happening in a community). Get their numbers from
doctor's offices, hospitals, or the Red Cross.

In-my opinion, it is good to talk to doctors about
homebirth—it lets them know what consumers want.
But remember that you are doing it as a service to them
and don't be discouraged In the lectures you may
receive. And who knows, you may be the one to radical-
ize ndoctor, especially if lie comes to know you through
prenatal care first,

Next, talk to everyone you meet who looks like they
might be involved with homebirth. M ybe they'll know
someone. You can write up index cards stating some-
thing like. "I'm having my baby at home and would
appreciate information from women who have had

Preparing for the Birth

homebirths. or from anyone who has experience with
births." Put these up in health food stores, free clinics,
bookstores or wherever there are appropriate bulletin
boards.

You may feel as if you're the only person in your
area who cares about homebirth, but it isn't true. | a.
convinced that if you have strong intention and put oui
the energv you will be given exactly the help you need.
For exanp. when | first came to Boulder, Colorado,
no one knew of anyone except one osteopath who was
openly doing iome deliveries. Within a few months of
teaching class, j, | had discovered two foreign-trained
midwives who had each delivered 5,000 babies, ano
other people who would help at home deliveries includ-
ing three obstetrical nurses, two physician's assistants,
three lay midwives, and one M.D. who would occasion-
ally do homebirths.

What if you don'tfi; d any help? You might be satis-
fied with delivering at a birth center or doing a hospital
delivery with a sympathetic doctor and then going
home a few hours after the birth (signing yourself out
"against medical advice" if necessary). Athough 1can't
recommend homebirth without a skilled attendant. 1
recognize that some couples will be determined to do it
even though they haven't found help. (Most unattended
homebirths are not due to the couple's neelieence, but
result from the fact that doctors and Jegislators in manv
states refuse to recognize the rights of couples to give
birth in their own homes with competent medical aid
and emergency backup.) My advice in this case is that
you please don't attempt it with just the two of you.
There's too much to know and do, even in a normal
birth, for the hushand to be able to handle everything
comfortably. And if complications occur, you can be in
real trouble. At the very least involve friends, including
women who have given birth, so that there will be help
with coaching, cooking, looking after children, and so
there will be help in an emergency situat n (like taking
the mother to the hospital in the knee-ehest position,
watching the baby if the mother has third-stage compli-
cations. etc.l. And asa group, meet together often, study
and prepare yourselves as much as possible. Be as re-
sponsible as you can. and don't stop looking for the help
and information you need!

Skills of aBirth Attendant

With diligence and clear intention, most couples are
able to find several sources of possible help. Having an
experienced birth attendant is important, but it's equal-
ly important that you have a realistic appraisal of your
attendant's skills and orientation toward birth. Qur cul-
tural conditioning is to accept unthinkingly the superi-
ority of the expert and to discount our own knowledge
and intuition. Doing this at a birth, whether the "ex-
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pcrt* isan obstetrician or your next-door neighbor, will
verv likely lead to disappointment or disaster.
At a minimum, your birth attendant should be able

> Recognize which prenatal factors plare a woman
or baby at risk and may contra-indicate a home

deliverK.
2. Know how to monitor labor, including checking
dilation, the position of the baby, fetal heart tones and
maternal blood pressure.

3. Recognize variations from a normal labor and
know whether they can be managed at home or require

hospitalization. (She also needs to participate in formu-

lating your emergency backup plan.)

4, Know how to help the head to Le born w'thout
tearing the perineum or vagina. She should know how
to recognize degrees of tearing, should they occur, and
be able to get them handled.

5. Check the placenta, umbilical cord and mem-
branes.

6. Check the uterus for cortraction after the birth
and be able to recognize and handle hemorrhage.

7. Know how to check the newborn and recognize
health problems.

8. Know how to handle critical emergencies such as
shock, hemorrhage, shoulder dystocia, and how to give
cardio-pulmonary resuscitation to the baby.

ldeally, there should be an almost telepathic sense of
unity with your birth attendant. After all, you are going
to Ix* sharing one of the most intimate experiences of
your life with this person.

Selecting a Skilled Attendant

Once you have found someone who is helping with
home deliveries (or who has the necessary skills and
might be persuaded Jo help you), it is a good idea for
you and your partner to meet with her or to invite her to
your house for dinner. Find out who she is—what her
e\[XTience is. what her attitude is, what her procedures
arc—and let her find out who you arc. If it is a doctor
who has a homebirth practice, you may have to make
an appointment for an interview first, Cel to know each
other so you can both decide if it isappropriate for you
to be working together.

Ol course, your prospective birth attendant will also
he getting to know you, too. And she may even decide,
for whatever reason, that she dosn't want to be working

with you. It can Iklquite discouraging, after finally lo-

cating a potential source of aid, to have her not come
tluough or refuse you. But in fact, if a birth attendant
does not want to work with you, you are better off not
working with her.

The following points certainly can't all be covered
in a single meeting (don't give her the third degree!), but
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prior to your delivery you should know the following
about vour attendant.

(\. Training and Experience®

What training has she had? How much home and hospi-
tal experience? What is her orientation toward birth?
(Has she ever apprenticed with a midwife? Why does
she do home deliveries?)? How many births has she at-
tended, and at how many was she the primary attend-
ant? There are differences between a friend with some
birth experience, someone who has caught ten babies,
and someone who has caught 100, 350 or 3000. Some
sources say that your birth attendant should have had
experience at some minimum number of births, but 1
feel that, rather than relying solely on numbers, you
should gain a realistic appraisal of this person’s level of
experience (as well as an intuitive estimation of her abil-
ity to act with calm and clarity in any situation) and
evaluate her skills against what you feel are the risks
and what you feel you need from a birth attendant.

~2~ Complications and Emergencies®

—

Find out what complications and emergencies she has
seen, and how they were dealt with. Find out what she
can handle at home. She should be able to recognize
danger signs and know what is beyond her ability".
What would she do if you were bleeding and went into
shock? What would she do if the baby was born white
and limp and didn't start to breathe? Can she do sutur-
ing? Get a realistic idea of her areas of competency and
inexperience.

3. Medical Backiijh”®

If your birth attendant isan M.D. or osteopath, does he
have hospital privileges? If a midwife, does she have a
doctor whom she can call with questions or who will
meet you at the hospital? If not, you should have your
own backup (through prenatal care) and/or be familiar
with the emergency room procedures of your hospital
(sec Emergency Backup, p. 50), Will she be able to ac-
company you and serve as consumer advocate at the
hospital, or does she need to leave you once you are on
your wa\ to the doctor's or hospital? Does she have a
pediatrician for backup (or do you)?

AL Etidipiiwiu®

What equipment docs she bring? She should have a felo-
scopc, bulb syringe for suetinning the baby, cord
clamps or ties (or hemostats for emergencies), a disin-
fecting agent for scrubbing up, and sterile gloves. What
does she expect you to have on hand? What emergency
equipment does she bring: Oxygen? Ergotrate tablets or



methergin to handle postpartum hemorrhage? Any
other herbs or medications? Does she bring a scale for
weighing the baby? Does she have silver nitrate or Il-
otyein for the baby's eyes?

A1T Procedures)

Does she bring an assistant? Some doctors and mid-
wives have a very medical view of birth and bring lots
of equipment (see Seth’s birth account). When does she
cut the cord? Will she let your hushand assume an ac-
tive role in the deliver)' if that's what you want? In what
capacity are you having her be present: To advise you if
anything iswrong? To actually deliver the baby? If you

want to use LeBoyer's or other special means of wel-

coming your baby, does she understand and is she in
agreement? What percentage of the women she orks
with tear and require stitching?

6. Fees?)

Does she charge a fee? Do you tnink it is reasonable?
When does she want payment, and is it to be in cash or
supplies or some kind of trade? What if she doesn't
make it to the birth? What if you end up having to go to
the hospital? If the fee includes prenatal care, deliver)'
and six-week checkup, it should be quality prenatal care
as described in Chapter Two. If she does not provide her
own prenatal care, she should be involved with your
records and lab results and should meet with you sev-
eral times prior to the birth. When does she want to be
notified and when does she come during labor? Does she
visit you in the days following the birth? How much is
she willing to invest in you and your well being?

Q Conmntuication)

Communicate with her about who you are and what
you expect from a birth attendant. Some birth attend-
ants arc encouraged bv the fact that you are taking re-
sponsibility and wouldn't agree to be there under any
other conditions; others who are used to being in charge
may want a more "professional” relationship.

Also try to feel how open and willing she is to com-
municate with you, now and during labor and deliver)'.
How involved will she be in your labor, or will she be
primarily focusing on the birth? See how willing she is
to explain things to you, to help you see the conse-
quences of your choices, but to let you make your own
decisions. Does she teach childbirth preparation classes
or recommend someone with whom you can work?

If she is bringing an assistant, can you get to know
her as well? It's also important that all of the people
who will be present meet with your attendant(s) and
with each other to get to know one another and so you
can discuss what is important to you. Share th.s book

with your attendant so she understands part
preparation.

8. Attitude.

What is her attitude toward birth? Does her attitude
mesh with yours? Is she warm, confident and caring?
Does her spiritual orientation mesh with yours? Do you
Ibikehr;er and feel good about her participating in your
irth?

You won't be able to find the ideal birth attendant
(the one of your best imaginings). Instead you will find
real men and women who are concerned with the qual-
ity of birth and are, either tentatively or boldly helping
with homebirths. The more you can communicate with
your attendant, the better friends you will become, and
thelgewer surprises \ou are likely to have at the birth
itself.

No Praise and No Blame

Many times throughout this book | stress the impor-
tance of parents maintaining responsibility for their
own birth, and of not entering into a dependent rela-
tionship with their birth attendant, their pediatrician,
or whomever. More than this, | advocate a sense of
friendship, trust and unity among all the people present
at a birth. If this ismaintained, there will be the sense of
a group of people united ina common effort, each con-
tributing what he or she has to offer, all participating in
a group process which isunique to that moment.

This shared sense of everyone doing his or her best,
combined with the recognition of the uniqueness and
non-repeatability of each situation, could, 1 am con-
vinced. go a long way towards eliminating the aura of
fear, blame and guilt which is unfortunately so preva-
lent inour health-carc system today. It might reduce the
fear of lawsuits, censure, and astronomical malpractice
insurance which keeps many doctors from being in-
volved in homebirth and leads to such a high cesarean
rate in our hospitals.

' Likewise, the recognition of the uniqueness of each
situation should help to keep us from comparing, from
saying. “ If only I'd had my baby in the hospital" or * If
only I"d had my baby at home." The woman who says,
“1 hemorrhaged after the birth in the hospital. If 1'd
been at home, | would have died" doesn't realize that
had she been doing a homebirth, the situation would
have been completely different (e.g., she wouldn't have
had any drugs, her birth attendant would have been dif-
ferent, delivery of the placenta would have been man-
aged differently, etc.). The same is true when some dif-
ficulty arises at home. It's impossible to say whether it
or some other situation would have arisen in a hospital
delivery; everything would have been different.
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la making the decision to be alive and have a baby,
von are admitting that there are no guarantees, either at
home or in the hospital. Life is an inherently risky ven-
ture into the unkno vn. You can reduce risks as much as
possible by being as responsible as you can. And whom-
ever vou ask to help you, whether an obstetrician, a
midwife or a group of friends, you must know that all
W people present are sharing and doing their best,
based on their experience and their ability to be aware
(and to keep each other aware), and that the "results”
are dependent on something higher than ourselves, and
hence go beyond p. aise or blame for the individuals in-
volved

PLANNING YOUR EMERGENCY BACKUP

Unless vou can find someone who is able to give you
continuity of care (prenatal, home delivery, and hospi-
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tal pr ileges), you will also need to think about what
you will do in case your delivery is among the small
percentage requiring hospital care. It's important to
think about these things now, so in case of an emer-
gency you will have worked out all of the details and
can quickly get the help you need.

It is helpful if your birth attendant has hospital priv-
ileges, or is a midwife with her own doctor, but you
should still go through the following two pages so you
will have all the information you need should your
birth attendant not make it to the birth on time ‘lost
homebirths proceed without incident, but bein'-  espon-
sible means having considered all of the possi' uities.

To help >ou with your emergency backup plan, fill
in the following worksheet, and then fill in the numbers
you will want to h. e posted b?/ your telephone, and
tape them to the wall @ month before your due date.
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to practice, the range of their responsibilities, and any
special provisions the statutes contain. The chart can be

used as an index reference for the statutes', all of which are
attached in full.

If you need further information on this.or any other matter,
please do not hesitate to contact us.

Cl/bf
Enel.s



STATUTORY PIIOVISI ONS PER-
TAIN IMG TO LICKUSING

OF HIDHIVES

NURSE-MIDWIFE

Deflinllioni

Registered
lies
practice to
of mothers
through tho
cyclo.

nurso

the care

PROFESSIONAL MIDWIFE

Definitioni

An individual
received formal
fessional training
as a mldwlfa .

LAY MIDWIFE
De f1llltion i

An individual
practices as
but has not rocolvod
formal professional
training.

who

who
expanded his/her

and bhabies
maternity

who has
pro-

a mldwlfo

Requirements

Limltationo
on
Practlco

"Special
Statutory
Provisions

Requirements

Limitations
on
Practice

Spocial
Statu tory
Proviaions

Roquiromon to

Limltationo
on
Praotloo

Special
Stntutory
Provisions

(Professions

ALABAMA

and Businesses

4.34-19-1-.34-19-10)

Licensed register!d nursoj certificate from school for

Cases ,of normal childbirth; physician's supervision noce
1 .

All deliveries .must be plannod to take place in hospital.

Lay mldwlvco

aro

rnvokod by Hoard

of

Health.

holding health department

"l

permits

may continuo to

nursc-midwives,

ssary.

practlico

until

permits,



STATUTORY PROVISIQHS PEn-
TAINTHU TO LICENSING

OF MIDWIVES

NURSE-MIDWIFE

Delinitloni
Registered nurse who
has expanded his/her

the care
and babies
matarnity

practice to
of mothers
through the
cyclo.

PROFESSIONAL MIDWIFE
Dullnitioni
An individual who hna
rocalvod formal pro-

cessional training
asamldwlfo.

LAY MIDWIFE
Dofinllloni

An Individual
practices as a midwife
but has not rocoivod
formal professional
traln Ing.

who

Roqu lronton to

Limltatlons
on
Practlco

"Spaclal
Statutory
Provisions

Ragulromonts

Limitations
on
Practlco

Spocial
Statutory
Provlolons

Roqulroman to

Limitations
on
Practlco

Spocial
Statutory
Provisions

CALIFORNIA

WDuslneos and Professional Codes 2.5.2746 2.5.2746.1)i 12.5.2350-1.7.5.2359)
Practlco supervised by physician or surgeon (pliysician'a presence not required)i casco
of normal childbirth. Authorized to provide family-planning caro. Shall not use In-
struments, or artificial, forcible, or mcchapical moans to assist childbirth, nor per-
form version; shall refer complicated casao to physician. Shall not porform abortions.
Requirements for censure are left up to appropriate boards and commlttoan. In gcnural
California's statutes establish the confines of the practice.




STATUTORY PROVISIOHS PER-
TAIN 1110 TO LICE USING

OF HIDWIVRS

HURSE-HIDWIFE

Dcllnitioni

Rogistored nurso who
has expanded hia/har
practice to tho core
of mothers and habloa
through tho matornity
cyclo.

PROFESSIONAL MIDWIFE

Delinitiont

An individual
rccoivod formal pro-
foHsionnl training
asnmidwlfa.

LAY MIDWIFE
Dofln 1lioni

An Individual who
practicoo an a midwife
but has not rccuivod
formal profoaalonal

training.

who hao

Requiromonts

Limitations
on

Practlco

Spaclal
Statutory
Provialono

Roquiremanto

Limltationn
0il
Practlco

Special
Statutory
Provisiono

Roqulrnmants

Limitationo
on
Praotico

Spaclal
SlLatutory
Provialonn

CONNECTICUT

j (377.20-75)
i
t
Graduate of school of midwifery.
Canon of normal labor (uncomplicated vortex or head presentation). Shall
instruments, nor parform version or attempt to remove adherent planconta.
womgn in labor until after ouvcnth month of gestation.
1
Examination required for licensing.
« » .
1
1

n

ot
Sha

u
|

uo drugs,

not attend



STATUTORY PROVISI OHS PER-

TAININti

HURSE-HIDHIFE

Definition!

Registered nurso who
has expanded his/her
practice to the caro
of mothers and babies
through tho matornity
cyclo.

PROFESSIONAh MIDWIFE
Dofinltioni

An individual who has
rocolvod formal pro-
fessional training
as n mldwlfo.

[.LAY MIDWIFE
Duflnitloni

Ail Individual who
practices as a mldwlfo
but has not rncoived
formal professional
training.

TO LICi HSIHG
OF MIDWIVE S

Requirements

[.imitationo
on
Proctlco

"Spocial
Statutory
Provisions

Requirements

Limitations
on
Practlco

Spaclal
Statu tory
Provisions

Requirements

[Llroitntions
on
Practlco

Spocial
Statutory
Provisions

FLORIDA

r (30.405.011 30.405.0091)
i i
Diploma from school for midwlvosi sponsorship by two practicing physlciansi ability to
road manual intelligently and write legibly (this may be waived).
Canos of normal labori shall not use drugs, instruments, nor assist labor in any artificial,
forcible, or mechanical manner, nor attampt to removo adherent plancenta. Shall nut .use
poisonous drug or herb modlcino, nor attempt trcatmont of diueasc whan attendance of
physician cannot be secured.
i
!
- — t 1 .
Attendance, undor tho supervision of a physician, at not less than fiftoon cases of labor
and the care of fiftoun or more mothers and newborns for periods of at loast ton days oachi
sponsorship by two physicians* ability to roAd manual Intelligently and writo legibly

(thin may bn walvad).



STATUTORY PROVISI ONS PER-
TAIM I11G TO LICE NSING
OF HIOHIVES

NURSE-MIDWIFE Requirements

Definition;
Registered nurse who Limltations
has expanded his/her on
practico to tho caro Practice
of mothers and babhios . ,
through the maternity Spocial
cycle. ° Statutory
Provisions

PROFESSIONAL MIDWIFE
Requirements

Definition:
An individual who has
rocolved formal pro- Limltations
fessional training on
as a midwife. Practice
Spocial
Statutory
Provisions
AY MIDWIFE RoqulremontD

Doflnitioni

Alt individual who Limltations

practices as n midwife on

but has not received Practlco

formal professional

training. Spocial
Statutory

Provisions

INDIANA '

I (25-22-1-5,22-22-1-6; Admin. Rules (25-22.5-5-5)-1, (25-22.5r5-5)-2
1 g |

Diploma from school of midwifery which has proper equipment to
hygiene, nntlccpais, neurology, toxicology, and the proper management of
school education; ability to rend and write the English language*

*There arc few schools in this country which train mldwlvos who arc not
‘'mmany prn fpnnInn/il miilulven uere educated nt fnrclsn institutions, some
necessary to require proficiency |In

teach anatomy, physiology,
labor; high

nurses. Since
spates feel s
English.

AStatutes pertaining to midwifery In Indiana' date to the late 1800's. Midwifery in the

state Is presently controlled by administrative code. Doth the statutes and codes have
been Included.) . . ' B . . o
Examination required for licensing. Gratuitous services in an emergency not prohibited

1
I

1



STATUTORY PROVISIOUS PER-
TAININU TO LICEUSING

OF MIDWIVES

NURSE-MIDWIFE .
Requirements

Definition)
Registered nurse who Limltations
lies expanded his/her on
practice to tho caro Practice
of mothers and babios . ,
through tho maternity Spocial
cycle. Statutory
Provislons

PROFESSIONAL MIDWIFE
Requirements

Deflnllioni
An individual who has
roceivod formal pro- Limltationo
fessional training on
an n midwlfo. Practice
Spoolal
Statutory
Provisions
LAY MIDWIFE Roquiremaonts
Dofinltioni

An individual who Limltations
practices an a midwifo on

but has not .received Practice
formal profonniocal
training. Spaclal.
Statutory

Provisions

MARYLAND
(Art. 43 .82-94)

Certified by American College of Nurse-MidWlves as a nuroe-midwifo.
Norma'L casco of prognancyj cannot practice modiclno or prescribe drugs. Shall not induco
laborl.or produce abortion, !
Person' who isnot licensed midwife may practice under tho porsonal and direct supervision
of a physician'.
Subtitle docs not restrict physician or porson volunteering service in an emergency.

I

1

m' i *

1
Maryland midwifery laws updated 1970. Previous lawn licensed midwlvos determined
qualified by two practicing physicians. (Those statuton have bean Included).



HINNESOTA

STATUTORY PROVISI OHS PER-

TAINING TO LICENSING ji (140.30 149.32)
OF MIDWIVES t -
*
NURSE-MIDWIFE .
Requirements
Dcfinitioni
Registered nurse who Limitations 1. . |
has expanded hin/hor on ot
practice to the caro Prnotico
of mothers and babios . ,
through tho matornity Special
cycle . Statutory
Provisions
PROFESSIONAL MIDWIFE Diploma from a school of midwifery.
Requirements
DcCinllion m
An individual who has
rocoived formal pro- Limltationo .
fessional training on
an a midwife. Practlco
. »
Spocial
Statutory
Provisions
1 . =1 —
Consent of oovon momboro of tho Stnta hoard of Modical
LAY MIDWIFE Rnquiromants of condidnto. .
i
Dutinitioni
An individual who LImitattons
practicon as n mldwifo ol
but has not .received I'raullco
formal professional
training, Special
Statutory

Prov loiono

........ " -

Examinnro givon after oxamination



STATUTORY PROVISIONS PER-

TAIN ITHO TO LICENSING I
OF MIDWIVES

UURSE-KIDWIFE

Dot Ini tioni

Registered nurse who
has cxpandod his/her
practico to tho cars
of mothers and babies
through the maternity
cycle.

PROFESSIONAL MIDWIFE
Deflnltioni

An individual who lias
rocclvod formal pro-
fessional training
asamldwlfo.

LAY HIDWIFK
Dofln 11loni

An Individual who
prnclicon as a midwife
but has not received
formal professional
training.

1

[ "

Certificate in nurBo-midwifory
Requirements

Limitations 1 o
on
Practlco , *

‘Spocial
Statutory
Provisions

Rogulromonts

Limitations
on
Practlco

Spoci al
Statutory
Provloions

Roqulromonta

ILImlcatlons
on
Practiao

Special
Statutory
Provisions

from

MONTANA
(06-1246)

the American College

of

Nurse-Hidwives.

—b—



STATUTORY PROVISIOHS PER-
TAINIMG TO LICE NSING

OF MIDWIVES

NURSE-MIDWIFE

Dcfinition >

Registered nurso who
has expanded his/her
practice to the care
of mothers and babios
through tho mntornity
cyclo.

PROFESSIONAL MIDWIFE
Dcfinltionm

An individual who has
racolvod formal pro-
fessional training
no a midwifo.

LAY MIDWIFE
Doflinillon m
An individual who
practlcoo os a midwifo
but has not rocoivod
formal professional
training.

Roquiromonts

Limitations
on
Practlco

"Spocial
Statutory
Provisions

Roguiromonts

Limltations
on
Practlco

Spocial
Statutory
Provisions

Roquiromonts

[.iml tations
on
Practlco

Spocial
Statutory
Provisions

HEW JERSEY
(45010)

Certificate from school of midwlfory, or maternity hospital granted aftor
instruction in not loss than nine months. .

Curtificato from foreign school of midwifery of equal requiromonts.
Endorsement by physician.

Shall not perform criminal abortion. Normal labor casoo. only.
.Examination required. Topics covered by examination specifically laid out
Chapter does not restrict physlaian nor gratuitous sorvico in an omorgoncy.
Now Jorsoy midwifery laws similar to Washington's.

1000 hours

by statute,

of



STATUTORY PROVISIONS PER-
TAIHING TO LICEUSING

OF HIDHIVES

NURSE-HIDHIFE .
Requirements

Definitioni
Registered nuroo who Limitations
has expanded his/her on
practice to the care Practlco
of mothers and babios . )
through tho maternity Special
cycla. Statutory
Provisions

PROFESSIONAL HIDHIFE
Roquirpmonts
Doflnitioni

An individual who has

rcceivod formal pro- Limitations
fessional training on
an a midwife, Practice
Specie i
Statutory
Provisions
LAY MDWIFE Requirements

Dafinitio'. i

An Indlv.dual who Limltat! mu

practices as a midwife on

but has not .racalvud tract, -0

formal professional

training. Spocial
Statutory

Provisions

[ ]
1

OHIO
(4731.30-4731.34)
nurse-midwlves

Diploma from college for

Practice under direction and supervision of physician.
Shall-not perform version, treat breech or face
abnormal condition, except in- emergencies.
Examination may bo required.

presentation,

usj

inotrumentB.or

treat



STATUTORY

PROVISI OHS

PER-

TATitINC TO HCL USING

OF MIDWIVES

HURSE-MIDWI1FE

Definition:

nurso who
his/her
the caro
and babies
matornity

Registered
has expanded
practice to
of mothers
through the
cycle. '

PROFESSIONAL MIDWIFE
Definition m

An individual who has
rccoivod formal pro-
fessional training

as a mldwlfo.

LAY MIDWIFE
Definition m
An individual who
practices an a midwifo
hut has not rccoivod
formal professional
training.

Requirements

Limltations
on

Practice
Spocial

Statutory
Provisions

Requirements

Limitations
on
Practlco

Spocial
Statutory
Provisions

Rogquiromnnto

Limlto tiono

on
Practlco
Spocial

Statutory
Provisions

ot

UTAH

: (5B-44-1 - 58-A4-11)

Completed approved certified nurBC-mldulfcry iducation program.

Under this set, may also provide normal gynecological services.
*

Establishes.committee to supervise practice or nursc-mildwifery. Examination required.
Act does not affect rights of parents to deliver their baby, where, when, how and
with who they choose regardless of certification.

i

1

“e— - s Lo



STATUTORY PROVISI ONS PER-
TAIN INO TO HCt NSING

OF HIDWIVES

NURSE-MIDWIFE Roquiremonts

Definitioni
Registered nurse who Limitations
has expanded his/her on
practice to the care Practice
of mothers and babies .
through tho maternity Spocial
cyclo. Statutory
Provisions

PROFESSIONAL MIDWIFE
Roquiromonts

Dofinltioni
An individual who has
received formal pro- Limltations
fessional training on
as a midwifu, Practice
Spocial
Statutory
Proviaions
LAY MIDWIFE Requirements
Doflnillonm
An Individual who Limltations
practlcon an a midwifo on
but has not rocoivod I'rnollco
formal professional
training. Special
Statutory

Provinions

WASHINGTON

] (10.50.090 10.50.110)
1 J
|
Diploma from legally Incorporated school on mldwifary in good standing, granted after at
leant 2 courses of instruction of at loast novnn months each in dlfforonl; calendar years.
Diploma from foreign Institution on midwifery of equal regulromanto.
Shall not proscribo any druga or medicine except nomo household remedy.
Examination required. Topics covered by examination opocllicnlly laid out hy statute.
Gratuitous wuorvica not prohibited hy chaptar,. Washington's midwrtory laws similar to
New Jersey *s. . .
S Ul m -in e -mi. e -



STATUTORY PROVISI ONS PER-
TAINIMG TO I.ICE USING

OF HIDWIVES

NURSE-MIDWIFE

Drillinitioni

Registered nurse who
has expanded hls/hor
practlco to tho caro
of mothern and babies
through tho maternity
cyclo.

PROFESS IONAI, MIDWIFE
Duflin 1lloni

An Individual who has
rccoivod formal pro-
fcnnlonnl training

an a midwifo.

LAY MIDWIFE
Doflnltioni

Aii Individual who
practlcvr an a midwife
but has not .rocalvud
formal profonnlonal
training.

Requlromanta

Limltationo
on

Practlco

"Spocial
Statutory
Provisions

Roqulrononto

Limltations
on
Practlco

Speclal
Statutory
Provisions

[logqui romontn

Limitations
on
Practlco

Spoolal
Stacutory
I'ruv 1s lonn

WEST VIRGINIA
(30-15-1 -30-15-8)

Graduato of school of mldwiforyj cortifiod by Amorican Collugo of Nurso-Midwivus.

Practlco wunder tho supervision of or In association with physician engaged in family
practice or speclallzod -ficl<J of gynecology or obstetrics.

]

Porcons holding liaonsoe iasuod boforo ourront laws onacl.ud may continue to practice
until oxplration of liconoos without privilege of ronowal
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Original sponsors: Rogers and Vaska Offered: 5/22/81
Referred: Finance

IN THE HOUSE BSYOCTI|:|AEL ?EQHCHE’SEDCUOCIVIAI\]I-IHQTNEEAND

CS FOR SPONSOR SUBSTITUTE FOR HOUSE BILL NO.11 (HESS)

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

* Section 1. FINDINGS AND INTENT. The legislature recognizes the unique
physical and emotional aspects of childbirth, and the need to protect and
enhance the religious, cultural, and individual freedoms in .ne manner,
setting, and cost of childbirth. The legislature finds the., tie 1. ‘.tional
and cultural use of midwives continues and that the demand for midwifery
service is increasing in Alaska “without adequate regulation and licensure”®
Therefore, the legislature intends that midwifery be regulatud in the public
interest to assure that users of midwifery services are aware of the com-
petency levels of their health care providers, and that licensing of mid-
wives does not remove from the parents the responsibility for choosing
where, when, how, and with whom to deliver their babies.

¥ Sec. 2. AS 08 is amended by adding a new chapter to read:

CHAPTER 69....MIDWIFERY.

Sec. 08.69.010. LICENSED miowire PRACTICE. Aperson who practices
as a licensed midwife shall obtain a_license granted by the Department
of Commerce and Economic Development»as provided in this chapter and
shall practice midwifery in accordance with this chapter.

Sec. 08.69.020. UNLAWFUL REPRESENTATION. It is wunlawful for a
person to represent oneself as a licensed midwife or use any designation

s that implies that the person is licensed or certified by the state to

act as a midwife unless the person is currently licensed under this
chapter. A violation of the provisions of this section is a violation

-1- CSSSHB 11(HESS)
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as described in AS 11.81.250(a)(6).
Sec. 08.69.030. DUTIES OF THE DEPARTMENT. The departmentl, shall
(1) license persons to practice midwifery; *
(2) prepare and administer examinations which test compe—
tence in midwifery;? X

SILT

(3) prescribe a mbierrfMrai license fee for licensed midwives

not to exceed $25;

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

*-5-)  requi-r-e—t-he—eompliance-"of—licensed -mi-dwives-with—vital

r-ecording-requirements;

(6). require-]icensed"midwives-to- maintain-._statistics relating
A7>-births*~they “attend-1*

Sec. 08.69.040. LICENSURE AS A MIDWIFE. A person is eligible for
licensure; as a miawife 1if that person

(1) is at least 18 years of age;

(2) furnishes proof of having a,".tended at least %I'((I)Tbirths as
a (midwife in) the Lw-ycai- prari-od* HntfftiTaga}’y preceding the date of
application or has completed a midwife apprenticeship under AS 08.69.-
150; proof is by affidavit of the applicant for births whichloccurred
befogc damnvy 1] 1Q82<

"3) passes an examination administered by the departmentY*
meeting the requirements of AS 08.69.060;

(4 pays the license fee prescri ad in this chapter.

Sec. 08.69.050. LICENSURE BY ENDORSEMENT. A person who is li-
censed as a midwife by another state™may be licensed as a midwife if
the requirements for that license are essentially the same as the

requirements for licensure under AS 08.69.040.

-2- CSSSHB 11 (HESS)



Sec. 08.69.060. EXAMINATION OF APPLICANTS. (@ The examination
for licensure as a midwife shall be administered at times and locations
selected by the departmentTL

() Subjects examined by the examination shall include, and are
limited to, N&JQ"GOOTV <& »Tu \O f\

(1) anatomy of ..the pelvis and female genital organs;
(2) physiology.of the female genital organs;
(3 recognition and management of pregnancy;
@) understanding fetal presentations and positions;
, - (5) mechanisms and management of normal labor;
(6) management of puerperium;
@) injuries to the genital organs following labor;
(8) sepsis and antisepsis in relation to labor;
(9) preparation and management of the delivery site and
lying-in area;
(10) hygiene of mother and infant;
(11) asphyxiation, convulsions, malformation, and infectious
diseases of the newborn;
(12) causes, effects, and prevention of opthalmia neonatorum;
(13) emergency occurrences requiring the attention of a
physician; ~
(14) requirements of vital statistics law relating to report—
ing of births and infectious diseases of the newborn;
(15) the pharmacology of drugs used in emergency maternity
care for both mother and infant following childbirth;
(16) nutrition as it relates to the prenatal, partal and
postpartum period;

(17) management of breast feeding;

(18) knowledge of the bonding process and family interrela-

-3- CSSSHB 11 (HESS)
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tionships;
(19 knowledge of conscious control techniques for
management.

Sec. 08.69.070. RENEWAL OF LICENSES. (@ A midwife"s license is
renewable bagfr£g11>" on June 30.

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

(c) A license not renewed by June 30 will lapse on July 1 or be
placed on the inactive list at the request of the licensee.

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

(e) Th:; departmentx»shal 1 establish requirements which must be met
before a license may be renawed, which must include a requirement that
an applicant for renewal has attended £$ births in the previous two
yiwc and has completed 28 hours of continuing education. Continuing
education shall 1include childbirth-related postsecondary coursework,
workshops, or any combination of training and experience or a combina—
tion of experience and continuing education. LOtKE . A?p0AJIEYNILE

Sec. 08.69.080. DISCIPLINE, DENIAL, SUSPENSION, OR REVOCATION OF
A LICENSE. (@ The department»shall revoke or suspend the license of
a midwife, or the licensee may be reprimanded, censured, or disciplined
if the department findB after a hearing that

(1) the midwife has obtained or attempted to obtain a license
under this chapter by fraud or deceit;

(2) the licensed midwife has wilfully violated a provision
of this chapter;

(3 fthe licensed midwife hts engaged 1in unprofessional
conduct; or *?)

-A- CSSSHB 11 (HESS)
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(A) ~the Jlicensed midwife has engaged in intentional or

negligent conduct that results in a significant risk to the health or

safety of a client or that results in injury to a client. *7")

0
) The department._shall afford a midwife whose license has been

denied or revoked the opportunity to have the license reinstated by

demonstrating ability to resume the competent practice of midwifery

with reasonable skill and safety.

Sec. 08.69.090. SCOPE OF PRACTICE. (@) A midwife licensed under

this chapter may perform functions within the scope of practice. The

10

=

13

14

15

16

23

24

25

26

27

28

29

scope of practice for

@
care;
(2) preparation and management of the delivery site and
lying-in area?
(3 management of the birth process and delivery of the
infant;
(A) clamping and severing the umbilical cord;
(5) delivery of the placenta, with anti-hemorrhage tech—
niques ;
(6) recognition of an -mergency labor or delivery situation
involving the mother or infant;
(7) emergency procedures for asphyxiation, convulsions,
malformation, and infectious diseases of the newborn;
(8) administration of preventive prophylaxis for ophthalmia
neonatorum;
(9 postnatal care of mother and infant;
(10) suturing;
(11) routine laboratory investigation for norma] prenatal
care.

licensed micjwives
r,\elzggé)nbiﬁén ent{ng]r\égn%(nQyngDd management of prenatal

includes

CSSSHB 11 (HESS)
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(b) In a nedical emergency the scope of practice, to the extent
needed for the emergency includes
(€H) intramuscular injections for maternal hemorrhage;
(2) penetration of human tissue for emergency episiotomy,
repair, and severing the umbilical cord;
(3) oxygen use.

(©) (The department?shall designate the medications, therapeutic
agents, and techniques v-hich a licensed midwife is authorized to admin—
ister and the circumstances under which those medications, therapeutic
agents, and techniques may be administered.”™ /\

Sec. 08.69.100. INFORMED CONSENT FORM. (&) The department?shall
develop an informed consent form which the Ulicensed midwife shall
provide for clients at their initial meeting. The form will describe
the licensed midwife"s A,

(1) philosophy of practice;

(2) education and training;

(3) experience;

(4) services and fees;

(5) procedures for meeting medical emergencies.

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

Sec. 08.69.110.  STATISTICS. (@ The department®shall determine
the 1information concerning the practice of midwifery which must be
collected and retained. ThiG information is subject to audit by the
department. The information is required to be retained in statistical
form and shall 1include

(1) infections;
(2) hemorrhage;
-6- CSSSHB 11 (HESS)
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(3 hospital transfers;

(4) malpresentations;

(5) normal deliveries;

(6) ~absence of physical examinations performed by a physi—
cian and the reason examinations were not performed. ? %
— >(b) The statistical information required shall be ~iled with the
department*?every (iwt)months on a form prescribed by the department.

fSec. 08.69.120. MEDICAL HISTORIES. (@) The department”shall

require licensed midwives to maintain a comprehensive medical and
obstetrical history cf each client. The history shall include

(1) the mother®"s name and address;

(2) the mother"s date of birth;

(3) the mother®s gravidity and parity;

(4 progress in pregnancy, including routine laboratory
investigation;

(5) progress of mother and infant in labor and delivery;

(6) characteristics of placental delivery and cessation of
bleeding of mother;

(7) APGAR administered to infant;

®) immediate postpartum progress of mother and infant;

(9 genera] health of mother and infant at the time the
midwife services terminate;?)

«10) othe»-infowiMdjkHimmquired by Linj™llepdTtHFeITC.

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

as a midwife under this chapter must

((1) ensure that 1if reasonably possible before the onset of

labor the mother has received a general physical examination by a
. .. 0
physician or a nurse midwife; , )

(2) recommend that the mother be transferred to the care of

-7- CSSSHB 11 (HESS)
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a physician i1f a medical emergency is indicated; and

(©) have transportation reasonably available during
and delivery to transfer the mother to a hospital or physician if a
medical emergency requires it.

Sec. 08.69.1A0. POSSESSION OF DRUGS. A licensed midwife may
possess and administ tX in accordance with a prescription from a consult—
ing ("Sys-irSha”gents used to stop maternal hemorrhage, oxygen, and
antibiotic eye drops.

Sec. 08.69.150. MIDWIFE APPRENTICESHIP. (@ A person may com—
plete a midwifery apprenticeship by observing and assisting in the
management and care of the mother and infant in at leas”-SO 1births. In
the course of(”~)of those births, the apprentice must assume primary
responsibility, under the supervision and observation of the sponsor,
for the prenatal, intrapartal, and postpartal management and care of
the mother a.id child. ( A person undertaking a midwifery apprenticeship
sha 1 register with the departmen{E%t the beginning of the apprentice—
ship. )

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

Sec. 08.69.160. DEFINITIONS. In this chapter

(1) “department'™means the Department of Commerce and Eco—
nomic Development;

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

(3 "normal childbirth™ means a normal physiological state
of health in which the expectant mother is in a stable condition with-

-8- CSSSHB 11 (HESS)
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H Alaska State Legislature

Senate Committee on State Affairs
Vic Fischer, Chairman « Pouch V « Junesu, Alaska 99811 * (907)465-4954

Official Business

March 3, 1982 I

Kathleen Stier \ "
Box 1136 “-
Homer, Alaska 99603

Dear Kathleen:

Thank you for your eloquent and compassionate letter regarding midwifery
in general and House Bill 11 in particular.

I am enclosing a copy of Senate Bill 747. House Bill 11 has been replaced
with a Sponsor Substitute identical to SB 747. | believe this legislation
addresses the concerns expressed in your letter.

The complexity and awkwardness of the bill you sent resulted from attempts
to assure midwives were not regulated by the medical or nursing board
and to avoid establishing a costly new regulatory body.

I was asked to introduce SB 747 by midwives and consumers after HB 11
sponsors became convinced a self-regulating board of midwifery was the
only reasonable way to go under current practice and law.

HB 11 will be heard before the House Finance Committee tommorrow. When
it passes it goes to the floor of the House for a full vote. SB 747
will be scheduled before the Senate HESS Committee, chaired by Senator
Charlie Parr, within the month.

The money needed to establish and operate the board will be a major
stumbling block for this legislation. The first controversy will be
over dollars. The next will be, of course, hostility of other health
care providers towards lay or empirical midwives.

I would appreciate it greatly if you would send your comments on this
legislation and solicit input from your acquaintenances and clients. |1
am working clc-rely with Representatives Vaska and Rogers and will share
any information or correspondence with them. ~

Thanks again and please keep in touch.

Best regards, /

I -

Senator Vic ticcher

cc: Representative Vaska
Representative Rogers

Senator Parr



9Ka,. Ptwi - .

--0N o\ Us~ / i Jtlout  Cl Abv~ox.
pL Ok JXnXX. XX1, djIX p~.
KW JJBH OUsr"aA4
V fanrd _ sogsic M'IC In-er" [ Ifincxo3zerr
XS UOpkTAY— «JL. Xzsry*r~ rzfchex AL yE<Ar  yuowac- XxtdL, . &S)eEsnvi - AUoMATUANIU-
| 5 o X&UILX, SNVMEC qumdioQ v xaus? Lo . A& y L
\/AL _ IUnZtux_
+&Our
JXudv - SEXNX* d£uJz&”",  JLUXEy?,,-Xh’-ZEX\Ji, [~inrtstuzA Sr
\JVAXr. N cgigcuu—"t 3*ric/  YgaXssl,_, ACoXchiryiXjUo..
SkdJL.
o™ *o<r* /Caj
«PTEr

dip [U M- Si-937M e Cirl>™ dMA/AR\CA. 99S07






March 12, 1982 -2- Senate Bill 747

When | o ened mygractrce in Homer, in 1968, | .occasionally

Woul cal ed a cabin or an isolated frshrng site to do,
r he Ip with, a delivery. Ovey the years | have  had occasion

to do deliverigs in cabins, a fishing boat, an airplane, a

winnebago, and a pick-up truck

om

Initially myh e deIrverg experrence Was attendrnq emergenc
births in uhexpected situatjon However, the las year

| have done hetween gne and four planned home births a Year

on carefully selected low-risk patiepts. | have never lost an
Infant in home delivery, nor have | had an untold event or
Perro sly distressed rntant. I attrrbute éhrs somewhat to good
ack, but mostly tq caretul, preﬁaratron and unrepentant cowardice
on mygart | insist that anhy home birth | attend immediately
move to the hospital with the slrgh est sign of complrcatron
and that | will “only do a ome b_rrt wh(en hgre are no known
risk factors. For “every home birth | do,| decline at least
two others because [ feel the risk is too great.

I feel that home delrverres can be safe. | can attest that a
home |rth |?] one of the most enc antrng and rewar Ing of
medical and uman experiences. They alSo tend to be quite
fattenin é Et It is a rare home birth, rndeed, that IS
not acco anre an |nord|nate amount of goodies to sustain
blrtHpsysrcran and rieaccomprces aAong the“way. | like home

and hope to keep on doing t
Although | have been willing to do home births on selected

eoPIe, | by no means do the majorrty of home births in our area.
ost are dona b¥ a varretoy midwives of different skills.
Some of whom | Tespect mdre than others, and none of whom |
eel are really safe.
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el they are angerous dilettantes, who cause great
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Peo li have the rrght to seek health care as they would, free
interference rm an rson or agencg It"is one thrn
When a consentrnr};]S ult d ecr es on a cours o action which
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be hazardous to health and well- berngf It 1S another mat)er
when an infant, who has no say and no defense, is placed in
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t uld ever bhe enacted to force
ne to seek medical attention, or to force a person into
uation aga|nst their HI Yet am bothered by the
Who Speaks for th 0r should anKone° Where” do

yhts of an infant lie? "Do parents avethe Hﬁht to

their unborn child's life and well-bein
ne between enaononal needs o

nysical needs of the child?
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David and Penelope Schneider
Box 424
Homer, Alaska 99603

March 17, 1982

Dear

In reference to Senate Bill 747 "An Act Relating to
Midwifery" we, David and Penelope .Schneider, would like to en-
courage you to support its passage. We feel this proposal
is a progressive step in giving parents responsibility of their
health care in the' natural birth process. W also feel our
supportive position of this act reflects the wants and needs of
our peers in Homer and in many communities around Alaska and
mthe United States as well.

Our personal experience as parents of two children born in
Alaska, one child in the hospital with a medical doctor and
the second in our home with a lay midwife, has made us see the
need for having midwivesavailable in all communities for
those of us who choose to care for ourselves with the assistance
of these fine ladies. The quality of care in terms of education,
intimacy and the allowance of the natural birth process is uncom-
parable for we who relate to life in this gentle way.

The provisions in the bill for the "Board of Midwifery" for
maintaining competent midwives is adequate and receives our
support for any tax dollars needed.

The issue is essentially this: we people who want home
births will have them; we want to be legal and have our lay

midwives in attendance. It is ourright. It is fact that the
"professionals” have the money and power to loby against this
bill, it is in their financial interest.

Please accept our most sincere support in Senate Bill 747
and allow our lives to be enriched in its beginnings.

Sincprelv,



American
Academy of
Pediatrics

At?ﬁ%gpter

Chairman

Marian T. Wilt, M.D.
3300 Providence Drive
Anchorage, 99504
907/279-6461

March 10, 1982

Health, Education & Social Services Committee
State Legislature

Dear Sirs:

The Alaska Chapter of the Academy of Pediatrics feels obligated

to comment on Senate Bill #747, an Act entitled, " An Act

Relating to Midwifery". In this Act, there is an apparent attempt
to license midwives, however, in reading the Act, it becomes clear
that it is also the attempt to license "lay" midwives. That is,
this Act would Iegfltlmlze the attendance of birth by people who
have had no formal medical training, which is quite clear when
the rqulrements which this Act would establish for licensure are
reviewed.

The Health, Education & Social Services Committee should be aware
of several factors which are important con3|der|n? a bill such as
this. The impetus for such licensure seems clearly related to the
|ncreas|nﬁ ﬁopularlty of home births. Although, programs for

home birth have been established in other areas of the country and
also in the world, these programs are always coordinated with™ti >
established medical services in the area. First of all, well
trained, licensed medical professionals (either physicians or
certified midwives) are in attendance at these births and secondly,
there is a good cooperative system established with the hospitals
and ambulance services in the area to insure that unexPecte
comﬁllcatlons can be quickly and adequately handled. In Alaska,
neither of these conditions exist. This IS not to say that sometime
in the future, a more favorable environment for considering home
births might not exist, but this is certainly not the case today.

The Alaska Chapter of the Academy of Pediatrics strongly urges you

to reject further consideration of this Act which we feel would be
contrary to the interests of newhorn infants and children in Alaska.

Sincerely,

Marian Witt, M.D.
MW/sgw



PAUL L. ENEBOE. M.D.
A Professional Corporation

p.0 00X 194
HOMER. ALASKA 99603

Telephone 235 8586

March 2, 1982

Senator Vic Fischer
Alaska State Senate
Juneau, Alaska 99811

Dear Senator Fischer:
Greetings from Homer!
It has recently come to mr attentlon that you . are sponsorlng
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manper.  Our mo th ers and babies deserve the best. Let us not
legislate Iess th n that.
Yours,
fV\CsAM L&u. i ( w
Mary Lou Kelsey, Certlfled Nurse Midwife
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~Statistics For

Total Births

Single Mothers

Non-Farm Residents
First-Time Mothers

Doctor present at home birth
with midwife delivering
Doctor deliveries at home, hospital.
or Farm Maternity Clinic (FMC)
Delivered at home

Delivered at FMC

Delivered at hospital, by doctor
0" midwife

Vertex presentation

Face up presentation

Brow presentation

Breech Presentation

Footling Presentation
Tranverse lie presentation
C-Sections

Forcep dePveries

Birth with anesthesia

Induced Deliveries

Death in utero (Pitocin 1V)
Mild pre-eclampsia (snorted
pitocin at FMC)

Early rupture of membranes
(used pitocin)

Castor oil

Breeches

Home

FMC

Hospital

By C-Section

With anesthesia

Without anesthesia

Frank breeches

Footling breeches

Complete breeches

With episiotomy

With tear

Without episiotomy or tear
First-time mothers

Mothers over 30

Average weight breech baby
Largest breech bahy
Premature and breech
External versions breech to vertex

Premature (at least 4 weeks)
Home

Hospital

FMC

Doctor deliveries at home
Breech

Prolonged second stage
Twins

Pudental block
Pre-eclampsia, indi ced
Other1
Reasons for transfer to FMC
Breech

Suspected breech

Twins

Vv

1200 Births Managed By The Farm Midwives
October 8, 1970 to July 20, 1980

1200
175
551
520

48

10
1096
49

5%
1108
16

3

42

9

2

22

5

24

21
4

1

4
12

42

10
17
IS
2
3
39

30
0

9 0z.
601.

14.6%
, 6%

43%

4%

5.8%
91.3%
4.1%
4.6%
92.3%
1.3%

3.5%

1.8%

1.9%
1.7%

3.5%

3%

1.3%

4.1%

Suspected twins

Suspected premature

Mild pre-eclampsia (induced)
Uterine infection

Premature separation of placenta
Flu *
Mother's choice

Fetal stress

Video

Mother anemic

Mother thin

Mother handicapped
Prolonged first stage

Reasons for transfer to hospital
Breech

Pre-eclampsia

Abruptio placenta previa

Marginal placenta previa

Cephalo pelvic disproportion
Prolapsed cord

Mother had infection

Mother had previous ut'-'ine surgery
Mother had previous C-Section
Mother had previous C-Section
baby delivered naturally

Fetal distress

Prolonged second st;;, -

Suspected multiple t'.estation
Mother had fever in labor
Premature

Death in utero

Anencephalic baby

Failure to progress, with

meconium staining

Failure to ?rogress, with premature
rupture of membranes

Other2

Complications of Pregnancy

Polyhydramnios

High-blood pressure
Pre-eclampsia

Endometriosis

Bleeding during pregnancy
Glucose in urine

Anemic, iron therapy did not work
Severe edema

Toxemia

Severe va icose veins

Kidney inlection

Incompetent cervix

Uterine infection

Previous uterine surgery
Infection

Placental insufficiency

Hernia

Malnutrition

Parasites in mother, treatment
postponed because of pregnancy

Other Maternal Conditions

of Pregnancy

Congenital epidermolysis bullosa
Congenital epidermolysis bullor

and handicapped
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Wales 1 Guatemala
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1 New Zealand
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5.5%
3.3%

1.3%*
1%

5%

2.3%

Germany
Australia

congenita] disease

closed fontenals and sutures

thopIastjc femur

phocomelia

Down's Syndrome

Birth Injuries .

broken arm

cephalohematoma %

prieumomediosternum

Prolonged Second Stage (3+ hours) i%
1
ls

delivered at home
delivered at hospital

Shoulder Dystocia

Biggest baby %]]
Smallest living baby

Oldest mother

Youngest mother
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99.9%

Footnotes
1. One was our midwife at our Wisconsin Farm. There was no other
midwife available. Two Mennonite ladies from our area were delivered
by our doctor. Now they are delivered by our midwives.
2. Normal term delivery by midwife. The doctor w*nted it done in a
hospital because of drugs he had given earlier to stop premature labor
3. Many hospitals and clinics would not include in their statistics tho'C
cases which were transferred to another institution. Of the 1145 babus
delivered at home or in the FMC, there were 9 perinatal deaths, arate of
.79% (3 fetal deaths and 6 neonatal deaths, 2 of which were lethal
congenital defects.)
4. Perinatal Mortality was calculated as the sum of neonatal deaths
(those babies living up to 7 days greater or equal to 500 grams) and the
number of fetal deaths (greater tnan or equal to 500 grams) divided by
the sum of live born and fetal deaths.

Ladies of other countries or cultures delivered by Farm Midwives

11
1

Penabscot Nation
Mennonite

2 Puerto Rico 4 Holland
2 ltaly 1 Mozambique



REVISED POSITION PAPER
SENATE BILL NO. 747

"An Act relating to midwifery."
WHAT THE BILL DOES

This bill creates an examining and ||cen5|nq_ Board of Midwifery and estab-
lishes criteria to be used in issuing such licenses. However,” since a license
would not be required to practice midwifery, it would create three levels of
midwifery care: (a) certified nurse (under 12 AAC 44.400), (b) licensed
midwife,” and (c) unlicensed midwife.

DISCUSSION

Historical Background - Alaska, like many states, had existing policies and
procedures concerning lay-midwifery practice in the early part of this
century. Before W|desPread availability of medical facilities, adequate
transportation and professional providers, this Department promoted training
for birth attendants in remote village areas through maternal and child
health nurse consultants. In 1968, specific training was discontinued because
of the establishment of the Community Health Aide training grogram. by the
Alaska Native Health Service. This ro?ram emphasizes the Community” Health
Aide's collaborative relationship with the Alaska Native Health physicians,
which has resulted in movm(% the vast majority of village home births to
the protected environment of hospitals.

Current Situation - While it is difficult to summarize the states' laws
In this area, it can be stated that 13 states have licensure statutes for
lay midwives. Some of these, while remaining on the books, are not oper-
ational in terms of issuance of new licenses. Of the remaining 37 states,
aRproxlmately_S have statutes which prohibit practice of lay midwifery.
This information is summarized from a survey of states' laws printed n
Mothering, Fall 1981, p. 63, There are three states (Washington, South
Carolina, and New Hampshire) that have passed legislation within the last
year dealln% with this issue. These states have established mldW|fer¥ _
regulatory oards which have the authority to establish licensure criteria
and procedures. Typically, these boards ‘include physician(s), certified
nurse midwives and “consumers in addition to lay midwives.

Problem areas of this bill - Assisting withchildbirth is bothanart and
a science. In most instances the process proceeds to a normal outcome with
nothing more than artful support and non-intervention. In some instances,
however, the process requires utmost scientific knowledge and skill.  Since
it is not possible to know in advance which cases will Tequire this higher
level of care, it is in the best interest of Alaska's citizens to require
quality care In as many births as possible. The licensure criteria in this
bill are simply not adequate to assure thatthe licensee would have the
judgment needed to recognize and refer the problem cases.

These deficiencies are in both formal education and in practical supervised

traininy and experience. A reguwe_d period of 9 months of formal training

and participation in at least 60 births have been suggested b¥ the National

I}/I()lgwblvetshAssomatlon. The Washington law calls for 3 years of training and
irths.



B No. 747
Page 2

This Department has recently been appraised of the problem that lay mid-
wives ore having in getting prenatal blood tests performed. AS 18.15.150
currently addresses the legal issues in this matter. This bill (p. 5,

line 28) will solve this problem only for the licensed midwife. This illus-
trates a much larger problem - that of the collaborative relationship between
a lay midwife and a physician to whom any problems would be referred. This
relationship is required for physician's assistants and for certified nurse
inidwives. Once a woman in labor develops a problem requiring referral there
is not sufficient time to start searching for a physician with whom to consult
One of the basic tenents of midwifery practice is to handle only normal or
low risk clients. This risk assessment can best be approached through a
collaborative relationship with a physician. The collaborating physician
should be protected by statute from liability related to the care of a client
not directly under his supervision.

POSITION

This Department is opposed to passage of this bill as written. Inclusion
of requirements for formal as well as practical training and a requirement
for a collaborative relationship with a licensed physician are essential
features. In addition to the Board members stated in Sec. 08.69.030(a),
there should be a licensed physician who is a practicing obstetrician and
a certified nurse midwife. Any contemplated legislation should include
requirements for these practitioners to comply with AS 18.15.150 and AS
18.15.RUG regarding prenatal blood work and newborn metabolic testing
respecti vely.

Kecoinmenred by:
T. S. Kabeau\ M.D., Director
D ision of Public Health

Date:

Approved by:
Helen D. Beirne, Commissioner!
Department of Health and
Social Services

Date: 3 = Pa.



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL MOTE

W&esolutlon No. . Senate Bill No. 747 (Revised)

itle  "An Act relating,to midwifery.®
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603 ILAND & STRUCTURES 0 0 0 0 0 0
700 GRANTS,CLAIMS,ETC. (T 0 0 0 0 0
TOTAL 0 0 0 0 0 0
FUNDING (Thousands of Dollars)
GENERAL FUND . I'T 0 0 0 0 0
FEDERAL FUNDS '0 “0 ' 0 0 0 0
OTHER (Specify Source) (! a ~0 0 (T 0
POSITIONS
FULL TIME 0 ... 0 0 0 0
PART TIME B U 0 0~ 0 T 0
TEMPORARY N 0 1) () 0 0

[I1. ANALYSIS (See Fiscal Note Preparation Instruction, Section [I1)
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BY THE HEALTH, EDUCATION AND
1 IN THE SENATE | SOCIAL SERVICES COMMITTEE
2 CS FOR SENATE BILL NO. 747 (HESS)
3 IN THE LEGISLATURE OF THE STATE OF ALASKA
4 TWELFTH LEGISLATURE - SECOND SESSION

5 A BILL
6 For an Act entitled: "An Act relating to midwifery."

7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

8 * Section 1. FINDINGS AND INTENT. The legislature recognizes the unique
9 physical andemotional aspects of childbirth, and the need to protect and
10 enhance the religious, cultural, and individual freedoms in the manner,

I setting, and cost of childbirth. The legislature finds that the traditional
D and cultural use of midwives continues and that the demand for midwifery
3 service is increasing in Alaska without adequate regulation and licensure.
4 Therefore, tt  legislature intends that midwifery beregulated in the public
5 interest to assure that users of midwifery services are aware ofthe com-
16 petency levels of their health care providers, and that licensing of midwives
I does not remove from the parents the responsibility for choosing where, when,
18 how, and with whom to deliver Lheir babies.

19 Sec. 2. AS 08.01.010 is amended by adding a new paragraph to read:
0 (24) Board of Midwifery.
2 = Sec. 3. AS 08.03.010(c) is amended by adding a new paragraph to read:
2 (21) Board of Midwifery (AS 08.69.030) -- June 30, 1987.
22 % Sec. 4. AS 08 is amended by adding a new chapter to read:
2 CHAPTER 69. MIDWIFERY,
25 Sec. 08.69.010. MIDWIFE PRACTICE. (a) A person who practices as
2 a licensed midwife shall obtain a [*ense as provided in this chapter
2 and shall practice midwifery in « cordance with this chapter.
28 (b) / |§Idth/ir\g in thjys sectio'\" prohibits \the practice of midwifery in
8 the state" without a, license.
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