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In addition to states in which definitive action has been
taken, there have been varying degrees of activity 1in other
states— as in Washington- directed toward developing a con—
temporary policy toward midwifery. In 1979, for example, the
Texas legislature passed a bill (H.S. 635) that provided for
the training and registration of midwives. The bill, however,
was vetoed by the governor.60 A bill introduced into the
California legislature in 1978 addressed a variety of 1issues
pertaining to professional midwives, including training, licen—
sure, reimbursement, and others. Although the bill (A.B. 1896),
as ultimately enacted, made no reference to midwifery, the
legislature recommended that training programs be mounted as
demonstration projects under an existing authority.6” At pre—
sent, the rules and standards governing these projects are
proceeding slowly through the state®s administrative machinery.

The absence of a recognized and credible professional
structure in terms of educational requirements, leadership
organization, and governmental recognition has meant that mid—
wifery outside of nursing has come to be viewed in some quarters
as not having a part in the health system. Some- particularly
within the medical profession--view its appearance as a step
backwards to the days of the granny midwives. This negative
opinion is further compounded by the issue of home birth, for
it is in the home setting that most midwives offer their ser—
vices. As mentioned 1in the previous chapter, home birth is an
extremely emotional subject. Many are strongly opposed to it
despite the mounting body of evidence that it can be a safe
option for properly selected cases.

Because there has been little attempt to regulate or other —
wise monitor the practice of midwifery outside of nursing, it
is impossible to estimate the number of midwives, their back-—
grounds, or the characteristics of their practice with a high

degree of accuracy. As for numbers, the only statement that we



can makv. it this time with any sense of confidence is that in
the U.S. today the number of midwives is at least equal to, and
probably greater than, the number of nurse-midwives- that 1is,
one thousand or more.

The characteristics and prcictice patterns of midwives vary.
Some are entirely self-taught, having done little more than
attending births periodically (with or without an experienced
partner) and reading a book or two on the birth process. These
are the real "lay midwives."” At the other end of the spectrunm
are those who have undergone several years of specialized

training, 1including structured theoretical preparation and

supervised clinical instruction. Washington®s licensed midwives
are generally among the latter group. In between lies a variety
of backgrounds and skills. Practice patterns also differ.

While some midwives conduct their activities completely separated
from other established maternity care resources, others have
developed working relationships with local providers (physicians,
hospitals, and clinics) that enable them to provide a higher
standard of care.

As we mentioned at the beginning of this report, it is
precisely because of this great variance in preparation and
practice that we have rejected the blanket reference of "lay
midwife"™ in describing all midwives other than nurse-midwives.
There are many, primarily the self-taught, to whom the term 1is
properly applied. In discussing those who must undergo rigorous
training and licensure requirements, however, the term can be
misleading, inappropriate, and prejudicial.

In the following chapters, the focus will be on those
broad policy issues which the legislature will have to address

in reviewing the state®"s existing midwifery statute.



Chapter 111

MIDWIFERY:  THE POLICY QUESTIONS

General Perspective

This inquiry was undertaken to assist in the current legis—
lative deliberations over the present state law which recognizes
the practice of midwives other than nurse-midwives. It should be
stated that our understanding was that the existing statutory
authority would be continued in one form or another. This report
has been based on that premise.

That midwives can be trained to deliver a high standard of
maternity care without the prerequisite of a nursing education
has been amply demonstrated over many years in Europe and else—
where. Moreover it is a reality that has been recognized in the
leadership circles of American nurse—midwives.62 Regardless of
the type of educational preparation, however, the key element is
that midwives are accepted by the health community and have ready
access to all of the services necessary to the proper care of
pregnant women and infants. Otherwise, the standard of service
provided by midwives will be less than optimal no matter how
excellent their training may be. This point bears special
emphasis. In our view, the underlying issues in the current
midwifery debate have more to do with psychological acceptance
than with the feasibility of establishing a regulatory program
that will produce competent midwives.

As stated above, this 1inquiry was conducted on the assump—
tion that the state would continue to recognize the practice of
midwives outside oC nursing. Nevertheless, some believe that
to do so is neither necessary nor relevant to the maternity
needs of the population. Their views are not without merit.

The main argument is that the conditions which gave rise to

the midwifery statutes of the early 1900s- that is, the paucity



of qualified practitioners and other medical resources- no
longer exist. This 1i1s undeniably true. Further, 1in the context
of the controversy over obstetrical policies and practices, those
who advocate repea] of the 1917 statute state that the health
system is responding to the various demands for change. Hospitals
are adopting more flexible and permissive policies, for example,
birthing rooms, early discharge, family participating, and allow—
ance for natural childbirth. The appearance of birth centers
has increased opportunities for out-of-hospital birth. Indeed,
the development of nurse-midwifery itself has expanded the choices
available to prospective parents both in and outside of hospitals.
It can be reasonably argued, therefore, that the established
health care system is capable of meeting both the medical and
personal needs of most families. To permit the practice of a
second category of midwife, some contend, would fragment the
delivery of maternity services and confuse the public.
On the other hand, should the existing statute be repealed
or midwifery (other than nurse-midwifery) held to be 1illegal,
persons active 1in the provision of non-traditional birth services
may "go underground"” and practice outside the law. Such persons
would thus be lost to any attempts to ensure an acceptable level
of competence. This is a very real concern to public officials
in states where there 1is an active alternative childbirth movement.
The basic issues have to do with public safety and enforce —
ment. As suggested 1in the discussion of home birth, it is fairly
clear that- regardless of state law or medical custom- people
will, 1if they so choose, seek and obtain unconventional birth
services. Some fear that, without the regulatory mechanism for
midwives, expectant mothers wishing to depart from traditional
practices will be at a disadvantage 1in assessing the qualifica—
tions of those offering to assist them. The danger 1is that
such women could fall victim to incompetent or unscrupulous
practitioners with potentially disastrous consequences. As
shown previously in Table 3 (see p. 15), approximately 20 percent
of birthsoccurring outside of hospitals were attended by unlicensed

individuals. Had there not been licensed midwives active 1iIn this



state, it is probable that this percentage would have been higher.

On the question of enforcement, no matter what stance the
legislature ultimately takes on midwifery, the state will never
be able to effectively bar the provision of birth services by
persons acting outside of the law. This 1is due to the relative
infrequency of life-threatening complications and the fact that
birth can take place in the privacy of a home. As one observer
of childbirth and the law has noted, "The law is outcome
oriented. Unless something goes wrong, the law is not likely
to affect anything that people do in our society."63 Moreover,
the experience of the a. ternative childbirth movement suggests
that parents who select home birth or non-traditional birth
attendants will not bring suit in the event of an undesirable,
or even tragic outcome. When prosecution does take place, it
appears to be initiated at the urging of the local medical
profession.:. In view of this inability to effectively police
the activities of birth attendants operating outside of the
law, some argue that the state- by allowing for the practice
of licensed midwives— would provide greater access to
properly trained practitioners. The advantage seen here 1is
to reduce the necessity for some parents to seek out individuals
with uncertain credentials in order to have a birth experience
that cannot be accommodated by the established health system.

In addition to the issues of public safety and enforcement,
there are some who would urge the continuation and expansion
of midwifery practice on the grounds that it could reduce the
costs of maternity care. It is argued that midwives, by rea-—
son of their degree of training, 1income expectations, non—
interventionist orientation, and willingness to practice 1in
non-traditional settings, would offer a less costly alternative
to hospital-based medical obstetrics. This view, for example,
is hold in some anari-prs of the third—onrhy insurance indust.ry
in Washington. Others contend that the lower charges of mid—
wives will 1introduce a competitive force that may exert a

moderating influence on physician and hospital charges.



At present, it is not possible to determine clearly the
impact of midwifery on the cost of maternity care. In the
Seattle area, licensed midwives are currently charging
approximately $500 for complete maternity care. This compared
with combined, average physician an hospital charges of around
$1,600 for normal maternity care. These figures, however,
do not tell the whole story. For one thing, a certain propor—
tion of clients handled by midwives will develop complications
that require referral to physicians or hospitals, or both,
depending on the nature of the condition. The extent of such
referrals is not known. Second, if third-party 1insurance
coverage of midwifery services becomes generally available,
it is probable that the fees of midwives will rise to some
extent, since the incentive to restrain fee increases will
be lessened when clients no longer have to bear the full
economic costs of care. The product of both these factors
will be to lessen the differential between the costs of mid—
wifery services and the costs of maternity care offered by

other providers.

Turning to the task of presenting strategies aimed at
preserving the practice of midwives other than nurse-midwives,
three alternatives may be considered. These are: (1) to
take no action, (2) to amend the current statute maintaining
its focus independent of nursing, and (3) combine 1in a single
statute the regulatory provisions governing the practice of

nurse-midwives and their counterparts outside of nursing.



Maintaining the Current Licensing Authority

There may be some benefit in delaying- for a time- any
substantive change 1in the present licensing authority. There
has been, after all, a great deal of activity without the
assistance of legislative direction.

The provisions of 18.50 RCW are clearly outdated. Never —
theless, the Department of Licensing appears to have proceeded
cautiously and prudently in the development of examinations
that reflect modern obstetrical knowledge and standards and
in the selection of suitable candidates for licensure. The
Department has also secured professional consultation and
assistance 1in various aspects of policy determination. In
addition, there has been no evidence of incompetence or harm-—
ful practices by midwives licensed under the existing law.

Hence, 1t seems that the existing statute has not presented
a threat to public safety, the protection of which 1is the main
purpose of all occupational credentialing provisions.

Apart from the operational aspects of the law itself,
there has been movement in other areas that will influence the
direction of public policy on midwifery. With varying degrees
of success, licensed midwives have attempted to forge lines of
communication and establish relationships with other groups with
a role in maternity care: physicians, nurse-midwives, hospitals,
third-party insurers and others. The Seattle Midwifery School,
established in 1978, has been continually assessing and revising
its curriculum and admission policies in order to promote high
standards of performance among 1its graduates. The several
legislative hearings on the subject of midwifery licensure have
broadened the scope of the public debate in Washington. Finally,
the actions of other states will no doubt add understanding and
insight into an area of social policy in which there has been

little precedent in this country.
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The main advantage of delaying any specific ation 1is to
capitalize on events in this state and elsewhere that will facili—
tate the development of a public consensus of midwifery independent
of nursing. The principal disadvantage of maintaining the current
law is that, 1in a number of important areas, the statute 1is either
vague or altogether silent. This could, under certain circum—
stances, jeopardize the progress that has been made in administering
the law and the prospects for a sensible and credible successor
to 18.50 RCW. The various shortcomings of the present law are

detailed immediately below 1in discussing amendments to the statute.

Amending the Law

If the state is to continue to sanction the practice of mid—
wifery independent of nursing, there are several arguments for
revising the statute sooner rather than later. That the adminis—
tration of 18.50 RCW appears to be functioning smoothly 1is due
to the actions of responsible state officials and the voluntary
cooperation of licensed midwives, nurse-midwives, physicians,
and other concerned individuals. This favorable climate could
change at any time as a result of a change in leadership 1in the
Department of Licensing, an election, a legal challenge, or
controversy that strains professional relationships. A new
midwifery statute would establish responsibilities, procedures,
and lines of authority that would be much less vulnerable to such
unpredictable events.

In view of the many advances 1in maternity care since 1917,

a desirable consequence of amending 18.50 RCW would be the
opportunity to develop a definition of the scope of midwifery
practice in keeping with contemporary knowledge and practices.

Revising the midwifery law would focus much needed attention

on educational preparation and the standards for midwifery training



programs. These topics are barely dealt with by the current law
which specifies only subject areas to be covered by the licensing
examination and a fourteen month minimum duration of training.
At present, the Department of Licensing has neither the
authority nor the resources to develop standards for training.
While the Seattle Midwifery School has sought assistance from
many sources 1in designing 1its program, it has been operating
with no explicit guidelines encompassing the state®s minimum
expectations. Some believe that the School®"s current progranm
is deficient in several areas- for example, hospital experience-
that are necessary in the preparation of competent practitioners.
Developing a new midwifery statute would address another
major weakness of the current law, namely, the absence of a
professional body that would monitor- administration of the
law and the practice of midwifery itself. Common to other
professions (e.g., boards of nursing, medical examiners), these
statutory bodies can exercise responsibilities in the areas
of education, discipline, the granting and renewal of licenses,
special investigations, and liaison with other professional
boards. Apart from the pooling of knowledge and insight 1in
the performance of specific statutory duties, a major con—
tribution of formally constituted midwifery body would be to
lend respect and credibility to the credentialing process,
and hence to the midwives themselves. This 1is particularly
important with respect to the institutions and professional
groups upon whose cooperation the success of midwifery
practice will be in no small way dependent. For example,
hospital officials and medical staffs have been reluctant to
permit licensed midwives either to attend or simply accompany
their clients when hospitalization becomes necessary. They have
also been unwilling to commit any resources to the provision
of supervised clinical instruction to stud nt midwives. Similar

reservations have been expressed by individual physicians, third-



party insurers, nurse-midwives, and others 1involved in maternity
care. This hesitation is indeed understandable given that mid—
wifery outside of nursing is unfamiliar to the health establish—
ment and 1is lacking in definition, accepted standards of education
and practice, and an organized, respected leadership component.
Under a new midwifery statute, the establishment of a strong and
visible regulatory body that will address the various areas of
concern may do much to resolve the doubts and to open channels

of communication that would otherwise remain closed.

In sum, the principal advantages of restructuring the pre—
sent midwifery statute are to ensure the stability and integrity
of the administrative process, to add specificity and definition
in areas where they are needed, and to establish a credible
regulatory authority that will both oversee and guide developments
in midwifery in a manner that balances professional and public

interests.

A Combined Midwifery Statute

There may be some advantage 1in considering a statute that
provides a unified regulatory structure for both nurse-midwives
and midwives outside of the nursing profession. As suggested
by the earlier discussion of Europe, where individuals can qualify
as professional midwives with and without basic nurse training,
the distinction between the two groups may be artificial.

Indeed, the term "nurse-midwife" appears unique to this country.
The key factor is the level of training and expectations. When
individuals can obtain equivalent competence through educa—
tional programs built upon nursing or separate from it, and when
they are expected to perform the same functions, a single
regulatory structure would appear to make sense. It could

strengthen the state®"s oversight capacity in this occupational



category and minimize any confusion among the public as to who
is and is no. qualified to practice midwifery.

IfT the state is interested in advancing the practice of
midwifery, a single regulatory apparatus may be useful. As
mentioned earlier, there appear to be a positive professional
relationship and common interests among practicing nurse-
midwives and licensed midwives 1in this state. A combined
midwifery statute might further focus and reinforce the efforts
of these practitioners and lead to the strengthening of mid—
wifery as a distinct component of maternity care in Washington.

The idea of a combined midwifery statute, however, may be
premature at this time, given the current stage of development
and acceptance of midwifery outside of nursing. The task of
amending the existing law will probably be difficult enough
without also attempting to include nurse-midwives under a new
statute. Should midwifery, 1in general, become more firmly
established in this state over the next several years, perhaps

a combined statute would be more appropriate and feasible.

A New Midwifery Statute; The Critical Elements

Should the legislature decide to revise the current mid—
wifery licensure statute, attention will focus on four key areas.
These are the scope of practice (the activities a midwife may
legally perform), training requirements, the credentialing
process, and the relationship and degree of independence of
midwives vis-a-vis other practitioners (the medical profession
in particular).

In contemplating the proper public stance on these four
parameters, it might be helpful to view the possible policy
decisions as falling along a spectrum of minimum to maximum as
illustrated in Tabic 4. Together, these decisions will repre—
sent the state®"s attitude and expectations with respect to

midwifery outside of nursing.



MIN.

MAX.

Table 4

Scope of Educational Credentialing

Practice Requirements Process Independence

Prenatal care General None Direct supervision
Intrapartun 4 education

Postnatal " Registration Indirect supervision
Neonatal care Prior approval of patient

Family planning

Gynecol, care Comprehensive Certification Consultation agreement
Other midwifery

training Licensure
Refer emergent or
complicated cases

While each decision could be viewed separately, the scope
of practice will largely determine the others. From the per—
spective of sound regulatory policy, the task of decision-makers
is to match the requirements with the responsibilities. For
example, if midwives are to be allowed a full scope of practice,
it makes sense to require more rigorous education and credentialing
procedures. In this: instance, however, the arguments for requiring
midwives to work under the direction of other professionals become
less compelling. On the other hand, should midwives be restricted
to a narrow scope of activities, training and credentialing
requirements need not be as demanding. Under these circumstances,
there would be a greater need to ensure the input of more highly
skilled professionals so that all aspects of care are properly
provided for.

The failure to strike a proper balance between responsi —
bilities and requirements can have several consequences. If
requirements of the scope of practice are too lenient, midwives
may not obtain the knowledge and skills necessary to function
according to expected standards of performance. If requirements
are too strict, potential candidates may not come forward, or,
more important]v, they may decide to ignore the law altogether
and operate on their own with little chance of discovery or

prosecution* In both cases, the consequences of u poorly



designed regulatory apparatus will fall most heavily on the
mothers and babies whose health and well-being are at stake.
It is important, therefore, that- whether by statute or by
regulation- the decisions regarding midwifery be communicated
with as much precision as possible. This will minimize any
confusion or controversy that may arise in the administration
of a new law.

The following chapters contain a more detailed discussion
of the four major decision areas and several other topics
relevant to the examination of public policy on midwifery

outside of the nursing profession.



Chapter 1V

SCOPE OF PRACTICE

The term "scope of practice” refers to the various activities
and procedures that a practitioner 1is legally authorized to per—
form. Defining this range of activities is perhaps the central
element in the area of occupational regulation.

As mentioned in the previous chapter, there 1is a broad
spectrum of possibilities for specifying the scope of midwifery
practice. At the minimum, a midwife may be limited to providing
emotional support and general assistance during pregnancy and
birth. This would be tantamount to legitimizing "lay"” midwifery.
Moving beyond the minimum, midwifery can be defined broadly to
include a wide range of medical and non-medical skills applicable
to all stages of childbirth. It can be further extended to
encompass certain aspects of basic gynecological and family
planning services. This broad view is more in keeping with the
European concept of professional midwifery and also the philosophy
of American nurse-midwives. In all cases, it should be emphasized
again that the proper domain of midwifery 1is universally thought
to be the basically normal, uncomplicated pregnancy.

Discussed below are the various phases of maternal and
infant care and within each, the range of activities a midwife
may properly perform, assuming a broad or maximum scope of
practice (see Table 5, p-53). This comprehensive listing of
possible functions and responsibilities can serve as a basis upon
which the legislature pursues a definition of midwifery practice
that best reflects the needs and conditions in Washington at this

time.
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The Prenatal Period

The prenatal period refers to the period from conception
until the onset of labor. This period is important to the
development of the fetus and also includes the preparation of
the mother for childbirth and parenting. There 1is general agree—
ment among obstetrical care providers that consistent prenatal
care, averaging 12 visits during a pregnancy, contributes to
increased chances of survival of the fetus and consequently to
changes 1in infant mortality rates and to reductions 1in physical
defects and mental retardation exhibited by the infant.

During the prenatal period, the midwife assesses the
physical and psychosocial health of the pregnant woman and the
likelihood of a normal delivery of a healthy child. Women who
belong to various "high risk"” categories or who develop complica—
tions at any time during pregnancy are referred to specialists
for appropriate care and supervision.

The management of the pregnancy during the prenatal period
includes the monitoring of weight gain, supervision of diet, and
surveillance of physical vital signs and the collection and
interpretation of blood and urine samples, monitoring of fetal
growth and heart rate and intensive educational preparation of

the parents for the labor and birth of the child. Several

routine laboratory tests are also recommended during this period.
The information provided through regular testing and

periodic physical examination alerts the midwife to changes 1in

the progress of the pregnancy which may require the referral or

transfer of a woman to a physician specialist.

The Intrapartum Period

The intrapartum period refers to the period commonly known

as labor and Dbirth. During the intrapartum period, the midwife

may provide assistance to the woman through three stages: labor,



-50-

birth, and delivery of the placenta. The types of assistance
during these stages may involve coaching, observation and
assessment, intervention and manipulation, and administration of
anaesthetic or analgesicmedications under proper conditions.

Throughout labor a midwife will monitor the fetal heart
rate and fetal position and determine if the fetus 1is aligned
for the easiest, safest passage through the birth canal. During
the birth phase, the midwife can perform the physical manipula—
tions necessary to assist the emerging child. IfT needed, a
midwife may also perform and repair an episiotomy- the cutting
of the perineum to increase the diameter of the vagina through
which the head of the newborn infant must pass. Episiotomies
require the use of a local anesthetic for the comfort of the
mother. As regards general pain medications (i.e., analgesics)
which are widely used in obstetrical practice, midwives usually
prefer to manage labor without them, substituting breathing and
relaxation techniques for pain-killing medications. Finally,
during delivery of the placenta following the birth, the con-—
traction and involution process undergone by the uterus is
monitored, and the placenta is examined upon expulsion. If
necessary, oxytocic, antihemorrhagic medications may De used to
hasten this stage of childbirth and control minor hemorrhaging
that can occur.

Throughout these three stages, the midwife assesses devia—
tions from the normal and determines the need for emergency
measures and specialty assistance. Given the authority to do so,
the midwife can initiate certain emergency procedures to decrease
the risk of injury to or loss of life. Such measures may 1include
intubation of the asphyxiated baby, mouth-to-mouth resuscitation,

and the administration of oxytocic drugs.
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The Postpartum Period

The postpartum period refers to the period following the
birth and includes the immediate postpartum pariod- the first
two hours after birth- and the early postnatal period- the first
ten days after birth. During the postpartum period, the midwife
continues to assess and manage the progress of involution of the
uterus begun immediately after childbirth. The importance of
early contact between the mother and the child and the father 1is
emphasized in the practice of obstetrics by most midwives and
consists of supervising and assisting the bonding process between
the child and the mother and the father. Advice is gr°ven on
lourishment and nurturing of both the mother and child. During
the ten days following the birth, instruction is offered to the
mother on care of the breasts, breast feeding, self-care, and
care of the newborn, 1including identification of abnormal signs
which should be reported to the midwife for evaluation and

possible referral.

The Neonatal Period

The neon-tal period refers to the newborn®s first 28 days
of life.

During the first two hours after birtfy the midwife provides
immediate care and supervision of the newborn. This 1includes
clearing the air passages, evaluating and recording the physical
condition of the baby, attending to the umbilical cord, per—
forming eye prophylaxis, determining gestational age and the
presence of any physical deformations or anomalies, and obtaining
blood samples for routine newborn screening procedures. I
npnessary, the midwife can respond to emergency needs of the
newborn and arrange for transfer of the infant to a specialty

care setting.



Family Planning and Routine Gynecological care

In manyparts of the world, the scope of midwifery practice
has begun to include the area of family planning. Increasingly,
midwives are able to counsel and advise women concerning their
reproductive cycle and the options that can be exercised in
controlling the timing and number of pregnancies. The gyneco—
logical care of the normal woman during her non-pregnant periods
is also an area into which midwifery 1is expanding 1in some
countries. Involved here are routine gynecological
examinations and the treatment of minor gynecological problems.
Midwives are being trained to assess relevant reproductive
medical history, general physical and emotional status, and to
offer counseling with respect to contraception. While some mid—
wives are able to fit or insert contraceptive devices, these
services are largely rendered by physicians. Lastly, midwives
can offer advice and referral tospecialists for the management

of infertility, sexual dysfunction, or hormonal 1imbalance problems.



Table 5
SCOPE OF PRACTICE
PRENATAL CARE

Assess relevant historical data regarding the client and her family.
Assess general physical and emotional status of the client.

Diagnose and assess pregnancy and its progress.

Assess the bony pelvis.

Obtain and interpret laboratory/diagnostic test data.

Perform nutritional assessment and provide counseling.

Identify deviations from normal and refer to a specialty physician.
Plan and conduct classes in preparation for childbirth and parenthood.

Counsel the pregnant woman regarding pregnancy and childbirth.

INTRAPARTUM

Assess relevant historical data about client.

Assess general physical and emotional status of client.

Assess status of fetus.

Diagnose and assess labor and its progress through the three stages.
Obtain and interpret laboratory/diagnostic test data.

Provide support/coaching during labor and delivery.

Administer appropriate medications/solutions during labor.
Manage normal spontaneous vaginal delivery.

Assess and manage newborn®s adaptation to cxtrauterine life.
Manage placental expulsion.

Assess and repair birth canal trauma.

Facilitate beginning of inaternal/infant/family bonding process.

Identify deviations from normal and institute appropriate emergency measures.
POSTPARTUM

Assess relevant historical data about client.

Assess general physical and emotional status of client.

Obtain and interpret laboratory/diagnostic data.

Assess progress of normal involutional process throughout the puerperium.
Facilitate maternal/infant/bonding and breast-feeding process.

Provide anticipatory guidance regarding self-care, infant care, family planning,
and family relationShips.

Identify deviations from normal anu institute &pecir-,c emergency measures.



Table 5
(cont.)

NEONATAL

Assess relevant historical data about maternal and neonatal course.
Assess general physical status of newborn.

Assess gestational age of the newborn.

Assess nutritional status and needs of the newborn.

Obtain and interpret appropriate laboratory/diagnostic data.

Facilitate maternal/infant/family bonding process.

Identify deviations from normal neonatal course and provide appropriate
intervention.

FAMILY PLANNING/GYNECOLOGICAL CARE

Assess relevant historical data about client/partner.

Assess general physical and emotional status of client.

Assess female pelvic organs.

Obtain and interpret appropriate laboratory/diagnostic test data.
Assess appropriateness of specific contraceptive method(s) for client.

Counsel for appropriate use of physiological, mechanical, or chemical methods
of contraception.

Prescribe, fit, insert appropriate contraceptive agent.
Counsel/refer women/couples with unwanted pregnancies.
Counsel/refer women/couples with potential infertility problems.

Provide basic information on human sexuality including psychosocial aspects,
reproductive functioning, and menopause.

Identify problems of sexuality and provide for appropriate foliov-up.

Diagnose, manage and/or refer common gynecological problems.



Chapter V

EDUCATION AND TRAINING REQUIREMENTS

As suggested 1in Chapter 111, the standards that are to
govern the training of midwives under a new statute will depend
upon the scope of practice provided fur in the legislation. In
addressing the question of standards, and midwifery education
generally, mention should be made of several guiding principles
endorsed by international professional bodies concerned with
maternity care. Where midwifery training 1is concerned, countries
are encouraged:

to design programs making use of all
available resources,

to relate education and training to the
tasks and functions to be performed,

to legislate for the changing sphere of
duties of the midwife, and

to provide continuing education for all
categories of midwives.66
It must also be remembered that at issue here is the training

of midwives outside of the nursing profession. As discussed
earlier, while basic nurse training (i.e., an RN or LPN qualifi—
cation) need not be a prerequisite for midwifery, there 1is
general agreement that certain nursing skills are indeed important
to the practice of a midwife. The relevant nursing instruction
could be provided through arrangements whereby nursing schools
allow student midwives to participate in only those courses
applicable to their training. If this is not. nnssihle. the
teaching of necessary nursing skills will have to be incorporated
into the midwifery program itself. The European experience

suggests that either approach 1is acceptable.



It is not the intent of this chapter to devise or recommend
detailed criteria and standards for midwifery training programs.
That task is more properly the responsibility of an expert
credentialing body that is likely to be constituted under any
new midwifery statute (see p.66). Rather, the purpose 1is to
comment 1in general terms on some of the areas that will be

central to the formulation of training requirements for midwives.

Content of Instruction

In one form or another, the following subject areas are

usually included in midwifery training programs:

e Anatomy and physiology of the female and the newborn
““ Nutrition of the pregnant woman and the newborn
e Basic medical procedures

e Maintenance of medical records and statistics related
to birth

e Basic observation and examination skills
e Family planning counseling techniques
e Parent education for prepared childbirth

e Provision of maternal care during the pregnancy and
post pregnancy periods

e Management of birth and the immediate care of the
mother and newborn

e Pharmacology as applicable to maternal and newborn health
e Recognition of early signs of possible abnormalities
e Recognition and management of emergency situations

e Information regarding the laws and regulations relating
to the practice of midwifery in the state 1issuing the
license to practice

e Information regarding newborn screening for phenylketonuria
and other congenital birth defects

e Prevention of infant blindness

e Control and reporting of sexually transmitted diseases
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The question of how and where the clinical skills may be
obtained 1is important in the design of midwifery training pro—
grams. There are several options for the provision of the
clinical component of education. It can take place under the
direct supervision of a physician, a licensed midwife, or a
certified nurse-midwife. Clinical training can be provided 1in
a variety of settings, 1including hospital obstetrical services,
birth centers, clinics, private offices, and private residences.

The number of deliveries required before a candidate is
eligible for examination varies between countries and between
states. The common standard is between forty and fifty deliveries

conducted by the midwife- under supervision.

Continuing Education

Assuring that competency 1is maintained subsequent to initial
qualification 1is an important goal of any occupational regulatory
scheme. Continuing education requirements, 1in various forms, are
widely used among the health professions as a means toward this
end.

Since it is one of several mechanisms for promoting profi—
ciency over time, and in view of the controversy over 1its efficacy,
continuing education 1is dealt with in the next chapter as part of

the discussion of continued competence (see p. 73).

Accrediting Educational Programs

Among the established health professions, developing educa—
tional standards and approving training programs are usually
functions of national professional organizations—- the American
Medical Association, American Nurses Association, etc.

At present, there 1is no such organization representing mid—

wives outside of the nursing profession. Nor does it appear



that the state can look to an existing professional body for

the purpose of accrediting midwifery training programs. While

the American College of Nurse-Midwives might seem a suitable
choice, the College, as mentioned earlier, has not yet expressed
an interest in assuming such a role. With regard to the medical
profession, and particularly the American College of Obstetricians
and Gynecologists, physician leaders have been outspoken 1in their
endorsement of nurse-midwifery as the model for midwifery practice
in this country. Moreover, the orientation of midwifery, in
general, 1is toward minimal intervention and the normal pregnancy
characteristics which set it distinctly apart from the ethos of
modern medical obstetrics. It is unlikely, therefore, that
organized medicine would possess the balanced and flexible per—
spective that 1is appropriate in setting educational standards

for midwives independent of nursing.

Under these circumstances, the legislature may wish to
include accreditation as a state-based function within the cre—
dentialing process established under a new midwifery statute.
This approach has been taken by Arizona, New Mexico, and Rhode
Island under their newly revised midwifery regulations. There
is no reason why the state cannot effectively exercise this
responsibility and, as will be discussed in the next chapter,
there are some grounds for suggesting the state may be best

suited to this task.

Public vs. Private Education

There 1is also the question of whether the training should
be provided 1in private institutions or as part of a state"s
higher education or vocational education activities. If it is
a state-funded program, should it be lodged in the university
system or in the community college system?

Most foreign countries train midwives 1in two to three year
programs at publicly supported schools, which iUij. under me

auspices of either educational or health authorities. At present,
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the only school offering midwifery training in the state of
Washington is the Seattle Midwifery School, a private, non-profit
school registered with the Washington State Commission for
Vacational Education.

Because there 1is little experience in this country with
the training of midwives outside of nursing, those charged with
the responsibility of devising training standards under a
Washington statute will need to approach this task with flexi—
bility and inventiveness. While much can be learned from the
educational practices of American nurse-midwives and midwives
abroad, standards will have to fit what 1is possible and practiced
in this state at the present time. An "ideal™ program can evolve

from an initially "adequate"™ one.



Chapter VI

THE CREDENTIALING PROCESS

In recent years, increasing attention has been focused on
the issue of occupational licensure. This is particularly true
with respect to the health professions, as increasing specializa—
tion has brought forth many new groups claiming recognition and
legal sanction from the state. Many have begun to question
whether licensure and other credentialing practices primarily
serve their 1intended purpose of protecting the public against
incompetence and fraud, or whether their principal effect has
been to enhance the economic and professional status of the
occupational groups concerned. As a result, federal and state
governments are examining new approaches to licensure and other
forms of credentialing. The aim is to provide an acceptable
level of public protection while avoiding the imposition of
artificially high standards that sei.ve only to limit entry into
an occupation, career mobility, and economic competition. Policy—
makers are beginning to ask whether credentialing 1is necessary
at all, and if so, what form should it take?

A detailed discussion of the ongoing developments 1in the
area of credentialing 1is beyond the scope of this 1inquiry.
Moreover, the present upsurge of interest in credentialing has
to do with the emergence of the many new health-related occupa—
tions in recent years- the technicians, technologists, therapists,
assistants, and the like. OQut of this controversy have come
ideas that are relevant to the state®s current assessment of its
stance toward midwifery outside of nursing. These are included
in the discussion below.

Should the state decide to continue to sanction the practice
of midwifery independent of nursing, three aspects of the cre—

dentialing process will be of principal 1importance in shaping a



new regulatory program. These are the credentialing mechanism
(e.g., licensure, certification, registration, or none at all),
the credentialing authority (e.g., an administrative agency, an
autonomous professional board), and the provision for continued
competency (e.g., reexamination, continuing education, peer
review). As with educational requirements, the appropriateness

of the credentialing process for midwifery (as for any occupation)
depends to a large degree on the scope of practice specified and
the potential for harm to the public. Tn general, the broader

the scope of practice, the more rigorous and restrictive should

be the credentialing requirements.

The Credentialing Mechanism

The existing statutory provisions under 18.50 RCW require
that a license oe obtained before a person can practice as, and
use the title of, "midwife." In view of current thinking on the
subject of occupational credentialing, state policymakers may
wish to consider whether licensure 1is still the most suitable
regulatory instrument or whether some other device can adequately
serve to protect the public.

Licensure is the mechanism by which government grants per —
mission to engage in an occupation or profession to individuals
who have met predetermined standards that should reflect the
minimum competence necessary to ensure that the public health,
welfare, and safety are reasonably well-protected. To engage
in such an ococoati"jn or profession without a license 1is unlawful.
Under typical licensing schemes, licenses are granted to indi—
viduals who satisfy requirements set down by a licensing board.
These requirements usually deal with examinations, education,
and experience. Licensing boards are often dominated by estab—
lished members of the occupation in question. Entry <f new

members 1into a field, therefore, can be effectively controlled
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by those already in it. Similarly, the behavior of existing
members of an occupation can be influenced by the threat of
suspension or revocation of a license.

Limited in the beginning to a few "learned professions”

(law and medicine, for example) where the function and activities
were mutually exclusive, occupational licensure has now grown

to include a wide variety of fields, professional and non-—
professional alike. Moreover, 1in some fields, health being a
good example, various categories of workers are entitled to
perform the same or similar services. In maternity care,
physicians, nurse-midwives, licensed midwives, emergency medical
personnel, and some others are permitted to assist women during
pregnancy and birth. Hence, the exclusivity once implied by

the granting of licenses no longer exists in some Tfields; indeed,
it may not be warranted.

Thene is also the issue of enforcement. The legal sanction,
which 1is the principal distinction between licensure and other
forms of credentialing, 1implies that the state will have the
means to take action against those who break the law. If the
state 1is unable to readily identify and prosecute individuals
acting outside of the law (i.e., without a license), then
licensure loses its meaning and cannot be truly said to protect
the public.

In considering whether to maintain licensure ac-the cre—
dentialing mechanism in a future midwifery regulatory program,
certain questions arising out of the debate over credentialing
new healtli professions have direct relevance.

The fi~st, and most important, question 1is in what way will
the unregulated practice of midwifery clearly endanger the
health and safety of the public, and is the potential for harm

easily recognizable and not remote or dependent on tenuous

argument?70



Harm can be thought of along several dimensions of impailr-
ment: physical, mental, social, financial, and intellectual.
The potential for harm can be judged in terms of the inherently
dahgerous nature of the functions of an occupation or the devices
or substances used iIn performing those functions. It may also
be associated with the frequent exercise of iIndependent judgment
by a practitioner for the purposes of identifying a problem,
formulating a plan of care, or rendering services. The potential
for harm can be documented by public testimony, research findings,
and legal precedents. Generally speaking, the potential for harm
can be viewed as remote when the instances of iImpairment are rare
or minor in nature, and when they are due to secondary effects of
the practice of the occupation.71

With respect to midwifery in general, the nature of the harm
that could result from the practice of poorly-prepared or incom-
petent individuals is, iIn a sense, obvious. In the extreme, it
could mean death or serious and lasting injury. Although tragic,
mortality is fortunately a rare occurrence in modern times.
This is due to the higher standards of living, general levels of
education and awareness, the availability and capacity of medical
science, and the general commitment to the welfare of mothers
and infants on the part of all involved iIn the provision of
maternity care. Apart from death or serious iImpairment, which
are easily recognizable, the poorly managed pregnancy can have
harmful consequences that may not be as readily apparent. These
may have profound and irreversible effects on long term growth

and development of the infant. As greater knowledge is acquired
on the effects of birth outcome of smoking, alcohol, nutrition,
obstetric medications and practices,, and other factors, it 1is
hoped that these more subtle hazards will be more clearly identi-
fied and effectively minimized.

From a more formal perspective, the nature of and potential
for harm due to poorly controlled midwifery practice is directly



relateJ. to the definition of midwifery itself. Again, a critical
variable is the state"s determination of the scope of practice.
IT it is defined broadly in keeping with the concept and practice
of midwifery as exists in other developed countries, more stringent
regulatory provisions are called for. Clearly, 1f midwives are
to perform tests and complex examinations, interpret results,
diagnose abnormalities, adirunister medications, and carry out
minor surgical procedures, the consequences of allowing ill-
prepared practitioners into the field can be significant. In
this case, the state is justified iIn imposing more formidable
regulatory mechanisms.

On the other hand, if midwifery is defined narrowly so that
practitioners are limited to doing little more than providing
emotional support and "catching the baby,”™ then the arguments
for a more restrictive credentialing mechanism become less com-
pelling. In the first place, no great degree of skill and
learning is necessary. Second, as will be discussed in Chapter
Vi1, a limited scope of practice would require provision being
made for the input of more highly skilled personnel. In this
way, the proper management of pregnancy will be assured and the
likelithood of serious mishap will be greatly minimized. In this
instance, a restrictive mechanism such as licensure does not
appear necessary to protect the public interest.

In addition to assessing the likelihood of harm in deter-
mining an appropriate regulatory mechanism, a second relevant
question is can the public be adequately protected by means other
than licensure? At 1issue here is the extent of other controls
on a practitioner™s activities, either formal or circumstantial,
that effectively safeguard the public. For example, is there
supervision of practitioners by physicians or other more skilled
personnel? Are the individuals in question employed primarily
in licensed health facilities required to maintain competent
staff? Do standards for professional performance exist and are
they effectively enforced? Arc the applicants for credentialing



graduates of accredited or approved training programs? Do laws
exist that effe?§ively govern the devices and substances used 1in
the occupation? IT these conditions apply— in this case to
midwives— then there may be less of a need for more restrictive
credentialing requirements.

Should the legislature wish to explore alternatives to
licensure, there are two other credentialing mechanisms that are
considered credible in tt*.: area of professional regulation-
namely, certification and registration.

Certification or registration is the process by which a
government agency or private organization grants recognition, or
certifies that a person has met certain predetermined qualifica-
tions specified by that agency or organization. These qualifica-
tions may include graduation from an accredited or approved
training program, satisfactory performance on a qualifying
examination, or completion of a certain amount of work experience.
Certification and registration differ only in that there is a
general perception that the former iIs associated with occupations
involving higher levels of skills and knowledge, although this
need not be the case.

Through the specifications of qualification, certification
or registration can easily accommodate occupations requiring
high levels of skills and knowledge, and, in practice, they are
common credentialing mechanisms among the professions. In the
health field, for example, there are many groups that are
certified or registered, including nurse-midwives and other
specialty nursing personnel, inhalation therapists, dental
assistants, medical technologists, and others.

Both of these alternative credentialing mechanisms can be
used to demand the same level of competence as under a licensure
program. The only difference is that they lank the legal
ramifications and enforcement capabilities associated with
licensure. Moreover, the legal sanction may no longer be
relevant in modern times when the iIncidence of genuine quackery



in health care is not the concern that it was when licensing

laws were first instituted to safeguard the public. Furthermore,
when the public expects and the system can provide qualified
practitioners, it is reasonable to suggest that it is the educa-
tion, training, and the shaping of professional ethics instilled
by that process that will ensure high standards of practice, and
not the remote threat of legal prosecution.

IT the legislature decides to adopt a credentialing mechanism
for midwifery other than licensure, efforts should be made to
ensure that the public understands its meaning. Many are familiar
with the concept of licensure but may be hesitant in relating to
skilled practitioners acting under new models of authority. This
would be particularly important, for example, in the case of the
third party insurers, who are accustomed to paying for the ser-
vices of practitioners acting "within the scope of their license."
Steps might have to be taken to see that third party payers
understood both the meaning and rationale for different.patterns
of credentialing, lest they refuse to deal with midwives due to
legitimate doubts as to their qualifications and authority.

The Credentialing- Authority

Under Washington®s existing midwifery statute, the Director
of Licensing 1is responsible for all decisions regarding the
operation of the law, the administering of examinations, assessing
an applicant®s eligibility (including the adequacy of training),
disciplinary matters, etc.

At present, there is no statutory provision for the ongoing
input of midwives or related professional groups iIn the adminis-
tration of 18.50 RCwWw. As mentioned earlier, the Department has
so far been successful 1In securxng prui-cs™iunai dusmcuncc on
an ad hoc basis. Criticism of this loose partnership has been
twofold. First, the activities of the professionals involved



have not been highly visible or well understood. Second, there
has been some concern about the identity, accountability, and
influence of the various ’individuals involved. Clearly, the
matter of professional participation will be an important aspect
in framing a new midwifery statute.

In considering how a formal credentialing body might be
constituted, the three key elements are its membership, duties,
and level of autonomy.

The membership of a credentialing body is crucial to
establishing the credibility of the midwifery regulatory process
(and midwifery itself) in the minds of the public and the pro-
fessional community. From the public perspective, the 1issues are
clear. The membership must possess sufficient knowledge of the
essentials of sound midwifery practice and maintain a balanced
point of view. This latter point has become increasingly sig-
nificant in recent years. Concern has been mounting that the
domination of licensing boards and other credentialing bodies
by professional associations and educational iInterests has
resulted iIn the standards for entry into a field being set at a
far higher level than is necessary for the protection of the
public. The consequences of this are the restriction of career
opportunities and higher costs of services to the public.

The membership of a credentialing body must also reflect
professional concerns. Not only must professional participants
be competent iIn their respective areas, they must also have the
confidence and trust of the professional community. This 1is
particularly important in the case of midwifery outside of
nursing, an area about which there have been much uncertainty,
skepticism, and even hostility among professional groups.

I." structuring the composition of a credentialing body for
midwifery two concepts that have emerged from the debate over
occupational regulation are relevant— the inclusion of public
members and related occupational groups. In the latter instance,



the goal 1is a better understanding of relationships among gro ips
that perform the same or similar services, or services that are
dependent on the cooperation of others. In both cases, the
underlying rationale is to ensure that in the process of exercising
credentialing authority, an occupational group does not put its

own interest over that of the public.

The participation of public members on official credentialing
bodies is a growing trend. In this state, the public 1is currently
represented 1in the regulation of physicians, nurses, chiropractors,
and several other groups. In addition, the midwifery bill con—
sidered during the 1980 legislative session made provision for
a public member on the professional committee designed to assist
in the administration of the law.

The level of public participation is a matter of subjective
judgment. While it is common to find one public representative
on credentialing bodies, there is no apparent justification for
this limitation, and there might be circumstances which would
warrant a greater public role. For example, if it were antici-
pated that a moderating influence would be needed, greater public
representation might be desirable.

While it is not nearly as common as public representation,
the participation of related occupational groups on credentialing
bodies seems clearly appropriate in the case of midwifery.
Although midwives should have a strong voice in governing them-
selves, there are other practitioners— particularly physicians—
to whom midwives must relate in the proper conduct of their
practice. The value of the multi-disciplinary approach has been
recognized by the other states which have recently established
regulatory programs for midwifery independent of nursing. In
Arizona, New Mexico, and Rhode Island, the credentialing bodies
.” midwifery include physicians, nurse-midwives, nurses, and
other professionals with an interest iIn maternity care.
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With regard to physician participation in the regulation
of midwives, obstetricians play a key role. Their expertise Iis
important in making judgments as to normal vs. abnormal obstetrics,
that is, the conditions in which midwives should seek specialist
services for their clients. Obstetricians can also bring to a
midwifery regulatory program information concerning new develop-
ments in maternity care that can be beneficial to midwifery
practice. Furthermore, as the opinion leaders among the medical
community in the area of birth practices, the representation of
obstetricians would go far toward establishing the credibility
of any new program designed to guide the practice of midwives
outside of the nursing profession. Finally, given the probable
pattern of midwifery practice (at least iIn the short run) it
would seem desirable that assistance be sought from those
physicians— obstetricians or otherwise— who are not philosophically
opposed to the notion of out-of-hospital birth.

Of the various duties usually assigned to an occupational
credentialing body, the determination of educational requisites
and the approval or accreditation of training programs will be
the most crucial under a new midwifery statute. This country
has not developed a generally accepted model for the training of
midwives outside of the nursing profession. The programs that
do exist have largely been isolated, individual efforts with a
local rather than national focus. While the European experience
offers useful guidelines, the United States— and Washington in
particular— has unique social, economic, and professional
characteristics that will have to be accommodated in any mid-
wifery regulatory scheme.

In the absence of both a general consensus on midwifery
and a professional association that could be entrusted to develop
reasonable educational standards, the task of approving
training programs may rest, as it has elsewhere, with a
credentialing body constituted at the direction of the
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state. With a carefully selected membership, such a group should
be able to design a credible program approval process.

In carrying out the program approval function, and indeed
all other regulatory functions, it is iImportant that a credentialing
body have the capacity for flexibility in both devising and inter-
preting standards. Given the innovative nature of regulating the
practice of midwifery independent of nursing, it will not be
possible to 'get it right the first time.” Clearly, many factors
related to midwifery practice may be evolving for years to come—
societal attitudes, professional relationships, educational and
financial resources, practice patterns, and others. The challenge
to those with regulatory responsibilities will be to pay carefud
attention to safety issues and, at the same time, to utilize
existing resources and allow for change. It would be unfortunate
iIfT a credentialing body moved too far too fast and antagonized
those individuals upon whose cooperation successful ijiidwifery
practice depends. Similarly, if it were too rigid or idealistic
and set unnecessarily restrictive standards, the effect might
be that no one would want to seek or, in fact, could obtain cre-
dentialing under a new statute. In both cases the ultimate
intent of a new midwifery statute, namely, the protection of the
public from unqualified birth attendants, would be seriously
undermined.

On the question of autonomy, whether a newly constituted
midwifery credentialing body should have ultimate decision-making
authority or should be advisory to state government depends on
the perceived need for public accountability. Autonomous,
profession-dominated regulatory bodies have been criticized for
allowing professional concerns to overshadow the public interest.
As a consequence, much attention has focused on increasing the
level of accountability in the credentialing process.

Almost without exception, occupational regulatory boards
have been granted autonomous decision-making powers in carrying
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out their statutory responsibilities. This pattern ostensibly
has its origin in the belief that practitioners, because of their
special knowledge and experience, are best suited to the task of
defining educational requirements and standards of practice.
Professional and non-professional groups alike have come to
expect and to value the right to make these decisions free fronm
direct public intervention.

In keeping with accepted patterns of occupational regulation,
an autonomous midwifery board could be established to administer
a new statute. Under this arrangement, the ability of midwives
to pursue their own interests at the expense of the public could
be minimized by a board membership that includes members of the
public and of functionally-related groups (physicians, nurse-
midwives, etc.). Moreover, autonomy is not absolute. Should a
midwifery board exceed its authority or fail to fulfill its
responsibilities, legislative remedy is available. The princi—
pal advantage of an autonomous board, of course, would be to
protect the administration of the law and the practice of mid—
wifery from arbitrary action by government or by powerful interest
groups via the public process. It could not, however, safeguard
against professional politics which can just as effectively thwart
the administration of a law and which might be more of an issue,
given the likelihood of a multi-disciplinary regulatory body under
a new midwifery statute.

Under the present statute, the Director of Licensing 1is
responsible for carrying out the provisions of the lav;. This
line of authority has been maintained in the various legislative
proposals that have been put forward to amend the current law.
Recognizing the need for professional expertise, the several
proposals have called for a professional "advisory™ group to
assist the Director in those areas where expert judgment is
required. It should be mentioned here that Arizona, New Mexico,
and Rhode Island have used the advisory committee concept in

their recently established midwifery regulatory programs.



The use of a professional advisory group instead of an
autonomous credentialing body may have several advantages.

Since midwifery outside of nursing is a very controversial topic,
granting the ultimate decision-making authority to an adminis—
trative agency could serve as a valuable moderating influence
should the professional group adopt an extreme position in any
direction. Second, given the 1innovative nature of a new mid—
wifery statute, flexibility will be important during the 1initial
years of 1its implementation. Placing decision-making power in
an administrative agency might allow for more rapid responses

to special situations as they occur and safeguard against any
undue rigidity in the actions and decisions of the professional
group - Finally, an administrative agency is likely to be more
responsive than an autonomous body to legislative concerns as to
the carrying out of legislative intent.

The major disadvantage of limiting the autonomy of a pro-—
fessional credentialing body is the danger of excessive or inap—
propriate interference 1in professional matters by the public
official(s) having the ultimate authority. This could occur as
a result of personality, 1ideology, or political pressure from
various sources.

Should the legislature wish to use the advisory group
approach, however, perhaps the best protection against unwarranted
meddling by public officials 1is the selection of group members who
are highly regarded by the professional community, the public, and
the legislature. An advisory body of sufficient stature would be
less vulnerable to manipulation or intimidation. Under extreme
circumstances, the resignation of respected professional and
public members would place an administrative authority in a
difficult position both in terms of the operation of the regula—
tory program and accountability to the legislature.

Under an advisory group arrangement, therefore, the selection

process should be designed to ensure the choice of highly regarded



individuals. Recent legislative proposals have called for mem—
bers to be appointed directly by the Director of Licensing-

with no limitation on the Director®s discretion. While this may
be an adequate process when there are harmonious relationships

and general agreement as to the intepretation of statutory pro—
visions (as under the present law), these conditions might not
always prevail. One alternative would be for the Director to con—
sider members from nominating lists submitted by each group to

be represented on the advisory committee. Another would be for
the governor or a legislatively constituted body to consider can-—
didates from lists of preferred individuals. Whatever method

is chosen, the goal should be to provide a reasonable balance of

power 1in the administration of a new midwifery statute.
Assuring Continued Competence

While initial credentialing procedures (licensure, certifica—
tion, etc.) may be adequate to establish minimum standards of
competence at the time of entry into a profession, they cannot
be taken to guarantee acceptable standards of practice over the
course of a practitioner®™s lifetime. In an era when knowledge
is expanding at a rapid pace, there 1is a danger of professional
obsolescence. It is for this reason that a growing number of
professional groups and state credentialing bodies have been
urging— 1f not requiring- individuals to demonstrate that they
are keeping abreast of developments in their fields. The 1issue
of maintaining competence is particularly significant in health-
related occupations where the consequences of poor judgment can
be devastating.

While a number of approaches are thought to signify con—
tinued competence, there has been little substantive research
to indicate which methods are better than others. Indeed,
there is much controversy over whether much of what 1is being
done under the banner of maintaining competence has any effect
on the quality of care which- after all- is the only justifica—
tion for such activities. Perhaps the best things that can be

said of continuing competence requirements 1in general 1is that
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they assure that practitioners are at least thinking about their
standards of practice in some way. On the other hand, where such
activities are clearly superfluous to direct patient care, they
are a waste of time, energy, and money.

Of the various continued competence mechanisms 1in use, the
most common 1is the requirement for continuing education. For the
most part, credit hour requirements are set for a specified time
period and can be fulfilled by attendance at various courses,
lectures, conferences, professional association meetings, and
the like. Meeting these requirements can be a condition of
renewal of one"s license, certification, association membership,
etc., depending on the occupation in question.

Traditional didactic continuing education activities have

proliferated because they are easy to devise and can reach large

numbers of individuals. Yet, they are widely questioned for

being, as a recent report stated”. . . often unvalidated and of
. . 15 -

quertionable relevance to continued competence.™ In addition

to classroom situations, however, other types of educational
techniques, such as self-assessment tests, simulated clinical
situations, and review of actual practitioner-patient relation-
ships, might be worthy of exploration. Because of the poorly
understood correlation between continuing education methods and
quality of care, a variety of alternatives should be considered.
For the same reason, any standards set ought to be as flexible
as possible.

Although very limited in its current usage, re-examination
is another concept which 1is being increasingly discussed 1in the
area of continued competence. When it is used, re-examination
is never applied to the basic authority (e.g., a license) to
practice a profession. Instead it is used in specialty certifi—
cation. Fur example, the American College of Family Practice
requires those physicians who wish to establish their credentials

as family practitioners to retake its national board examination



every six years. Failure to perforin satisfactorily on this
examination means only that a physician loses the endorsement
of the College, not the license to practice medicine.

Because of the severe consequences that it can have on the
individual practitioners, and because tests themselves can be
imperfect predictors of competence, re-examination probably
should not be tied to the basic authority to practice midwifery
under a new statute. At least, it should not be the single
deciding factor. More information and experience with this
particular regulatory mechanism is necessary before its proper
use can be established. Developments 1in other professions will
certainly help to clarify this issue as time goes on.

Peer review, formal and informal, 1is another mechanism
for promoting continued competence. Peer review occurs as a
matter of course when professionals work together in organized
settings, for example, 1in hospitals and clinics where there is
a constant exchange of ideas and information on a day-to-day
basis. More formally there are case review conferences, utiliza—
tion review committees, and other structured opportunities for
practitioners to have standards of care assessed by others.

It is where individuals operate more or less independently
that effective peer review becomes difficult to achieve. Since
the midwives recognized under any new statute would probably
not be working in established institutions (at least in the
short run), the legislature may wish to consider the development
of a recordkeeping and reporting system that would be more
focused than the existing birth certificate data process. A
reporting system could be used to monitor the practice of mid—
wives under a new act. Such a system has been used in Arizona
for several years and 1is presently being implemented in New
Mexico. The health authorities in Arizona report that it has
been successful 1in helping them to monitor practice, 1identify

problems, and develop strategies for corrective action when this



-76-

has been found to be necessary.

The design of such a system should be as simple as possible,
perhaps a single page form for every birth that could be sub-—
mitted by midwives at regular intervals- quarterly, semi-annually,
etc. Such a system could certainly be used for the initial
years of a new regulatory program and could easily be abandoned
when midwifery reached a certain level of maturity. It would add
an element of peer review and oversight that would add to the
public®s understanding of this re-emerging occupational pathway.

Just as the state 1is correct to demand a certain level of
skill on the part of persons asking to enter certain professional
categories, it is also reasonable for it to ask that steps be
taken to ensure competence on an ongoing basis. However, given
the tenuous connection between continuing competence activities
and the quality of care, any requirements imposed by the state
under a new midwifery statute should be flexible and within
reasonable limits. Whatever method or methods are adopted, they
should be readily available to the great majority of practitioners.
Most importantly, they should be as directly related as possible

to the actual tasks and functions performed by midwives.



Chapter VII

THE QUESTION OF INDEPENDENCE

In any revision of the state"s midwifery statute, an impor—
tant topic of discussion will be the nature of the relationship
that should exist between midwives and physicians. Some may
argue for direct, over-the-shoulder supervision by physician.
Others, will urge a less formal and more voluntary collegial
association based on professional judgment. The current law
takes the latter approach by declaring it to be ". . . the duty
of a midwife to always secure the services of a legally qualified
physician whenever any abnormal signs or symptoms appear either
in the mother or the infant."

The discussion of midwives®™ relationships to physicians
parallels that which has surrounded the emergence of several new
categories of health professionals, namely, Physician®s Assist-—
ants (PA"s) and Nurse Practitioners (NP"s). In general, these
individuals perform functions that were once the prerogative of
physicians only. Within certain limits, they are trained and
authorized to engage in the diagnosis and treatment of illness.
The independence of these practitioners varies according to
state law. In Washington,Physician®s Assistants may practice
either under the direct or indirect supervision of a physician,
that 1is, a physician®s ghysical presence 1is not essential to the
PA*s normal activities. Nurse Practitioners, for example,
nurse-midwives, are not required to work under medical super—
vision and may operate independently within their scope of
practice. However, most establish "collaborative” relationships

with physicians, pharmacists and other professionals. These



are voluntary arrangements made on an individual basis, and
they will vary according to the situation and personalities
involved.

With respect to midwives, there can be little doubt that
they cannot perform adequately in total 1isolation from physicians
and other resources of the health system. Clearly, it 1is in the
interests of mothers and children that the services of obstetri —
cians or other physicians be available to the midwife whenever
the need arises. Midwives, licensed or otherwise, generally
recognize the need for contact with physicians. In this state,
many have been able to establish various kinds of working
relationships with physicians for consultation and referral
should complications arise during the pregnancy or birth. Some
will not accept a client unless she can document a recent, com-—
plete physical examination by a physician or present a signed
statement from a physician stating that he or she will provide
consultation or assume management of the case in the event of
complications or emergencies. Nevertheless, there are some
(primarily among unlicensed birth attendants) who have chosen
not to associate in any way with physicians or the established
medical care system.

The 1issue, therefore, 1is not whether the physician/midwife
relationship should be addressed under a new statute, but rather
in what terms should it be specified. As indicated in Chapter
111, the nature of this relationship can span a variety of
arrangements under which midwives are, to a greater or lesser
degree, dependent on physician approval and oversight as a
condition of their right to practice their profession. While
the number and characteristics of the possible arrangements can
be many and varied, several general models may serve as the
basis for consideration of Lhis important issue. In the direc—

tion of dependent to independent, these include requiring:



direct supervision by physicians,
indirect supervision,

- a written protocol signed by a physician
indicating the midwife®s routine scope
of activities and circumstances under
which referral or consultation is to
take place,

the examination of pregnant women by a
physician before care is assumed by a
midwife, and perhaps at regular intervals
thereafter,

a written plan submitted to the credentialing
authority by the midwife describing his or
her arrangements and policies with respect

to referral and consultation, and

the securing of physician services as the
need arises according to the midwife~"s
professional judgment.

In deciding how dependent or independent midwives should
be in their association with physicians, two important con—
siderations are the standards of education and the scope of
practice. If midwives are well-trained to render the services
they are authorized to perform, then greater independence would
appear to be appropriate. The level of preparedness among
midwives will be a function of the credibility of the creden—
tialing process devised under a new statute and the existence
of training programs that meet the requirements established
under the law. If the scope of practice is to include all
services relevant to the care of the normal pregnancy, then the
need for close medical supervision does not seem warranted.

The main argument for requiring physician direction and
oversight 1is that it will serve to guarantee the quality of
care. If the basic competence of midwives 1is in doubt, or if
their scope of practice excludes any critical aspects of care,
then a strong role for physicians 1is desirable. However, if the

qguality of care can be assured through proper training, a
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comprehensive scope of practice and diligent oversight by a
credentialing authority, then the need for medical direction
becomes less apparent.

Several examples may serve to illustrate these different
perspectives. In Europe, where midwives are well-traii.ed and
are permitted a broad scope of practice, they are not legally
bound to physicians and may act independently within their
authority. It is expected that their training and professional
code of conduct will guide their judgment as to when to seek
physician consultation. Failure to exercise proper judgment
is a matter that 1is dealt with by the official midwifery regu—
latory apparatus.

In contrast are the regulatory programs of Arizona and New
Mexico. In these states, there are no recognized midwifery
training programs and the scope of midwifery practices does not
include a number of services considered basic to the practice
of normal obstetrics (e.g., diagnostic testing, the use of
medications). In Arizona, a midwife must show evidence that a
client has been examined at least once during the last trimester
of pregnancy by a physician or other practitioner operating under
the supervision of a licensed physician. The midwife 1is further
required to have formal arrangements- prior to each delivery-
for back-upmedical care for the mother and infant (see Appendix
C, p- 119). Through the cooperation of theArizona Perinatal
Program and the Newborn Intensive Care Program, clinical services,
consultation, transportation, and emergency services are available
to midwives and can serve to satisfy these requirements. 80
In New Mexico, midwives may care for low risk patients determined
by physician evaluation and examination to be prospectively nor—
mal for pregnancy and childbirth. In addition to the initial
physician assessment, a medical evaluation 1is required between
uile: WYL otV PR LATUKEtE wo e w. v jieali®r « Mixung ved »rbul
also make prior arrangements for hospitalization and obtain
agreements for referral should either become necessary (see
Ad§Oondiv D! [ 13770 .
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The requirements for physician input reflect concerns of
public officials as to the general level of competence of mid—
wives 1in these states at this time, as do the limitations on
the scope of practice. These concerns are also illustrated,
particularly in the case of New Mexico, by regulations which set
out in great detail various aspects of care and the conditions
that necessitate referral to physicians (see Appendix D, pp. 137-44)

Should the Washington legislature decide to make midwives
dependent in some way on physicians, then the issue of physician
cooperation is a relevant factor. That 1is, it would be the
assumption of the legislature that the medical community would
generally be willing to cooperate with midwives in the manner
specified in the statute (or subsequent regulations). If physicians”
participation was not forthcoming, midwives would be effectively
barred from practice unless some alternative mechanism could be
found to provide the necessary medical expertise. Arizona®s use
of the hospital-based perinatal care resources , mentioned earlier,
is one example of such an alternative.

Since midwifery outside of nursing is somewhat controversial,
the issue of physician cooperation may warrant careful considera—
tion. In New Mexico, for example, the sole company providing
malpractice insurance recently threatened to withhold coverage
from physicians cooperating with the state®s registered lay mid—
wives. As a result, health authorities decided to adopt a
flexible attitude with regard to the various regulatory require-

ments for physician contact.



Chapter VII1I1

RELATED I1SSUES

This chapter will contain a discussion of three 1issues that
inevitably arise in any discussion of midwifery: the use of
medications, third party reimbursement, and hospital admitting

privileges.

Medications

Should the legislature, in defining the midwives®™ scope
of practice, decide to permit the use of medications, the
question will arise as to how midwives shall obtain them.

Should they be obliged to secure the allowed medications
through another practicioner, for example, under the pre—
scription of a physician? Alternatively, should they be
permitted to obtain the necessary drugs under their own
authority, through prescriptive authority or some other mecha—
nism?

The state may wish to define drug authority very narrowly,
permitting midwives to use only those medications that are
applicable to the labor and delivery processes in cases of
normal or low risk pregnancy. This was essentially the pro—
posal contained in the 11.B.2713 which was heard during the
1980 Ilegislative session. The bill would have given midwives
the authority to use three categories of drugs: eye prophylaxis
(presently a state requirement for all births), antihemorrhagics,
and local anesthetics. Such authority 1is consistent with mid—
wifery practices abroad and should serve to prevent unnecessary
or inconvenient transport tr hospital in cases involving minor
hemorrhaging or for the repair of episiotomies or minor lacera—

tions which may occur during birth.
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Many believe that these drugs are basic tools of child—
birth and should be available to midwives on their own authority.
Others contend that all medications used by midwives ought to
be obtained under the authority of another health professional,
principally the physician. The rationale for this view 1is
often stated in terms of general presumptions about safeguarding
the quality of care, although these are not spelled out in any
detail. The pharmacists, however, have a specific concern-
prescriptive authority. Having dealt solely with physicians
until recent years, pharmacists are understandably concerned
about the growing numbers of practitioners being granted the
right to prescribe drugs. These include physician®s assistants,
nurse-practitioners, and now- possibly- midwives. Pharmacists
question the adequacy of the pharmacological preparation of
these new practitioners and their professional relationships
with these individuals. As a result of court cases 1in which
pharmacists have been held liable for adverse drug reactions
involving prescription drugs, they are concerned about questions
of liability vis-a-vis new health practitioners.

The three drugs mentioned above are widely used in modern
obstetrical practice for the purposes indicated. The parameters
governing their appropriate use are well understood. If mid—
wives are granted the authority to use these substances and
if the education and training requirements developed under a
new statute provide adequate preparation 1in their use, a con-—
vincing rationale for making midwives dependent on physicians
or other professionals does not become readily apparent. Fur —
ther, given the medical community®s general opposition to the
practice of midwifery outside of nursing, physicians may not

welcome being placed in a position of having to deal with mid-—

wives. If they refuse to do so, midwives will be deprived of
a valuable tool. Mothers may be subject to unnecessary danger,
inconvenience, and cost. Unpleasant legal challenges may arise,

and the intent of the legislation may be generally undermined.



Should the legislature wish to grant midwives the authority
to use these basic medications on their own authority, it can
apparently be done without the granting of prescriptive rights.
The critical factor is the difference between the ™"administering”
and the "dispensing™ of legend drugs.

Legend drugs, including those being discussed here, are
those which state law requires "to be dispensed on prescription
only.'83 Dispensing, according to state law, meanc "to deliver
a legend drug to an ultimate user or research subject by or
pursuant to the lawful order of a practitioner. . ."84 This
is what occurs at local pharmacies where patients purchase
drugs on prescription for use at a later time.

"Administering” means "the direct application of a legend
drug whether by 1injection, 1inhalation, 1ingestion, or any other
means, to the body of a patient or research subject. . ."by
a practitioner or a patient at the direction of a practitioner.85
Prescriptive authority, therefore, 1is not necessary for a
practitioner to be legally empowered to administer a legend
drug. What would be necessary is statutory language that granted
midwives the authority to "obtain and administer™ a specified
drug. In addition, midwives would have to be included in the
definition of "practitioner™ under the state®s current drug
laws.

It would be appropriate for new legislation to refer to
categories of drugs (for example, local anesthetics), leaving
the precise listing of substances to be developed by the
responsible credentialing authority through rule and regulation.
Thi~ would eliminate the need for new legislation every time
developments in the pharmaceutical field warranted aln addition to
or subtraction from the list.

In this manner midwives would be able to establish a direct
purchasing relationship with pharmaceutical wholesalers and
distributors as do physicians and other office-based practitioners

who must have certain medications on hand on a day-to-day basis.
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Because midwifery legislation would be unique, it might be
useful to mention such purchasing arrangements 1in the statute
itself, so as to avoid any confusion over how midwives are to
obtain the medications used 1in their practice.

Depending on how broadly the legislature defines scope of

practice, other drugs may be considered appropriate for use by

midwives. For example, there are antibiotics commonly used in
the treatment of minor gynecological conditions. There are
also analgesics used for the relief of pain. Whether presrip-

tive authority or medical direction (or ooth) 1is required
depends largely on the nature of the drug and the circumstances
under which it is used. In the case of antibiotics, prescriptive
authority would probably be involved, since these drugs are not
generally administered at the time of service. Prescriptive
power would not be necessary 1in the case of analgesics (which
are "administered™), although medical direction would be desir—
able. While midwifery®™s orientation toward the handling of pain
usually emphasizes approaches other than the use of pharmaceu—
ticals (e.g., exercise, breathing technique, emotional support),
there are instances in which analgesics may be warranted. How —
ever, there seems to be widespread agreement among professionals
that such cases should be handled in the hospital where medical

consultation 1is readily available.

Health Insurance Coverage

The subject of health insurance coverage 1is relevant to
the discussion of midwifery because of its heavy influences
on the utilization of services and service providers.
The issue of coverage 1is not one that is really suitable
for including in a basic practice act. However, as the state
did in the case of registered nurses, chiropractors, and
psychologists, the state may wish to consider- separately- the

possible extension of health insurance to the services for



midwives. Therefore, a brief overview of developments in the
insurance industry 1is included.

In this state, the policy of insuring organizations toward
reimbursement of licensed midwives seems to be directly related
to the nature of its linkages with organized medicine. In general,
the closer the linkages, the less favorable are the policies
toward midwives.

At one end of the spectrum are the commercial insurance
companies which have the least formal relationship with the
medical profession. Like all parts of the insurance industry,
the commercial groups are moving steadily toward the recognition
of non-physician health practitioners. Policy language 1is being
amended to include reimbursement for members of the "healing
arts™ professions. A number of commercial 1insurance companies
in the state are currently paying for the services of licensed
midwives. Others have taken no policy position- some because
they have not had to deal with a claim from a licensed midwife
and some who must rely for policy direction from company head—
quarters located in other states. In general, the commercial
company representatives have expressed no basic reservations
with respect to the practice of midwifery outside of nursing.
Their key concern is that there be a formal licensing or cre—
dentialing process established by the state, including a specific
statement of the scope of practice. As long as practitioners
were duly credentialed and were acting within the scope of their
authority, the commercial 1industry seems favorably 1inclined
toward providing reimbursement.

There seems to bo no strong objection to mandating benefits.
The 1issue had little significance for those companies already
paying for the services of licensed midwives. There 1is also
consensus among companies that the coverage of midwifery services
would provide a net savings to their clients. However, some
insurance representatives suggested that any legislative direc—
tive mandate that companies "offer"™ midwifery coverage to their

clients rather than 1impose such coverage without clients®™ con-

88

sent.



On the other end of the spectrum are the medical service
bureaus (Blue Shield) which are closely tied to local medical
societies. In formulating their reimbursement policies, they
rely heavily on the prevailing opinions of the medical com—
munity and- in particular- the specialty groups. Since the
obstetrician leadership has been opposed to the practice of
midwives outside of nursing, it is unlikely that the service
bureaus will choose to reimburse for the services of licensed
midwives unless they are compelled to do so- either by law or
by strong competftfve pressures.89

Somewhere in between lies the Blue Cross organization.
Because of increasing attention focused on midwifery in this
state, Blue Cross has initiated an internal policy analysis
process to clarify 1its position on the payment of midwives 1in
general, nurse-midwives, and licensed midwives. It is expected
that a position will be drawn up and presented to the Blue

Cross governing body late m 1980.90

Public sector reimbursement practices are also relevant
to the midwifery debate. State government, through its Medicaid
program, 1is a major purchaser of maternity services. At present,
Medicaid does not reimburse for the services of licensed mid—
wives. Program officials have moved cautiously on the payment
of new health practitioners. Their concerns are the standards
of training, the provision for medical consultation and referra],
and- in some instances- the costs of services. If the state"s
midwifery statute 1is revised, Medicaid®"s current policy toward
midwives might be examined in light of the new law"s potential
for ensuring a high standard of care for public patients.9l

Another development 1is a recent action by the State Employees
Insurance Board. At its March meeting, the Board decided to
include Lin.* services of licensed midwives as a covered benefit
under 1its statewide uniform medical plan which 1is underwritten by
Blue Cross. This plan is offered to all state employees as one

e . .0
or several benefit package options.



A final item concerns the impact of federal legislation on
the authority of a state to mandate benefits. At issue is the
interpretation of Section 514 of the Employees Retirement Income
Security Act of 1975 (ERISA) which deals with the federal and
state role in the regulation of the insurance industry. Arguing
that the mandating of benefits goes beyond the regulatory author—
ity of the states as defined by ERISA, employer groups in several

states have brought suit challenging state laws imposing new

benefit coverage. The federal versus state role will ultimately
be determined by the U.S. Supreme Court. As to midwifery, the
relevant issue is whether requiring the reimbursement of

practitioners providing a widely covered service (i.e., maternity
care) 1is considered the mandating of a nr i it. On the sur-

face, it would not appear so, but the c is."er is presently unclear.

Hospital Privileges

Aside from the issue of whether midwives, other than nurse-
midwives, will ever find employment opportunities 1in hospitals,
there 1i1s the more sensitive subject of obstetrical admitting
privileges for midwives practicing independently outside of hos—
pitals. Many believe that- as in other countries-— midwives should
be permitted to arrange for the hospitalization of their clients
when necessary and provide care within the institutions when
appropriate. Some would like to see this authority mandated 1in
legislation.

Under the regulations governing hospitals, the responsiuility
for ensuring the competence of patient care personnel (both
employees and independent medical practitioners) is vested 1in the
governing boards or boards of trustees. Hospital boards have
delegated the task of yianting admitting privileges to independent
practitioners (until recently- only physicians) to the hospital

medical staffs who are very protective of this privilege.
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Hence, should any attempt to statutorily require hospitals to
grant admitting privileges to midwives would probably run afoul
of existing law, not to mention the strong opposition it would
produce in the medical community. Should the legislature deter —
mine that independently practicing midwives should be able to
hospitalize their clients when necessary, it would appear more
appropriate for a new statute to declare that it is within the
scope of a midwife"s authority to practice in hospitals. This
would allow agreements to be reached at the community level
between individual practitioners and institutions.

Given the realities of professional and institutional policies
and preferences, midwives are unlikely to secure obstetrical
admitting privileges very easily. Indeed, nurse-midwives 1in
independent practice have often had great difficulty in obtaining
privileges.

The acceptance of non-nurse midwives by hospitals may increase,
albeit very slowly, if psychological and informational barriers
can be overcome. Much will depend on the attitudes and person—
alities of the individuals involved at the local level. Much will
also depend on a statute which provides a clear definition of
midwifery practice, a credible credentialing process, and accept—
able standards of training. In Washington, examples of local
accommodation can be found in the admitting privileges granted
by the University Hospital (at the University of Washington) to
a licensed midwife and a nurse-midwife providing home birth ser—
vices and to several nurse-midwives based in freestanding birth

centers.



Chapter 1IX

CONCLUSIONS

This report has attempted to analyze issues that have a
direct bearing on the possible development of legislation to
supplant the state®s current midwifery statute enacted 1in 1917.
Legislators®™ interest in a new midwifery law is the result of
several factors. These include changing birth patterns, the
appearance of candidates who have completed the requirements for
licensure under present law, and the varied activities of mid—
wifery advocates and supporters.

The controversy surrounding the recent movement toward a
new midwifery practice act has little to do with the subject
matter at hand. Indeed, midwifery- once a necessity for the poor
and the isolated- 1is increasingly being viewed as a viable choice
for the urban middle classes. The essence of the controversy
lies in the fact that a new bill would give recognition and
sanction to the practice of midwifery outside of nursing. To
one degree or another, nurse-midwifery has been recognized 1in
virtually every state. Most health care professionals believe
that nursing education 1is essential to training of a competent
midwife. However, there is good reason to believe that sub-—
stantial numbers of people rendering midwifery services are not
nurses nor members of other established professions. Yet few
educational opportunities have been established for these indi—
viduals, and few states have attempted to regulate their practice
so as to ensure a minimum level of competence necessary for the
protection of the public.

That midwives can be trained Lu render a high standard ot
services without having first undergone basic nursing education

seems clearly established by the experience of European countries.
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In Europe, where both forms of practice are recognized, there has
been no suggestion that the quality of services rendered by
nurse-mid-.ives is any greater than that provided by midwives
trained independent of nursing (and vice versa). Moreover, the
recommendations of international health professional groups have
not called for nursing to be a prerequisite for midwifery practice.
Instead there has been a general recognition that certain basic
nursing skills are relevant to midwifery and ought to be included
in the training of professional midwives. The decision of
European countries to recognize nurse midwifery, 1independent mid—
wifery, or both has had more to do with historical developments
than with any observed differences in the caliber of services
rendered by either group.

Therefore, the first major question to state policymakers-—
that 1is, can midwifery be safely practiced outside of nursing- seems
to be answerable in the affirmative. This assumes, of course,
adequate training and. ready access to necessary back-up and sup-—
port services, and general acceptance by the public and the health
community. The second question- wnat to do with respect to the
existing midwifery statute- is much more difficult to answer, since
what is needed or desirable depends on how the problem 1is defined.

From the all-important perspective of public safety, no major
problem is readily apparent. To date, the Department of Licensing
seems to have acted cautiously and prudently in administering
the current law. Furthermore, there has been no indication that
midwives licensed under the present statute have jeopardized the
health or wellbeing of those under their care. Finally, while
there might be more legitimate concerns about the activities of
unlicensed practitioners, the number of births involved is small.

The related questions of credibility and acceptance seem to
be more of an issue. Within the professional community, some are

wholly opposed to the idea of midwifery independent of nursing.
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However, even among those who are inclined to be more tolerant of
this concept, there are serious concerns about various aspects

of the present law. Without widespread confidence and respect

in the credentialing process, midwifery cannot flourish.

From yet another perspective, there 1is increasing discussion
of the desirability of promoting more competitiveness and freedom
of choice in the delivery of health services. Our medical care
system has been criticized for being monopolistic and costly.

In view of the experience with physician®s assistants, nurse-
practitioners (including nurse-midwives), and others, many urge
that, where quality can be maintained, practices showing promise

of greater patient satisfaction and lower cost should be encouraged.
Perhaps this consideration is relevant to the debate over the
current midwifery statute.

As in other complex areas of social policy, the legislature
will have to decide on midwifery based on its best reading of
the circumstances and mood 1in this state. This present investiga—
tion has not revealed compelling circumstances to indicate whether
the state should move in a more restrictive or permissive direction
on the practice of midwifery as distinct from nurse-midwifery. The
state, therefore, may wish to consider allowing the present statu-—
tory authority to continue for a time 1in order to provide more
information and perhaps greater insight as to the proper public
stance toward midwifery. On the other hand, several years have
already elapsed since this 1issue first attracted legislative
attention. The discussion and events that have occurred during
this period have highlighted a number of areas of general concern
(e.g., professional participation, training standards), and so
there may be ample grounds for prompt action.

Regardless of when the legislature decides to enact a new
midwifery statute, a spectrum of choices will be available. At
the minimum, the state may wish to do little more than legalize
the practice of lay midwifery, subject to certain basic require—

ments. Conversely, state policymakers may wish to allow for the



practice of more highly trained professional midwives similar to
those recognized in other countries. This would, of course,
entail a higher level of training and practice standards.

Wherever the legislative consensus falls along this spectrum,
several provisions would seem to be desirable in any new midwifery
practice act. The first is a clear definition of the scope of
midwifery practice. This can be embodied either in a statute or
an administrative regulation, 1in which case the statutory language
should indicate the direction of legislative intent. A second
component would be the establishment of a credentialing body,
representative of the professionals and the public, that could be
relied upon to draw up a reasonable set of standards for the
education and practice of midwives. In the absence of established
patterns and standards of practice, the third element would be
basic reporting requirements that would allow the state to monitor
the development of midwifery practice, at least in the 1initial
years of the new regulatory program. Lastly, consideration might
be given to imposing certain minimal continued competence require—
ments that are directly relevant to the functions and responsi —
bilities of midwives.

In the design and implementation of a new midwifery regulatory
program, it is important that flexibility be allowed for and
encouraged. Innovation emerges 1incrementally, and within the
bounds of public safety decision-makers ought to be free to take
advantage of gains already made as well as those that lie ahead.

Whatever approach the legislature decides to take with respect
to the practice of midwifery outside of nursing, 1its first concern
will be the welfare of the citizens of this state. Nevertheless,
it should be recognized that the action taken in Washington will
be of keen interest in other states where similar 1issues are

continually being debated.
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REVISED CODE" OF WASHINGTON
Chapter 18.50

MIDWIFERY
?%%'8 r6510 Definitiioins---- Gratuitous services------ Duty to call
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ﬁ%%%%ﬁ %ﬁeh ghrough' hospitals, diklort, midwives, etc: RCW
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lling certificate o7 pirth. 26 060, .
ﬁeu%e & {0 patients or inmates R)r purposes of vital statistics: RCW
10.58.210.
18.50.010 Definitions Gratuitous scnices------
Duty to call physician. Any Person shall be regarded as
practlcmﬁ; midwifery within_the meaning of this chapter
who shall render medical aid to a woman in childbirth
for a fee or compensation or who shall advertise as a
midwife by signs, printed cards or otherwise. Nothing
shall be construed In this chapter to prohibit (t;ratmtous
services, It shall be the duly of a midwife to always
secure the immediate services of a legally qualified phy-
sician whenever any abnormal signs or symptoms ap£ear
cither in the mother or the infanf. [1917°c 160 § 8 RRS
§ 100SI. Formerly RCW 18.50.010. 18.50.010. part,
and 15.50.090.1

18,50.020 License required. Any person who shall
Practlce midwifery in this state after July 1, 1917, shall
irst obtain from the director of licenses of the state of
Washington a license so to do, and the said director is
authorized to grant such license after examination of the
a§pp(|)|cant) as hereinafter provided. [1917 ¢ 160 § I; RRS

10174,

18.50.0.10 Exemptions. This chapter shall not be
construed to interfere in any way with Ihe practice of
religion, nor be held to aﬁ)?Iy to 0i re%ulate any kind of
treatment be{ praver. [1917 ¢ 160 % 2; RRS 1 10185.
FORMER PART OF SECTION 1917 « 1(0 8dpart;
RRS [ i01bl, part, now codified in RCW 1X.50.010.)

Gratuitous Services exemptect RCW 1S 50,010,

ot

et

oflicense Grounds-----

ae,. Penalties.
and 'license™ synonymous.

18.50.040 Application E||g|b|||t){ requirements.
Ang J)_erson seeking to be examined shall present to the
said director, at least ten days before the commencement
of the said examination, a Written application on a form
or forms. provided by the said director setting forth
under affidavit the name, age, nativity, residence, moral
character and lime spent in obtalnln% a common school
education or its equivalent; that the candidate has
received a certificate or_diploma from a Iegally Incorpo-
rated school on midwifery in good stan mg, ranted
after at least two courses of instiuction of at Teast seven
months each in different calendar years or a certificate
or diploma in a foreign institution on midwifery of equal
re;imrements conferfing the full right to practice mid-
witery in the country tn which Tt was issued. The
diploma must bear the’seal of the institution from which
the applicant was graduated. Foreign applicants must
present with the application a translation of the foreign

certificate or diploma made by and under the seal of the
consulate of the country in which the said certificate or
diploma was issued. The application must be endorsed
by a dul¥ registered reputable physician of the state of
Washington. 11917 ¢ 160 § 2; RRS § 10175.)

18.50.050 Application  Examination fee. If the
application is approved and the candidate shall have
deposited an examination fee determined by the director
as provided in RCW 43.24.085 as now or hereafter
atncp 'ed with the director, the candidate shall be
admitted to the examination, and in case of failure to
pass the examination, may be reexamined at any regular
examination within one year without the payment of an
additional fee, said fee "to be retained by the director
after failure to [)ass the second examination, |1975 1Ist
exs. ¢ 30 § 51; 1917 ¢ 160 § 3; RRS § 10176

18.50.060 Examination. The director of licenses is
hereby authorized and empowered to execute the provi-
sions “of this chapter and shall hold examinations in
midwifery on the first Monday in January and July, at
such Places as the director may select, from ten o'Clock
a.m. 1o live o'clock p.m., and dt such other times as. the
said director may deem expedient. The examinatigns
may he oral, written, or both, and shall be in the English
language; 1f desired in any oilier language, an interpieter
may beé provided by said director upon notification of the
diréctor, at least tén days before examination. The cost
% v#,ll intc-preter shall be defrayed by the applicant for

e hiense.



Examinations shall be held on the following Su'ojetfc.

(1) Anatomy of pelvis and female genital organs.

(2) Physiology of menstruation.

(3) Diagnosis and management of pregnancy.

(4) Diagnosis of foetal presentation and position.

(5) Mechanism and management of normal labor.

(6) Management of piterperium.

(7) Injuries to the genital organs following labor.

(8) Sepsis and antisepsis in relation to labor.

(9) Special care of the bed and lying-in room.

(10) Hygiene of mother and infant.

(11) Asphyxiation, convulsions, malformation and
infectious diseases of the new-born.

(12) Causes and effects of ophthalmia neonatorum.

(13) Abnormal conditions requiring attention of a
physician.

(14) Requirements of the vital statistics laws pertain-
ing to the reporting of births and the rules of the state
board of health relative to ophthalmia neonatorum or
other infectious diseases of the newborn.

Said examination shall be sufficient to test the scien-
tific and practical fitness of candidates to practice mid-
wifery and the director may require examination on
other subjects relating to midwifery from time to time.
All application papers shall be deposited with the direc-
tor and there retained for at least one year, when they
may be destroyed.

If said examination is satisfactory, said director shall
issue to such candidate a license entitling the candidate

to practice midwifery in the "Mate of Washington: Pro—

vided. That said license shall not authorize the holder to

prescribe any drugs or medicine except some household
remedy after the birth of the infant. [1917 c 160 § 4;

RRS 810177 ]
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18.50.070 Recording license Penalty for failure.
Every person holding a license authorized in this chapter
must have the same recorded in the office of the county
clerk in the county in which the holder is practicing her

fessi the f sych recordi shal
Pifarci <, on T i-<miteir £ i Tndiy tTR 186ntHing
the same. Every such person, on a change of her resi-
dence, must have the license recorded in the county to
which she shall have removed. The absence of such
record shall be prima facie evidence of the want of pos-
session of sueit certificate: and any person practicing
midwifery in tins state without lirst having filed her cer-
tificate with the county clerk as herein provided, shall be
deemed 1uilty iff a misdemeanor. [1917 e 160 § 5; RRS

§ 10178

18.50.080 Recording.  County clerk's duties. T%¢
county clerk shall kee P In a bogk provided for the pur-
pose, @ complete list of the certificates recorded by him,
with'the date of the record, and such book shall be open
to public |ns[l)ect|on during’his office hours. [1917 ¢ 160
§ 6, RRS § 10179,

18.50.100 Refusal and revocation of license------
Grounds  Hearing. Said director may refuse to grant
or ma5{ revoke any license herein provided for, for anY of
the following reasons: Persistent inehriety; the practice
of criminal™abortion; the commission “of anY crime
involving moral turpitude; presentation of a certificate or
d|p|oma for registration, or license illegally obtained;
application for examlnatlon under fraudulent misrepre-
sentatlon neglect or refusal to make proper returns to
the health officer or health department of births or of
puerperal contagion or infectious diseases within the
required limit of time; failure to record her license with
the clerk of the county i which the licentiate resides or
practices; failure to secure the attendance of a reputable
hysician in a case of miscarriage, hemorrhage, abnor-
mal presentation or position, retained placenta, convul-
sions. ptolapse of the cord, fever during parturient stage,
Inflammation or discharge from the eyes of a new-born
infant, or whenever theré are any abngrmal or unhealthy
symptoms In either the mother or the infant during labor
or the puchcnum

In complaints of violations of the provisions of this
section, the accused. shall be furnished with a copy of the
complaint and be given a hearing before said director in
person or by attorney. Any midwife refused admittance

to the examination or whose license has been revoked
who shall attempt or continue the practice of midwifery,
shall_be subject to the penalties hereinafter Cprescnbed
[118&7ancd 1605%7 RRS 3 10180. Formerly RCW

Abortion: Chapter 9.02 RCW.

18.50.120  Unlawful practice  Penalties. Any per-
son hereafter practicing midwifery in this state without
first compl}nng with the provisions of this chapter, shall
be quilty of a misdemeanor and shall be punished by fine
of not less than fifty dollars nor more than two hufdred
fifty dollars, or by imprisonment in the county jail for
not less than ten days nor more than six months, or hoth,
altotgs )dlscretlon of the court. [1917 ¢ 160 § 9; RRS.'§

18.50.130
The words "certificate”,
IMIVIWHUITAWEH WLV tkiltM L/II
RRS §10184.]

Certlflcate and "license” synonymous

~eense SW’] n&n ’.’ils

18.50.900 Repeal ami saving. All acts or parts of acts
inconsistent with the provisions of this chapter may be
and the same arc hereby repealed: Provided. This chan-
ter shall not repeal the prowsmns of the vital statistics
laws of the state, but shall be deemed as additional and
cumulative provisions. [1917 ¢ 160 § 10.)
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MIDWrFERY LEGISLATION
Decoder 1979

AN ACT Relating to sidwifery; amending section 7, chapter 56,
( Laws of 1975-"76 2nd ex. sess. and RCW 7.70.020; amending
soction 8, chapter 160, Lavs of 1917 and RCW 18.50.010;
amending section 2, chapter 160, Lavs of 1917 and ICH
18.50.0U0; amending section 4, chapter 160, Lavs of 1917
as amended by section 43, chapter 158, Lavs of 1979 and
ECU 18.50.060; amending section 7, chapter 160, Lavs of
1917 and BCU 18.50.100; amending section 21, chapter 266,
Lavs of 147 , ex. sess. as last amended by section 100,
chapter 158, Lavs of 1979 and RCW 43.24.0b,; adding sev
sections to chapter 18.50 BCH; repealing section 5,
chapter 160, Lawn of 1917 and RCW 18.50.070; repealing
section 6, chapter 160, Lavs of 1917 and RCW 18.50.080;
and making an appropriation.
BE IT ENACTED Bl THE LEGISLATURE or THE STATE OF WASHINGTON:
Section 1. Section 7, chapter 56, Lavs of 1975-°"76 2nd
ex. sess. and RCW 7.70.020 are each amended to read a6 follows:
As used in this chapter "health care provider" means
either:
() A person licensed by this state to provide health
care or related services, including, but not limited to, a
physician, osteopathic physician, dentist, nurse, optometrist,
podiatrist, chirouractor, physical therapist, psychologist,
pharmacist, optician, physician % assistant, midwife.
osteopathic  physician's assistant. nurse practitioner, or
physician®s trained nobile intensive care paramedic, including,
in the event such person is deceased, his estate or personal
representative;
(@ An employee or agent of a person described in part

(1) above, acting in the course and scope of his employment,
-1-
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including, in the event such employee or agent is deceased, his
estate or personal representative; or
(@ An entity, whether or not incorporated, facility, or
institution employing one or more persons described in part (2)
above, including, but not United to, a hospital, clinic, health
aaintenance organization, or nursing hoae; or an officer,
director, -eaployee, or agent thereof acting in the course and
scope of his eaploynent, including in the event such officer,
director, eaployee, or agent is deceased, his estate or personal
representative.
HEB  SECTION. Sec. 2. There is added to chapter 18.50
BCW a new section to read as follows:
Unless the context clearly requires otherwise, the

definitions in this section apply throughout this chapter:

(@) "Departaent" aeans the departaent of licensing.
()] "Director" aeans the director c! licensing.
(©)] "Hidvife" naans a aidwife licensed under this

chapter.
PEW SECTION. Sec. 3. There is addod to chapter 18.50
RCW a new section to road as follows:
The aidwifery advisory coaaittee Is created.
The director shall appoint the aeabers of the aidwifery
advisory coaaittee. Tho coanittoe shall be coaposed of one
consuaer, one aidwife licensed under this chapter, one certified
nurse aidwife licensed under chapter 18.00 RCW, one physician
licensed under either chapter 18.57 or 18.71 RCW, and one person
who 1is active in health education. The aeabers serve at the
pleasure of the director but way not servo aore than three
consecutive years or sore than five years in total. The teras
of office shall be staggered, neabors of the coaaittee ahall be
reimbursed for travel expenses an provided in RCW Qj.0J.0b0 and
b3.03.060 as now or hereafter amended.
PEW SECTION. Sec. b. There is added to chapter 18.50
5CS a uv* wu"Uuu to mad on fellows:
The aidvifnry adviscy coaaittee shall adviso and sake
recoaaendationa to the director on issues including, but not

-2-
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liiited to, continuing education, mandatory reexamination, and
peer review. The director shall transait the recoaaendatioaa to
the social and health services coaaittees of the senate and
house of representatives on an annual baais.

Sec. S. Section 8, chapter 160, Laws of 1917 and RCI
16.50.010 are each aaended to read as fclloaa:

Any person shall be regarded as practicing midwifery
within the aeaning of this chapter who shall render aedical aid
fQr_a. fee -PC compensation to a woaan {(in-ehiidbirth-for- a- fee

or— compensation)) during prenatal, intraoartua. and postpartum

stagesor who shall advertiseas a aidwife by signs, printed
cardsx or otherwise. Nothingshall be construed in this
to prohibit gratuitous services. It shall be the duty of a

aidwife to always attempt to secure the iaaediate services of a
legally qualified physician whenever any ((abnormal)) Ufa*
threatening signs or unhealthy symptoms appear either in the
aothoror the infant.

Sec. 6. Section 2, chapter 160, Laws of 1917 and BCB
18.50.0U0 are each aaended to read as fellows:

X1l Any person seeking to be exaained shall present to
the ((said)) director, at least ((ten)) I2fiyifilf days before
the coaaenceaent of the ((said)) examination, a written
application on a fora or forns provided by the ((said)) director
setting forth under affidavit ((the- naaev-agey- nativity*
residenee7-eorai-eharnetar-nnd-tine-npent-in~obtaining-B--eoaBon
a bool- education)) such iniorBati- n as the director nav require
ft.ud DEFIfil_iJia AEI>IALiT It L>da i:ficaivEiljj_Jiigli_as(l:iQ2l_dfiaifis or its
equivalent; that the candidate has received n certificate or
diploma froa a ((iegadiy--ineorporated-»chooi-on-aidvi#ery-ia
good-standingr-granted-after-nt-ieasfc-two-eouraea-of-instruction
of-
lidwlLsiy- EX2aifl2-_4illdlir !_J2JE- Lil£_dHIfI£i21_andLli aifilaisd
under chapter 26D.95 KCW. w]en applicable, or a certificate or
diploma in a foreign institution c¢n aidwifery of equal
requirements conferring the full right to practice midwifery in
the country in which it was issued. The diploaa i*ust boar the
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seal of the institution froa which the applicant was graduated.
Foreign applicants aust present with the application a
translation of the foreign certificate or diploaa wade by mad
under the seal of tbe consulate of the country in which the
((said)) certificate or diploaa was issued. ((The- application
aust-fee-endorsed-by-a-doly-regiatered-reputable-phyaiciaa-of-the
atete-of-Washington*))

111- 1ba dirggiai- shall- BroBBlgat6_-8tflndarda- upfltr

las__assiadliins__ 8li2ilaii__r"2aiaaaj___ lia
standards— sball_£2xalL._ilie_ Ei2viai"iD_af_alsauai2_£2,Ifll£al.aiid
illdAgilc . iii3imgliQn-in-flll-3U.bJlgcts_flpgel.fiTd_inBCW-. 18,50. Q6Q
fifld  12FIEJHELIENIILUE- mFLIISES__In£luddM~_kjIL._B21  1ilAtSfl- Jau
atol1ins_oiis!- tMAchnc- analifisaiianso. In  daiflifigiafl  iha
aiindfl£dE.x_ihs_di£SE£i2f &hall__iis__aafiaiafl,bi_£ba_aidailaix
adliS2EIE_EFi20HIE3]

Sec. 7. Section U, chapter 160, Laws of 1917 as aaendod
by section '4& chapter 150, Laws of 1S79 and RCV 10.50.060 are
each aaended to read as follows:

il). The director of licensing is hereby authorized and
empowered to execute the provisions cf£ this chapter and shall
((hoid)) offer exaninaticns in aidwifery ((on-the- first- Honday
in- January- -and-dniy*)) at least twj.ce a ygpr at such Haaa.iOd
places as tha director nay select ((*-frea-ten- O*eioek- a»n*--to
five- o"eioeHt-pra** -and-at-sueh-other-txaes-as-the-said-director
aay— duew— expedient)). The exaainaticns ((may)) shall be
((orni*)) written((*- or- both*)) and shall be in the English
language((r"if-desired-in-any-otber-iang6age*-an-interprater-may
bo-pi“ovided-by-naid-diractor-upon-notifieation-of- the--director
at- ieaat--ten- days- before- ewaainatieni - -Tha- eost- of--said
iaterpretor-shail-be-d«frayad-by-the-appiieant-for-the-iieennev

Baaeinations-shail-be-heid-on-the-foiiouing-sabjeetat

HY - hnatoay-of-peivia-and-fenaie-genitai-organsv

mOm- Physiol ogy-ef-menstruationv

-(By— Bingnoaia-and-aanageaant-of-pregnaneyT

lby--Biagnoais-of-foetai-preaentation-and-position*

-(Sy- Heehenraa-and-ianageoent-of-noreal-iaborv

44~
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if>y— Hanagenene-of-puerperinar

mOm- Injuries-to-the-genitei-etgans-feilowing-ieborT

*B)= sepsis-and-entisepsia-in-reiatieB-to-laborT

—<9)— speeial-eare-of-the-bed-and-iyiBg-i*-reoiT

149Y- Hygiene-of-Bother-and-infantr

— Asphyxiatieny eenvalsionny— aaiforaation----and
infections-diseases-of-tbe-new-bc-nt

I ¥*)- -eaases-end-effeets-of-ophthalBia-neenatorBBT

i43y—- -Abaornai- -conditions—- regaining- attention- of- a
physieianr

mi»>  Rcqui renents— of-- the-- fitni--statistics lavs
pertaining-*o-thc-reporting-of-birihs-and-the-rnies-0£-the-state
board-* f--heaith--reiatire- tO--ophthalnia- neonatorns-or-other
infeetioas-diseases-of-the-newborn)).

((Said)) _f2).__The_diTectQrd. with th9__aggistanca of the
lidKlteii a<lvis2£l StaiiSise,, sMIl  d2iai2€__ft__ lifillLSurs
figaEinaii2ii_iii ilif_SiibIfi£2i5 ili4i_ihs dix«£i2i; Salaiaif2S__ aia
“ittifl  _th9 scIPg.of._and_cpi«pensurate wjyh wprk poy(orsed fry
a licensed aidwife, Thg examination shall he sufficient to test
the scientific and practical fitiross 0f candidates to practice
nidwifery ((and--the--direetor-any-rogaire-exaninatioj-on-other
sabjeets- rotating- to- vidvifery- fton- tiae--to--tine)). All
application papers shall be deposited with tho director and
there retained for a4l least one vyear, when they Bay be
destroyed.

~21  If ((said)) £{if examination 1is ((satisfactory))
aaiifiiafi2tillL.£2":Plsigd, ((said)) &Jjf director shall issue to
such candidate a license entitling the candidate to practice
nidwifory in the state of Washington((* PRevIBfiBy- That- said
lieense-shall-not-aathorise-the-holder-to-prescribe-any-drags-or
nedictno- exeept- sonO- hoasehold- renedy-after-the-birtfe-of£-*he
infant)).

im _y2 lid«llte_2A£SE2Sa_Mdm_IMS_EhAEIEE_M.It £IEEE};i&d
aHl 51£i>3S_21_ia2ifali2lL8) £EQ?IDED-i_lhel ft liggP3gd gidwlfe s
aUth£JLiIBi_tfi_asgili_ tfl_SILI.fIjILiLiBiSI_lb211fi_jl£)12S-«n4_fi25i££1i21!3

negSS5A1J_Jt2 ER2Ifl.£i- yig- B21kSE-FtBd-in iCQ.ti .-1tli22fi-dE99S-aiii
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isa. tgssl,&flggijugigg*

Sec. 8. Section 7, chapter 160, Lawn of 1917 mmd BCR
18.50.100 are each aaended to read as felloes:

((Said)) Jhe director nay refuse to grant or eay suspend
9r revoke any license ((herein-provlded-for)), eav reprimand or
sanrmg—a—ligfii§s-I>gldgix-gr-iai..plftg£-gB-EL£fIttitlga.aMblast-tg
£a9ggGab;a.xaafaifll-£2gjili2aS-a-11.cgfgid)giaai for any of the
following reasons: Persistent inebriety; tbe practice -of
crininal abortion; the ccseission of any crime involving noral
turpitude relevant to thp practice oj m~wjfgrv: presentation of
a certificate or diplcna for registration or license illegally
obtained; application for examination under fraudulent
misrepresentation; misfrandlipg dyugs authorized by this chapter;
neglect or refusal to sake proper returns to the ((health
offreer-or-health)) departaent of social and healjh services of
births or of puerperal contagion or infectious diseases within
the required limit o. tine; ((failure-te-reeord-h«r-lieenae-«ith
the-elerk-o€-the-eounty--in--whieh- the- licentiate- resides--or
praetiees?)) failure to atteent to necure the ((attendance))
28rvices of a ((reputable)) physician in a case of
((misearrtagey--hemorrhage 7- abnormal- presentation-or-poaition?7
retained-piaeentey-eonvulsionsj--prolapse--of- the- eordy- fever
during-parturient-stagey-inflamention-0T-diseharge-froa-the-eyes
of--a- new-born-infanty-or-whenever-there-are)) any ((abnormal))
jife-threaten ing or unhealthy symptoms in either the aother or
the infant ((during-iabor-or-the-puerperlum)).

In complaints of violations of the provisions of this
section, the accused shall be furnished with a copy of the
{popipint l«rA | I
person-or-by-attorney)) a hearing examiner, with right of .aPBOFIL
n2 £hg director. Any midwife refused admittance to the
esasination or Whose lironn, has btrn revoked who shall attempt
or continue the practice of midwifery((7)) shall be subject to
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the penalties hereinafter prescribed.

EE* SIEXI2Mi  Sec. 9. There is addid to chapter 18.50
BCH a new section to read as follows:

Registered nurses and nurse midwives certified by the
board of nursing under chapter 18.88 BCH shall be exempt froa
the requirements and provisions of this chapter.

KBH SECTION. Sec. 10.  There is addedto chapter 18.50
BCH a new section to read es follows:

Nothing in this chapter shall be construed to apply to or
interfere in any way with the practice of midwifery by a person
who is enrolled in a program of midwifery approved and
accredited by the director: PROVIDED, That the performance of
such services is only pursuant to a regular course of
instruction or assignment from the student's instructor, and
that such services are perforaed only under the supervision and
control of a person licensed in the state of Hashington to
perform services encompassed under this chapter.

NBV SECTION.  Sec. 11.  There is addedto chapter 18.50
ROW a new section to read as follows:

The director, with the advice of the aidwifery advisory
coaaittee, shall develop a fora to hbe wused by a midwife to
inform the patient of the qualifications of a licensed aidwife.

£EH 2££1.LQJiT  Sec. 12, Thereis added to chapter 18.50
RCH a new section to tread as follows:

Every person licensed  to practice midwifery shall
register with ‘the director of licensing annually and pay an
annual renewal registration fee determined by the director as
provided in BCH 43.24.085 as now or hereafter amended on or
before the licensee's birt.h anniversary date. The license of
the person shall on renewed for m period of one year. Ay
failure to register and pay the annual renewal registration fee
shall  render the license invalid. The license ahall be
reinstated upon written application to the director, payment to
the state of a penalty feedetersinsd by the director as
provided in RCH 43.24.085 as now or hereafter amended, and
payment to the state of all delinquent annual license renewal

-7-
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fees.

HEW SECT7.01*  Sec.13.  Thereis added to chapter 18.50
ROW a new section to read as follows:

Every licensed aidwife shall develop a written plan for
consultation with other health care providers, eaergeacy
transfer, transport of an infant to a newhorn nursery or
neonatal intensive care nursery, and transport of a woaan to an
appropriate obstetrical departaent or patient care area. The
written plan shall be s'-bnitted annually together with the
license renewal tee to the departaent,

MEWSECTION. ~ Sec. 14, There is added to chapter 10.50
RCOW a new section to read as follows:

The director shall pronulgate rules under chapter 34.04
BOW as are necessary to carry out the purposes of this chapter.

Sec. 15. Section 21, chapter 266, Lavb of 1971 ex. sess.
as last anended by section 100, chapter 158, Laws of 1979 and
ROW 43.24.085 are each anended to read as follows:

It shall be the pclicy of thestateof Washington  that
the director of licensing shall fron tine to tine establish the
anount of all application tees, license fees, registration fees,
examination fees, permit, fees, renewal fees, and any other fee

22associated  with licensing or registration of professions,
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occupations, or businesses, administered by the businoss and
professions administration in the departaent of licensing. In
fixing said fees the director shall. Insofar as is practicable,
fix the feos relating to each profession, occupation, or
businoss in such a manner that the incoae fron each will natch
the anticipated expenses to be incurred in tho administration of
the laws relating to each such profession, occupation, or
business. All such fees shall be fixed by rule and regulatiou
adopted by tho director in accordance with the provisions of the
administrative procedure act, chapter 34.04 new. PROVIDED, That.

(1) In no event shall the license or registration
renewal fee in the following cases be fixed at an anount lass
than five dollars or in excess of £ifi«eu dollars;

Barber
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Student barber

Cosmetologist (aanager-operator)
Cosietologist (operator)
Cosaetologist (instructor-operator)
Apprentice eabalaers

Hanicurist

Apprentice funeral directors
Begistered nurse

Licensed practical nurse

Charitable organization
Professional solicitor;
(2) In no event shall the license orregistration

renewal foe in thefollowing cases be fixed at an anount less
than ten dollars or in excess of twenty dollars:

Dental hygienist
Barber instructor
Barber aanagor instructor
Psychologist
Enbalner
Funeral director
Sanitarian
Veterinarian
Cosaotology shop
Barber shop
Proprietary school agent
Specialized and advance registered nurse
Physician's assistant
Osteopathic physician's assistant;
(3)  In no event shall the licence orregistration

renewal fen in thefollowing cases be fixed at an aaount less
than fifteen dcllara or in excess of thirty-five dollars:

Architect
Dentist
Enginoer

Land Surveyor

W - MIM
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Podiatrist

Chiropractor

Drugless therapeutic

Osteopathic physician

Osteopathic physician and surgeon

Physical therapist

Physician and snrgeon

Optoaetrist

Dispensing optician

Landscape architect

marsing hose adsinistrator

Hearing aid fitter;

(4) in no event shall the license o registration
renewal fee In tho following cases be fixed at an ?.soaat less
than fifty dollars or in excess of two hundred dollars:

Engineer corporation

Engineer partnership

Cosaetology school

Barber school

Debt adjuster agency

Debt adjuster branch office

Debt adjuster

Proprietary school

Enployaent agency

Enployaent agency branch office

Collection agency

Collection agency branch office

Professional fund raiser.

1BK 5ECTIOH.  Sec. 16.  There is appropriated to the
depairtnent of licensing fron the state general fund for the
bienniua ending June 30, 1981, the sax of sixty-five thousand
dollars or so such as say be necessary to carry out the purposes
of this 1980 act.

mEH SBCTIOH.  Sec. 17. The following acts or pi.rts of
acts are oach hereby repealed:

0)  Suction 5, chapter 160, Laws of 1917 and ECW
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STATE OF ARIZONA

DEPARTMENT OF HEALTH SERVICES

ARTICLE 2. LICENSING OF MIDWIFERY

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

An application for a license to practicemidwifery shall submit:

1. An application on a form prescribed by the Department;

2. Evidence satisfactory to the Director of the Department of
Health Services showing successful completion of a course of
instruction meeting the requirements of R9-16-203;

3. The initial license fee prescribed by A_R.S.836-754;

4. A request to undertake the next available qualifying
examination to be administered by the Department.

Historical Note

Former Section R-9-16-201 repealed, new Section R9-16-201
adopted eff. Jan. 23, 1978 (Supp. 78-1).

2/28/78 Supp. 78-1



Ch. 16 PERSONNEL LICENSING R9-16-204

R9-16-202. Renewal application
An applicant for renewal of a license to practice midwifery shall submit a
renewal application on a form prescribed by the Department.

Historical Note

Former Section R9-16-202 repealed, new Section R9-t6-202 adopted cff. Jan. 23.1978
(Supp. 78-1).

R9-16-203.  Course of instruction

A. Each applicant for an initial midwife license shall show evidence of having
completed a course of instruction with a standard curriculum containing:

1. Information regarding the laws and Regulations concerning midwifery in
Arizona;

2. Basic course in aseptic techniques, basic observational skills, recognition and
management of emergency situations, and special requirements of home delivery;

3. Clinical courses covering the knowledge and skills necessary for:

a. Provision of care during the antepartum, intrapartum, postpartum and
newborn periods, and
' fb. Management of birth and the immediate carc of the mother and newborn
infant;

A Observation of a minimum of ten (10) births;

S. Deliveiy of a minimum of fifteen (15) women, tinder direct supervision by a
licensed physician, licensed midwife or cenificd nurse-midwifc, and verified by a
written statement fiom the supervisor that competence lias been demonstrated.

B. The program of study shall assure that course content mcludcs the requisite
knowledge and skills needed to recognize those conditions listed in R9-16-205.

Historical Note
f-omiei Section R9-16-703 repealed, new Section R9-16-203 adopted cfl. Jan. 23. 1978
(Supp. 78-1).

R9-16-204. Qualifying examination

Prior to tcceiving a license to practice midwifery, each applicant shall pass a
qualifying examination administered at least twice a year by the Department which
will consist of three parts;

1. A written "\ainination designed to test knowledge of the subjects requited
in the course of instruction;

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

3. A pijctical examination designed to demonstrate the mastery of skills
necessary lor practice in midwifery, meeting the iequipments of R9-16-203.

Historical Note
I'or;ns: Sevtior. R9 16 repealed, new Section R9-i6-204 adopted ell. Jan. 2J. 1978
(Supp. 78-1).

Supp. 78-i  2/28/78



R9-16-205 HEALTH SERVICES Title 9

R9-16-205.  Responsibilities of the midwife

A. The midwife shell encourage all clients requesting her services to seek
reqular prenatal care, and shall require that they show evidence that they have been
examined at least once during the last trimestet of pregnancy by a licensed
physician or other practitioner operating under the supervision of a licensed
physician. Such examination shall include laboratory tests to determine the
following:

1. Blood type, Rh group, and Rh titers if indicated;

?. Resultsof a serologic test for syphilis;

3. Hemoglobin or hematocrit level;

4. Results of a urinalysis for protein and sugar.

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

C. The midwife shall have formal arrangements prior to each delivery for
backup medical care for the mother and infant. The midwife shall call a physician
and/or transfer the mother and/or infant to a hospital whenever any of the
conditions listed below arc present:

1. Maternal conditions:

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

Excessive vomiting;

Persistent headache;

Visual disturbances such as blurring or dimness of vision;

f. Blood pressure elevated over 1*10 mm Hg systolic and/or 90 mm Hg
?igstolic, or an increase of 30 mm Hg systolic and/or 15 mm Hg diastolic during
ahor;

g. Blood pressure that falls below 90 mm Hg systolic and/or pulse rate that
increases to 1?0 or above during or after labor;

h. A fetal heart rate that is below 100 or above 160 beats per minute between
or during contractions, or a fetal heart rale that is irregular;

I Meconium stained amniotic fluid;

Elevation in tempcratuic over 100°F or 37.8°C, orally;
Unengaged head in primigravidu or in tmiltipara in labor;
Piesentipg part other than vertex;

Ruptured membranccs of more than 24 hours;
Prolonged labrw using established criteria;

Multiple gestation;

Retained placenta over 1 hour, earlier if bleeding occurs;
Retained placental fragments or membranes;

Persistent uterine atony;

Vaginal or perineal laceration;
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