ALASKA LtlIiiSLAIUKA UUMMXXXim I XX.AS XMO 3" X1#00
3994 SHES > HB 255 - HB 335 9



MAUREEN PILOT, Attorney

Maniilaqg Association

Tribal Govt. Services Program
P.0. Box 256

Kotzebue, AK

Spoke on behalf of the eight IRA councils and three
traditional councils of the region. ™1 would like to speak
in support of HB 255, and we look forward, very much so, to
working with the State of Alaska In negotiating and
implementing those agreements. Regarding the jurisdiction
question, It Is our opinion that this bill would neither add
to or detract from any jurisdiction that tribal governments
may or may not have in the State of Alaska. That issue iIs a
matter of federal law and state legislation cannot alter
it

CHESTER BALLOT, Chairman, Kotzebue IRA Council

Native Village of Kotzebue
P.O. Box 256
Kotzebue, AK

Spoke iIn support of HB 255.

REBECCA CRAVER, Staff Attorney

Kawerak Native Association
P.O. Box 948
Nome, AK

Represents 20 IRA traditional councils and spoke in support
of HB 255.

DEREK NELSON,Coordinator

Bristol Bay Native Association
Indian Child Welfare Program
Dillingham, AK

"The Association i1s in support of HB 255. The tribes right
to exclusive jurisdiction in the nature of custody
proceedings 1Is paramount to the people®s maintenance of
their cultures, the loss of their young to a foreign
culture , when In fact, the future of that culture rests
within i1t"s youth.”



MIKE WALLERI, Village Government Specialist/Tribal Attorney

Tanana Chiefs Conference
201 First Avenue
Fairbanks, AK

"We greatly support this bill because the 1idea of having a
working cooperative agreement with the State of Alaska for
the benefit of Indian children and the maintenance and
contact of unose Indian children with their culture,
extended families and villages. It seems to the Tanana
Chiefs Conferencde that the technical problems of working
out what the Indian Child Welfare Act means should not be an
area for hostile litigation, but should be an area of
cooperation between the villages and their agencies and the
State. We support this and hope the bill 1is passed.”

JULITAN ARGIL

Ketchikan Indian Corp.
P.0O. Box 6820
Ketchikan, AK

"We support this proposed piece of legislation, HB 255
because it will enable the Ketchikan Indian Corp. to enter
into a formal working arrangement with the State for the
pruposes of implementing the Indian Child Welfare Act.

We"re interested in home funding and licensing foster homes
for Native children, and supervising the licensed homes, as
one of the services we provide. Under this legislation we
would hope to be able to expand and coordinate services with
the State.™

DAVE GRAY

Central Council of Tlingit and Haida Tribes of Alaska
320 Willoughby Juno
Juneau, AK

"The Central Council supports the original legislation. The
proposed committee substitute is more premissive, the
Council indeed will support that as being laudatory."”
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H. Statistics for 1000 Births
Managed by the Farm Midwives
from (10-8-70 to 3-13-79)

Total Births

Smgle mothers

Non-Farm residents

First-time mothers )

Doctor present at home birth,
With midwile delivering

Doctor deliveries al home, hoE/{)ital.
("FMC")

or Farm Maternity Clinic
Oelivered at home
Delivered at FMC
Delivered in the hospital, by doctor
ormidwile
Vertex presentation
Face-up position
Breech presentation
Face presentation
Transverse lie
Footling
C-sections
Forceps deliveries
Induced deliveries
Death in utero (Pitocin IV)
Mild pre-eclampsia (snorted
Pitocin al FMC)
Early rupture of membranes
(snorted Pitocin al FMC)

Breeches
Home
FMC .
Hnsnital
hvc-seclion
1 :hanesthesia
>ithout anesthesia
withepisiotomy
without episiotomy
First-time mothers
Mothers over 30
External versions.
breech to vertex
Premature (at least 4 weeKs early)
ospita
FM(%J
Reasons tor doctor del. al home
Breech
Prolonged 2nd stage
Otherl

Reasons tor transler to FMC
Breech . )

qudpected multiple gestation

Mild pre-eclampsia
(induced lahor)

Suspected premature

Premature rupture ol membranes
(induced lahor) .

Premature separation ol placenta

Inlluenza

Mothers choice

For Video

1833
131{13%E
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4

20(2%)
51 (5.1%)

925(93%)
32 (3%)
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32 (3 2%)
7
1
14
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Reasons lor transler to hospital 43

Transverse lie—2 mos. premature
(c-section) .

Marginal placenta previa
(c-section)

Abruptio placenta (c-sec.)

Prolapsed cord (c-sec.)

Kidney infection (c-sec.)

Previous uterine surgery (c-sec.)

Cephalopetvic disproportion
(c-sec.i )

Lack ol progress—inlluenza
(c-sec )

Repeat c-sccticn ] a

Previous c-scclion. delivered
naturally by midwife

Fetal distress (c-sec |7
Breech (term delivery)
Premature and breech
Premature (2 mos )
Suspected premature
Susrected multiple gestation
Prolonged 2nd stage
Anencephalic baby
Parents’ request
Otherd )
Fetal death in utero (induced labor)
Other com| ilcatlons ol labor al home
Marginal placenta previa
Premature separation ol placenta
Hematoma in birth canal
Maternal Mortality
Maternal Complications 6
g ladies had 2 complications)
ostpartum inlection
Hemorrh%ge_ )
stone with oxytocic
(less than 500°cc)
needed transfusion (more
than 500 cc)
Retained placenta
Subcutaneous pneumothorax
Inverted uterus
Severe tear
Prolapsed cervix
Treated at home
Treated at FMC_
Treated at hospital
Complications ol pregnancy
Pre-eclampsia
Polyhydramnios
Incompetent cervix (cerclage)
Prolapsed cervix
Down's S%;ndrom,e )
Retro-bulbar optic neurlti',
Meconium staining
with complications
without complications

[ CYSEPEN ORI N

—_

GO O o U B RO R R R W O N —+

(6%)
31 (3.1%
31 (3.1%)
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Total Perinatal Deaths4
Stillbirths
Deaths in utero
t?xemm _ ,
placenta! infarction
cord accidents
Deaths durm% labor
anencephalic
prolapsed cord
premature separation
0l placenta
Neonatal deaths
Bremature (10 weeks early)
DS (Frematute)
Lethal congenital delects
El anencephalic. 2 unknown
ut probable.
Cause unknown
Il month premature)
Cribdeath =~
Neonatal complications in
||V|n[g; habies
RDS

Congenital abnormalities
supernumerary digits
Spina bifida
Polycystic kidney
Harelip
Phocomelia
Lear

Birth injury (broken arm)

Hemolytic anemia (ABO
Incompatibility requiring
transfusion)

7 per 1003

15 (15 per 10W)
{4 per  100C

I
4
1
1
2
31(3 Oper1CO0)
1

% (8 per 1000)
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Biggest baby Ulb 40z
Smallest livingbaby 2.Ib. 10% oz.
Oldest mother 42 years
Youngest mother 16 years
Avevage weight
boys 71b. 8 0z.
%:rts ) . T1lb. 4 0z.
Mothers' average weight gain 25 b.
Average age of mothers 24.6 years
Ave_ra%e length ol labor
First-time mothers (tor 316 Nrths) 11 hr.
Ist stage’) tor 10 hr. 12 min.
2nd stage) 111 L hr. 8 min.
3rd stageJ  hirths 18 min.
Second or later baby
(lor 380 hirths) 7 hr. 27 min.
tsi stage’)  tor 6 hr. 36 min.
nd stages 172 21 min.
drd stage J  hirths 14 min.
Longest labor 72 hrs,
Shortest labor 1V5 min,
No tear, no episiotomy 538 (54%
Tear 264 (26%
1* 166
>
¥
Episiotomy 199(20%)
1 120
> 10
¥ o9 .
A[kqar (recorded lor 497 births)
pgar ol 10110 . 244 (49%
Apgar ol 10 alter 5 min ) 393 (79%
Apgar ot more than 6 at 1 min. 432 (87%
Nursing mothers 99%
Ladies who had babies on Farm
and tell them 6
Postpartum depression 3
Births with anesthesia 1.6%
Births without anesthesia 98.4%
Births with continuous
electronic Ictal monitoring 1%
Births without continuous
electronic letal monitoring 99.9%

1. One war, our midwile at our Wisconsin Farm. There was no other mldwile available. Two
Mennonite ladies from the area were delivered a! home by our doctor. Now they are delviered by

our mldwlves.

2. This was a repeat c-section. Thd doctor was going to try vaginal delivery but the FHT dropped.
3. Normal term delivery by midwife. The doctor wanted It'done In the hospital because ol drugs

he's given earlier to st

premature labor.

4. These include the 3? deliveries which the midwives considered high risk and which were
delivered in the hospital. Many h03ﬁ|tals and clinics would not Include In their statistics those

cases which were transferred to anot

er institution. Ol the 926 babies delivered at home or In the

Farm Maternity Clinic, there were 8 perinatal deaths, a rate ol 8.6 per 1000 (L stillbirth and 7
neonatal deaths, 3 ol which were lothal congenital delects).

Here arc some sameIe statistics lor perinatal mortality Irom Obstetrical and Gynecological
r

Survey, March 1977,

Medical Center Hospital, Columbus
the State ol Tennessee, 1977: 26/1

onx Municipal Hospital Center, 1966: 36.3/1000: 1973: 21.7/1000. "The
b(gsoeorgla, 1970; 32/1000; 1972: 28/1000. Infant mortality in



TO: BETTYE
FROM: SANDRA _

RE: SB 239, MIDWIVES - THERE IS A/|COMMITTEE SUBSTITUTE

DATE: APRIL 2, 1985

INTRODUCED AT THE "EQUEST OF THE ALASKA MIDWIVES ASSOCIATION.

TELECONFERENCED TO ANCHORAGE AND FAIRBANKS, 1:30 - 2:15.

URGENCY BECAUSE OF MEDICAL BOARD®"S RECENT ADVICE TO THE COURT THAT

MIDWIFERY IS THE PRACTICE OF MEDICINE, WHICH IS UNLAWFUL WITHOUT A

LICENSE. (MUST BE UPHELD BY COURT TO BE VALID.)

SB 239: 1.DEFINES MIDWIFERY OUTSIDE OF THE MEDICAL PRACTICES ACT.
2. REQUIRES DEPT. HEALTH AND SOCIAL SERVICES TO DEVELOP

REGULATIONS GOVERNING TRAINING AND EDUCATION.

COMMITTEE SUBSTITUTE - REGS. GOVERNING PRACTICE AS WELL.

ALASKA ASSOCIATION OF MIDWIVES HAS DEVELOPED AN INTERNAL CERTIFICATION
PROCEDURE. 6 MIDWIVES ARE CERTIFIED, PROBABLY 20 OTHERS PRACTICE.

ESTIMATE THEY DELIVERED 300 BABIES IN THE STATE LAST YEAR.

THE MIDWIVES ORIGINALLY ASKED FOR A BOARD. WE ADVISED THEM OF THE
ADMINISTRATION®S POSITION ON BOARDS. WE THEN TRIED OCCUPATIONAL
LICENSING, WHICH WAS RELUCTANT BECAUSE THEY LACK EXPERTISE IN "MEDICAL"
FIELDS. NOW THE MIDWIVES ARE CONCERNED ABOUT THE REGS. THAT DH&SS MIGHT
DEVELOP (PARTICULARLY RELATIONSHIP WITH PHYSICIAN AND TRAINING REQUIRE —
MENTS), AND BECAUSE OF THE GRASS ROOTS SUPPORT THEY®VE GENERATED, *:.V?

WANT TO PUSH FOR A BOARD AGAIN.

WORD FROM THE MIDWIVES 1S THAT THE STATE MEDICAL ASSOCIATION WILL

NOT FORMALLY OPPOSE THE BILL.
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Midwives Association of Alaska

May 3, 1985
IMPORTANT MESSAGE TO ALL LEGISLATORS

CONCERNING SCS FOR H.B. 335

First of all, we would like to thank all of you for considering this
matter carefully, and being responsive to the needs of the Alaskan people.

Apparently, there is some confusion over the matter of urgency- why
are people writing in to say this bill must be passed this session to keep
midwives from being illegal, and yet Rick Urion, Medical Lobbyist, is saying
it is not the intention of the Medical Association to outlaw midwives? Let
me clarify some points, because both positions are correct.

The Medical Review Board of Alaska did effectively outlaw midwifery,
and all birth attendants other than Medical doctors,when they set down the
opinion two months ago that "assisting healthy women in the natural delivery
of their newborns” was the practice of medicine. At that time, | contacted
a member of the Medical Review Board, Dr. Partnow, and he did say that it was
not their express intent to outlaw midwives. Apparently, other members of the
Medical Reveiw Board said the same thing, and Mr. Urion is relaying that message.

The point here, however, is not intent, but fact. Assistant Attorney
General Kay Gowen has said it does outlaw midwifery. And because of wording,
would outlaw even traditional native birth attendants.

In summary: this bill would allow for the safe and regulated practice of
midwifery as a profession; it would allow continuation of traditional practices
of midwifery in rural Alaska; and, as worded now, has the support of the Medical
Association.

The reason for urgency in voting on this bill now is the fact that the
Alaska Medical Reveiw Board did outlaw midwifery, albeit unintentionally.
Now that the Medical Lobbyist and the Midwives have worked out a comprimise
acceptable to all, please help us see this issue passed this session.

Sincerely,
Vicki Penwell, Director

P.0. Box 81242
Fairbanks, AK 99708

di— maas



Midwives Association of Alaska

REGULATIONS GOVERNING THE
PRACTICE OF MIDWIFERY

1. DEFINITION: The Midwives association of Alaska accepts the International definition of a midwife
which has been accepted by the Council of the Internation'll Confederation of Midwives (I.C.M 8) the Inter-
national Federation of Gynaecology and Obstetrics (F.1.G.0.) and by the World Health Organization
(W.H.0.). The International Definition is:

A midwile is a person who, having™been regularly admitted to a midwifery educational Program, duly recognized in the
country (state) in wnich it is located * has successfully completed the prescribed course of studies in midwifery and has ac-

uired the requisite qualifications to be registered and/or legally licensed to practice midwifery. She must be able to give
the necessary supervision, care and advice to women during their pregnancy, labor and the pos".artum period, to conduct
deliveries on her own responsibility and to care for the newborn and infant. This -are includes ﬁreventatlve measures, the
detection of abnormal conditions in mother and child, the procurement of medical help and the execution of emergency
measures in the absence of medical help. Shelhas an |mﬁ0rtant task in counseling and education—not only for patients,
but also within the family and the community. The work should involve antenatal education and preparation for parenthood
and extend to certain areas of gynaecology, family planning and child care. She may practice in hospitals, clinics, health
units, domiciliary conditions or any other service.

2. SCOPE: The midwife may ﬁ_rovide care to low risk Fatients determined by evaluation and examination to
be prospectively normal for childbirth. Such care includes:

*¢ Prenatal supervision and counselling
Preparation for childbirth _ S
Supervision and care during labor and delivery and care of the mother and the newborn in the immediate postpartum
period, so long as progress meets criteria generally accepted as normal.

3. RES UIREMENTS OF REGISTRATION:  No person shall hold her/himself out as a certified midwife
under the Midwives Association of Alaska unless currently registered as a midwife under these regulations.

4, SCOPE OF PRACTICE OF EACH REGISTRATION LEVEL: A person may he certified as a
Registered midwife, a provisional midwife, or an apprantice midwife.

A registered midwife may provide any care or service allowed by these regulations. _ _
A provisional midwife may provide any care or servicas allowed by these regulations for a period of two years with two
renewals possible, not to exceed six years.

**An apprentice midwife may only provide care or services under the supervision of a licensed physician, certified nurse
midwife, or registered midwife.

5. FEES: Upon anIication,_a$25.QO application fee is required. An additional fee of $25.00 is required at
the time the applicant applies to sit the exam, and each time the status is changed.

‘According to the ICM Constitution this may be a state or country’s professional organization.

Page 1



APPRENTICE PERMIT: Upon application an apprentice permit may be issued to any person who
(resents the following:

Evidence of completion of high school or its equivalent.

~ A letter (or letters) of supervision from a licensed Physician, certified nurse midwife or registered midwife, stating that
they will provide direct In the room supervision of at least 30 prenatals, 10 labor managements, 10 deliveries of the
newborn and placenta. 10 newborn exams and 10 postpartum exams.

PROVISIONAL REGISTRATION PERMIT: Any person who presents satisfactory evidence of
education, training and experience shall, upon application and examination be issued a provisional permit.
Such person shall submit:

Evidence of comPIetion of high school or its equivalent.
Evidence  of current certification in cardio-pulmonary resusitation of theadult and newhorn (CPS).
A copv of  the applicant's own personal Informed Choice form that theywill make available to clients intheircare.
N Evidc.ice of satisfactory completion of the following areas of study;
* Basic aseptic techniques
» Basic observational skills
* Basic prenatal nutrition o
* F”-Ic parent education for prepared childbirth
* Fision of care during the antepartum period
* Provision of care during the intrapartum period
* Provision of care during the postfjrtum period
* Provision of care during the newborn period
* Management of birth and immediate care of the newborn and mother
* Recognition of early signs of possible abnormaltles
* Recognition and management of emergency situations
* Special requirements of home delivery
* information regarding the ethics, laws and regulations relating to the safe practice of midwifery in Alaska

A In each afore mentioned category the applicant shall cite approved training sources. If self-instructed, it is necessary to
cite dates of study, textbooks used and names and addresses of any teachers or workshop leaders. For each category,
applicant shall write a brief summary of learning, methods or course of study and learning objectives obtained. A
standard COURSE OF STUDY APPLICATION form will be provided.

Evidence of the following clinical experience;

30 Prenatal visits

10 Labor and delivery observations

10 Labor managements

10 Delivery of newborn and placenta

10 Newborn examinations

* 10 Postpartum visits (home/office/hospital) to mother and newborn within 36 hours of delivery
(The total of hirths attended must be equal to or greater than 20. Delivery of newborn and placenta can also count
as managements as long as the applicant also managed the ENTIRE lahor. Labor and delivery observations remain
separate and should precede any managements or deliveries.)

SUPERVISION OF CLINICAL EXPERIENCE:  Apprentice midwives must obtain their clinical experience under the super-
vision of a physician, certified nu se midwife, or registered midwife; at least five d(5) of the experiences obtained in each
of the categories must be direct, in the room supervision by a ph}/sman, cerified nurse micwife or registered midwife,
and shall be documented by a letter of supervision. The letter of supervision shall include;

» Date of delivery and/or supervision

* Setting

* Relationship between supervisor and applicant _ N

» Detailed description of the applicants performance and competency in the area(s) of supervision

* Signature and title of supervisor

Upon meeting all the above requirements for provisional registration the applicant must apply and sit the
provisional qualifying exam, passing with a score of 80% or greater. (See Exam)



A person who is provisionally certified is required to do the following:

A Submit monthly reports to the Regional Director tor their area

A Attend and participate in chart review with other midwives in their area if available
Insure that eac'.i woman in her care have two prenatal visits: one in the first trimester and one at 36-40 weeks: with a
physician, naturopath, osteopath.

REGISTERED MIDWI'E PERMIT: Any person who presents satisfactory evidence of education,
trha|ﬂ|ng t?ndt experience shall upon application and examination be issued a registered permit. Such person
shall submit;

Evidence of completion of hign school or its equivalent
Evidence of current certification in cardio-pulmonary resusitation of the adult and newhorn (CPR)
~ Evidence of satisfactory completion of the areas of study (as detailed under the provisional section.)
- Evidence of the following clinical experience:
* 100 Prenatal visits
* 10 Labor and Delivery observations
* 40 Labor managements
¢ 20 Delivery of the newborn and placenta
* 30 Newborn examinations
* 30 Postpartum visits (home/orfice/hospital) of the newborn and mother

(The total of births attended must be equal to or greater than 50. Delivery of the newborn and placenta can also
count as managements as long as the applicant managed the ENTIRE labor. Labor and delivery observations re-
main separate and should precede any managements or deliveries.)

SUPERVISION OF CLINICAL EXPERIENCE: At least five (5) of all the areas of clinical experience must be done under direct
in the room supervision of ph?;sician, certified nurse micwife or registered midwife. The supervision shall be documented by
a letter of supervision that shall include:

» Dates of delivery and/or supervision

* Setting

* Relationship between supervisor and applicant

* Oetailed description of the apﬁli_can_ts performance and competency in the areas supervised

* Signature of supervisor and their title

EVIOENCE OF EXPERIENCE:  Written evidence must be submitted whenever experience is cited, whether birth observa-
tions. labor managements or deliveries. Written evidence shall include:

* Name, address and phone number of parents

« Date of hirth

« Location of birth

* Baby's sex and weight

* Who managed labor

* Who delivered newborn and placenta

A A copy of the applicant's own personal Informed Choice form that they will make available to clients in their care.
Evidence of 16 contact hours spent learning or observing in a medical or hospital setting, such as the intensive care
neonatal nursery or regular newborn nursery, high risk 0.B. clinic, woman's health care clinic, physicians office or
labor and delivery ward. (This requirement may be waived if applicant shows satisfactory proof of having been unable to
obtain tho experience.)

An application for the permit to sit the next qualifyingi] examination
Ugon meeting all the requirements to be registered, the applicant must then pass the qualifying exam with a score of
80%. (See Exam)

FOREIGN EXPERIENCE: Applicants for registration as a midwife who lack required clinical ex-
perience in Alaska, but who have equivalent experience from another jurisdiction, may apply for a registered
midwife pertmlt and to sit the qualifying examination after submitting evidence of experience and of all other
requirements.

Page 3



10.

11.

12.

RENEWAL OF PERMITS:  Every miowife permit must be renewed every two years. An applicant for
renewal shall submitt:

A A renewal application
Evidence of completion of 16 contact hours of continuing education. This may he ootained through organized courses,
conferences, area midwives meetings, workshops or inservices.

N Evidence of current certification in cardio pulmonary resuscitation of the adult and newborn (CPR)

A Renewal lee of S25.U0

EXAMINATIONS

REQUIREMENTS OF EXAMINATIONS:  Any person applying for a fProvisional or registered permit must
pass a qualifying exam for that status. This examination shall be offered at least twice a year.

SCOPE OF WRITTEN EXAMINATION:  The examshall consist of two parts, a written examination designed
o test kn_owled(t;e of theo _rec?ardlng preg_nan%y and childbirth, and a written case management judgement
examination to test clinica #J' ement In midwifery case management. The written exam shall cover theory
regarding pregnancy and childbirth including but not limited to the following areas:

Anatomy and physiology of the lemale reproductive system, in both pregnant and non-pregnant states
Normal growth-and development of fetus and placenta
Normal progress of pregnancy, labor and delivery ,
Comfort measures in the anteéJ_artL_Jm, intrapartum and postpartum periods
Significance of laboratory studies in pregnancy and the neonatal periods
Prenatal nutritjon
Patient teaching .
A Special requirements of home delivery
Risk factors in pregnancy o
Terminology used in the practice of midwifery _
Normal newhorn characteristics and possible problems including anomalies
A Care of the newborn -

Pertinent legislation and regulations for midwifery in Alaska

The case management judgements shall cover but not be limited to:

> > > > >

> >

A Course and management of normal antepartum, intrapartum, postpartum and newborn periods _ _
Early recognition of abnormalities in tho antepartum, intrapartum, postpartum and the newborn periods, their
significance and possible sequela if untreated
Recognition and management of emergency situations

DUTIES AND RESPONSIBILITIES:
COVERAGE: The lay miowife must assure that all women she plans to deliver receive required tests.

MEDICAL EVALUATION: It is recommended that the midwife re_?uire her clients have a physical examina-
tlor; bya pkhysmtl]an, naturopath, osteopath or certified nurse midwife and to be found to be essentially normal
or low risk at that time.

REQUIRED TEST:  Initial physician examination shall include clinical pelvimetry and the following laboratory
tests: VDRL, GC screen, blood qgoup and RH, hematocrit and hemoglobin, rubella titer and urinalysis. The
hematocrit or hemoglobin must be rechecked at 28 and 36 weeks gestation.

PRENATAL VISITS:  Prenatal visits should be every 4 weeks until 28 weeks gestation, every 2 weeks from
28 until 35 weeks gestation and weekly from 36 weeks until delivery.

Page 4



RECORDS: The midwife shall maintain in her records evidence of the physician visits, charting of all
prenatal visits, charting of labor and delivery and charting of postpartum and newborn visits and exams.

ADVANCE PREPARATION FOR NEED: The miJwife, prior to the onset of labor must have:

Arrangements made for transport of mother and/or infant to a hospital _ .
A Agreement by the client for medical referral and/or hospitalization of mother and/or infant, if it should become
necessary.

INFORMED CONSENT:  The midwife must inform any woman seeking horns birth of possible risks of home
birth and must obtain written informed consent of the woman for home bi'tii prior to the onset of labor.

COMMUNITY RESOURCES:  The midwife must be familiar with community resources for pregnant women
such as prenatal classes, WIC program, La Leche League, and Well Baby clinics.

HOME VISIT:  For home hirths, th* midwife will. make a home visit 3 to 5 weeks Frior to the EDC to assess
the physical environment, to ascertain whether the woman has all necessary supplies, to prepare the family
for the hirth, and to instruct the family to correct problems or deficiencies.

NORMAL DELIVERY:  The midwife must remain with the mother and infant for at least 3 hours postpartum,
or until the mother’s condition is stable and the infant's condition is stable, whichever is Ionqer. Maternal
stability is evidenced by normal blood pressure, pulse, respirations, fundus firm, lochia normal and bladder
empty. Infant stability Is evidenced by established respirations, normal temperature, and strong sucking.

HOSPITALIZATION:  The midwife must accompany to the hospital any mother or infant requirin?
hospitalization, giving any pertinent written records and verbal report to the physician assuming care. If
possible, she should remain with the mother and/or infant to ascertain outcome.

PHYSICIAN EVALUATION OF NEWBORN:  The midwife must recommend that any infant delivered by the
midwife be evaluated by a physician within 3 days of age, or soone- when it becomes apparent that the
newhorn needs medical attention.

POSTPARTUM VISITS:  The midwife shall make postpartum visits to evaluate the condition of mother and
infant at least twice—once within 24 hours of birth and once on the third or fourth day. Additional visits
shall be made as indicated.

RH BLOOD FACTOR: In case ol unsensitized Rh negative mother, the midwife shall.

** (Obtain a sample of cord blood from the placenta and arrange for testing within 24 hours of the hirth.
Be certain that the mother receives Rh immuniglobin as indicated within 72 hours of delivery
A Prenatally, be certain that mother receives a minimum of two antibody screens

PREVENTION OF INFANT BLINDNESS:  Within 2 hours of birth, the midwife shall administer two drops of
1% solution of silver nitrate or other agent of equal potency and harmlessness (llotycin Erythromycin op-
thalmic ointment may be used) into the eyes of the infant in accordance with the laws in the State of Alaska,
or obtain a signed waiver from the parents.

BIRTH REGISTRATION: The midwife must complete a hirth cerificate and file it with the local registrar
within ten days of the birth.

SANITATION:  The midwife shall maintain all equipment used in the practice of midwifery in an aseptically
clean manner and in working order.
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ANTEPARTUM:  The midwife shall obtain medical consultation or refer for medical care any woman-who
during the antepartum period:

Develops Blood pressure of 140/90 or an increase of 30m Hg systolic or 15 mm Hg diastolic over her normal blood
pressure

A QOevelops 2 + or greater pitting edema of the face and hands
A Develops severe, persistent headaches, epigastric pain or visual disturbances

Ooes not gain 14 pounds by 30 weeks gestation or at least 4 pounds a month in the last trimester or gains more than 12
pounds in one month in any trimester

Develops glucosuria or proteinuria, more than one episode of 1 +or greater
Has symptoms of urinary tract infection, i.e: rise in temperature, kidney or flank pain, urinary frequency or dysuria
Has vaginal bleeding before onset of labor
~ Has rupture of membranes prior to 37 weeks gestation
A Has marked decrease in or cessation of fetal movement
Has inappropriate gestational size
Has demonstrated anemia by blood test (hematocrit less than 30. hemoglobinless than 10.5)
A Has fever of 100.4° F. or 38° C. for 24 hours
Has effacement and/or dilatation of cervix prior to 36 weeks gestation
A s found to be Rh negative, to insure access to antibody titers and Rhogam
Has severe protruding varicose veins or extremities or vulva

INTRAPARTUM:  The midwife shall obtain medical consultation or refer for medical care any woman who
during the intrapartum period:

** Develops a blood pressure of 140/90 or an increase of 30 mm Hg systolic or 15 mm Hg diastolic over her normal blood
pressure

** Develops severe headache, epigastric pain or visual disturbance
Develops protenuria. 1+ or greater
Develops a fever over 100° F. or 38° C.
Develops respiratory distress

Has persistant or recurrent fetal heart tones below 100 or above 160 beats per minute between or during contractions,
or a fetal heart rate that is irregular or showing late or variable decelerations

Has ruptured membranes prior to delivery
Has bleeding prior to delivery
¢=>Has meconium stained fluid (other than very light)

** Does not progress in effacement dilation or station after 2 hours in active labor (after 4 ¢cm), or about 1 hour if
distance to hospital is greater than 1 hour away

- Does not show continued progress to delivery after 2 hours of second stage labor, or 1 hour if distance to hospital is
greater than one hour away

Does not deliver the placenta within one hour if there is no bleeding and the fundus is firm, or 30 minutes if distance to
hospital is greater than 1 hour away

Has partially separated placenta with bleeding or with a blood pressure below 90 systolic or with a Pulse rate over 110
beats per minute or who is weak or dizzy

Bleeds more than 1000 cc (4 cups) with or after the delivery of the placenta
** Has retained placental fragments or membranes
A Desires medical consultation or transfer
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POSTPARTUM:  Tne miawife shall obtain medical consultation or refer for medical care any woman who
during the postpartum period:

Has third or fouth degree laceration
Has uterine atony

N Bleeds in an amount greater than normal lochial flow

v+ Does not void within 6 hours of birth

A Develops a fever greater than 100.4° F.or 33° C. onany 2 of the first 10 days postpartum, excluding the first 24 hours
Develops foul smelling lochia

A Develops a hematoma

NEWBORN PRO  S: The midwife shall obtain medical consultation or refer for medical care any infant
who:

Has an apgar score of 7 or less at 5 minutes
Has any obvious anomaly
Develops grunting respirations, retractions or cyanosis
Has cardiac irregularities
Has a pale, cyanotic or grey color
A Develops jaundice within 24 hours of hirth
A Has an abnormal cry
Weighs less than 5 pounds or weighs more than 10 pounds
- Shows signs of complications due to prematurity, dysmaturity or postmaturity
N Has meconium staining greater than very light
Does not urinate or pass meconium m the first 24 hours after birth
A |s lethargic, or does not feed well
Has edema
N Has required resuscitation or CPR
Appears weak or flaccid, or appears not to be normal in any other respect

UNAPPROVED PRACTICE: In accord with the philosophies of the Midwives Assocition of Alaska, which
states that homebirth should only be for low risk women in excellent health, the midwife shall not knowingly
accept responsibility for the prenatal or mtraP_artum care of a woman who falls into any of the following
categories. However, the Midwives Association of Alaska also recognizes the right” of the pregnant
woman/couRIe_ to choose their birth place and have a skilled attendant present, even though it may not be
the safest choice physically. (See High Risk. Waiver)

The midwife shall not deliver at home any of the following without a signeJ copy of the Midwives Association
of Alaska High Risk Waiver bem% submitted to the review hoard by 37 weeks gestation (or as soon as it is
discovered and discussed with the parents).

Has had a previous cesarean delivery or other known uterine surgery
Has a history of thrombophlebitis or pulmonary embolism

> Was diabetes, hypertension, Rh disease with positive titer, active tuberculosis, active syphilis, active gonorrhea,
epilepsy, heart disease or kidney disease

A Contracts genital herpes simplex in the first trimester or has active genital herpes in the last two weeks of pregnancy
N Has a contracted pelvis
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13.

14.

Has severe psychiatric illness
s addicted to narcotics or other drugs
Ingests more than 2 ounces of alcohol or 24 ounces of beer a aay on a regular basis orparticipates  inbinge drinking
Smokes 20 cigarettes or more, per day, and is not likely to cease in pregnancy
Has multiple gestation
Has a letus of less than 37 weeks gestation at the onset of labor
Has a gestation beyond 427: weeks by dates and examination
A Has a fetus in any presentation other than vertex at the onset of labor

Is a primigravida with an unengaged fetal head in active labor, or any woman who has ruptureof ~ membraneswith
unengaged fetal head, with or without labor

k* Has a fetus with suspected or diagnosed congenital anomalies that may require immediate medical intervention
A Has pre-eclampsia or eclampsia
N Has a parity greater than 5

Has bleeding with evidence of placenta previa

EXAMINATION IN LABOR:  The midwife will not perform any vaginal examinations on a woman with rup-
tured membranes and no labor, other than an initial examination to be certain there isno prolapsed cord.
Once active labor is assuredly in orogress, exams may be made as necessary.

EMERGENCY MEASURES: The following measures are permissive in an emergency situation:

*e Cardio-pulmonary resuscitation

A Episiotomy

A Intramuscular administration of pitocin or methegine for the control of postpartum hemorrhage
Screw maneuver of Woods
Oxygen therapy for mother or infant

HIGH RISK WAIVER: ~ Whenever the midwife accepts a woman for care who is outside the limits of low risk,
the midwife must do the following:

A Explain fully all risks involved to the woman/couple, and provide appropriate reading materials onthe subject(s).
Obtain a signed High Risk Waiver and submit it with the birth report at the quarters end

A Recommend visit with her physician, chart the visit and document his or her advise and recommendations lor the birth,
being fully aware of the woman's birth plans

REPORTS:  The micwife shall submit reports each quarter (each month for provisional midwives) on stan-
dard forms provided. A special form must be filed whenever an emergency measure is used.

REGIONAL DIRECTORS: There will be reg1|onal directors appointed as needed to coordinate area
chart reviews, supervise apprentice and provisional midwives, and to administer the examination twice year-
ly. The regional directors will be appointed by vote of the general membership of The Midwives Association
of Alaska at their annual meeting

STATISTICS: The Midwives Association of Alaska will compile annual midwifery statistics and make
them available to midwives and other interested groups or persons
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Perinatal and maternal mortality in a religious group

avoiding obstetric care

Andrew M. Kaunitz, M.D., Craig Spence, M.D., T. S. Danielson, M.D., M.P H.,

Roger W. Rochal, M.D., and David A. Grimes, M.D.

Atlanta, Grorpia. and Indianapolis, Indiana

We investigated perinatal and maternal dealhs occurring among women who were members ol a religious
group in Indiana: these women received no prenatal care and gave birth at home without trained
attendants. Members ol the religious group had a pennatal mortality rate three times higher and a maternal
mortality rate about 100 limes higher than the statewide rales. These findings suggest Ihal, even in the
United Stales, women who avoid obstetric cate have a greatly increased nsk ol pennatal and maternal

death. (Am j Obstet Gynecol 1984;150:826-31.)
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Although interest in out-of-hospital thtltibirtli with-
out metlical attention has increased.™1 It"" is known
about risks (bat may lie associate ' ill) childbirth in
such a selllnq. In this studv. we dcLcrtbe perinatal and
maternal dealhs occurring Imm 1975 to 1982 amon_ﬁ
members of the Faith AsSembly, u religious group i
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northeastern Indiana whose members do_not seek pre-
natal care and who give hirth at homtl without trained
attendants, o _ _
"we 0btained the following information on-the Faith
Assembly from conversations with local county officials
and newspaper reporters, The Faith Assembly reli-
gious group has been active in northeastern Indiana
Since 1973, Most Members resicle in Kosciusko and Elk-
hart Counties. Some 2000 members, including chil-
dren, attend weekly religious services. Nearly all mem-
bers are white; théy represent diverse socioeconomic
strata. Manﬁ_are miarried_couples in their 20s or 30
who have children. Fertility among members ?P&ears
higher than average for Inciiana and the L'ntted States
in general, althou%h documentation is unavailable.
aith Assembly tenets hold that members should not
receive medical care for any health problems. Preé;nant
women, therefore, receivé no prenatal care and give
birth al home without obstetric assistance. Although it
has been reported that "lav midwives™ have attended
some Faith Assembly births, these attendants are un-
licensed and have no formal training in obstetrics,
Since the mid-1970s, county health authorities have
become aware of 27 fetal, neonatal, or maternal dealhs
among Faith Assembly members. Local health person-
nel and articles published ina local newspaper alerted
the Division of Maternal and Child Health of the In-
diana Stale Board of Health (o the possibility that Faith
Assembly members might be at increased risk lor peri-
natal and maternal mortality. To examine (his possibil-
Ey._t_he Indiana State Board of Health invited the'
vision of Reproductive Health, Centers lor Disease
Control, to assist in an investigation of perinatal and
maternal deaths amo_nP Members. _
Because local olhcials reported (hat most Faith As-
sembly members in Indiana reside in Elkhart and Kos-
ciusko Counties, we focused our mvesﬂgatlon in these
counties, The combined population of these two coun-
ties is 188,635: 96f? of residents arc white. The largest
oity, Elkhart, has 41.305 residents.'1

Methods

We identitied all reported perinatal and maternal
deaths occurring from 1975 through 1982 among
Faith Assembly members living in Indiana, These in-
cluded deaths identified thnmgh newsp.tjier articles
and county health authorities.

The fetal death rate isdelined as the number o! fetal
deaths («:20 weeks gestation) per ItV live births: the
neonatal mortality rale is delined as the mitnhcr ol
neonatal deaths {infants living £28 tlavs altei liirlltl
P_er 1000 live hirths, The perinatal mortality rate is de-
ined as the niunl>ci ol It-ial deaths plus the number of
neonatal deaths loer 1000 live hirtlts plus leial deaths,
and the maternal mortality rate is delinetl as the num-
ber of maternal deaths (pregnancy-related deaths ik-

-UTICL:
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Table 1. Selected characteristics of women with'
live births in Indiana, Faith Assembly and all
women, 1975 through 1982

Faith Indiana,

Aurmhty' itatnnde=
N (n» 748y fn - H1J47)
Chararlmitic *7) irt>

Age

<19 yr 3 18

20-34 VI 9% 78

>35 Y1 4
Race

White 93 89

Black and other 0 I
Educational attainment

<12 yr 53 75

>12.yr 47 25
Marital status

Married. 99 86

Unmarried 1 14

" Faith Assemblv mentlicrs residingq2
Kosciusko Cmmli, 1975 through 19

tAll Indiana residents. 1978,

in Elkhart County or

tnrring during or up to | year after termination of
preg(nancy) %er 100.000 live births, S
_Exact methods were used to calculate statistical sig-
nificatke and 95fr confidence intervals, If the 959r
confidence interval does not include 10, the rate is
S|%n|f|cantly different from the referent rate (p.<

For each death, a counts health department cm-
plovee, police official, or funeral director directly in-
volved in the case verified that the ileectlem had béen a
Faith Assembly ntemlier. To |dent|fr any additional
cases, we met with the director ol the Indiana Maternal
Mortality Committee as Swell & coroners ami public
health nurses in Elkhart ami Kosciusko Counties. In
addition, we visited (lie Faith Assembly headt/tiarters to
try to obtain information on births and  perinatal and
maternal deaths and about inetnlH'rship in genetal.
However, we were not provided wills this information.

We estimated the number of live births among Faith
Assemble members through liiuli records, We used the
following criteria to tlelinc stub births: The birth tw-
inned outside- a hosgnal Iseitssen January 1. 1975.
and December 31. 1932: the birth iilcudntu wes not a

hssiti.tn: the mother resided in Elkhart County or
osciusko Counts: and the mother teeeivrd no o tin-
sHcihcd prenatal care. We mottled maternal a?e.
rate, mani.Il tains. and ediuaiion.tl attainment for
etrli live hittlt. We assumed, hut mold not verify, that
no Baillt Assemble mrmiwrs were delivered ol infants
in hos_?nals during this mic-rsal. _ _

I'stitg state vital mortis, we then reviewed Indiana
perinatal_and maternal dealhs anil live hirtlts fur the
seats 1975 (luniigh 1932 and tabulated for each live
hittit the lour intterit.il t i.ir it teristii s previously listed.
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Fig. |, Faith Assembly perinatal deaths, Indiana, 1975
through 1982.

We also manually matched Elkhart County neonatal
death certificates lor 1975 through 1982 against live
birth records for Faith Assembly” members who were
Elkhart County residents. We"then reviewed fetal
death certificates for Elkhart County for 1975 through
1982 in order to identify any additional fetal deaths
oceurring among mothers wno received no, prenatal
care or for whom prenatal care was not specified.

Because the denominator data |(blrths) We derived
for Faith Assembly members were lor residents of Elk-
hart and Kosciusko Counties onlv, we calculated peri-
natal and maternal mortality rate estimates only lor
members re5|d|n% in these two counties. For the scars
1975 through 1982, we calculated fetal, neonatal, l@e_rl-
natal, and maternal mortality rale estimates for Faith
Assembly members residing in these counties and
for tt[[e entire state, excluding members in these two
counties.,

Results

Live births, ('sing the criteria described previously,
we identilielfnY 'liyt bulbs in Elklurt anti Kosciusko
Counties_occurring .timing Faith Assembly iiieinliers
.from"lgi75 through 1982."Birth certificatés indicated
thuf 291/of these ‘inolheis (85*7% did not rcicise pre-
natal care: _rece|§t of grenatal cate wes ttng|x'iilied lor
the remaining 53 (157).
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Year

D 1 Matemol Death
{8} Faith Assembly Momhber

Fi%, 2 Matemal deaths. Indiana residents, 1975 through
1982.

Maternal characteristics. Compared with all Indjana
women I__gu_vm birth front 1975 thr_ough 1982. members
of the Faith Assembly who lived in Elkhart County or
Kosciusko Count;r_ and who gave hirth during this pe-
riod were more Tikely to beage 20 to 34, while, and
married and to have at least a high school education
(Tabic 1). More defailed information on_maternal
characteristics is available in a separate publication.*
Perinatal deaths. We identified 2L perinatal dealhs
oceurring between 1975 and 1982 among residents of
Indiana who were Faith Assembly mentltcrs. Vital rec-
ords listed 12 as lelal dealhs and nine as neonatal
deaths (Fig. I{. Of these 21__Eer|natal deaths, 11 fetal
and six neonatal dealhs iHtiitred among nleiiilx-rs re-
siding in Elkhart Counts or Kostittsko County.
Trauma or asphyxia at hiitlt tnllen associated with
umbilical cord problems) and tespn.Uins problems at-
tminted for most of these perinatal deaths. Al
neonatal tleatlts inclined union fi durs ol hitlt. and
most occurred within | das. Birth weights were re-
corded in 15 of the 20 perinatal deaths; HI ol these
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Table I1. Maternal deaths among Faith Assembly members, Indiana. 1975 through 1982

Year of Maternal , )
death ap Time of death I'ativ of death

l N A -
. o
*Resident of Kosciusko County or Elkhart County. e aggr

panum
tAIthough cecedent also had metastatic osteagenic sarcom, this wes hot determined to be the cause ol death.

Table [11. Estimated perinatal and maternal death rates. Faith Assembly members* and Indiana statewide.!
1975 through 1982

Faill ] Rrlatri'e C9JT. Conz';ulnut
Aurmbh Indianal n\k inlen‘ah
Tt I
To Perinataldealhs 17 12141 : :
% m -
%tfael (eaths 3 ! : -
(] ﬁXu 48 m 1 %éﬂ 1.6-4.2
o & 9 05t
78 79 ‘80 ‘81 '82 errt]%]% 872 925 "19-280

Year

itamal Death
mheitmbly Member

tuna resicerts. 197 through

sompared with .ll Indjana
*3 thr_ough 1982. members
«tned in Elkhart County or
>ease binh during this pe-
k age 20 to 34, white, and
T ]f high school education
information tin_maternal
«a separate publication.*
mithrd 20 perinatal deaths
d 1952 jmong residents of
-embls members. Vital roc-
ath* jnd nine as neonatal
*i pennatal deaths. 11 letal
"marell jmuilg memlxTs re-
*hoMitiskn Ctitmli.
Vinh miten aswitialed with
sdrr-pujton problems..it-
o petmitil “deaths. All
oirmn ti dais of hinli. ami
J*. Sirtlt weights were re-
niulal deaths; 10 of these

*Faith Assembly members residing in Elkhart Coumv or Kosciusko County.

* Excludes Faith

"P%inglOI ceaths per 1000 lisc births plus
P ety
3Noonat Il ceaths per 1000 hve births,
<aternal cealhs per 100000 ve births.

birth weights were £5 pounds. Autopsies were per-
formed in four <19%) of these perinatal deaths, no
congenital anomalies were noted. Birth-deatlt. record
matching for Elkhart County residents did nut identify
any additional perinatal deaths among Faith Assembly

members.

Maternal dealhs. We itlentihed six maternal deaths
between 1975 and 1982 among residents of Indiana
who were Faith Assembly members Igable II). Of
these, three were members residing in Elkhart County
or Kaosciusko County. Hemorrhage accounted for four
and infection for tiwo «if these deaths. All deaths oc-
curred al home. Or the live postpartum deaths, all oc-
curred within | month of delivers. One death oicnrretl
ante partum.

During the years 1975 throuqh 1952. 61 other ma-
ternal déaths occurred antung Tndiana residents who
were nut known to be Faith Assemble members. Hence,
about 97 of maternal deaths in Indiana during this
E)Enog) occurred among Faith Assembly members

ig. 2).
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Assomoli memliers residin%{erllI Egér%% Cuuilty or Kosciusko Counts,

The proportion of maternal deaths occurring in
1975 throu%h 1982 and caused bs hemorrhage or in-
fection was higher for Faith Assemble members _(100_7F]
than for other Indiana residents (36°7). Of the six Fait
Assembly women who died of complications of preg.
nancy of delivery, three were age 35 or older; this con-
trasts with the 27 of hirtlts to Faith Assembly women in
Kosciusko and Elkhart Counties that occurred among
women 35 and older.

Perinatal mortality rates. For the sears 1975 through
1982, the estimated perinaial mortality rate lor Faith
Assembly members residing in Elkhart Counts or Kos-
ciusko Counts was 48 per 1000: for all other Indiana
residents the perinatal morialits rate was, 18. The esti-
mated perinatal morialits rate lor Faith Assembly
members in these two comities, thetelore. was almost
three times higher &957_ tonl'tdeitie [imits, 1.t to 421
than for Indiana statewide (p < (Milll). Estimated mor-
tality rates for letal anil neonatal deaths wete 32 and
17" resp>ectiveh. lor utemlierN; cot responding statewide
rates were 9 anti 9. The letal death rate for Faith As
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sembly membcn wes s_ignificantly higher }p <0.001J
than for Indiana statewide, but the neonatal death rate
for members wes not significantly higher (p > 0.1) than
for Indiana statewide (Table Ili

Maternal mortality rates. For the years 1975
through 1982, the estimated maternal mortality rate
for Faith Assembly members residing ill Elkhart
County or Kosciusko fcounty wes 872 per 100.000 live
births; for all other Indiana residents the maternal
mortah_ty rate wes 9 g able 111). Hence, the maternal
mortality rate for Faith Assembly members in these two
counties was92jimg_hi*her d(esft confidence limits, 19
Eo 288)06th for the Temainder of the state of Indiana
p<0.001).

Comment

These estimated perinatal and maternal mortality
rates for Faith Assembly members were about three-
fold and 100-fold higher, respectively, than statewide
rates. Demographic Characteristics of Faith Assembly
members do not explain these higher mortality rates.
Neonatal mortality Is generally higher among adoles-
cents, blacks, those with low educational attainment,
and unmarried women.’ Maternal mortality, likewise,
is higher among women &35 years old. black women,
and “unmarried worty-n. Women belonging to the
Faith Assembly were less likely to have these™risk fac-
tors than other women in Indiana, yet their estimated
neonatal and maternal mortality rates were higher than
statewide rates. . _

Most neonatal deaths occur inJaw-batch weight in-
fants. One half of neonatal dealhs among infqms of
normal birth weight result from congenital anomalies.
Birth trauma or asphvxia in~terminfants, accordmﬁly,
should account for relatively few neonatal deaths: their
oceurrence suggests deficiencies in medical care. None
of the five neonatal deaths that occurred among
normal-birtlt weight inlanis ol Faith Assembly ment-
bers appeared to be related to congenital anomalies; at
least two of these, however, resulted from birth trauma
or asphyxia. This su%gests that lack of medical care at
delivery contributed to the high rate of perinalal mor-

tality.

Tt%le perinatal and maternal mortality rates we calcu-
lated for members residing in F.lkhart and Kosciusko
Counties are probably subStantial underestimates. For
53 infants, the hirth certificate did not specify whether
the mother received prenatal care. The_mothers ol
many of these infants Were pmbablv not Faith Assem-
bly members. Because we nullified in the denominator
births (hat may not have been to Faith Asscmblv mem-
bers. the denominator is prnbnhlv an overestimate. To
the extert dial the denominator is lint Iar?e, the tajcu-
lated mortality rates arc corres ondmﬁly OW. Because
birth-dcath record matching for Elkhart County did

ifITICL:
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not identify any additional Ferlnatal deaths, we did not
perform record matching for Kosciusko County..
Faith Assembly members may have hidden perinatal
deaths from local health authorities. For example, one
of the fetal deaths wes not initially reported to the

county coroner, who became aware of it only after the .

fetus wes exhumed from the family garden. If th®
practice of concealing perinatal deaths is mure com-
mon among members than lor the state of Indiana asa

whole, the true difference in perinatal mortality rates'

for the Faith Assembly as compared with Indiana
would be greater than our study indicates. .

Because the Indiana Maternal Mortality Committee
has performed active surveillance of maternal deaths
since 195914 our estimate of the maternal mortality
rate for Faith Assembly members is probably more re-
lible titan the perinatal mortality rate estimate, lit ad-
dition. maternal deaths are raré and less likely to be
overlooked than perinatal deaths. -

There i little information about populations in the
United States in which pregnant women avoid medical
care. A study of home births in North Carolina from
1974 through 1976, however, found that planned
home hirths without the attendance of a physician or
trained midwife were associa.cu with a neoniatal mor-
tality raie aimut eighttimes higher than the rate for
planned home births with a traincdTattendani,” The
maternal mortality rate for Faith Assembly members
residing in Elkhart and Kosciusko Counties, however,
Iscomparable with maternal inurialilv rates in develop-
ing countries whet* obstetric care is unavailable. For
instance, the-maternal inortalitv rate in Matlab fliuna,
Bangladesh, front 1968 through 1970. was 570 deaths
per 100,000 live births.? These findings suggest that
when women, even in the United Stales, avoid obstetric
care, they greatly increase the risks of perinatal and
maternal”déath,

We wish to thank Dr. William A. Ragan. Dr. Ms Intel
E. Kal'rissen, Dr. Robert A g.unlt. , Jean ghaney,
Ms. Gwen Rosssel. and Mr. Kenneth F. Schulz for their
technical assistance.
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Effects of diuretics on plasma volume in pregnancies with

long-term hypertension

\

Baha M. Sibai, M.D., F.A.C.0.G., Robert A. Grossman, M.D., and

Hannah G. Grossman, M.D.
Memphis, Tennessee

The purpose ot this randomized, prospective study was to investigate the effects ol diuretics on plasmo
volume findings and perinatal outcomn in pregnancies compi'caled by mild long term hypertension. Twenty
patients were in their first trimester and were receiving diuretics at time of entry to me study: Ten pabenls
were allowed to continue their diuretic medication throughout pregnancy (diuretic group), whereas lor the
other 10 patients, diuretics were discontinued immediately. Plasma volume was senally measured
throughout pregnancy with the use of the Evans blue dye-dilution technique. Initial plasma volume was
similar in the two groups. However, in the diuretic group, subsequent plasma volume fmd-ngs at various
stages ot gestation were markedly reduced when compared to respective plasma volume (inomgs in tno
other group. In addition, plasma volume«xpansion was minimal in me diuretic group (mean increase of
16%), whereas it was normal in (he other group (mean increase ol 52%). Two patients in the diuretic
group and one patient in the other group required other anlihypertensivo medication. There was no
difference In perinatal outcome between the two groups. These results suggest that in hypertensive
regnancies, diuretics prevent normal plasma volume expansion without inlluencing pennatal outcome.

EAmJ Obstet Gynecol 1964;150:831-5.)

It is well documented that thiazide diuretics are the
most frequently used drugs in treating nonfrcq_r‘lant
patients with mild long-térm hypertension.., 1 How-
ever, the use of such drugs in patients with mild long-
term h%pertensmn during pre?nancy IS hlghlr coniro-
versial 5 Mos: of the availahle data in the literature
describes the use of diuretics to treat preeclampsia
and/or to_prevent preeclampsia by treating excessive
Weight gain or edema during pregnancy.*T In aJrii-
lion, there are no prospective controlled trials describ-
ing the use of diuretics alone to trejt long-term liyper-
ension during pregnancy.

crom wrDiruwn o/MalrmaliFttal Mrdirwr, Dtpartnrnt of Obitrt-
nts an/l Gyn/rtdnp. I'nwrnitt o& franfnee Coll/ge o] Mnlirine.
Rtttntdfor puilualion Apnl 9. /9V-/1revued Mas 11, 1984: at-
crptrd May 21, 1v8d4 =
Rtpnnt rr(iuhh Rahn M. Sihai, FACOG, InllvMUY of
ennrutf Coll/pr of Mfdvtnr, Dnninn of Malrmal/Frlal

Meditmr. 8}) Jtffnson ALV, Mrmphu. T.V J816)

We previously rejxsricd tlini_plasma volume deter-
mination is pnicnlialls useful tit the clinical manage-,
n-nt ol pregnancies complicated bv long-term hyper-
tension.u Il the most recent reportLwe found that
pr_eﬁnant patients with long-term hv|H-riension treated
with diuretics have a marked teduction in plasma vol-
ume when compared to a well-matched group of pa-
tients not treated with similar medications. In addition,
W rgported that such patients demonstrated a re-
bound_ expansion in plasma volume when diuretics
were discontinued. One drawback of that studs wes the
fact that the control gioup wes not receiving diuretics
earls in_pregnanes and plasma volumes were not mea-
sured in patients continuing to receive diuretics
throughout” pregnancv. _ _

The purpose of this prospective studs is twofold: (Ir)]
tocompare the plasma volume findings in patients witf
mild long-term hspcriensinn receiving thia/ide di-
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David T. Walker
Attorney at Law
MeXDEXUAU. BUILDIXU.
320 Fourth Street, Suite B

Juneau, Alaska 00001
(0071 580-0537

May 7, 1985

The Honorable Bettye Fahrenkamp

Chairman

Senate Health, Education and
Social Services Committee

Capitol, Room 125

Pouch V

Juneau, Alaska 99811

Dear Senator Fahrenkamp:

On April 23 | wrote advising that the: Alaska Nurses
Association opposed Senate Bill 239, "An Act relating to the
practice of midwifery” as the measure was presently drafted.
I have enclosed a copy of a Resolution passed by Nurses
Association®s House of Delegates at its recent annual
convention along with an official position paper of the
Alaska Nurses Association opposing the practice of lay
midwifery 1in Alaska. Would you please have these documents
included in the committee files so that if Senate Bill 239
or the issue of midwifery comes before the committee the
Association®s position in this matter will be known?

DTW/rnt

Enclosures

cc: Jacqueline Pflaum
Constance Trollan (without enclosures)
Members of Senate HESS Committee



ALASKA NURSES ASSOCIATION
RESOLUTION

Regarding

NURSE MIDWIVES

WHEREAS, the membership of the Alaska Nurses Association supports
freedom of choice for families 1in the selection of competent health
care professionals and in the location of birth, and

WHEREAS, the membership is aware that Alaskan families are
currently seeking assistance from "lay midwives" as providers of
intrapartum care 1in the home, and

WHEREAS, we recommend physicians be willing to provide emergency
support for certified nurse midwives who are asked to provide home
birthing services by the consumer, and

THEREFORE BE IT RESOLVED THAT the Alaska Nurses Association
opposes "lay midwives™ and supports certified nurse midwives
practicing in alternative birthing sites with physician back-ups

BE IT FURTHER RESOLVED THAT the Alaska Nurses Association voting
body affirmation be sent to the Alaska State Legislature.

Adopted by the House of Delegates
Alaska Nurses Association
12 April 1985



ALASKA NURSLS ASSOCIATION
POSITION PAP-TS
ON

NUPS2 KTDNIVSO/LAY KIOYIVTS

Nurse Midwife

As defined by the Ar.eric.ir. College of Nurse Kidwives (ACNM): A certified

nurse midwife (CNK) is an individual educated in the two disciplines of

nursing nr.d midwifery, who possesses evidence of certification according

tc the requirements of the .American College of Nurse Kidwives. Nurse

midwifery practice is the independent management of care of essentially

normal newborns and women, ante artally, intrapartallv, postpartally and/or
rynecologically, This occurs within a health care system which provides

for medical consultation, collaborative management, and referral and is in
accord with the "Functions, Standards and .Qualifications for Nurse Midwifery
Practice™ as defined by the ACNM.

The definition of the professional practice of nursing, recommended by the
American Nurses®™ Asccc..atior. for the purpose of licensing legislation, 1is:

the rerfcm ar.ee for compensation of ar.v act in the ch.eervatic", care, and puau”*sc™
cf the ill, injured c. infirm, or in the maintenance cf health cr prevention cf
illness of ci'r.ers, or in the supervision and teaching of other personnel, or

the administration of medications and treatments as prescribed by a licensed
physician or dentist; requiring substantial specialized judgment and skill based
on knowledge and application of the principles of biological, physical and

social science.
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l,av Midwife
One who, for compensation, gives advice concerning pregnancy and conducts
deliveries without supervision for low risk women in excellent health;

e for newborns and infantn who are less than four weeks old; in

nreom — sl

college program (cr th**ee year diploma program)
THc \* .il
icensure
Cor.pl-atlen of a one-two year nurse midwife program

Ccrtific aticr. b" the .American College of fursa Midwives

Certifioamicn by the State of

Nurse Midwife

According to the .American College of Nurse Midwives, comprehensive maternity
cars rendered by certified nurse midwives includes education and emotional
support as well as management of physical care throughout the childbearing
years which are necessary for improving and maintaining the health of

American families. Hallmarks of care are meticulous screening throughout
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the childbeariug cycle; free sharing of information and decision making with
clients; education about the events of pregnancy and birth, with an emphasis
on nutritional guidance .and the development of emotional supportive rel—
ationships with clients and their families, Ir. addition, nurse midwiv”s

always function within the health cars system ir. a team relationship with
other health care providers and have medical consultation, collaboration,

and referral ir. order that clients car. have access to medical care when needed,
at the earliest indication of complications. Nurse mldwiv®-s .are educated to
recognise the symptoms of complications, to begin the .appropriate inter—

ventions, -and to summon medical .assistance immediately when complications arise,

Lay Midwife

Lay midwives share collegial support, conduct deliveries withcii sunerviricn
and basically function outside cf the health care system, A formalised
collaborative relationship with health care providers does not exist for
routine or emergency care and access to nodical care may be limited. To

be "lay" specifically means to be not pert of or outside of a profession.

Y T T\ [t H rX, g
A major function of the American College of Nurse Midwives is to guarantee to
the public high quality nurse midwifery care, 7r.e ACNMs Philosophy, Function,
Ctandards -and Qualifications guide the membership ir. their nractice. The

Cere Competence and -.coreditatlun process cf educational rrograms assist in
quality nurse midwifery education. The National Certification -Sxaninaticn
ensures to the public that a certified nurse midwife is a safe practitioner,
Griever.ce and decertification procedures, research” to coci.mr—t Ahe practice
and its outcomes, and guidelines for quality assurance and pee -avial are
further assurances to the public of safe practice. Continuing ..ducation
requirements provide the internal control to maintain competency and to meet

the requirements, demands, and expectations of the society.
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1, Increased Access.

vurs? midwifery nructice increases access to services in areas wvich have
brer \ i Letl —v 0 @wfd stichi ns Vi@ stiotS i * -pb cFLAT.IS

2, T":c~eared Certs

There are dec "eared costs for car—' It taker less time and mcr."" ic

train a certi’\lrd nurse mldWlfe han a ph SICIa an cau TTA follcvr
W . - 1 domemn ¢ bp-» Py {}\ (% ?8 | e W |V

i  VCRuLin“Z~» ™= rv-om KQ

"ty*cjorj CM?! ss”’*ri~'c'r n r"/'15Zrt'cCr j “hio Vs “‘In o
in*t  Aiv er.dsr ¢ NEE VAN *n N 2Zr et~ 1vA e TTACr .M vith v el ir
fe;;c1* ii*tirr".*c"ti.cn ™ j inci**'tnri3 or*" “tv, - .

Consumer demand and federal supoort has qu-druplei the number of cor®. Ifled
nurse midwives ir. the last decade <Zcm C2° in 1~?Q to ,?500 1ir. 1Q?.?, Tes-ite

t eir outstanding record of rulemir.r inf"nt mortality and satisfying consumers,

In.**Zc,
however, is the most difficult ""cTler.. The resistance occurs res"its ti.e
demand for nurseridwives by consumers, state governments arid federal agencies;
deceits the cord ®I m~Arcv- | health for mothers and babies; and despite
increased cost effectiveness. The form which the resistance takes varies. It
includes refusal of medical collaboration and permission or privileges for use
of hospital facilities; placement cf unjustifiable restrictions on nurse
midwifery or.ucticos or settings, such as the home birth setting; refusal of
third n.arty cay% to reimburse nurse midwives; "arrassme.nt of physicians who
supoort nurse midwifery practice; request for unreasonable payments for liability
insurance and misrepresentation of the nature of nurse midwifery practice to the

public.
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The Alaska Nurses Association opposes lay midwifery in the State of Alaska
for the following reasons i
1, Smatior. of another bureaucracy and Hoard with "dninistrative and fiscal
impact on the State of Alaska are unnecessary when the certified nurse midwife
te*enc 'Z2 1™ the- AN
mothers and babies throughout the maternity cycle.
j
crcdiiialing institutions of higher learning. The
lay midwife lacks adequate training to deal with n"dical cnermer.cies arising
witb the mother and/or newborn,
?, Lay midwifeyy t ,atice is outside of the health care system and formalized

consultation, collaboration and referral - most particularly for emergencies -

does not exist to protect the -ublic.

The Alaska Nurses Association supports nurse midwifery ir. the Staae cf Alaska,
The Alaska ftate Legisl -burs should concern itself with the fact that ce-tified
nurse midwives are an underutilized health resource and should help tc promote

Vrisc rafe ~rIZ211i ~Vi1 Ml s a0T* dﬂH zrerorvr Lhf 2.2

ar.d patient :;fety and protection,
‘Joun ‘r.e 3; i 0 anshﬁ e AroteMir.r = w o03t.chirrirr
-inc*tr.m ?dmeai:c”"3ey c-nd rz*0T""sclen qu-t. tr Zuleelet. viih "hctt.e “cir*vrisu Tsy

continuing the underutilization of the certified nurse midwife?

The public is demanding midwifery. Why not promote the most nu-alified
professional to assist with births at home, at birthing centers or at the

hospital? Consumers and Alaskan families would be the ultimate beneficiaries.

v/,nr

So* ¢.307-
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ALASKA

Nurse-midwifery practice in Alaska is
requlated under the Nurse Practice
Act through Advanced Nurse Practi-
tioner regulations. An Advanced
Nurse Practitioner is defined as a
“registered nurse authorized to prac-
tice in the state who, because of spe-
cialized education and experience, is
certified to perform acts of medical
diagnosis and the prescription of
medical, therapeutic or corrective
measures under regulations adopted
by the Board."

In 1981, responsibility for promul-
gation of regulations for Advanced
Nurse Practitioners was shifted from
a joint responsibility of the Board of
Medicine and the Board of Nursing
to the sole responsibility of the Board
of Nursing. Nurse-midwives are not
specifically named in this statute or
regulations, although they are
named in the law mandating insur-
ance company reimbursement of
nurse-midwifery serviecs.

In order to practice nurse-mid-
wifery in Alaska, one "must have sat-
isfactorily completed a formal one
academic year educational course of
study which: (A) prepares registered
nurses to perform an expanded role
in the delivery of health care: (B) in-
cludes a combination of classroom
instruction and a component of su-
pervised clinical practice; and (C)
awards a degree, diploma or certifi-
cate to persons who successfull
complete the course of study." In ad-
dition, a nurse-midwife must be li-
censed as a registered nurse in
Alaska, must have a certificate for
specialty practice in nursing granted
by a national certification body rec-
ognized by the Board of Nursing,
and must earn 30 continuing edu-
cation credits in her specialty area
every two years in order to maintain
her ability to practice.

The regulations currently require

Journal of Nurse-Midwifery e

all Advanced Nurse Practitioners to
give the Eoard of Nursing "docu-
mented evidence of an established
collaborative arrangement with a
physician, actively licensed in the
state ... whose usual scope of prac-
tice includes that practice area of the
applicant and includes availability of
direct communication, consultation
and referral.” This stipulation is.
however, being reconsidered and

by the end c: 1953 or-ecrly in 1954.
As it now stands, the State Medical
Board must approve the collabora-
tion plan before the nurse practi-
tioner can receive her certificate of
authorization to practice. The nurse
practitioner must notify the Board of
Nursing if her collaboration relation-
ship changes, and her authority to
practice is suspended until she pro-
vides evidence of a new collaborative
arrangement

Alaska provides for the practice of
Advanced Nurse Practitioners wish-
ing to have preceptorships in that
state by granting a preceptorship
permit after approving the precep-
torship arrangement drawn up by the
student and her preceptor. Gradu-
ates who are waiting to take the next
scheduled specialty board examina-
tion or who are awaiting results of
that examination may practice on a
temporary permit that is valid until
the test results are received. Alaska
also grants a four-month temporary
permit to nurse practitioners whose
certification from another state or ju-
risdiction is consistent with Alaska's
requirements.

Advanced Nurse Practitioners
may prescribe Class Il IV. and V
controlled substances at the same
level of Frescribing authority held by
their collaborating physicians. The
Board of Nursing sends the Board of
Pharmacy a list of Advanced Nurse

Vol. 29, No. 2, March/April 1984

Copyright O 1534 by the American CoDege of Nuise-Midwives

Practitioners who have prescriptive
authority. Prescriptions signed by
Advanced Nurse Practitioners must
include the physician's printed name
and Drug Enforcement Administra-
tion number. The Board of Nursing
also notifies the Board of Pharmacy
if any change occurs in an Advanced
Nurse Practitioner's prescriptive au-
thority.

Alaska's Insurance Code man-
dates payment "in a reasonable
amount” for care of women “during
pregnancy, childbirth, and the period
after childbirth” to Advanced Nurse
Practitioners who are "certified to
practice as a nurte-midwife" by the
Board of Nursing. The insurance law
further provides that if an insurance
contract furnishes services “required
of a physician in the care of women
during pregnancy, childbirth, and the
period after childbirth," the contract
also must allow a nurse-midwife to
provide those same services. The
same bill that amended the private
insurance code also implemented
Medicaid reimbursement for certified
nurse-midwives.

Are CNMs practicing in the jurisdic-
tion: Yes

Authorizing law: Nurse Practice Act
Regulated fay: Board of Nursing

Form of legal authorization to prac-
tice: Certificate of authorization to
practice as an advanced nurse
practitioner in the specialty area as
a Certified Nurse-Midwife

Frequency of renewal of legal au-
thorization: Every two years

CNM named in statute: No
CNM named in regulations: No

ACNM certification recognized: Yes,
indirectly

65
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RN license required: Yes

Written evidence of collaboration
agreement required: Yes

Prescriptive authority: Yes
Can CNMs sign birth cenificates: Not
in institutions

Third-party reimbursement man-
dated: Yes

Medicaid reimbursement status: Reg-

ulations in place

Can graduate nurse-midwiues prac-

tice before ACNM certification:
Yes

CEUs required for CNM: Yes
CEUs required for RN: No

66

ADDRESS OF
REGULATORY AGENCY

Board of Nursing
Centuary Plaza

142 East 3rd Avenue
Anchorage, AK 99501

ADDRESS OF MEDICAID OFFICE

Division of Public Assistance

Department of Health and Social
Services

Pouch H-10

Juneau, AK 99S11

ESSENTIAL LEGAL CITATIONS

Practice statute: Alaska Statutes,
Sections 08.68.010 et seq.

Practice regulations: Alaska Admin-
istrative Code, Title 12, Section
44,010 et seq.

Prescriptive authority: Alaska Admin-
istrative Code, Title 12. Section
44.440

Private reimbursement statute: Alas-
ka Statutes, Section 21.42.355

Medicaid regulations: In place, no ci-
tation

Birth center licensure: Alaska Admin-
istrative Code, Title 12, Section 7

Medical practice act: Alaska Statutes,
Section 0S.64.170 et seq.

Birth certificates: Alaska Statutes,
Section 18.50.160

Journal of Nuise-Midwifcry ¢ Vol. 29, No. 2, March/April 1984



" APPENDIX i

Functions, Standards, and Qualifications

FUNCTIONS FOR THE PRACTICE
OF NURSE-MIDWIFERY

The Nurse-Midwife:

1. Assumes the responsibility for
management of care of the essen-
tially healthy woman and newborn
throughout the childbearing process.

2. Assumes responsibility for the
management of care of the essen-
tially healthy woman as related to her
gynecologic and interconceptional
needs.

3. Develops with the woman a
plan of care appropriate for her total
health care needs, recognizing the
unique role of the family in this pro-
cess.

4. Provides to clients individu-
al and/or group counseling and
teaching appropriate to their needs.

5. Collaborates with the physi-
cian in the management of care of
medically complicated women.

6. Collaborates with other health
professionals in the delivery and
evaluation of health care.

7. Conducts an ongoing assess-
ment of own professional abilities
and functions.

8. Assumes responsibility for
maintainin% currency and safety in
professional practice.
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9, Utilizes Guidelines for Evalu-

ation of Nurse-Midwifery Procedural
Functions in development and eval-
uation of practice.

10. Promotes and assists the ed-
ucation of nurse-midwifery students.

11. Assists with the education of
other health care personnel.

12. Practices according to the phi-
losophy and official policies of the
American College of Nurse-Mid-
Wives.

STANDARDS FOR THE PRACTICE
OF NURSE-MIDWIFERY

Nurse-Midwifery Practice:

1. Fosters the delivery of safe
and satisfying care to women.

2. Upholds the right to self-de-
termination of consumers within the
boundaries of safe care.

3. Endeavors to provide com-
prehensive health care to women in-
cluding continuity of care, emotional
and social support, and health edu-
cation.

4. Encompasses the provision of
care during the childbearing years
recognizing that this is a family ex-
perience and encourages the active
Involvement of family members in
this care.
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5. Stimulates community aware-
ness of and responsiveness to the
need for quality family-centered
care, recognizing variations in family
patterns.

6. Includes the provision of in-
terconceptional and gynecological
services to women who request pre-
ventive health care.

1. Recognizes the client's health
and growth as developmental pro-
cesses occurring throughout the life
cycle.

8. Occurs interdependently with-
in a health care delivery system.

9. Demonstrates a safe mecha-
nism for physician consultation, col-
laboration and referral within an al-
liance agreement which includes mu-
tually approved protocaols.

10.  Requires continuing profes-
sional growth and development
\ .uch includes an ongoing process of
evaluation as defined by the Amer-
ican College of Nurse-Midwives.

QUALIFICATIONS FOR THE
PRACTICE OF NURSE-MIDWIFERY

1. Certification by the American
College of Nurse-Midwives.

2. Compliance with legal require-
ments of the jurisdiction in which
nurse-midwifery practice will occur.
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APPENDIX Il

JOINT STATEMENT OF PRACTICE RELATIONSHIPS
BETWEEN OBSTETRICIAN/GYNECOLOGISTS AND CERITIFIED

NURSE-MIDWIVES*

It is critical that obstetrician/gynecol-
ogists and certified nurse-midwives
have a clear understanding of their
individual, collaborative and inter-
dependent responsibilities.  As
agreed upon in previous Joint State-
ments by the American College of
Nurse-Midwives, the American Col-
lege of Obstetricians and Gynecolo-
gists, and the Nurses Association of
the American College of Obstetri-
cians and Gynecologists, the mater-
nity care team should be directed by
a qualified obstetrician/gynecologist.
The American College of Obstetri-
cians and Gynecologists and the
American College of Nurse-Midwives
believe that the appropriate practice
of the certified nurse-midwife in-
Cludes the participation and involve-
ment of the obstetrician/gynecologist
as mutually agreed upon in written
medical guidelines/protocols. The
American College of Obstetricians
and Gynecologists and the American
College of Nurse-Midwives also be-
lieve that the obstetrician/gynecolo-
gist should be responsive to the de-
sire of certified nurse-midwives for
the participation and involvement of
the obstetrician/gynecologist. The
following principles represent a joint
statement of the American College of

*Th|s statement supe sed rewous Joint
men o Maternl are erjcan
r|C| ecoo |sts
ncan
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Obstetricians and Gynecologists and
the American College of Nurse-Mid-
wives and are recommended for
consideration in all practice relation-
ships and agreements.

1. Clinical practice relationship be-
tween the obstetrician/gynecolo-
gist and the certified nurse-mid-
wife should provide for:

a. mutually agreed upon written
medical ?uidelines/protocols
for clinical practice which de-
fine the individual and shared
responsibilities of the certified
nurse-midwife and the obste-
trician/gynecologist in the de-
livery of health care services;

b. mutually agreed upon written
medical guidelines/protocols
for ongoing communication
which proviri Lfor and define
appropriate consultation be-
tween the obstetrician/gyne-
cologist and the certified
nurse-midwife;

c. informed consent about the
involvement of the obstetri-
cian/gynecologist, certified
nurse-midwife, and other
health care providers in the
services offered;

d. periodic and joint evaluation
of services rendered, eg, chart
review, case review, patient
evaluation, review of outcome
statistics; and

e. periodic and joint review and
updating of the written med-
ical guidelines/protocols.

Vol. 29, No. 2, March/April 1984

Copyright O 1984 by the American College of Nurse-Midwives

2. Quality of care isenhanced by the
interdependent practice of the
obstetrician'gynecologist and the
certified nurse-midwite working in
a relationship of mutual respect,
trust, and professional responsi-
b|||ty This does not necessarily
imply the physical presence of the
physician when care is being
given by the certified nurse-mid-
wife.

3. Administrative relationships, in-
cluding employment agreements,
reimbursement mechanisms, and
corporate structures, should be
mutually agreed upon by the par-
ticipating parties.

4, Access to practice within the hos-
pital setting for the obstetrician’
gynecologist and the certified
nurse-midwife who have a prac-
tice relationship in concurrence
with these principles is strongly
urged by the respective profes-
sional organizations.

The American College of Obstetri-
cians and Gynecologists and the
American College of Nurse-Midwives
strongly urge the implementation of
these principles in all practice rela-
tionships between obstetrician/gyne-
cologists and certified nurse-mid-
wives, and consider the preceding an
ideal model of practice.

s e G
November 1, 1982
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IN THE HOUSE BY THE FINANCE COMMITTEE
SENATE CS FOR HOUSE BILL NO. 335 (Finance)
IN THE LEGISLATURE OF THE STATE OF ALASKA
FOURTEENTH LEGISLATURE - FIRST SESSION
A BILL
For an Act entitled: "An Act relating to practice of midwifery;  and pro-
viding for an effective date."
BE IT ENACTED BY THELEGISLATURE OF THE STATE OF ALASKA:
* Section 1. AS 08.64.370 is amended to read:
Sec. 08.64.370.  PERSONS NOT AFFECTED. This chapterdoes not
apply to

(1) officers in the regular medical service of the armed
services ofthe United Statesor the United States Public Health
Service while in the discharge of their official duties;

(2) a physician or osteopath, who is not a resident of this
state, who is asked by a physician or osteopath licensed inthis state
to help in the diagnosis or treatment of a case;

(3) the practice of the religious tenets of a church;

(4) [REPEALED

(5)] a person while serving as a student, intern, resident
physician, or fellow at a hospital, clinic, or medical facility in the
state;

(5) [(6)] a physician in the regular medical service of
the United States Public Health Service or the armed services of the
United States volunteering services without pay or other remuneration
to a hospital, clinic, medical office, or other medical facility in
the state”

(6) a person who is registered as a lay midwife by the
Department of Health and Social Services under AS 18.05.040 or who s

-1- SCSHB 335(Fin)
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excluded from registration under AS 18.05.057 while engaged in the
practice of lay midwifery whether or not the person accepts compen-
sation for those services.

* Sec. 2. AS 08.64.380 is amended by adding a new paragraph to read:

(10)
AS 18.05.070.

"practice of lay midwifery" has the meaning given in

* Sec. 3. AS 18.05.040(a) is amended to read:

(a)

The commissioner shall adopt [. REPEAL AND AMEND RULES AND]

regulations consistent with existing law for

(1)

the definition, reporting and control of diseases of

public health significance;

(2)

(3)

(4)]
officers;

3)

and prevention

[(6)

(6)

[REPEALED
REPEALED
cooperation with local boards  of health and health

[(5)] protection and promotion of the public health
of disability and mortality;

REPEALED]

[(7)] the transportation of deadbodies;

REPEALED

REPEALED

REPEALED

REPEALED

REPEALED]

[(13)] carrying out the purposesof this chapter;

[(14)] the conduct of its business and for carrying

out the provisions of laws of the United States and the state relating
to public health;

(7)
SCSHB 335(Fin)

[(15)] establishing the divisions and local offices
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and advisory groups necessary or considered expedient to carry out or
assist in carrying out a duty or power assigned to it;

[(16) REPEALED]

(8v  [(L7)] the voluntary certification of laboratories to
perform diagnostic, quality control, or enforcement analyses or exami-
nations based on recognised or tentative standards of performance
relating to analysis and examination of food to include seafood, milk,
water, and specimens from human beings submitted by licensed physi-
cians and nurses for analysis;

(9) [(18)] the regulation of quality and purity of commer-
cially compressed oxygen sold for human respiration;

(10) [(19)] the notification of engagementor release of a
physician assistant by persons under AS 08.64.170(b)"

(11) the registration of lay midwives who meet therequire-
ments adopted by the department for education, training, and disci-
pline of persons engaged in the practice of lay midwifery.

Sec. 4. AS 18.05 is amended by adding new sections to read:

Sec. 18.05.056. PRACTICE OF LAY MIDWIFERY. (a) Except as
provided in (d) of this section, a lay midwife may not attend the
delivery of a woman unless the woman's pregnancy is determined to be
low risk.

(b) A lay midwife shall

(1)  inform an expectant mother and the father, if the
father is participating in prenatal care or delivery, of the risks of
home birth;

(2) comply with the requirements of AS 18.15.150 concerning
taking of blood samples, AS 18.15.200 concerning screening for phenyl-
ketonuria (PKU), AS 18.50.160 concerning birth registration, AS 18.-
50.230 concerning registration of deaths, AS 18.50.240 concerning

3 SCSHB 335(Fin)
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fetal death registration, and regulations adopted by the Department of
Health and Social Services concerning prophylactic treatment of the
eyes of newborn infants; and

(3) accept full legal responsibility for the midwife's acts
and omissions.

(c) If a lay midwife seeks to consult with or refer a patient to
a licensed physician, the responsibility of the physician for the
patient does not begin until the patient is physically within the
physician's care.

(d)  Unless aphysician is not available to attend a delivery, a
lay midwife may not knowingly deliver a woman who

(1) hashad a previous caesarean delivery or other uterine
surgery;

(2) has a history  oj thrombophlebitis or pulmonary em-
bolism:

(3) has diabetes, hypertension, Rhdisease with positive
titer, active tuberculosis, active syphilis, active gonorrhea, epilep-
sy, heart disease, or kidney disease;

(4) contracts genital herpes simplex in the first trimester
or has active genital herpes in the last two weeks of pregnancy;

(5) has severe psychiatric illness;

(6) is addicted to narcotics or other drugs;

(7) has multiple gestation;

(8) has a fetus ofless than 37 weeks gestation at the
onset of labor:

(9) has a gestation of more than 42-1/2 weeks by dates and
examination;

(10) has a fetus in anypresentation other than vertex at
the onset of labor;

SCSHB 335(Fin) 4-



(11) is a primigravida with an unengaged fetal head in
active labor, or any woman who has rupture of membranes with unengaged
fetal head, with or without labor;

(12) has a fetus with suspected or diagnosed congenital
anomalies that may require immediate medical intervention;

(13) has pre-eclampsia or eclampsia;

(14) has bleeding with evidence of placenta previa.

Sec. 18.05.057. EXCLUSION FROM REGULATION. (a) A person may
practice lay midwifery without registration if the person does not
accept compensation for those services.

(b) Notwitastending other provisions of this chapter, a person
who is practicing lay midwifery on the effective date of this Act nay
continue to practice and to receive compensation for services without
registration if the person's cultural traditions have included, for at
least two generations, the attendance of lay midwives at births, and
if the person has attended at least 10 births.

(c) A person whose cultural traditions have included, for at
least two generations, the attendance of lay midwives at births, may
accept compensation for the practice of lay midwifery without regis-
tration if the person has assisted another who is excluded from
registration under this section or a registered lay midwife,
physician, nurse midwife, or public health nurse in at [least 10
births.

Sec. 5. AS 18.05.070 is amended by adding a new paragraph to read:

(3) "practice of lay midwifery" means, in accordance with
AS 18.05.056 and regulations adopted by the Department of Health and
Social Services, the performance of the following for compensation:
giving education and advice concerning pregnancy; supervising, caring
for, and advising women during pregnancy, labor, and the postpartum

-5- SCSHB 335(Fin)
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period; conducting deliveries without supervision; and caring for

neonates; in this paragraph "caring for" means performing preventive

measures, detecting abnormal conditions in mother and child, procuring

medical help, and executing emergency measures in the absence of

medical help.

* Sec. 6. LAY MIDWIVES WORKING GROUP. (a) There is established in the
Department of Health and Social Services a lay midwives working group
composed of Ahree lay midwives holding certificates from the MidwiveSj

-Association of Alaska™Yjne representative of the department, and one physi-

cian or nurse midwife licensed in this state. The commissioner shall
appoint the members of the working group. The working group shall develop
regulations for the commissioner to propose under AS 18.05.040 for the
registration, training and education requirements, and disciplinary mea-
sures for lay midwives.

(b) The department shall report to the legislature by the 10th day of
the Second Session of the Fourteenth Legislature concerning the regulations
proposed by the working group. The department may not adopt the regula-
tions until after they are presented to the legislature.

(c) Members of the working group are not entitled to receive compen-
sation for their services or travel and per diem under AS 39.20.180.

* Sec. 7. Notwithstanding AS 08.64, a lay midwife practicing in this
state on the effective date of this Act who is not registered by the De-
partment of Health and Social Services may continue to practice until the
department adopts regulations under AS 18.05.040 for the practice of lay
midwifery and completes any review of the midwife's credentials required by
the regulations. The midwife shall cooperate with the department in the
review.

* Sec. 8. Section 6 of this Act is repealed on the day after the de-
partment completes the adoption of regulations for

SCSHB 335(Fin) -



(1) training, education, and experience requirements for lay
midwives:
(2) standards for the practice of lay midwifery; and
(3) discipline of persons practicing lay midwifery,
* Sec. 9. This Act takes effect immediately in accordance with AS 01.-
10.070(c).

7 SCSHB 335(Fin)
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LEW SKI, Vice Chairman

FAHREG\IKAMP. Chairman

N
ONG-DE VRIES

Senate

Committee on
2[caltf), Qucati'on anb Social is>ertnceS

LETTER OF INTENT
FOR
SCS CS HP 335 (HESS)

SCS CS HB 335 (HESS) provides for establishment of a working group,
appointed by the Department of Health and Social Services, to
develop regulations governing the education, training, standards of
practice, and discipline of persons engaged in the practice of lay
midwifery.

It is the intent of th<= Legislature that working group members be
appointed and the first meeting of the group held within 30 days of
the effective date of this act. Further, to keep costs of the
working group to a minimum, it is intended that meetings will be
held over the state teleconference network.
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HB 335an
"House Health, Education it Social Services Committee
OF XHTENT TO ACCOMPANY HB 335am
(Practice of Midwifery)
April 9, 1985

It is the intent of the House of Representatives that HB
335am be a first step toward licensing lay aidwives. The
bill is being passed as an emergency measure because of the
possibility that lay midwifery may soon be outlawed by the
courts.

The House Health, Education and Social Services Committee
will immediately introduce and hold hearings on legislation
to license lay aidwives and provide adequate consumer
protection.

The House further hopes the Senate will consider these
issues of licensure and adequate consumer protection for
mothers and infants when it holds hearings on this bill.

Sfin-ke In
| Jp-Koponen fCo-Chairman) Max‘GﬂU?ﬂﬁ?Tg‘TTETTﬁET?ﬁEﬁT"
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Representative Marrou objected.

The question being: "Shall the letter of intent on HB
335am be approved?” The roll was taken with the following
result:

HB 335AM INTENT

Yeas: 24 Boucher, Clocksin, Cotten, Davis,
Duncan, Frank, Goll, Gruenberg,
Grussendorf, Hurley, Jenkins,
Koponen, Larson, Martin,
Miller ,M.M., Miller,M.W., Navarre,
Phillips, Pourchot, Ringstad,
Shultz, sund, Taylor, Thompson

Nays: 12 Adams, Binkley, Fuller, Furnace,
Hanley, Herrmann, Marrou, Pearce,
Pettyjohn, Rieger, Uehling,

Wallis
Excused: 3 Cato, Collins, Szymanski
Absent: 1 Pignalberi

And so, the letter of intent was adopted.

HB 335am was referred to the Chief Clerk for engrossment.
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MB 335am
H3 335aM AM3

Yeas: 30 Adams, Binkley, Boucher, Clocksin,
Cotten, Davis, Duncan, Frank,
Fuller, Goll, Gruenberg,
Grussendorf, Hermann, Hurley,
Jenkins, Larson, Martin,
Killer , M.M., Miller,K.W., Navarre,
Pearce, Phillips, Pignalberi,
Pourchot, Rings®ad, Sund, Taylor,
Thonpson, Uehling, Wallis

Hays: Furnace, Hanley, Koponen, Marrou,
Pettyjohn, Rieger, Shultz

Excused: Cato, Collins, Szymanski
Absent:

And so, Amendment Ho. 3 was adopted.

The question to be reconsidered: "Shall HB 335am pass the
House?" The roll was taken with the following result:

HB 335AM RECONSIDERATION

Yeas: 31 Adams, Binkley, Boucher, Clocksin,
Davis, Duncan, Frank, Fuller,
Furnace, Goll, Gruenberg,
Grussendorf, Hermann, Hurley,
Jenkins, Koponen, Larson, Marrou,
Martin, Miller ,M.M., Miller,M.W.,
Pearce, Pettyjohn, Pourchot,
Ringstad, Shultz, Sund, Taylor,
Thonpson, Uehling, Wallis

Nays: Cotten, Hanley, Navarre, Phillips,
Pignalberi, Rieger

Excused: Cato, Collins, Szymanski

Absent:
And so, HB 335am passed the House on reconsideration.
Representative Clocksin moved and asked unanimous consent
that the roll call on the passage of the bill be considered

the roll call on the effective date clauses. There being
no objection, it was so ordered.

Representative Clocksin moved and asked unanimous consent
that the following Jletter of intent on HB 335am be
approved:
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April 3, 1985

Senator Bettye Fahrenkamp, Chair

Senate Health, Education and Social Services
Alaska State Legislature

Pouch V

Juneau, Alaska 99811

Re: Senate Bill 239
Lay Midwivery

From: Dr. Jack Jacob, Clinical Director, Alaska Newborn Care
Project
Dr. Edward C. Alderete, Clinical Director, Newborn Care
Special Care Nursery, Providence Hospital
Dr. Harry Harrison, Clinical Director, Newborn |Intensive
Care Unit, Humana Hospital
Dr. Roy F. Davis

We are opposed to Senate Bill 239 on Lay Midwivery for the
following reasons:

1) The bill 1legitimizes the practice of lay midwivery. As
the bill exists there are no standards of care for the practice.
Our experience 1in practicing newborn intensive care 1in Alaska in
the last five years we have seen numerous cases each year of
catrastrophies that have occured from lay midwivery births. Lay
midwives that have testified about their good results in Alaska
during their practiced midwivery have not said that the reason
for the good results 1is that whenever they have a catastrophy
they send the mother to the hospital at the last minute to
deliver. What should be counted as their catastrophic result ends
up being countei as a medical catastrophic result. We feel that
such legislation needs to establish the same high standards of
care that exist for the practice of medicine.

2) Legislation does address issues of supportive services
that are needed for the practice of lay midwivery. Approximately
40% of births that occur that have an unexpected problem that
arises late 1in delivery. Thus there needs to be an emergency



services backup available during the midwivery or home birth so
that expert emergency care can be available at the time of
delivery without interfering with the normal birth process. At
the present time the emergency medical services in the Anchorage
area are stressed to their limits. Furthermore, the bush
communities aren"t adequately able to cope with medical emergency
since distances 1in Alaska are great. The committee has heard that
there are European countries where midwivery births are done and
have a low mortality rate. This 1is indeed true. However, what has
not been said is that these European countries are small, highly
urban, and the medical system is highly socialized unlike that
that exists in the United States. Such countries have emergency
ambulances available during home deliveries. Therefore unless
Alaska is willing to make that added committment one is likely to
see bad outcomes. We feel that if the Senate 1is going to be
responsible for the passage for such a bill it also needs to be
responsible for making the system safe for both mother and unborn
child.

3) This legislation will lead to added costs for handicapped
children®s services for the state of Alaska. Dr. Jack Jacob 1in
practicing newborn medicine 1in the past five years in Alaska
knows of several cases that cost the state of Alaska $10,000 or
more a year in handicapped children®s funds. We feel that the
legislature needs to be aware of these added costs.

4) The legislature needs to consider tne rights of the
unborn child to the best available care. Our society has numerous
examples of cases where the rights of the child supercedes the
rights of the parents. We feel that we as medical specialists of
newborn infants can be and are spokesmen for the unborn child. It
is clear that delivering without highly trained personnel being
present 1is jJjeopardizing the unbcrn infant.

5) The Alaska Newborn Care Project has as 1its goal the
improvement of mortality and morbidity of pregnant mothers and
newborn infants. The Alacxa Newborn Care Project opposes this
legislation as being not consistent with the welfare of newborn
infants or pregnant mothers 1in the state of Alaska.

6} We would like to make it clear that we do not oppose home
births but rather if home births are done we feel that it needs
to have adequate support services to lead to a successful and
positive outcome not only for the parents but also the unborn
child.
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ALASKA NURSES ASSOCIATION
RESOLUTION ARR 8
Regarding

NURSE MIDWIVES

WHEREAS, The membership of the Alaska Nurses Association supports
freedom of choice for families in the selction of competent
health care professionals and in the location of birth, and

WHEREAS, The membership is aware that Alaskan families are currently
seeking assistance from untrained "midwives"™ as providers
of intrapartum care in the home, and

THEREFORE BE 1T RESOLVED THAT the Alaska Nurses Assocation does not
support the delivery of intrapartum care in the home by
non-nurse midwives.

Adopted by House of Delegates
Alaska Nurses Association
18 March 1983

Copies to:
Alaska State Legislature



WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS,

DRAFT - TO BE VOTED ON 4/12/35 or

ALASKA NURSES ASSOCIATION
RESOLUTTION
Regarding

LAY MIDWIVES

The membership of the Alaska Nurses Association supports
freedom of choice for families in the selection of competent
health care professionals and in the location of birth, and

The membership is aware that Alaskan families are currently
seeking assistance from untrained "midwives" as providers
of intrapartum care in the home, and

The Alaska Nurses Association believes that "lay midwives"

should have specific education with certification; standards

and licensure, such as is required of "certified nurse midwives",
and

Currently there is not a system required for a relationship with
physicians or hospitals in the event of emergency need for pro—
fessional care and hospitalization, and

THEREFORE BE IT RESOLVED THAT the Alaska Nurses Association does not

support home deliveries by non-licensed "lay midwives" without
certification and without emergency medical back-up systems.

Copies to:
Alaska State Legislature

4/13/85
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Fairbanks Clinic B8

1867 Airport Road « Fairbanks, Alaska 99701-4096 < (907) 452-1761

November 25, 1985

David Maguire, M.D.

President,

Alaska State Medical Association
4107 Laurel Street

Anchorage, AK 99504

Dear David:

I have been asked by Dr. Mary Wing, President of the Fairbanks Medical
Association, to respond to the suggested content for Midwife
Regulations.

On Page 1, under the title of "Medical Consultation™, - It is suggested
that consultation be limited only to physicians whose scope of practice
includes obstetrics or pediatrics, and not middle level practitioners,
as is currently proposed. Next, on Page 15, under the section entitled
"Required Medical Visit", - It 1is suggested that the required general
medical examination be limited to a physician whose practice includes
obstetrics and not alternately to a certified Nurse/Midwife or advanced
Nurse/Practitioner. Next, on Page 18, under "Antepartum Medical
Consultatior™, - It is suggested that the title be <changed to
"Antepartum Medical Referral”™ and that all those patients who have one
or more conditions listed, be referred for medical care by a physician
licensed to practice obstetrics in Alaska. Moreover, on Page 19, under
the section "Intrapartum Medical Consultation"”, - It is suggested that
the title be changed to "Intrapartum Medical Referral™, so that the
conditions listed constitute a basis for referral for medical care to a
physician licensed to practice obstetrics. And finally, if it is at all
possible, given the current fear of malpractJce litigation and inability
to obtain affordable malpractice coverage, it is suggested that
physicians accepting patients, initially seen by a Lay Midwife, be
granted immunity from liability, since that person would be acting as a
"good samaritan". Perhaps the "good Samaritan" statute which now exists
in Alaska could be expanded to include physicians who accept patients
under emergency conditions.

Thank you for your attention to the above. I will be happy to answer
any further questions that vyou may have regarding the proposed
Registered Midwife Regulations. I feel the above changes are necessary

to ensure quality obstetrical and neonatal care and at the same time,
protect the vested interests of all parties concerned.

Marshall F. Goldberg, M.D.
Ob.;tetrician/Gynecologist
MFG/rh

A M>D j 6tM7w| VF»jtD?2cAL SEnVicjtf

A ho«*IIKw«l Cotpo>«dtwi

cc: Mary Wing
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April 2, 1985

Ms. Vicki Penwell, Director

Midwives Association of
Alaska

P.0O. Box 81242

College, AK 99708

Dear Ms. Penwell:

Thank you for your recent communication to me regarding your
proposal for State licensure of midwives.

While you certainly make a number of excellent points 1in
your letter, please understand that there are a number of
proposals and bills currently being discussed that would
increase the State"s involvement in the licensing and

regulation of occupations and professions. We are looking
at these critically to ascertain actual public need, admin-—
istrative considerations, and cost to the State. Another

area we are looking at is the proliferation of boards,
commissions, and advisory committees over the past decade.

I encourage you to explore options that achieve licensure,
certification, or registration without the creation of a new
board or committee.

Qur State government 1is substantially involved in occupa—
tional licensing. One out of every five Alaskans 1is
licensed by the State to practice professions or trades
through the Division of Occupational Licensing in the

Department of Commerce and Economic Development. Many other
professions, such as teac"._iig and law enforcement, are
licensed through other State departments. It has become

very costly to administer all these licensing programs with
very little of the expense being borne by the licensees
themselves.



Ms. Vicki Penwell -2- April 2, 1985

We will continue to look at this issue with one eye on
declining State oil revenues and with one eye on adequate
protection for the public from untrained and unscrupulous
professional practitioners.

We will monitor the progress of Senator Fahrenkamp®s bill
related to the licensure of midwives.

Sincerely,

Bill Sheffield
Governor

cc: Senator Bettye Fahrenkamp
Representative Niilo Koponen
Representative Max Gruenberg

Commissioner John R. Pugh
Department of Health and
Social Services

Commissioner Loren Lounsbury
Department of Commerce and
Economic Development
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Midwives Assoclation of Alaska

Vicki Penwell, Director
P.0.Box 812A2
College, Alaska 99708

A79-6388
March 7, 1985

Dear Govenor Bill Sheffield,

I am writing to ask your consideration in a matter if
utmost importance that affects a large number of Alaskan citizens.

Enclosed you will find a letter that was recently sent to
Senator Fahrenkamp, Chairman of the Health, Education and Social
Services Committee. A similar letter was also sent to Niilo
Koponen, Chairman of the House H.E.S.S. Committee. Both Senator
Fahrenkamp and Representative Koponen feel this 1issue has a
great deal of merit, and their offices are currently working on
introducing a bill that would define and regulate the practice
of midwifery 1in Alaska.

The problem 1is this: While we realize you have stated you
want no new boards set up this year, there seems to be no way

to obtain licensing for midwives without an advisory board. We
feel that the licensing of midwives 1is an immediate need 1in this
state. With a large bush population and many rural residents,

there 1is an increasing need and demand for midwifery services by
the people. Besides the obvious geographical distance between
many Alaskans and a hospital setting, for many consumers of
obstetrical health care there exists a philosophical distance as
well. In other words people will continue to seek out of hospital
settings for childbirth whether or not a trained birth attendant
is available.

Midwives offer much more than just the delivery of a child,

however. Regardless of where the child is born, it has been
proven that"quality prenatal care (such as that received from a
trained midwife) 1is a primary factor in good outcomes. It has

been suggested that 1if the state had a program for licensing and
training midwives, the village health aides could obtain such
training, and could offer ongoing quality prenatal care and
instruction to the rural native population. This group suffers
a very high 1infant mortality rate at the present time.

As it stands now, midwives 1in urban areas who can afford it
are going to great time and expence to obtain training and
licensing from other states, while rural health aides and midwives
are receiving little or no ongoing training. However, the number
of citizens choosing a midwife®"s care 1is increasing dramatically.
We anticipate close to 1,000 individuals will seek the services of
a midwife 1in 1985 alone.



(2)

Govenor Sheffield, we are not polititions or professional
lobbyists. We are only concerned about the Maternal/Child
health care system 1in our state, and about the legal protection
for the trained midwives who are meeting their needs.

We are requesting regulation through the Department of Public
Health, and licensing through Occupational Licensing, with an
advisory committee or board to review applications, and inforce
regulations. We feel that in a short time the fees from applications
would cover the cost of this board, and that even now the cost
would be minimal.

While we realize this request is a little out of the ordinary,
since it so directly would affect life and the quality of live for
many Alaskans, we hope you will consider it carefully. Thousands
of our citizens and future citizens could benefit.

A representative from the Midwives Association of Alaska,
Bonnie Lang of Juneau, will be contacting you soon to discuss
this further and answer any questions you may have.

Thank you so much for your time and help 1in this matter.

Sincerely,

Vicki Penwell

Enclosures: Copy of letter to Senator Fahrenkamp
Midwives Association of Alaska Regulations



POSITION FAPERy/Department o Health & Social Services'

POSITION PAPER
SENATE BILL NO. 239

For "An Act relating to the practice of midwifery. "

This bill defines and authorizes the practice of lay midwifery in Alaska
and obliges the Commissioner of the Department of Health and Social Serv-
ices to adopt regulations setting standards for the education and train-
ing of persons engaged in the practice of midwifery.

The practice of lay midwife%y has been mostly unregulated in Alaska
although the State” Medical Board has apParentIy,recentIy stated that
If a fee is_involved, lay midwifery would constitute the practice of
medicine.  The proBornon_ of births attended by lav niidwives is not
known but is probably quite small.  Over 95 percent of Alaska births
occur i hospitals.

The development of alternatives to hospital births has become a subject
of much discussion over the past 10-15'years. A number of women prefer
birth to occur in the home in a non-medical atmosphere. Some others
are concerned with costs of hospital care. . In response to this, a
relatively few physicians, some nurse-midwives, lay midwives and family
members have become more frequently rnvolved n home hirths. Also, in
order to make birth a more "naturdl" event, many hospitals have estab-
lished Dbirthing rooms and free standing birth centers have become
common. ~ Alaska health facility licensing requlations allow for the
establishment of such centers,” and at onie time two were in operation.

| " ) ) , et Titldgmeo. t-
event of an" unexpected misadventure in.the' course ot pregnancy
delivery or the immediate postpartum genod. Progone_nts cite “the right
of the gregnant woman to decide on the type and location of her own
care. Studies of the relative safety of home birth with various types
of attendants abound but many are aPpa,rentIy not free of methodologic
Problems. Some relatively recent studies from North Carolina and Ken-
ucky seem to indjcate that pianned home births (as opposed to Pre0|p|-
tous’ delivery at home or to situations in which the woman canng rea%h
the hospital) are as safe or safer than hospital births. [t should Dbe
pointed ‘out, however, that no information is given regarding the
d?gtree to which home births or lay midwifery s regulated in these
states.

labor, o
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The Department of Health and Social Services does not- support SB

in its present form. _ If the Legislature wishes to authorize the
ractice  of Iay_mldW|ferK in the state, the Departme.nt. believes thaf
he administrative branch_should be empowered not only, to define ed-
ucation and training requirements but also to estaplish requlations
governing the pracfice as t has done in most of the busin&sses and
professions covered by Title 8 of the Alaska Statutes. Such requl-
ations would be intended to ensure safety for-mother and infant “to
the maximum extent possible and might cover requirements for medical
screening, relationships with proféssional providers such as physicians
asnda{lt%rcsheéamdwwes, referrals, etc. An example of such regulations
| .

Recommended by:
Robert |. Fraser, MD.
Director _
Division of Public Health

Date:

Approved by: n R Pugh
commissioner
Degart_ment of Health and
ocial Services

Date:



STATE OF ALASKA 1985 LEGISLATIVE SESSION
FISCAL NOTE ___

Revision Date;

REQUEST FISCAL DETAIL _

$i 11/kesolution No.. SB 239 Agency Affected: Health A Social o gy
Title; Practice of midwifery Pfogram Category Affected:  Publit Health
Sponsor:  Fahrenkamp hy request BRU, Program or Subprogram(s) Affected:
Requestor: State Health Services

Date of REGUEST 3720785

- 75?7 FY 66 FY 67 FY 88 FY 89 FY 90

OPERATING
roirpEKSUNATTEKV ITtS- 0 0 0 0 0 0
200 TRAVEL 0 0 0 0 0 0
300 CONTRACTUAL 0 5.0 0 0 0 0
<f00 SUPPLIES 0 0 0 0 0 0
500 EQUIPMENT 0 0 0 0 0 0
S00 LAND & STRUCTURES 0 0 0 0 0 0
700 CRANTS, CLAIMS 0 0 0 0 0 0
300 MISCELLANEOUS 0 0 0 0 0 0
TOTAL OPERATING 0 5.0 0 0 0 0

caMTAI

REVENUE
JENEKAL rb.D 0 5.0 8 0 0 0
-EDERAL FUNOS 0 f 0 ( 0 0
3THER 0 0 o 1 0 0 0
TOTAL 0 5.0 0 0 0 0

HULL-1 1
PART-TIME
rEMPORARY

ANALYSIS:  Attach a separate page if necessary

$5.0 is requested for a professional services contract to research and develop
educational’ and training standards.

Prepared By: Robert |. FraSdr. MD. Phone:  465-3090
Division: Public Health Date:
Approved by Commissioner: John R, Pugh , te: </Cc-
Agency:  Department of Health & Social/Services /7 /- Q
Distribution (b]y:_Agency preparing fiscal note).

Legislative Finance

Legislative Sponsor
Requestor
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Crowd supports midwife bills'[ exstedt unofficially

¥ g new Nenana mayor

More than 150 people all

shapes, sires and political persua- Carrespondent's report counted. she said.
?é?é“ﬁv‘eaﬁsnefg‘r%%‘i.gﬁt%eﬁﬂ%%%%% NENANA—Unofficial elec- Ifneith'r stedtnorCooper
day evenina for the weekly Interior tion results show Jim Ekstedt h|s closest contender, recelves
Ye anongs teleconference The %amm enoughvotes to be Nena- 40§Jercentofthevote in the final
meeting saw near universal sup- a's néw mayor. tal\é a run-off election will be
ortfortwom|dW|yr bills b rp However, tesults of the srﬁ) reg ired
Pe Legislature, fery bills befofe cial %Iectlgn V\aonbt betflnab l|J| ?I ks}\‘edt is in h|sdsec<%nd )aear
i uestioned and absentee ballots as a Nenana resident angd IS
eduMXtW”ecaﬂgcl arglrk])othrecogggﬁ gre counteg Barbara Carson, managerofthe Nenana Ice Clas-
; 9 2 heade ction judge, said Tues- sic. HE actively campaigned for
atriotic, conserv? ve and produc- W% masorey osmo gam i
(J!\éer m\ﬁgwukger\?vhoo st%crliest%t stfrd. gkstedt received 85 votes, or  was tlmefomhﬁ ein Nenana
banlgsMemonaH-ms ital. "We are 40,8 percent; Joe Cooper re-  Jack C ad been mayor
not wild-eyed hip |eps living in a celved 76 votes or 3.5 percent;  for most ofthe past20¥ears ut
tee eeoutlnthewoodst in to et Bob Knight received 33 votes or remgned mJanuaryaterbemg
cktonature. Yet, th erg % 15.8 percent and Wagne Hooker elected to the state’ Senate.
w o would make Us cnmmals be- re_crehlved llvtotes ort3perﬁefnt arr?eana%]englwatsh%t amcvté%rtgr
ree write-in vote or
gﬁﬁ(sjea\{v%gave chosen to have our /-\lcnng I\{Ia orJim ngf |IF\{vetre]* votetrs Tu%s] ta i Tinpg afr]nen?ly
also cast, Carson said, foratotal — ment says that elected officials
ot L 8 i i
women I the natural Gelvery o g esioned baliots pumbered - municipal bos. e gafice
" and there arc also some
their newborns at home: is the absentee ballots st?ll to be said.

E’é&%'ﬁg”ﬂ?ﬁ;ﬁ”g ¥,Vhs'°*3 E%rrncd CROWD AT HEARING— The Fairbanks Legislative Inform ation Office Tuesday

mldW|ery ills, one %S n BctY gvening over IowedW|thaduIts infants and children. Locallegislators listened to an i
Fah renkampan one overwhelming majority of testimony infavoroftwomidwifery bills currentl

befor
§°P°”nnanaﬁ’ennnt?cnt. e Legislufe. = g ry mnis | gehool hoard OKS

cmte %JtSIr%evénet pr%alcdmg rfnrgm tcgom etmg W|thaBnlg\SV|¥esn0Thlg(rjeg Rglrn grt]dhgrlnﬁ 8h|a|drneg "vemhhornhee ble”n’z,insﬁld Sen. Jack Coghill (R

I our know [ idwif
being outlawed. I .
Agut 30 people had time to and skills and'ex eré%ntcoe tp even b”Ph Is 4 safe and wondery But Iocal reS|dent Doug Deraadt ten neW pO ICIeS [

€S- copsider them co Iternative to hospita b|rth Blrth
n) e hour-lo telecogs The Falrbun sM[e)monaqus i notad|sous 0 s%c UEStIOﬂe tepo ton o sen o
eAI ut5|x ad rssed midwif- | whic Lée ivers some 1500 0 locul chiropry tors—Guru e[nne _who tid not attend the By SUSAN FISHER mlttecof administrators, tcachcrsv
eD/ House Bill 3350passe thel ouse habies a year, has no official pos- S|n K?] l1sa and B f Tewson—  teleconference. Deraadtsa|d Ben Stall Wiriter librarians, parents and students re-
Tuesday, and a vote on H tiononth m|dW| erylssue ac ord- 0?(6 in suoport of the b||| No ftt sevaﬁtownero the Fairbanks Ter new o||0|es recewed Fair- viewing library and media mate- 1
thenate was expected today ing to spo esperson Ann Spinks. ﬂsmansonpg erme icalprpfes-  Clinic_Where many obstetricians — banks schog| board fina| aPBrovaI rials. The new po |cK|dent|f|esthat
Child birth s b%; husiness,” %ar £ra Maynard, ganc Emnaso posing th e tesFt)med % %e and mlﬂht tperefore Tuesday, with one member voting committee as responsible for selec
said |ocal re ent B adle Snow, nurse pract |oner hd amﬁ TP o Bt 'g ave a conffict of Interest  against two policies covering [1b-  tion l
) "Asking medical boards tdrule on nurse ‘midwife who testif |eéf treats childbirth obad|sease and vote against the bill. rary book and material selections. Redden said he had no ob]ecnon
whether midwifery Is practicing against the hill, said she did not  "More than %percentof births to Another covennq challenges to to the criteria for selection, but he
medicine Js ike asking the croco- ogpose midwifey, rather the ac k1 healthy women can and should be - Bennett awns no Interest In the - materials was tabled Objected hat this policy. docs not
Flow 05 ou\qd beallowed foswim of licensing of Yay mldwlves In dnc out5|de te Rospte” he sa|d Fairbanks Clinic, according to his SevenPohaF%deaIWlth seltﬁtlon By the final respo Slblcﬁl on e
nthe river, The conflict of Interest A ﬁ als, liprary hooks, fl Pennten ent, eals ree

hat th 0 me |ca ‘establish-  egislative aide, Dick Robinctt.
" Is gverwhelming. Koponen explamed that his bill ' ments arc tactics’ Naven't  »He's Bennett) not taking apub- %X”k e1<San othermatenas and
r."Tha t|sach%a£shot * local ob- was amend? Tuesday tg Insure |m|n|shedc people’s desire for jic position on themldw'fe%, bﬁll challenges to selected materials tlc embracest
telnman Marshall odber who m|dW|ery icensure within one momebnthsandalternatlvehealth Robinelt said. "Ho wants’to sée anddlst%osalo outdatedmatenals Amencan Lib o ssoct|ag|%nus |

e e (o o e el T e e [l S S e

h stating In’ 0|c8/ at the dis- |
}_\ctlveso the '

sa|d |sm0rn|n "t's lke sa as drafted In committee Tuesday. ~ saying Ieglslators have recewed ultimately comes out with.

Just CC&USOW gain |nanc I'm aconservanve Republican-, mach”In ut and ?Jnora lon_from rary f I?
fi;that the well-being"of mothers an and loyal supporter of our Presi- med|cal rofessionals on thisissue, ~ John Anderson "soldTchad chil- Tuesda%/s meeting was domin-  Those two policles passed on &1
ables Is of no concern. tous. My dont, Taid Amn Tewion, a rag-" * *I'm  conscrvativo Republican  dren burn both inthe hospital andat ~ ated by the policy considerations, - votes after Redden unsuccessfully
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draws mixed reactions

By JOHN CREED
Staff Writer

Reaction was mixed following
the 30-3vote in the state House Mon-
day on a bill that would allow inid-
v/ives to continue practicing in
Alaska.

“It's only the very first battle
won in along fight,” said Fairbank-
san Vicki Penwell, president of the
Midwives Association of Alaska.
"But this is not just a liberal issue,
nor a poor woman's issue. Many
conservative Republicans also
want the right to have their babies
at home."

Fairbanks obstetrician Marshall
Goldberg called the House vote “an
irresponsible act.”

“Itwas pressured by various lay
groups appealing to the emotional-
ism of freedom of choice,” lie said.
"The fetus is not being allowed to
choose the safest place to be born. |
think women should be discour-
aged from having their babies at
home."

Eileen Montano, chairman of the
state's nursing board, called the
vote “terrible news™ because it
gives lay midwives "a little bit
more credibility.”

Goldberg said the infant death
rate in Alaska in 1950—when most
babies were born at home- -was
37.6. In 19E2 itdropped to 11.1, when
most babies were burn in hospital.

Penwell said hospitals are not
necessarily "the safest place for
healthy women to have babies. A
lot of studies show just the oppo-
site." She said the United States—
where most babies are born in hos-
pitals—ranks only 15th among in-
dustrialized countries in infant
mortality.

“That’s nothing to be proud of,”
Penwell said. “The industrialized
countries that rank in the top ten
utilize midwives almost exclusive-
ly, such as Sweden, Norway,
Switzerland, and Holland.”

The bill passed from lack of suffi-
cient input “from the professional
community,” Goldberg said. “It (a
pro-midwifery law) would make
childbirth in the home environment
an acceptable alternative."

Pcnweil said seven of 10 births in
Great Britain are attended by mid-
wives.

The state’s medical board testi-
fied in Anchorage Superior Court
last month that "assisting healthy
women in the natural delivery of

their newborns at home” consti-
tutes the practice of medicine,
prompting two midwifery bills in
the Legislature.

“I'm personally outraged that
the state medical board should tell
women where they are to have their
babies, especially in the Bush,”
said Robert Rowan, an Anchorage
family physician. “I'm embarras-
sed by my colleagues who would
dare to call pregnancy a disease."”

Rowan said the years-long strug-
gle of midwives and naturopathic
doctors for state licensure "is no
different from the American
Medical Association’s (AMA) past
harassment of chiropractors, who
are now an acceptable alterna-
tive." He added that the medical
board’s decision "could make cri-
minals™ out of Native traditional
doctors and midwivessuch as Della
Keats of Kotzebue.

“People are thirsty for alterna-
tives to drugs and getting cut
open,” Rowen said, adding that
Alaska's decline in infant dealhs
over the past few decades is more
due to better nutrition, prenatal
care and disease control, and not
increased hospital births.

The medical community says it
opposes home births and lay mid-
wifery because of the safety factor.

"*When delivering achild athome
by unskilled personnel,” Montano
said, “society bears the costs of fu-
ture medical care. The qualifica-
tionsoflay midwivcs isso limited."

But Penwell, who said She’s deli-
vered more than 150 bables, said
the term "lay” midwives implies
she's untrained.

"In the past two years in Alaska,
members of the Midwives Associa-
tion of Alaska, who are recognized
by the International Federation of
Midwives, have delivered more
than 600 drug-free babies,” said
Penwell, who holds a midwifery
license issued by the state of New
Mexico. "Association members in
Alaska have a flawless record.
What hasn't come out yet is that
midwives are in fact skilled, highly-
trained people. We’re definitely in
support of skilled, well-trained
midwives in Alaska."

Anchorage physician Tom Cen-
ter, head of the Anchorage Medical
Association, said this morning he's
"adamantly opposed™ to both mid-
wife bills. He called “the unsuper-
vised practice of home birth.- by
non-licensed midwives an ex-
traordinarily dangerous method of
bringing children into the world.”



David T. Walker

Attorney at Law AS2509

Mendenhall Butldixc.
320 Fourth Street, Suite B

Juneau, Alaska ooaot
(907) 580-3537

April 23, 1985

The Honorable Bettye Il. Fahrenkamp

Chairman

Senate Health, Education and Social
Services Committee

Pouch V

Juneau, Alaska 99811

Dear Senator Fahrenkamp:

I am the registered lobbyist for the Alaska Nurses
Association. The Association opposes SB 239, "An Act relating
to the practice of midwifery'" as that measure is presently
drafted. I realize that the Committee passed out HB 335
relating to the same subject and that at the present time no
hearings are scheduled for SB 239. If that situation changes
and the Committee desires to act on SB 239, |1 would appreciate
it very much i1f you would have your staff notify me of the
hearing schedule, so that the Association will be able to
appear and present testimony.

Please do not hesitate to contact me if you have a
question about the Association®s position regarding SB 239
or any other matter.

David T. Walker

DTW/rnt
cc: Jacqueline Pflaum, R.N.
Constance Trollan, R.N.
Georgann Beckwitt, Certified Nurse Midwife (State of
Alaska - Advanced Nurse Practitioner)
Members of Senate HESS Committee
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SENATE CS FUR HOUSE BILL NO. 335 (HESS)

For "An Act relating to practice of midwifery, and providing for an eff-
ective date."

This bill separates the practice of lay midwifery from the practice of
medicine for those midwives who meet requirements for training set by
the Department of Health and Social Services, empowers the Department to
regulate the education, training, standards of practice and discipline
of persons practicing lay midwifery and establishes a working group to
formulate regulations. It also provides that proposed regulations
must be reviewed by the legislature prior to adoption. Until regulations
are adopted, lay inidwives may continue to practice. The bill does not
provide for certification or lLicensure. tfghd ££ f>Wec(LO

The practice of lay midwifery has been unregulated in the state. In
a recent court action, the State Medical Board has stated that it con-
siders lay midwifery to be the practice of medicine. The Court has
not yet ruled on the case in question which primarily concerns a
naturopath and the scope of the anticipated ruling is unknown. The
possibility exists that lay midwifery will be declared illegal.

Lay midwifery is a controversial topic. Many, if not most, physicians
and nurse-midwives disapprove of the practice contending that home birth
is not a safe practice at least for an unpredictable proportion of births
and that lay midwives are |nsuf_f|0|e.nt|¥1 trained to exercise adequate
clinical judgement or intervention in the case of unanticipated problems.
Advocates of home births assert that childbirth is a natural event and
that the family has the right to determine the location of the birth and
the type of birth attendant. There are numerous published studies of
the outcomes of home births and births attended by lay inidwives but most
suffer from methodolo?mal problems including small numbers of events
examined and a lack of controls. Some relatively recent studies from
North Carolina and Kentucky seem to indicate that planned home births

(as opposed to premﬁltous delivery at home or to situations in which the
woman cannot reach the hospital) are as safe or safer than hospital
births in general. However, no information is given regarding the de-
gree to which home birth or lay midwifery is regulated in these states.

The number of home births attended by lay inidwives in Alaska is unknown

to the Department alth_ou%h estimates of perhaps 300 have been made. The
number of persons actively practicing lay midwifery is also unknown but

Is thought to be between 15 and 20. There have been no published studies
of outcomes of home births in the state.

Regulation of lay midwifery is likely to be difficult given the strong
support and equally strom}; oPposmon which has been voiced at recent
hearings on the topic. If, for example, statute or regulation required
that every expectant mother be examined and screened for_-home hirth by a
physician, lay midwives in some areas of the state would-be effectively
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barred from practice since physician involvement may be difficult to
secure because of professional convictions and liability concerns.
There will be some costs associated with requlation since the state will
he obu?ated to investigate complaints from a number of sources or face
liability questions of 1ts own.

The lay midwives working group established b¥ Section 5 of ;he bill would
perﬂags p{OVIde a forum through which some ot these problems could be
worked ou

Recommended by:
Robert |. Fraser, M.D.
Director
Division of Public Health

Date:

Approved by
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Commissioner
DegarUnent of Health and
ocial Services
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FY 1985

FY 1986:

FY 1987

O oo
O oo
- -

CALCULATIONS

No special costs will be incurred during the remainder of the
current fiscal year.

$8,500 are allowed for a consultant from a state allowing the
practice of lay midwifery to work with the lay midwives working
group in formulating re%ulations, including setting up examina-
tion procedures, etc. $1,000 are provided for advertising public
hearings on regulations, printing and distribution of about 300
copies of draft regulations, costs of teleconferenced public
hearings, etc. It is assumed that regulations will not be in
force until late in the fiscal year.

It is assumed that costs will be incurred mostly in relation to

complaints. $8,344 are provided for a contract complaint invest-
igator to look into six complaints ﬁ)er year, allowing five days

per investigation at $250 per day plus one trip to Fairbanks and
one to Juneau with travel costs and per diem for those trips.

The Division of Public Health will provide necessary secretarial

Services.

1987 costs are inflated at a 4% annual rate.
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Alaska should not legitimize practice of lay midwifery

By UK MAKELLIALL GOLOBEHG
I'ending in the Semte_Finance
Cooxnuuée u « bill <HB Ji5» which
WMuld recognise lay rmJwilery as
outsrde the practice ol medicine
rovide ( orUrre ulation under
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honored profession, nildw

By VICKI PENWELL, R.M.

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

Pending in the Legislature is HB

15 that would define and regulate

ae practice, making midwifery
tearly legal and setting high stan-
ards of training and practice,
rhile public opinion in favor has
ien overwhelming (legislators

e saying they have never seen

ch positive input on any subject)

small but vocal percentage of
askan doctors are adamantly

d venomously opposed.

There were many factors thut
ntributcd to the drop in infant
d maternal mortality around the
nofthiscentury. Understanding
jptic technique was a major fac-
\ (Deaths were never higher
inwhen women firstbegan going
hospitals in the early 1900s and
ctors would examine them with
ood on their hands from another
itient or corpse). Other factors
ere better nutrition, better living

anditions, and fewer children in a
imily.

About this time, the medical pro-
jssion, only recently interested in
bstctrics, waged a high smear
ampaign to discredit midwives as
‘ignorant, dirty, superstitious
irannies.” Many of the midwive$
luring this period were European
mmigrants, who had gone through
nuch the same training as a doctor
n their native countries, and were
lighly respected professionals
lack home. However, because of

laguage and cultural barriers, mid-
wives in America were not able to
unite and successfully fight off this
unprovoked attack. In ureas of the
deep South and in poor rural areas,
midwives continued to practice,
and it is significant, if not sad. to
note that as long as midwives only
assisted poor women who had no
money to pay a doctor, they went
unopposed.

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

Not all physicians agree with
opposition to midwifery, however.
Current studies have shown out-
comes as good and better than
physician-attended hospital births.
Dr. Robert Mendleson, M.D., says
that “Modern Medicine invents a
crisis out of a normal situation. By
treating childbirth as adisease, the
obstetrician makes his interven-
tion indispensable.” He goes on to
say that 95 percent of births pro-
ceed entirely without complication
and should occur in a home setting.

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

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

Gliest opinion

The Daily Ncws-Miner welcomes
guest opinions on avariety oftopics
from readers who have some ex-
pertise in a particular subject mat-
ter. Contact editorial page editor
Sue M attsor at 456-6661 to discuss a
specific idea.

tocia. three times rr.ore maternal
hemorrhage. In every area, com-
plications were much worse for the
hospital group.

Dr. David Stewart, president of
the National Association of Parents
and Professionals for Safe Alterna-
tives in Childbirth, states that
"other studies have yielded similar
results. The conclusion that we
draw is that hospitals pose hazards
to mothers and babies that are uni-
gue to the hospital.”

All of the findings used to argue
the danger involved in oul-of-
hospital births are no more than
raw statistics and data collected by
Public Health departments: they
are not carefully modeled studies
such as those done by Dr. Mehl.
When doctors quote a study that
claims hospital births are five
times safer, they are using a study
done by the Health Department in
11 states that clumped all out-of-
hospital births together: Prema-
ture births before viable age,
accidental births while in transit to
the hospital, unplanned home de-
liveries, and planned homp deliver-
ies with no attendant and noprenat-
al care at all.

The Farm, acommunity of fami-
lies in Tennessee, has carefully
compiled statistics of over 1.000
births attended at home by mid-
wives. The perinatal outcomes are
excellent, more than three times
less than that of the stale of Tennes-
see, and as much as four times less
than several other medical centers

around the country.

Midwives do not use drugs or
surgery in the course of normal
pregnancy, labor, and delivery.
(The definition of the practice of
medicine has commonly been
"drugs and surgery"). If it seems
likely that a mother or her baby
would benefit from either of these,
she Is taken to a hospital. Use of
drugs or surgery place a mother
and baby in a high-risk category
and she .should be under a doctor's
care. Midwives who assist at home
deliveries in Alaska follow a stan-
dard of care which recognizes
potential problems. Transfers to a
medical facility are rarely
emergencies. For example, the
standard of care require; consult
or transfer for a women who does
not show appropriate weight gain
or uterine growth, or when the baby
is presenting other than head first.
A transfer rate of 10to 12 percent is
realistic, in view of the fact that
midwives' first concern is for safe-
ty, and i.ot for "homebirth at any
cost." A significant factor here is
that 88 ti 90 percent of women who
seek midwifery care deliver with
no drugs and no surgical interven-
tion at all. Compare this with the
local hospital statistics of drug use
in 90 percent of all birth, and surgic-
al procecures in almost 100 percent
of vaginal deliveries
(amniotomy—artifically breaking
the bag cfwater, and episiotomy—
cutting tie vagina) and ,,0 percent
cesarear deliveries (major abdo-
minal su-gerv) loextract the baby.

From these local statistics it is
easy to sdc that childbirth is. in the
majority of cases, able to occur
safely ojtsidc of a hospital, and
without nodical intervention. The
fact that mosl doctors use surgery
and drugs on practically every
woman intheir care does not mean
that it isnecessary, or in fact desir-
able.

\

VICKI ENWEL
Registered Midwire
Ithas been stated that regardless
of setting, delivery is risky to the
baby. How much more so for an in-
fant whose small system is already
compromised by drugs and in-
terventions used on his mother dur-
ing labor? The American Academy
of Pediatrics has stated that no
drug has been proven safe for the
unborn baby. Dr. Caldrevo-Barcia,
president of the International Fed-
eration of Obstetritions and Gyne-
cologists, published a study that
proved artificially breaking the
bag of water produced a significant
adverse effect on the unborn baby.

In June 1984, Dr. Philipson, et al..
in an article published in the Amer-
ican Journal of Obstetrics and
Gynecology, found that even a sim -
ple seemingly harmless local anes-
thetic right before birth has
dangerous effects on the baby
(commonly used lidocaine, given
prior to episiotomy, goes into the
baby’s bloodstream in less than J
minute).

Daily Nelvs-/Ainer,

Fairbanks, Alaska, Sunday, April 25,

Be ENCOUraged

Yetall ofthese arecommon prac-
tices during childbirth in a hospital.

I find it interesting to note that
when a doctor is faced with the
issue of lay midwifery, he often
cites the "medical model” training
of certified nurse-midwives as
ideal. However, there have been
certified nurse-midwives in this
community as well as other places
in Alaska who have been restricted
in their practice or not allowed to
work at all because nodoctor would
back them, even for hospital births.
CNMs rarely attend home deliver-
ies because, not being an indepen-
dant practice, they need physician
approval for their very existence.
It is obvious to me that many if not
most physicians in Alaska are
merely giving lip service to the de-
sire to work with midwives. and
really wish we could all be wiped off
the face of the earth.

With the exception of two doctors
in Homer, | know of no physicians
in this state willing to attend out-of-
hospital births. In fact the trend
throughout Alaska is for doctors to
deny care of any kind to pregnant
women expressing a desire not to
be hospitalized for childbirth. For a
Fairbanks doctor to say that a
woman who wants a homebirth has
the option of seeking care from a
CNM or physician is misleading
and completely false. That option
does not exist.

The Midwives Association of
Alaska is a professional, self-
regulatr'ag organization, which
offers a two-year training program
that incorporates coursework
(teaching modules that use obstet-
rical textbooks as the base) with a
clinical apprenticeship or preccp-
torship. Thisapprenticeship or pre-
ceptorship may be with a physi-
cian, certified nurse-midwife or
registered midwife. If physicians
are concerned about what mid-
wives may or may not know, i*

their option to help train them.as is
the case in New Mexico, where
Taos Holy Cross Hospital and indi-
vidual 0*Bs and pediatricians su-
pervise midwives doing prenatals.
labor managements and deliver
ies, and newborn exams.

M idwives are also taught
emergency measures, and carry
emergency equipment with them to
out of hospital deliveries.

The midwifery standard of care
espouses the following principles
individualized prenatal care: spe-
cial attention to nutrition: family
centered, natural childbirth, home
or birth center delivery; immedi-
ate family-infant bonding: and ear-
ly and extended breast feeding.

Nobody wants to go backwards to
the days in which many babies and
sometimes mothers died in child-
birth.

Midwifery of today is moving for-
ward, looking to work as equal
members of the health care team to
lower our astonishingly high infant
death rate in this country. There is
room for both doctor and midwife,
especially in Alaska, where medic-
al help is not readily available or
financially feasible to all citizens.
Midwives have proven themselves
to be a safe alternative for healthy
women. Now it is a freedom of
choice issue. It would be discri-
mination of the worst kind to deny
Alaskan women the right of attend-
ance in childbirth if they will not or
cannot be hospitalized.

Public Opinion Messages on this
matter can be sent to members of
the House and Senate free of
charge, through the Legislative In-
formation Office. Lurge all who be-
lieve people should have freedom to
choose safe alternatives in child-
birth to voice their opinons now.

VICkI Penwell, P.M. |sd|5<ector of thg
| WIV sAssouatlon of Alaska Licen
esaeo Newhéexmoan ame
eIn ernational Confederation, 0 d
ngEs she currently practices 1, Fa|r-
anks



Paged . . . AD-Alaska Weekly. April 19, 1985
Editorial
Midwives Are Superior

The Farthest North Press Club over the years has
heard many guests supporting various side, of an issue
but so far as we are concer ied the guest last Friday came
close to being the most convincing to appear before the
group in the past 20 years.

The guest was Vicki Penwell, president of the
Midwives Association of Alaska, and operator of a
Midwife Clinic her;.

Armed with mountains of statistics and results of
studies, she convinced this editor at least that trained,
experienced midwives were not only safer in assisting
healthy mothers to give birth at home in comparison
with births in the institutional setting of hospitals, but
she also convinced this editor that having the assistance
of a midwife was superior in many other ways.

She pointed out that the United States—where most
babie are born in hospitals—anks 15th among the
industrialized countries in infant mortality. Countries
such as Norway, Sweden, Switzerland, and Holland,
which are in the top ten, she said, almost exclusively
use midwives. In fact, sh-said that in the countries of the
world other than the U.S. and Canada, the only two
countries that have tried to ban midwifery, that 97 per
cent of the babies are born utilizing midwives.

Penwell was making the presentat.jn because of a
threatened ban on lay midwifery in Aksxa brought
about by a State Medical Board ruling that anyone
who assists a woman in child birth is illegally practicing
medicine without a license. The ruling has been cited in
an Anchorage Suoerijor Court case in which an Anchorage
naturopath is ' | charged with practicing medicine
without a license.

If the Medical Board’s ruling is upheld, such could
have a very devastating effect in Alaska, not only in
making midwifery illegal, but also affecting many other
categories of people who assist women in childbirth in
some way—people such as ambulance emergency person-
nel, physician assistants, and the like.

To Doctors In Birthing

The medical community in opposing midwifery cites
a study made in 11 states supposedly showing that births
in hospitals are 5 times safer than non-hospital births.
That study, however, is misleading because it includes
births such as in taxi-cabs, on hospital front lawns,
unattended births, and so on. When only the cases involv-
ing assistance by trained, experienced midwives are
isolated, the statistics show these births are safer with
midwives than are hospital births, in which drug use and
surgery are commonplace.

But so far as we are concerned, one of the big factors
in births is the psychological effects on the mother,
father, and child. As pointed out by Ms. Penswell, if
one takes away a newly born calf from a cow for just
a half hour, the cow will qo}VLOWr the calf and give it
milk. The bonding of the mother and child is very
important.

Midwives encourage fathers to participate in births
and consequently there is closer bonding. Mothers utiliz-
ing midwives hold their babies immediately. Studies have
shown that in cases where there is bonding, the parents
are more frank with their offspring and the incidence of
child abuse later is significantly lowered. This is an im-
portant factor when one considered the rising incidence
of child abuse in Alaska.

In the hospital institutional setting, the father is often
excluded, the child is whisked away to nurseries, and
there is little or no bonding.

While we had not given the subject of child birth
much thought previously and had not considered the
pros and cons of midwife assisted births vs. hospital
births, now that we have we believe that the former is
superior to the latter. Perhaps it is time to begin
encouraging the former, discouraging the latter.

We wonder it the medical community istrying to ban
midwifery because of greed. Hospitals charge on the
average about $7,000 per birth. Midwives charge about
one fourth of that while performing for a more valued
service.

Aciive DOT

Construction
Projects

The State Department
Transportation and Public Fac
ties have 53 active construed
projects totaling $116,471,0C

They are:

80-Mile Steese Maintenan
Facility, $757,000, complete
date, March 15,1985.

Airport Road & Richardsc
Highway Beacon, $21,000, cor.

pletion date, May 1, 198
Airport Way Signals
Channel, $1,556,000 , compl

tion date, June 1, 1985,

Alaska Highway-Yerric
COnstruction/Robertson,
$7,838,000.

Alaska  Highway—Milepo:
1256-1253, $3,260,000, con
pletion date, May 25, 198;

Ballaine Road Bike Tra:

Repair, $131,000.

Barrow Airport Improu
ments, $1,021,000, completioi
October 30,1985.

Dalton Resurfacing n
Bridge Repair, $4,090,000, com
pletion date August 30, 1985

Deadhorse Parallel Taxiwav
$3,027,000, completion dan
June 19,1985.

Denali—Fish Creek Bridge.
165,000, completion date, Julv
15,1985.

Denali—McLaren Rive:
Bridge, $1,395,000, completioi,
date, July 1, 1986.

E. College Road-Mariettu
Steese, $1,885,000, completion
date July 14,1986.

Eagle Land & Roadwav
Improvement, $991,000, com
pletion date, October 31, 19S5.

Ernestine Maintenance Shop

$452,000, completion date.
March 15,1985.

FAlI CAT Il Generator.
$205,000, completion dai

March 15,1985.



RE:

Proposed Amendments to House Bill No- 335

Amend  title of the Bill to read as follows:"An Act Relating to
Practice of Lay Midwifery and Providing for an Effective Date"

RATIONALE:

Lay Midwives should be distinguished from certified nurse-midwives

who are already licensed and practicing in the state. I believe,
since the term lay midwifery is used throughout the text of the
Biil, tha*- it is entirely appropriate to re-titlethe Bill

referring specifically to lay midwifery.

Amend Section 4, AS 18.05.070 (3), by adding: "Caring for" does not
include the administration of prescription medications and the
performance of surgical procedures such as episiotomies and the
repair of genital lacerations, which presently constitute the
practice of medicine.

RATIONALE:

Adding this amendment clearly distinguishes the practice of Ilay
midwifery from the practice of medicine and protects the public
from lessknowledgeable and skilled practitioners. This 1is
especially important because lay midwives will be totally
unsupervised by other obstetric practitioners possessing greater
knowledge, skill and experience.

Amend section 7, paragraph (b), by adding the following: A
licensed physician shall not be compelled by law to accept any
patient referred by a lay midwife, -ggrik krmiv - fiMrtttinn™ 1 tg™ge-

RATIONALE:

Since the preceeding sentence states that the physician®s
responsibility does not begin until the patient 1is physically
within his or her care, it places the physician at greater
medicolegal risk because he or she does not have the necessary
rapport or prior knowledge of the patient®s condition to render

effective care, especially under emergency conditions. Without
this exclusionary statement, physicians will find themselves
increasingly at greater risk for malpractice litigation. In

addition, because compensation awards to plaintiffs can cost
millions of dollars, physicians will either pay higher malpractice
premiums, which will then be passed along to their patients via
higher fees, or reduce, 1if not give up, obstetrical practice.
Given 1its limited health care resources at this time, Alaska can
afford neither set of circumstances.



RE:

DATE:

Proposed Amendments to House Bill No. 335

April 19, 1985

Amend section 7 (c), by deleting, "Unless the lay midwife obtains a
high risk waiver”, leaving, "A lay midw.ife practicing under Section
6 of this act may not deliver a woman who..." and deleting section
7 (d), (1), @ & (B 1in its entirety.

RATIONALE:

Any woman having a home birth is already placing herself and her
unborn child at greater risk for an obstetrical mishap which could
lead to loss of life and/or disability. Lay midwives, because of
their marginal training and skill, should be duty bound as well as
legally required to except only low risk patients. Having high
risk patients deliver at home by a lay midwife places the mother
and her unborn child in triple jeopardy. The mere fact that lay
midwives would accept these patients is troubling, to say the
least, since it implies that they are not truly cognizant of their
limitations.



1/8/85 Sandra

Vicki Penwell, President, Midwives Association
H 479-6388
W 456-3719

Alaska doesn®"t have licensing for midwives; association wants it to
be established 1in Dept. H&SS. Regulation will ensure a particular
standard of care and provide consumer protection.

Want to be legally recognized by defining "midwifery™ 1in the statute
(she®s sending the international definition of midwifery which has
been accepted by the World Health Organization and others).

Also want the Dept, to keep the records/vital statistics on out-of-
hospital births.

The sta”e organization has established a certification procedure based
the American College of Nurse-Midwives certification. Involves
experience (certain number of prenatal visit exams, deliveries, post—

on

partum exams, etc.), education (2-year written program with apprentice—

ship/ preceptorship; involves 13 areas of study such as prenatal care,
management of complications, etc.), clinical experience supervised by
licensed midwife or physician, and 16 hours 1in a medical learning
situation (like a hospital).

New Mexico (where Vicki 1is licensed) has three tiers of licensing
(apprentice, provisional, and full) to accommodate "granny" midwives.

Arsoc/t(fetn(3K, o
So far "Ala"S'k-a has certified 6 midwives ry?*small percentage of those
practicing. Estimate that 9% of births 1in Anchorage are performed by

midwives; 6% in Fairbanks.

V. Fischer introduced similar legislation 2 years ago - died 1in
committee. It outlined regulations, essentially, which Vicki thinks
was the problem. Start by getting legal regulation (per definition

in statute).

Important to not make where people give birth the issue.

SENDING PACKET OF INFO. WOULD LIKE TO COME TO JUNEAU AND MEET WITH

BETTYE TO DISCUSS. TOLD HER I1"D CALL HER ONCE I1"D REVIEWED INFORMATION.



BILL SHEFFIELD, GOVERNOR

: 7FHHA.OOR FRONTIER ELLS.
DEPARTMENT OF COMMERCE A 301 CSTREET, SUTE 722
ECONOMIC DEVELOPMENT ANCHORAGE, ALASKA 99503
DIVISION OF OCCUPATIONAL LICENSING - (07 Sol-2878
April 4, 1985

ALASKA BOARD OF NURSING
Position on Senate Bill 239 and House Bill 335

The Alaska Board of Nursing has taken a position in opposition to
Senate Bill 239 and House Bill 335 "An Act relating to the practice
of midwifery". The Board believes the proposed legislation falls
short of any intent to protect the public.

While the Board of Nursing recognizes a parent's freedom of choice

in birthing alternatives, it a'so recognizes the State's responsibility
-to protect the.rights of thechild being born. In so recognizing the
State's responsibility, the Board supports utilization of competent
safe practitioners.

The Board of Nursing currently has responsibility for authorizing

the practice of certified nurse midwives. These practitioners

are registered nurses with additional education and certification
gained through nationally recognized programs. Among the functions
of the nurse midwife are management of care of the essentially healthy
woman and newborn throughout the childbearing process. In provision
of these services, the nurse midwife collaborates with physicians and
other health professionals.

The lay midwives lack the education and training to practice safely.
In particular, there is no recognized standardized accredited education
in Alaska for the lay midwife. Most lay midwives are notade%uately
trained to deal with medical emergencies arising with the mother and
newborn child,

Any legislation relating to the practice of midwifery should specify

that it pertains to lay midwifery to avoid confusion with the certitied
nurse midwife. We have seen in the recent past, confusion on the part

of some consumers between the practice of the lay midwife and the certified
nurse midwife.

In summary, the proposed legislation is a start in regulating the
practice of lay midwifery. ~However, it does not go far enough to
protect the public health and welfare.



MEMORANDUM State of Alaska

. , .APR 8
o Members Senate Health, Education aate: April 4, 1985

& Social Services Committee

FILE NO
TELEPHONE NO

rrom Alaska Board of Nursing subject:
Eileen Montano, Chair
Effie Graham
Constance Bertholf
Alice Soloman
Keith Wise
Barbara Carberry
Linda Todd
Gail McGuill, Executive Secretary

Please find attached the Board of Nursing position on SB 239 "An
Act relating to the practice of midwifery."

Should you have questions ab”ut our position, do not hesitate to

contact us. Thank you for jUjr consideration of our position in
this health related matter.

02-001 A(Rev.) 0/79)



Alaska H>tate Hegtelaturc

8ETTYE FAHRENKAMP. Chairman POUCH V

ARLISS STURGULEWSKI. Vice Chairman STATE CAPITAL

JOE JOSEPHSON JUNTr,U ALASKA 99811

PAUL FISCHER (9071465-383A

EDNA ARMSTRONG-DE VRIES (907> J65-3835
E£s>enatc

Committee on
i>ealtlj, Cbucation ant) Social “ertn'ees

ME KGRAND UM

TO: Members, SenateCommittee on Health, Education and Social
Services

FROM: Committee Staff

RE: Committee Meeting, April2,1985

DATE: March 29, 1985

On Tuesday, April 2, at 1:30 pm in the Beltz Room, the Senate
Committee on Health, Education and Social Services will hear the
following bills:

SB 239, Practice of Midwifery

SB 239 would define the practice of midwifery outside of the
state medical practices act, and require the Department of
Health and Social Services to develop regulations setting
standards for the education and training of lay midwives.
Neither current state statute or regulation addresses

/ midwifery. "Six lay midwives in the state are currently
certified under procedures established by the Midwives Asso-

ciation of Alaska.

A recent decision by the state medical board has deemed

midwifery the practice of medicine. IT upheld iIn court, the
ruling would effectively outlaw the practice of lay midwifery
in Alaska.

A draft committee substitute, clarifying the Department®s
authority to regulate the practice of midwifery, 1iIs attached.
This portion of the hearing will be teleconferenced to
Anchorage and Fairbanks, from 1:30-2:15 pm.



ALASKA NURSES ASSOCIATION
RESOLUTTION
Regarding
LAY-MIDWIFERY REGULATIONS

Whereas, the State of Alaska has proposed regulations
(7AAC16.010) Ter defining and outlining the regis-
tration, training and scope of practice of the
lay-midw.i1fe, and

Whereas, the Department of Health and Social Services
has been placed as the regulating body for the
State of Alaska 1In overseeing the implementation
of these regulations without providing funds
for the process, and

Whereas, a number of allowed skills are included which
we feel are not appropriate for lay-midwifery
such as tracheal intubation, intramuscular medi-
cation administration, intravenous administration
of Lactated Ringers solution, metabolic screening
of the newborn, and

Whereas, the method of education is a strictly apprentice-
ship training with no method of assuring good
clinical competency by either instructor or
student, and

Whereas, the health care of the pregnant and delivering
woman and her newborn are of social and community
concern and

In As Much As nurses are a part of the community and directly
involved in all health care outcomes i1nvolving
maternal/child health

Therefore, Be It Resolved That The Alaska Nurses Association
stands opposed to 7ACC16.010 as written and
requests reconsideration of the regulations.

To be copied to: Office of the Governor
Mr. John Pugh, Commissioner, DHSS
Mr. David Bruce, DHSS
All Representatives and senators



COMMITTEE REPORT

SENATE
FURTHER:
S
Date
Mr. President
The Committee on consideredIR 335 on

i of roldwifay; efd

and (a majority of the committee) (the committee) reports it back with
the following recommendations:

do pass

do pass with attached amendment(s)
] replace with/or adopt CS for

new title

same title and recommends

1 and attached a "LETTER OF INTENT" [ ] NEW FISCAL NOTE

reports i1t back without recommendation

] recommends referral to Committee

MEMBERS SIGNING MEMBERS HAVING
DO PASS OTHER RECOMMENDATIONS

it

[.s

L H
Chairman
/oS- *
A 0 L <.

- o

Chairman recommendation
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Opinions split sharply
on regulation of midwives

By ROBB FULCHER

Uni, d Press International

JUNEAU — Alaskans in Anchor-
age, Fairbanks and Juneau were
sharply divided Tuesday on the issue
of whether the state should regulate
lay midwives.

People in the three cities made
their views known at a legislative
hearing broadcast statewide by tele-
conference, which was held to dis-
cuss a bill by Sen. Bettye Fahren-
kamp, R-Fairbanks, which would set
state regulations for midwives.

Nurse midwives currently are per-
mitted to assist in childbirth under a
physician’s suprvision.

Many of those opposing the bill
told the Senate Health, Education
and Social Services Committee that
“legalizing” the practice of lay mid-
wives delivering babies unsuper-
vised would put women and children
in danger.

People speaking in favor of the
bill said that it would assure greater
safety in increasingly popular in-
home hirths by setting standards for
a previously unregulated field.

There is no statute outlawing mid-
wifery in Alaska.

But a state board recently ruled
that assisting in the delivery of a
baby for a fee is a medical practice,
so a years-old push to set standards
for the business has been hurried
along in the forms of the Fahren-
kamp bill and a similar bill intro-

new bills

The Associated Press

duced in the House.

Fahrenkamp’s bill would describe
midwifery as a "social.service," not
as a medical service.

"There is a growing percentage of
women in Alaska who are either
fiancially, geographically or emo-
tionally unable to give birth in a
hospital setting. They benefit greatly
from a midwife’s care,” said Vicki
Penwell, director of the Midwives
Association of Alaska.

“This bill would clearly define
midwifery and would assure quality,
legal care for women who are unable
for any reason to be hospitalized for
birth,” Penwell said.

Thomas Senler, president of the
Anchorage Medical Society, told the
committee that passage of Fahren-
kamp’s bill would result in danger
to mothers and babies.

“It would legalize the unsuper-
vised practice of home delivery
which is a risky business at best,
and place the infants at risk who are
truly in harm’s way, just by coming
into the world,” Senter said.

“I believe that when a child comes
into this world he deserves the best
medical care available. In Alaska in
1985, the very best medical care
available involves hospital care or
birthing rooms in the hospital,” Sen-
ter said.

Kasey Wilbur told the committee
that her three children were all
delivered by midwives.

JUNEAU — Here is a list ol bills and resolutions introduced Tuesday, the 79th day of the first session of the 14th

Alaska Legrislature.
ENATE:

add Kuskokwim Ice Classic to state's games of chance category: Introduced by Sen. John Sa
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