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ACNM Testimony/Case Study A: Austin, Texas

In April 2002, within three weeks of each other, the only two Austin-based nurse-mjdwifery
practices that provided hospital deliveries were terminated. The termination appears to have
been the result of collusive action and/or intimidation by local obstetrician/gynecologists
(hereafter “OB/GYN” or “OB™). One group of three CNMs (which included Ms. LoefTler,
ACNM’s witness at the June 10 hearing) was employed by Seton Healthcare Network. Seton,
which probably has at least a 65% share of the local L & D beds, hired the CNMs to staff a
hospital-based indigent care service at Brackenridge Hospital, a facility which Seton leases from
the City of Austin. This group will be referred to as “thc Brackenridge CNMs.” The other group
of three CNMs were employed by a private OB/GYN practice, Women Partners in Health, which
provided obstetric and midwifery services at another local Seton-owned hospital. This group
will be referred to as “the WPIH CNMs.”

The termination of these practices was reported to the U.S. Department of Justice’s Dallas office
and subsequently to staff attorneys in the DOJ Antitrust Division in D.C., as well as to the Texas
Attorney General’s Office, by representatives of a local consumer organization, Texans for
Midwifery (“TfM”). Subsequently, several newspaper articles revealed the existence of an
investigation by the state Attorney General’s Office. Articles from the Austin American-
Statesman, the Dallas Morning News, and the Texas Associated Press wire are attached to these
case studies.'

The three Brackenridge CNMs (Susan Wente, CNM, Dr.PH, Lynne Loefller, CNM, JD, and
Sandra Gale, CINM) were recruited by Sister Patricia Elder, the Chair of Seton’s Board of
Directors (““Sister Pat”), to provide full-scope (prenatal through delivery through postnatal) care
for the Medicaid, indigent, and uninsured patient population traditionally served by the hospital.
Ms. Wente, who had directed a large CNM service at Baylor University Hospital in Houston fov
over twenty years, was personally recruited by Sister Pat to develop a CNM service, wlhich she
planned to grow to at least six CNMs and, ultimately, to replace an existing family practice
residency program. The residents, under supervision of local OB/GYNs, provided labor and
delivery services, but no prenatal care, for this patient population. Sister Pat and the hospital
administration believed that the residency program offered less than optimal care for these
patients and should be replaced with one that would provide continuity of care under one group
of providers from the prenatal period through childbirth and postpartum care.

Seton assigned eight OB/GYNs, who already contracted with Seton to serve as supervising
faculty in the residency program, to provide consultation and collaboration for the CNMs and to
accept referrals from the CNMs as needed. Under Seton’s medical staff bylaws and OB Dept.
rules, however, CNMs may not obtain or exercise clinical privileges unless “sponsored” by an
OB/GYN. “Sponsorship™ at these hospitals involves much more than consultation, collaboration
and referral in that the “‘sponsoring” physician must accept responsibility for the actions of the

'Because this case has received a great deal of publicity in the local press, including disclosure of
the existence of a state antitrust investigation, we have identified the city and used the actual
name of midwives, the hospital, and hospital chain. Names and cities have not been disclosed in
most of the other case studies.



CNM in the hospital and must also be physically present in the hospital during the entire labor
and delivery of CNM-attended patients. Note that this requirement was developed and imposed
by the Seton/Brackenridge medical staff and its OB/GYN Department, not by the hospital board
or administration. At Brackenridge, one of the eight physicians was in-house at all times anyway
in order to supervise the residents so no extra burden was imposed on them. They were also able
to bill for any procedures provided as consultants to the CNMs. Nevertheless, these OB/GYNs
opposed the hiring of the CNMs and appear to have conspired among themselves to discredit
and, eventually, ehiminate the midwifery practice.

In February 2002, Seton and Brackenridge informed the physicians that, regardiess of their
opposition, the CNM practice would be continued. In late March, during a meeting with Ms.
Wente, seven of the eight OBs demanded that each of them be paid an annual stipend of $60,000
in exchange for their continuing availability as sponsors (the eighth was the department chair,
who was late for the meeting). Please notc that these OBs are neither hospital employees nor
members of a stngle group practice, Rather, each OB functioned vis-a-vis the CNMs as an
independent contractor pursuant to an individual contract between cach physician and Seton.
The OBs told Ms. Wente that they had previously discussed this demand among themselves and
had agreed on the amount prior, $60,000 per physician, prior to the meeting. Ms. Wente
informed them that she would not (and could not afford to) pay the stipend. Later that day, she
reported the demand to the hospital administration which, we believe, also declined to pay the
stipend

Approximately three weeks later, at an April 11, 2002 meeting of Seton administrators, the OBs,
and the CNMs, the OB/GYNs announced their decision to terminate their sponsorship of the
Brackenridge CNMs. Ms. Wente stated to the OBs, in the hearing of all meeting attendees, her
belief that, had she or the hospital agreed to pay the stipend, the physicians would have
continued their sponsorship of the CNMs. None of the obstetricians denied this accusation and
no Seton administrator contradicted her. Brackenridge began interviewing other local OBs in
order to find replacement physician sponsors. One of those mterviewed was the senior OB
partner in the WPIH OB group, which already employed three CNMs.

At some time between April 11 and April 24, a conversation occurred between the chair of the
Brackenridge OB/GYN Department and the senior OB partner in the WPIH OB/GYN group. 1t
1s not known what was said in that conversation, only that it occurred. Subsequently, on April
24, WPIH notified its employee CNMs that their employment would also be terminated,
effective December 31, 2002 which, in fact, happened.

At the present time, no hospital in Austin grants clinical privileges to nurse-midwives except
through the “sponsorship™ of a physician and, as a result of this restriction, no nurse-midwife has
clinical privileges at any Austin hospital. Several of the terminated CNMs are attempting to
open independent practices in Austin, with local OBs who have expressed interest in working
with them on a collaborative (non-employee) basis, but these practices and collaborative
relationships have so far been stymied by the physician sponsorship requirements at the Seton
hospitals.



ACNM Testimony/Case Study B: Another Texas City’

Summary. Six general acute-care hospitals in this city provide labor and delivery services, but
CNM practice is permitted at only one, the city-owned hospital, where privileges are effectively
limited to CNMSs who are “sponsored” by a staff OB. As in Austin, the OB staff consists almost
entirely of OB/GYN medical school faculty who supervise residents and medical students. The
facts presently known indicate the existencc of two (probably related) conspiracies. The first
involves physicians who practice at the local private hospitals, a majority of whom have
repeatedly agreed among themselves to prevent or restrict access to those hospitals by all CNMs,
whether employed by physicians or in independent practice. Evidence also exists of a second
collusive agreement, which involves a demand for a stipend in exchange for “sponsorship™ of
CNMs at the city hospital and exclusion of any independent CNM who refuses to pay. There is
some overlap in identity of the physicians involved in the two situations. There is also evidence
that one OB (who figures prominently in both situations) was also involved in exchanging
information with one or more of the OBs at Brackenridge Hospital in Austin regarding methods
for restricting CNM practice and the amount stipend to be charged for the stipend.

The City Hospital. Until approximately two years ago, CNMs in private practice or employed
by local non-profit clinics had access to clinical privileges at the city-owned hospital, which is
staffed by faculty members from a state medical school. These “community’” CNMs were
required by department policies to be “sponsored” by an OB/GYN who had privileges at the
hospital. “Sponsorship” here means the OB admits the CNM’s patients in his name and must
accept full responsibility and liability for the CNM’s actions, but in-house presence is not
required. As in Austin, the OB faculty is obligated by contract to provide 24/7 in-house
superviston of medical students and residents and in-house coverage of labor and delivery. If
called upon to provide consultation or accept referral of a CNM patient, the faculty member bills
individually for those services. Total annual referrals to department members from the
community midwives has been estimated in the range of $ 500,000. In June, 2001, the OB/GYN
Department notified the hospital and the CNMs that a stipend of $60,000 would be charged for
the Department’s continued willingness to “sponsor™ privileges for community midwives, Each
individually-practicing CNM would be required to pay a minimum of $10,000. The CNMs and
the hospital declined to pay a stipend, citing concerns that such payments might be construed as
kickbacks, since no additional services would be provided in return for the payments. One of the
local CNMs in question owned a birth center, the others either worked at a local non-profit clinic
or had a home birth practice. Two of these independent CNMs (identified here as Midwife A
and Midwife B) sought out other OBs to provide sponsorship, but their choices were limited
because of hostility from OB faculty members to non-faculty physicians. One physician, Dr. N,
initially agreed to collaborate with Midwife B, but informed her two days later that he had been
advised by other OBs that he should not “sponsor” any midwives unless he was paid a $10,000
stipend. When she declined to pay, he refused to provide sponsorship. Both CNMs currently
have collaboration arrangements with another OB/GYN, Dr. C, but he does not practice at the
city hospital, so they both lack privileges at any area hospital.

’Names and details of this case are being withheld to protect a nonpublic government antitrust
investigation that is still in its preliminary stages



Private hospitals. Since no private hospttal in this city grants privileges to CNMs, Midwives A
and B must transfer all patients who require or desire a hospital delivery to the care of Dr. C.
Two of these private hospitals are owned by Columbia HCA and two are owned by Tenet (please
note that other hospitals in both chains grant privileges to CNMs). The fifth hospital is owned by
a group of local physicians, but its labor and delivery service has been closed.

In March 2002, the administrator of one of the Columbia HCA hospitals informed that Dr. V
that the hospital’s administration and board wanted to offer privileges to CNMs, based upon a
determination that doing so would benefit the hospital financially and would also provide a
public health benefit to the community. He gave Dr. C a set of (never-bcfore-seen) department
policies that would permit CNM practice. Dr. C, together with a female OB (Dr. D) and the
(CNMs, wish to open a group practice that would provide continuity of care for Medicaid and
uninsured patients in competition with the city hospital faculty group, as well as care for private
patients. Both CNMs submitted written requests for privilege applications, but no applications
were ever provided. Shortly thereafter, the OB/GYN Department Chair (who had previously
chaired the city hospital OB Dept.) substantially changed the pro-CNM policies. His amended
policies required a “sponsoring” physician to be physically present in-house during the labor and
delivery of CNM patients. When Dr. C questioned the basis for this in-house policy, the OB
Department Chair stated that he had consulted with “some friends in Austin” to find out “how
they treat their nurse-midwives.” *

Dr. D has tried for several years to amend anti-CNM medical staff policies and bylaws at one of
the two Tenet hospitals, but these were opposed by every other member of the OB/GYN
department except Dr. C. Opponents circulated a letter throughout both Tenet OB Departments
denouncing physicians who worked with CNMs. The author of this letter accused Dr. C of
“taking the bread from the mouths™ of the children of his fellow OBs and Dr. D, who is a soto
practitioner, was threatened with expulsion from the “call group” of OBs to which she belonged.
As aresult, her efforts to open the OB department failed. Last month, an attempt to open the OB
Department to CNMs at the other Tenet hospital was rejected by a large majority of the OBs.

Aftermath. Midwife A (as a direct result of financial losses due to her inability to admit
patients for hospital deliveries when needed or preferred by the patient), will close her birth
center in August 2003, Midwife B is working for Planned Parenthood and looking for a position
out of town. These two are the most recent casualtics of approximately 30 CNMs who have left
town or quit midwifery practice because of the refusal of the OBs in this city to permit any local
hospital to grant clinical privileges to CNMs.

Two federal government-funded studies assessing prenatal care in this city indicate that an
extremely high percentage of wornen (over 40%) lack access to adequate prenatal care. Many
indigent or uninsured women in this area receive no prenatal care at all; they simply present in
labor at hospital emcrgency rooms, to be delivered by residents or the OB on call. This situation
could be greatly alleviated if CNMs were allowed to practice in local hospitals.

*At approximately the same period of time (March-April 2002), the Austin physicians made their
demand for $60,000 stipends.



ACNM Testimony/Case Study C: Des Moines, Towa

Summary: This case study denmonstrates thie intersection of private restrictions with barriers to
practice attributable to government regulation. CNMs in lowa would be considered Licensed
Independent Practitioners by JCAHO because the stale practice law does not require physician
supervision. Most CNMs, however, are employed by hospitals or physician groups. Only five
or six CNMs in the state are in independent practice. Towa law requires certificate of need for
birth centers (but not for ambulatory surgery centers). One freestanding birth center is located in
Davenport. A second birth center applied for a certificate of need to open in Des Moines. None
of the hospitals in Des Moines grant privileges to independent CNMs. Rather, department
policies at ail local hospitals require physician “sponsorship,” which means that the physician
must admit all patients, sign all charts, and accept legal responsibility for all CNM actions.
CNMs who are in independent practice must be sponsored by not one but two OBs. Only one
OB in Des Moines is willing to collaborate with and “sponsor” independently-practicing CNMs.

Background Facts: The Des Moines birth center, Almost Home, is a non-profit which intends
to operate on an open-staff model, which means that all area CNMs and OBs will be eligible for
credentialing. Its president and clinical director, Carey Ann Ryan, CNM, has had a home birth
practice for the past several years. She has been unable to obtain ¢linical privileges at any local
hospital because she provides home birth services and does not have two sponsoring physicians.
The State Health Facilities Council, after a day-long hearing in March 2003 at which consumers,
other CNMs, and several physicians testified about the high level of demand for a birth center in
Des Moines, denied CON. The stated reason for the denial was because the center lacked a
formal transfer agreement with any Des Moines-area hospital. Despite repeated requests, no Des
Moines hospital has been willing to enter into a transfer agreement with Almost Home,

At least threc other Des Moines CNMs wish to become credentialed at Almost Home Birth
Center. Two of these CNMs manage a non-profit inner city clinic which provides prenatal and
childbirth services for indigent and uninsured patients, Patient populations served by the
independent include several minority groups, whose members’ cultural practices are
incompatible with receiving OB/GYN services from male physicians. Significant Amish,
Mennontte, and Islamic populations in the area prefer midwifery care and home birth. Home
birth and birth center patients may experience delay in care or lack of continuity of care if their
health care providers are able to admit patients to hospitals if complications arise, so the lack of
clinical privileges for CNMs and a transfer agreement for the birth center ultimately hurts
consumers, not just providers. None of the Des Motines hospitals has been willing to enter into a
transfer agreement with home birth practitioners or with the new birth center.

At the CON hearing, the only witness to testily against the center was an attorney for two of the
Des Moines hospitals, who urged denial of CON because the birth center did not have a transfer
agreement with any local hospital. Both these hospitals had, in fact, refused to execule a transfer
agreement with Almost Home. The reason for this refusal, the CON panel was told, was because
its clinical director did not have clinical privileges to practice at its hospitals. The Council voted
4-1 to deny CON, and told Ms. Ryan that if she could work out a transfer agreement with the
hospitals, CON would be granted in the future.



Aftermath/present situation: The other independent CNMs, including the two who work at the
inner city clinic, will lose their hospital privileges in September 2003, because one of their two
sponsoring physicians has notified them that he will withdraw his sponsorship by that time. One
of the hospitals convened an ad hoc committee of OB and CNMs to study amendment of the
restrictive rules but, on May 19, 2003, the OBs voted to retain the two-physician rule and other
restrictions on CNM practice. Nurse-midwives present at the meeting inquired whether any
department members would be willing to provide sponsorship under those conditions; they
received no response. On June 20, two Des Moines hospitals, without explanation and contrary
to their previous position, executed a transfer agreement with Almost Home. Apparently as a
direct result of this development, CON for the center was granted on July 12, 2003. At the
present time, there is no prospect that the restrictive hospital bylaws will be relaxed. As a result,
by September 2003, the only site where independent CNMs will be able to deliver babies in Des
Moines will be Almost Home Birth Center.



ACNM Testimony/Case Study D: A City in Florida

Summary: This case, another clinical privileges denial, involves a large CNM-owned group
practice, which employs several obstetricians as well as CNMs. The CNM praclice is a long-
standing one and has been quite successful: its members have privileges at the city-owned
hospital and the county has awarded its Medicaid/indigent care contract to this practice for the
past several years. Nevertheless, even though the practice employs its own physicians, its CNMs
have been denied privileges at two local private hospitals as a direct result of the actions of
OB/GYNs who dominate the OB Departments at both hospitals.

Background Faets: Hospital A is a member of a consortium® of several private non-profit
hospitals that have apparently unified certain functions, such as joint buying., Newspaper and
Internet research indicates that the consortium also negotiates with managed care plans on behalf
of its members. We are not aware whether or not the consortium obtained a favorable business
review lctter from the state A.G., the FTC, or DOJ. Two members of the consortium (not
Hospital A) entered into a consent decree with U.S. DOJ and the Florida A.G. a few years ago
after having engaged in joint negotiations and attempted a de facto merger. Although every
other hospital in the consortium grants privileges to CNMs without restrictions, Hospital A’s OB
Department has refused to change its anti-CNM policies. These policies require physician
sponsorship and in-house supervision of CNMs.

Hospital B has identical requirements for physician supervision of all advanced practice nurses.
The wording of its sponsorship agreement is identical to that of Hospital A, and there is
considerable overlap between their respective OB departments. Its OB Departiment voted in
March 2003 to continue to bar CNMs from obtaining privileges to deliver babies, although
CNMs would be permitted to function as nurse practitioners without labor or delivery privileges
under physician sponsorship. This hospital 1s under common ownership with other local
hospitals which grant privileges to CNMs without these restrictions. These other hospitals,
however, are not dominated by the samc local OB practices as Hospital B.

Several large OB group practices, one of which lost the county Medicaid contract to the CNM
group, dominate the OB Departments at both hospitals. These physician groups belong to an
IPA-type “Alliance” of OB group practices in this area. The Alliance provides billing services
for its members, who constitute a significant majority of arca OB/GYNs (solo practitioners and
small partnerships are barred). [t is unclear what other services the Alliance provides for its
members, who have led the campaign to deny non-sponsored privileges to CNMs at both
hospitals.

This physician in-house requirement would be so economically burdensome for the CNM group
that it would no longer be able to service the Medicaid contract. Neither Medicaid nor private

‘Research by counsel for the CNM group has not lead to any information regarding whether the
consortium obtained clearance or a business review letter by the Commission, the Division, or
the State A.G.’s office, but we assume that the consortium would not be operating without
having done so.



managed carc plans who insure the group’s private patients would pay for two providers to
provide a service which either could legally provide alone. The CNM group has protested the
restrictions and is attempting, through its attorney, to negotiate with both hospitals.

The Chief Operating Oflicer of Hospital A has informed the president of the CNM group that the
hospital administration and board really want CNMs on staff and do not support the OB-imposed
restrictions, but the board is afraid to antagonize its medical staff. Hospital A appointed a new
ad hoc committee, composed of staff physicians who are not OB/GYNs, to review the situation
and take more testimony. The CNMs do not expect these other medical staff members to
override the OBs’ deciston to restrict CNM practice. The administration of Hospital B has also
sent “back channel” messages that 1t wants this CNM group to bring its lucrative Medicaid
contract practice there and views County patients as a significant source of new business. It, too,
however, is apparently unwilling to publicly oppose the restrictions imposed by of its OB/GYNs,
particularly the larger groups that belong to the Alliance. One of these groups vied with the
CNMs for the county contract, but declined to submit a bid because it would not accept the
payment rates the CNMs were willing to accept from the County. The County, which has won
national recognition for the quality and efficiency of its provision of health care services for the
indigent, ts in the process of building a new clinic in close proximity to Hospital B, and wants
the CNMs to admit county patients there. Hospital B’s administration told County
representatives that it wants the business but is unwilling to offend powerful members of its
medical staff.

Present situation: Counsel for the CNM group has contacted the Florida Attorney General to
request an investigation of this situation. An assistant A.G. has been assigned to the matter.



ACNM Testimony/Case Study E: A Small City in New Mexico

Background: A CNM, whose husband is a member of the medical staff of the only hospital in
this small city in New Mexico, opened a birth center there two years ago. The birth center is
located about one block from the hospital’s driveway, but the CNM has been denied clinical
privileges at the hospital because she does not have a collaborating physician on the medical
staff. A single physician group, which provides all OB/GYN services in this town and controls
the hospital’s OB Department, has refused to collaborate with her. This group has developed
policies that deny admitting privileges to CNMs and which require physician “sponsorship”
which means signing all CNM charts, performing the admission history and physical for all
CNM paticnts, and assuming hability for CNM malpractice claims,

A University of New Mexico (“UNM”) residency program is located at this hospital to train
family practice residents in obstetrics. Since New Mexico lacks sufficient numbers of specialist
physicians in rural areas and small towns, it has embarked upon a University-sponsored program
to train family practice physicians in obstetrics and, ultimately, to place them in medically-
underserved communities. The UNM OB-faculty member who directs the residency program is
willing to collaborate with this CNM, but has been concerned that he will be retaliated against by
the other OBs if he does so. The hospital administrator recently informed the CNM that it is
trying to recruit new OBs to the community who are more CNM-friendly. He has also indicated
the hospital’s interest in acquiring her birth center and contracting with her to manage it. The
only roadblock has been the monopoly OB group that controls the OB department claims. The
lcader of this group had previously informed the director of the residency program that members
of the group will not accept referrals or provide other backup services for the residency program
if he collaborates in any way with this CNM or the birth center.

Present Status: Matters are presently at an impasse. The CNM has had several meetings with
administration, which claims it is trying to recruit new OBs. One of the members of the
monopoly OB group has indicated he may break ranks with his partners and the hospital has
supposedly pressured the group to drop its threat against the residency program. The birth
center, however, is losing money becausc it must refer all patients who require or desire hospitai
deliveries to the monopoly group, and may be unable to remain open much longer.



ACNM Testimony/Case Study F: New York-Presbyterian Hospital, New
York, New York

Present Situation: This practice situation is still in evolution regarding what the hospital will
decide is the final fate of this nurse-midwifery practice, which is over 20 years old. The 28

nurse-midwives serve primarily a Medicaid population and a Latino population.

Attached in an addendum is the press coverage of the impending closure of the practice.



ADDENDUM
ACNM Testimony/Case Study A: Austin, Texas

Newspaper Releases
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Midwifery programs are closing
Hospitals' decisions leave moms-to-be with fewer birth options

By Mary Ann Roser
AMERICAN-STATESMAN STAFF
Tuesday, May 14, 2002

Women who want midwives to deliver their babies at Brackenridge Hospital no longer have that option, and
Austin's only other hospital midwife program will close by year's end.

The canceled programs at Brackenridge and Seton Medical Center will affect hundreds of women who wish to have
natural childbirths each year. Many women Monday were upset by the news, particularly the abrupt end to
Brackenridge's program last weck.

The closings, altheugh not related, are being done for a similar reason: Midwife deliverics are not big moneymakers,
people associated with the programs said.

“There's a vacuum now in Austin,” said Christy Verdict, who delivered her first baby with the help of a midwife
March 29 at Brackennidge and hoped to have future births there. "I think of Austin as so open and tolerant, It doesn't
make sense not to have this option.”

After the Seton program closes Dec. 31, midwives won't deliver bahies in any Austin hospital unless something
unforeseen happens.

"We're talking about 2 huge change in the birthing landscape in Austin,” said Bridget Brown, who teaches childbirth
classes and works closely with midwives.

Women of all backgrounds choose to have natural childbirths with midwife assistance in a hospital instead of at
home because they feel safer in a hospital setting in case complications develop, Brown and others said.

Seton Healtheare Network, which operates Brackenridge, recently told the three midwives at Brackenridee that it
would end the program July 15,

The midwives expected to continue delivering babies until July, and they notified their patients of that. But the
midwives learned last week that Wednesday would be their last day to deliver babies at Brackenridge. They then
called their patents.

A woman who went into labor Thursday was devastated that her baby would not be delivered by the nudwife who
had taken care of her throughout her pregnancy, Brown said. Instead, an obstetrician handled her labor and delivery
at Brackenridge.

A Brackenridge midwife said she and her colleagues could not discuss the program's sudden demise.

Travis Froehlich, a Seton network vice president, said he didn't know what prompted the abrpt end to the
Brackenridge program. He said he would try to {ind out, but he did not call back.

Since the Brackenridge program started in October 2000, midwives had delivered about 475 babies, Froehlich said.
Program losses were $200,000 in the past year, making it no longer viable, he said.

Froehlich said the losses represented the difference in the costs of the program, including salaries, office space and
staff, and what the midwives were paid for the care they provided. Seton, as the manager of Brackenridge, had to
underwrite that cost, he said.

Many of the women who have babies at Brackenridge are on Medicaid, a state health progran that "doesn’t pay a



lot" to cover deliveries, Froehlich added.

"You have 1o have a very hrgh volume of patients.” and “that may not be consistent with a mudwifery practice," he
said.

Midwives generally stay at a woman's bedside throughout her labor, unlike physicians who are in and out of a
patient's room, midwives and their patients said.

Seton is not canceling the midwife program at Seton Medical Center, Rather, obstelricians who practice with the
midwives at Women Partners in Health are ending their sponsorship of the program at Seton.

“Midwives are not real moneymaking machines," said Mary Barnett, one of three midwives at Women Partners in
Health.

Barnett and another midwife, Melanic Benson, said they are not sure what they will do when the programm ends.

The Seton program has been around more than six years, and the midwives have handled 1,256 births at the medical
center, Barnett said.

"It's really going to limit the options for the community, unless another physicians group wants to start working with
a midwifery service," Barnett said.

She and Benson did not know of another group.

Until the program ends at Seton Medical Center, the midwives in the parinership can take some of the Brackenridge
clients, but they are not accepting new patients on Medicald, Barnett said.

Karen Walker of Austin, who had been seeing the midwives at Brackenridge, said she was all set to have her first
baby with the midwives there in June but has since been told that won't happen. Her first appeintmment with the Seton
midwives is today.

She is concerned about what will happen when it's time for a second baby.

ol [ome In the News




Isiready tolmake h

MIDANINI L
GahONICLE

p ; calendar guides classifieds personals archives
S B R

HOME: VOL.21 NQ.43: NEWS: MIDWIVES ON THE MOVE

BY LAURI APPLE

Tune 29 INO3-
June 28, 2002:

photo by John Anderson

A standing-room only crowd -- including many babes-in-arms wearing stickers reading
"I Midwives" -- showed up to the Brackenridge Hospital Oversight Council's meeting
June 20 to urge the council to prevent the compiete disappearance of midwifery services
[rom Austin hospitals. Faced with service cancellations at Brack and Seton Medical
Center, local midwives and their supporters worry that Austin women are losing birthing
options at a time when the number of available doctors is decreasing and the birth rate is
rising.

"Why is Austin's only public hospital cutting yet another service to Austin women?"
midwife consumer Amy Chamberlain asked. Along with other Austin mothers,
midwives, and midwifery supporters, Chamberlain has formed a local chapter of the
statewide Texans for Midwifery, a consumers support group. Chapter members
coalesced 1n the wake of last month's announcement by Capital Obstetrics and



Gynecology Associates — the faculty physician practice that sponsored three certified
nurse-midwives at Brackenridge during an 20-month trial period -- that it wouldn't
renew its sponsorship. According to officials at Seton Healtheare Network, the
Catholic nonprofit that manages Brack and runs several other local hospitals, the
program was losing money. And Women Partners in Health wiil end its six-ycar-old
program at Seton Medical Center in December, aiso due Lo financial reasons.

The midwives at Brack will remain on staff until July 15 to provide prenatal care; their
altorney, Susan Jenkins, says negotiations with Seton are ongoing, and no lawsuits have
been filed. Last month, Jenkins released a statement on behalf of the midwives
indicating their "complete surprise” at the doctors' decision to end sponsorship. The
doctors took over all deliveries immediately upon announcing their decision, and
although the midwives -- who delivered 475 babies during their tenure -- hastened to
notify their patients of the policy change, they missed one pregnant woman. "We wish
that hadn't happened,” said Seton's Ed Berger, apologizing to BHOC Chair Dr. Jim
Brand and Donna Ammons, the only members at the meeting. Berger and other Seton
officials reiterated that it wasn't Seton's decision to end midwifery services, but that of
the doctors themselves -- yet Capital Ob/Gyn is part of Seton's own medical and
education prograin.

The Brack midwives could have their clinical privileges renewed if they find new
physician-sponsors, says Michael Regier, Seton's vice-president for legal affairs and
general counsel. "l think we're supportive of midwifery.” he said. Finding sponsoring
physicians, however, is the midwives' responsibility, and T{M believes "there's little if
no chance"” that will happen, in part due to a Seton policy requiring a doctor to be present
when a midwife's patient goes into labor or delivers. If the midwife program at Brack
was losing money, says TfM, it may be because of this rule, which makes it
economically unfeasible for physicians even to collaborate with the midwives.

"Midwifery isn't a money-making proposition, but it's not a money-losing proposition,
either,” Chamberlain said. TfM belicves doctors should serve as backup for midwives on
an as-needed basis, and wants Seton to change its in-house doctor requirement; the group
says 23 other major hospitals in Texas have no such policy. They also want Seton to let
midwives practice as non-sponsored, or independent, Allied Health Professionals under
its medical staff bylaws. The group is in the process of acquiring bylaws from other
hospitals, Chamberlain says, "to make it easier for Seton to change theirs. They won't
have to invent new language -- other hospitals will provide the models.”

Many TfM members who spoke Thursday clearly doubt Seton's overall commitment to
women's reproductive health -- and not only because of the midwifery issue. Fresh in
their minds is the recent ordeal regarding the city's new "hospital within a hospital™ on
Brack's fifth floor. The hospital, eventually approved by the City Council, is the city's
response to Seton's announcement last sununer that it could no longer permit common
reproductive services prohibited by Catholic Ethical and Religious Directives. "Who
decided this [for] the citizens?” asked local midwife consumer Natalie Uzoff-Galletti
about the cancellation of midwifery at Brack. "Brackenridge is my hospital -- the city's
hospital. Citizens should have a say in what gets added or subtracted.”



Dr. Brand recommended that midwife supporters express their concerns to City Council.
TIM hopes that bylaws written for the new "hospital within a hospttal," due to open next
year, will recognize midwives as licensed independent practitioners. But John Gilvar of
the Austin/Travis County Community Health Centers says midwifery at the new hospital
hasn't been discnssed, and whether it's feasible remains uncertain. "The ability of somc
hospitals to provide certain services depends to an extent on being subsidized by
insurance,” he said. "Since the new hospital would be treating uninsured patients, we
wouldn't have the advantage of private insurers taking over some of the load.”

While the number of deliveries at Brackenridge is growing rapidly, so is the crisis in
providers for patients without private insurance. Not only are fcwer ob/gyns delivering
babies in public hospitals because of malpractice insurance rates, but more doctors are
limiting the number of publicly insured patients they can afford to accept. Yet studies by
the Centers for Disease Control and the Natronal Center for Health Statistics show that
deliveries by nurse-midwives result in fewer malpractice suits, as well as lower costs,
lower infant mortality and caesarian rates, and higher birth-weights. Says Chamberlain,
"It is a bad time to be discriminating against midwives.”

TIM will hold a picnic and rally on Saturday, July 13, 10am-noon at Waterloo Park, to
support midwifery in Austin. For info, call 419-7406.
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Austinites rally to revive local midwife
programs

DATE: July 14, 2002
PUBLICATION: Austin American-Statesman (TX)
SECTION: Metro/State

More than 200 people rallied downtown Saturday for the return of
midwifery services at local hospitals. Sloan Holley, 7. and others march
down East 15th Street to Brackenridge Hospital, which abruptly ended
its progran in May. The rally was organized by Texans for Midwifery.
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Tree Dewey, left, signs a petition tn support of midwifery services at
local hospitals during the rally Saturday. Dewey, whose second child is
duc in August, plans to give birth at home with the same midwife who
delivered her son, Logan Quirk, 7. Asher Loewenstern, above, who was
delivered three months ago with the help of a midwife at Seton Medical
Center, sleeps through the rally but shows his support with a sign on his
carrier.

Capyright (c) 2002 Austin American-Slatesman
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Midwife programs subject of inquiry

State attorney general looking into possible antitrust
violations

BYLINE: David Pasztor, AMERICAN-STATESMAN STAFF
DATE: August 3, 2002

PUBLICATION: Austin American-Statesman (TX)
SECTION: News

Almost three months ago, doctors at Brackenridge Hospital and Seton
Medical Cenler decided to end the only two programs in Austin that
allowed midwives to deliver babies in local hospitals.

Now, the state altorney general’s office is investigating possible antitrust
violations "in the provision of obstetrical services by nurse midwives,”
and the inquiry is apparently focusing on Travis County, according to a
document obtained by the Austin American-Slatesman.

While the exact 1arget of the investigation 1s unclear, the attorney general’s office has
sentt “civil investigative demand" letters -- roughly the equivalent of subpoenas -- to
some hospitals across Texas asking them to produce information on their midwife
programs.

A copy of one of the letters shows that investigators are specifically asking out-of-
county hospitals to turn over records or inforation on any conununication they have
had with Travis County hospitals about providing midwife services. Those questions
raise the possibility that investigators want ta know if doctors at Brackenridge, Seton
and other hospitals have compared notes on how to handle -- or end -- midwife
programs, in possible violation of state antitrust law, midwife advocates said.



"At this point we can only speculate that the attorncy general is probably looking at the
rights of nurse midwives,” said Karen [ennell, a senior policy analyst with the
Washington-based American College of Nurse-Midwives.

A spokesman for Atlomey General Tohn Cornyn declined to conunent on the
investigation or acknowledge 1ts existence.

I3ut a spokesman for one hospital, Judy Kinonen of the University of Texas Medical
Branrch in Galveston, confirmed that her hospital reccived a copy of the letter,

"We've checked with the attormey general's office, and they consider our response to
that demand to be confidential," Kinonen said.

A similar letter was scnl to the Seton network -- which operates Seton Medical Center
and, under city contract, Brackenridge -- about one month ago, said Lin Hughes, an
attorney who represents Seton. Hughes said she does not believe that Seton and
Brackenridge themsclves are targets of the investigation,

"It is our understanding that the hospitals are fact witnesses rather than targets,”
Hughes said. "What the attorney gencral would be looking for would be the
competitors of the midwives to keep them out, and that would ke the physicians."
Fennell said her office has received about 20 phone calls from midwives across Texas
seeking mmformation about the investigation after they were questioned by their bosscs.
"Their CEOs have called them in and asked what this is about™ after receiving the
letters, Fennell said.

The investigation underscores ongoing tensions between Austin midwives -- who
provide prenatal care and deliver babies, sometimes for women with no insurance or
health-care options -- and some physicians who believe midwives are risky or cut into
their practices,

[t is not known what possible antitrust violations might be under investigation, Fennell
said, bul the questions surfaced after the decisions to end midwife programs at
Brackenridge and Seton.

Brackenridge, citing financial losses, halted its midwile program in May. Seton has
said it will end its program Dec. 31,

Before dropping its program, Brackenridge had a policy requiring that a sponsering
doctor be present at the hospital every time a midwite delivered a baby, said Libba
Letton, a spokeswoman for the Austin chapter of Texans for Midwifery.

Seton Medical Center also has such a policy.

But no other hospitals in the state have such a requirement, and 1t 15 not a standard
practice nationwide, Fennell said.

Brackenridge's policy was "unusual, and it's impossible to abide by,” said Jackie
Griggs, a Houston midwife who is vice president of the Association of Texas
Midwives.

Requiring a doctor's presence, she said, may have been a back-door way for doctors to
scultle the Brackenridge program.

dpasztor{@statesman.com; 445-263 1

Copyright (c) 2002 Austin American-Statesman
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AUSTIN (AP) - Doctors at Brackenridge Hospital and Seton Medical
Center decided almost three months ago to end the only two programs in
Austin that allowed midwives to deliver babies in local hospitals.

; fpens Now, the state attorney general's office is investigating possible antitrust
- Rt W violations "in the provision of obstetrical services by nurse midwives" and
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The exact target of the investigation 1s unclear, but the attorney general’s
office has sent "civil investigative demand" letters to some hospitals
across Texas asking them for information on their midwife programs.

[nvestigators specifically are asking out-of-county hospitals for records or
information on any communication they have had with Travis County
hospitals about providing midwife services, a copy of one of the letters
showed.,

Midwife advocates say the questions raise the possibility that investigators
want to know if doctors at Brackenridge, Scton or other hospitals have
compared notes on how to handle midwife programs in possible violation
of the state antitrust laws.
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policy analyst with the Washington-based Aumerican College of Nurse-
Midwives.

A spokeswoman for Attorney General John Comyn did not immediately
return a call from The Associated Press on Saturday, A spokesman
declined to comment on the matter to the newspaper.

Judy Kinonen of the University of Texas Medical Branch in Galveston
confirmed that her hospital received a copy of the letter.

"We've checked with the attomey gencral's office, and they consider our
response to that demand to be confidential,” Kinonen said.

A similar letter was sent to the Seton network, which operates Seton
Medical Center and, under city contract, Brackenridge, about one month
ago, said Lin Hughes, an attorney who represents Seton,

Hughes said she believes that Seton and Brackenridge are fact witnesses
rather than targets in the investtgation.

"What the attorney general would be looking for would be the competitors
of the midwives to keep them out, and that would be the physicians,”
Hughes said.

Fennell said her office has received about 20 phone calls from Texas
midwives seeking information about the investigation after they were
questioned by their bosses.

Brackenridge halted its midwife program in May, citing financial losses.
Seton said 1t will end its program Dec. 31.






ADDENDUM
ACNM Testimony/Case Study C: Des Moines, Iowa
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Choices

Kari Ward spent 10 years as a registered nurse warking
on the labor and delivery floor. She monitored the health
of pregnant women, determined how they were
progressing and recommended when drugs should be
given or when surgery, such as cesarean sections, should
take place.

She would do this, report to a physician who
would usually take her at her word as to what
was happening even if he was never present to
monitor the woman personally. Basically, the
woman's care was in her hands. And no one
had a problem with that setup.

Over a decade of doing this job, Ward received
her bachelor's degree, the equivalent of two full-
time years of schooling. She then went to
midwifery school for two years and followed that
up with a year in a master's program.

Now, after seven years of formal education and
countless hours spent working in hospital
delivery rooms, Ward is no longer allowed to do
the work she once did as an RN after just two
years of schooling.

Ward is now licensed by the state as an
independent care provider. She is certified to
work under her own license and take care of her
own patients with no supervision. She is allowed
to prescribe drugs, do physical assessments
and just about everything else a practicing
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family physician can.

Yet to work in a hospital, as lowa law says she
is entitled to do, she must first sign her patients
over to a physician and practice under that
doctor's license, Doing so, believes Ward,
negates her role as an independent practitioner
and makes the choice of health care provider a
hospital decision rather than the choice of a
woman. In Des Moines, there were no midwives
working at hospitals until 1996 when Methodist
Hospital brought a small number on staff under
the supervision of physicians at Integra Health
Systems. The midwives here are considered
dependent health care providers by the hospital
because they must practice under the license of
a physician.

Certified nurse midwives can also legally attend
births at homes and in hotels, but before 1996 if
something were to go wrong, no hospital access
was allowed for the midwife, the woman who
best knew the condition of the patient.

After Methodist introduced midwives to Des
Moines, independent practitioners began
applying for clinical privileges at the hospital so
they could care for their patients who prefer, or
need, such a setting. lowa law states that
hospitals must allow clinical privileges to a
registered nurse practitioner, of which nurse
midwives are a category, so long as they can
prove they've met the requirements - the
license, insurance etc. But hospitals have
manages to shut out many independent
practitioners by not allowing them admitting
privileges. Though midwives would argue that
admitting a patient to the hospital is the very first
clinical act of a care provider, the hospitals
argue -successfully so far - that the two are
separate issues.

In order to admit a patient into a hospital to
provide the care they are fully licensed to
provide, a nurse midwife must find a doctor
willing to admit their patient under his or her own
name, even though they've had nothing to do



with the patient up until that time.

The problem is that few doctors are willing to do
this. And who can blame them? Given the
already sky-high malpractice insurance rates
they already pay, what doctor would agree to
put his name on a patient's file with whom he will
have no interaction. If something goes wrong, as
things often do in hospitals, the admitting doctor
could be held legally responsible for the
problem, even without ever seeing the patient.

"That's really their patient," says Cheryl
Puderbaugh, a certified nurse midwife and
founder of Heart and Hand Women and
Children's Health Care Clinic.

"It's really asking of physicians an impossible
thing, but that's what they do.”

This setup, claim area midwives, actually
prevents them from having the privileges they
are entitled to by law. Some, including the lowa
Nursing Association, says this may even be
illegal.

“It's all about physician control of the hospitals,”
says Linda Goeldner, executive director of the
lowa Nursing Association. "Administrators
usually go along with this because they see
physicians as a revenue stream. You run right
up against physicians making those decisions
and keeping them from practicing. We call it
restraint of trade."

In contrast to what the state license says,
Methodist hospital considers all certified nurse
midwives to be dependent health care providers
and mandates that every patient they have in a
hospital be directly seen and reviewed by a
doctar every day, to basically check the work of
the midwife. But, practically speaking, the RN
with just two years of schooling has no such
restriction.

"What they are saying is they'd rather have a
person doing this with just two years of school
than having a certified nurse midwife with three



times the training and education," says Ward.

This situation exists, says Puderbaugh, simply
because of the ignorance of the medical
community concermning he practice of midwifery.
"Many physicians simply are not well-informed
about midwives and our scope of practice." she
says.

During midwifery school, she was required to
send a questionnaire to every OB practicing in
Des Moines, to gauge their knowledge of what is
required to be a certified nurse midwife. Of the
60 to 70 doctors she sent it to, about 60 percent
returned the poll and only two answered the
questions correctly. "People have a
preconceived notion of who we are and what we
do and they base decisions on that," says
Puderbaugh.

While most physicians are trained to view
pregnancy as a medical condition, and birth as a
process wrought with life-threatening
complications, midwives view it as a natural
event in the life of a woman that if monitored
properly is, in most cases, fairly straightforward
with few complications.

"The vast majority of pregnant women with safe
pregnancies walk into a surgeon for care. And
that's why we have a 25 percent Cesarean
section rate," says Ward. "Surgeons are trained
to deal with pregnancy surgically and that's what
they do."

Puderbaugh's own daughter needed cardiac
surgery within hours of birth. At that point, she
says, she didn't care if the doctor was warm and
fuzzy, only if he was the best cutter. There is a
time and a place for each type, and that needs
to be recognized.

"It's not about who is best,” says Puderbaugh.
"lt's about who should do what and at what level.
Pregnancy should be looked at as a normal
thing. | firmly believe that doctors and midwives
should be collaborative. There should be a
relationship between us of mutual respect and



trust.”

Hospitals elsewhere have recognized that there
is a place for both approaches in their halls. In
some states, midwives and physicians work side
by side. In much of Europe, midwives are the
norm, rather than the exception for healthy,
pregnant women.

And research show that this is the best
approach. Numerous studies show that women
who receive care from a certified nurse midwife
are much more likely to have healthy babies with
far fewer complications than those delivered
under the care of a physician.

One such study from the Centers for Disease
Control, published in the Journal of
Epidemiology in 1998, found that the risk of
infant death was 19 percent lower for certified
nurse midwife attended births than for those
attended by a physician. The risk of necnatal
mortality was 33 percent lower. The risk of
delivering a low birth weight infant was 31
percent lower.

The study concluded that "Certified nurse
midwives provide a safe and viable alternative to
maternity care in the United States, particularly
for low to moderate risk women "

Despite the obstacles in their way,
independently practicing midwives have still
managed to get their foot in the door at
Methodist and are currently catching babies in
the hospital. Yet the obstacles are many and the
problem seems to be growing worse. Only two
local physicians will agree to be used as
backups for midwives, and they cannot cover
every practitioner in Des Moines.

Patients, and potential patients are feeling the
ramifications of this system across Des Moines.

Puderbaugh opened the Heart and Hands clinic
in 2000 on the city's North Side because that
area has some of the highest infant mortality
rates in the state. In some areas, 20 children,



out of every 1,000 born, sometimes many more,
die within the first year of birth. Opening the
clinic and offering the services of a midwife to
the women in this area was an effort to stop
these kids from dying at such an alarming rate.

The clinic sees anywhere from 20 to 25 patients
a day on average. About half of those are OB
patients; a third of them are Hispanic. Between
Puderbaugh and Ward, they attend about 10
births every month. Currently, they have 54
women waiting to have their babies.

Ward had Dr. Paula Mahone, a doctor
specializing in high-risk pregnancies who
delivered the McCaughey septuplets and Dr.
Michael Mintzer, an OB/GYN as her two
backups. These are the only two doctors in Des
Maines currently willing to take this risk.

But because Heart and Hands has so many
hospital patients, Mintzer had to drop them. He
doesn't want such a heavy workload. It's nothing
personal, he just can't do it. Mahone's partner
has agreed to be backup on a temporary basis,
only until May 12.

Puderbaugh found a loophole that will allow her
to practice at the hospital with just one backup
until mid-September, but Ward will no longer be
allowed to treat patients in the hospital after May
12.

What they could do, and will, is provide care for
the woman for the nine months leading up to the
actual birth and then send them to the hospital
to have the baby with a doctor who is on call.
The woman, though, will not receive care at the
crucial moment of birth from the provider she'll
have come to know over the previous months
and will deal instead with a doctor who knows
nothing about her, her family or the manner in
which she would like to give birth.

And those statistics showing a midwife
delivering the baby is, perhaps, the safest way
to go, would no longer apply for these women.



Even though ward and Puderbaugh will have
cared for the women for nine months, if the
woman is a Medicaid recipient, as most of their
patients are, they will not get paid a dime for
their work. Only the doctor catching is
reimbursed for the entire pregnancy.

"It would pretty much shut us down in terms of
finances," says Puderbaugh. "Our chief money
maker is maternity care."

Cosette Boone is a certified nurse midwife and
founder of Willowsong, a private practice that
pravides both home and hospital births. It's a
small practice that requires little from the back-
up physicians, as she attends, at most, three
births a month.

Boone also works as a nurse practitioner at La
Clinica, a medical clinic on the East Side near
the Fairgrounds that mainly serves the Hispanic
population of Des Moines. She's working to
establish a program for pregnant women at the
clinic that would be the first of its kind in lowa.

The program would involve group prenatal care
overseen by Boone for women who are due at
about the same time. Boone who would later
catch the women's' babies at lowa Lutheran
hospital. This program, says Boone, would
provide women at the clinic the opportunity to
have better health care for them and their
babies in the environment they are already
familiar with from a midwife they already know.

"It's a fantastic thing," she says. "It's never been
done in lowa."

And it won't be any time soon.

“We're at a standstill because we can't find
consulting physicians," says Boone. "The docs
I've consulted with say it's a matter of liability."

If it weren't for the liability issues created by
jowa Health System's rules for nurse midwives,
Boone believes the program would be up and
running soon and the women receiving care.



Currently, La Clinica is turning away about 10
pregnant women every month.

"It's sad,” says Boone. "It means that more
women are going to be referred out. But they
have a home at La Clinica. This is so important
for this group that is so isolated in their
community.

"I'm at a point where I'm just frustrated.” she
adds. "I'm not even sure if they realize what a
huge project this is. | was almost in tears when
the doc called me and said no.”

When she first started her practice Boone wrote
to every single doctor in Des Moines, looking for
a backup physician, and found only Drs. Mintzer
and Mahone willing to consult with her.

"It's a disaster," says Boone of the problems
midwives face in Des Moines. "There are so
many physicians who don't want to work with us
and don't agree with the midwifery philosophy of
care. It's just ignorance. They really don't
understand the issues and why would they
unless they've ever worked with midwives?"

Drastic changes to the admitting system are
needed for Boone to open the La Clinica
program, A committee is working at Methodist to
change the requirements, but she is not
optimistic.

"I'm not holding my breath on this," says Boone.
"As much as I'd like to believe this community
will change, my heart tells me the doctors are
not interested. The statistics are behind us and
the research is behind us. I just don't get it."

Ensuring the best possible care to the women
who need it most should really be a simple
thing, she insists. But it's just not being done.

"All it entails is people working together and
we're just not doing that."

Jill Carlson, a registered nurse with a bachelor's
degree in nursing, works at Lutheran Hospital as
a labor and delivery nurse. She's part-time now,



but for almost a year served as team leader of
the maternity center.

In that time, she watched babies being delivered
with the help of a physician. She's seen things
go perfectly and things go horribly wrong.

When Carlson became pregnant last year with
her first child, she knew immediately that she did
not want to give birth in the hospital where she
worked. Or any other for that matter.

"There are so many reasons,” she says.
"Policies and procedure a lot of times dictate
that care you are receiving. Not the choices a
woman makes.

"l didn't want to see a group of doctors, just one
provider," she adds. "You'd like to know who the
person is at the end of your stirrups.” But most
importantly, in just the couple years she's been
working at Lutheran, she's seen enough of what
goes on behind the scenes in a hospital birth to
feel she would be better off elsewhere.

"There are unnecessary interventions that are
done," she says. "Doctors have dinner parties to
get to, they have a hockey game to get to so
they do a C-section on a woman whose labor is
progressing perfectly because it doesn't fit their
timeline. A lot of times things are done and they
don't explain why. Those are not choices | want
someone else to make for me and my family."

So she contacted a midwife.

But not just any midwife. Carlson called the one
midwife that many in Des Moines' medical
community might consider their archenemy.

She called Carey Ann Ryan, who, just five
months ago, was escorted by security guards
from the grounds of Methodist hospital.

Five months ago, Ryan took a woman to
Methodist hospital who went into labor early and
need to be transported. The woman chose to go
to Methodist, even knowing that Carrie had
received a letter just days before from lowa



Lutheran Health Systems stating that she would
be removed from the property if she brought in
more patients because she does not have
privileges.

Security guards walked Ryan to the front door
and told her she'd have to go stand on the public
sidewalk in the middle of a lighting and
thunderstorm.

She told them they'd have to call the police,
which they promptly did.

Luckily, her husband arrived first to pick her up
and she left the hospital followed by three Des
Moines Police squad cars. "This is not the way
one group of professionals treats another," says
Ryan.

Ryan is also the founder of the Almost Home
Birth Center on Grand Avenue that cannot be
opened because it has been denied a certificate
of need from the state despite apparently
fulfilling all requirements.

Carlson had hoped to have her baby in the
birthing center, because she lives too far from
Des Moines to feel comfortable with a home
birth. But because the center won't be legal,
Carlsan will give birth in a Des Moines hotel
room, accompanied by Ryan.

Ryan has resigned as the birth center's
president and clinical director hoping that her
removal from the business will encourage the
state to allow it to open so that other midwives
and doctors can make use of the space.

Methodist ahs formed a subcommittee to look at
the rules governing certified nurse midwives
practicing at the hospital,

Mintzer, the doctor heading the subcommittee,
says the hospital is not required to grant
midwives privileges and has the option of
restricting their licenses, but hopes the situation
will improve.

"JCAHO (Joint Commission on Accreditation of



Healthcare Organizations) says hospitals can
choose to make their licensing more restrictive”
he says. "A hospital can choose to make
midwives dependent. But it undermines what a
midwife is trained to do, to take care of healthy,
low-risk women."

Dr. Mark Purtle, Chief Medical Officer for lowa
Health Systems says it is important to be
cautious when allowing privileges because a
hospital can not allow a practitioner to do more
than their license allows.

"We have to, as an organization, assure the
quality of our members,” he says.

"Within the organization, we determine the
privileges of everyone. What the license allows
and what the credentials of the individual allow
are different."

Meaning just because a doctor is licensed to
perform surgery, doesn't mean he is capable of
doing so.

And, he says, the reason that midwives are not
allowed admitting privileges is basically because
it's always been that way.

"This is historically set up this way, that the
privilege of admitting has historically been with
the physicians that hold unlimited license,"
Purtle says. "The medical staff would have to
approve any changes.”

The addition of a large number of nurse
practitioners in Des Moines is a relatively new
development that has only come to light in the
last few years, says Purtle. And it's something
they've never had to consider when talking
about privileges.

Mintzer's subcommittee hopes to reverse the
current requirements on midwives so that
sponsoring doctors are not required to do daily
work on the midwives' patients.

But even if successful, the problem would
remain. Docters would still maintain their liability



and could be sued by a patient that they didn't
even know existed. And what doctor would do
that?

"It means if they have a lawsuit involving a
patient they took care of, if | happen to be the
consulting physician, | am open to that lawsuit
even if [ never saw the woman or was never
called about them," says Mintzer.

In his time as a backup physician, Mintzer never
experienced or encountered a serious problem
because of the midwife's practice.

Yet he doesn't hold much hope that midwives
will be allowed to practice independently in the
near future.

“We hope that eventually midwives will be able
to practice independently at Methodist hospital."
says Mintzer. "But we're trying to do a little at a
time because if we do too much, | think it's likely
to fail."

The OB department at Methodist will make a
recommendation to change the bylaws, or ask to
leave them as is, by the end of the month. It will
then be up to the medical executive committee
to make a decision and pass it on to the hospital
board for a decision.

The final determination of how midwives will be
allowed to practice will likely take some time.
And even if the bylaws revert to the old method
of signing in under a doctor's name and then
practicing autonomously, midwives like
Puderbaugh, Ward and Boone, who want to
expand their reach in the community, will
continue to be shut out.

Ryan is not hopeful that anything will change.
She has applied for clinical privileges several
times at Methodist Hospital but has been denied
every time hecause she refuses in her
application to list the names of two doctors
under whose name she would admit her
patients.

Unlike other midwives in town who do so and



are allowed to practice, Ryan refuses, believing
her license to practice independently is enough
and that no hospital should be allowed to
prevent her from practicing what lowa law says
is her right.

"I look at my colleagues like Cheryl
(Puderbaugh) who take on a slew of
underserved patients hoping that being nice and
playing along will eventually get them privileges,
but it won't," says Ryan.

However, not all midwives agree with Ryan's
approach.

Dana Ericson, a certified nurse midwife
practicing at Methodist hospital couldn't agree
less with Ryan's attempts to change the system.

"I think her approach for years has helped hold
back the practice of midwifery in this
community," says Ericson of Ryan.

Ryan, says Ericson, is not willing to negotiate,
will not sit a the table to discuss compromise
and doesn't understand that change takes times
and won't happen without building relationships
with the people who make these decisions.

This has been Ericson's approach since she
began working as a midwife.

Ericson was the first nurse midwife to apply for
privileges at Methodist. Her time there, she
says, has been productive and rewarding.

"My own experience at Methodist the last five
years has been positive," she says.

"The decision for me was where can | have the
most influence in moving midwifery forward in
this community.”

She chose to do strictly hospital births with the
idea that when doctors and nurses and other
women see how she practices and come to
understand that she is a qualified professional,
they will begin to realize that a change needs to
oceur.



Ericson worked at Methodist for a full year
before convincing the hospital to let her have
water births in the hospital. They now allow that,
the only hospital in Des Moines to do so.

And it took a year of meetings to make this
happen, she says. A year of sitting with staff and
discussing this with them and showing them the
studies and statistics before they would allow
her to do it. Now it's a fairly common
occurrence. "The more we sit down with these
people, the more trust develops,” she says. "It
makes a difference. We're latecomers here. It
takes time."

And she believes that change will come soon,
and midwives will be practicing independently in
Des Moines before long.

"| totally believe it and I'm looking forward to it."

- Tim Schmitt
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No midwives
need apply

| "‘Doctors only’ sign
hangs in delivery room

By Marie Villani

Janet Steinberg has delivered more
than 1,560 healthy babies since becoming
a midwife in 1984. But come (ot. 1, the
Riverdalian will have to leave most of her
expecting inothers at the labor reom door,

Citing a large and growing number of
high-risk pregnancies, New York Presby-
terian Hospital has decided that it is no
longer safe to aliow the 28 midwives ol
stalf at the Allen Pavilion (o deliver most
babies.

The hospital says so many of their obster-
ric patients at the hospital are low on the
socio-economic scale, obese or over the age
of 35 that only obstetrictans can attend
childbirth.

ADDewdum -

Midwives don't buy that rationale,
although since they continge o have a
relationship with the hospital, they asked
not to be named. Said one, any hospilal
that serves poor people is going to have a
high number of at-risk patients, as defined
by the state Department of Health, since
poverty is an indicator of risk. Midwives,
she added, tend to have a better success
rate with these tvpes of patients,

“Two years ago we started {o look at
the changesin the women who were coming
to Allen Pavilion,” explained Cynthia Sparer,
senior vice president and chief operating
officer for the hospital’s programs for women,
children and commurity health. “We found
that 87 percent of the women who were

{Continued on page A2)
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Midwives fears the new restrictions
will set off a nationwide trend,
because of the size and fame of
Presbyterian Hospital's midwifery
program,

Appalling decision

“t would say that the lenpth of
ime this institution has been open,
the volume of women served and
the rationale for this particular deci-
sion makes this appalling to the mid-
wifery community,” said Deanne
Williams, executive director of the
American College. .

The change also ends a historic
collaboration between Columbia
University's Schoel of Nursing and
Midwifery and the midwifery service
at New York Presbyterian — both of
which opened in 1955, Forty percent

‘fxﬁfﬁnlﬁmbia,’jsrsmdgnts train in‘actual
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MidWiVeS offer natural

Ms. Williams of the College of
Nurses-Midwives said she believes
that the catalyst for the change lies
more in the size of physicians’ pock-
etbook than in their capability. *1 call
it the physician land prab,” she said.

Ms. Sparer denied that doctors’
remuneration was an issue, saying
there was no economic incentive for
the change. She pointed out that
more than half of the hospital's
patients are insured through Med-
icald, the government-funded pro-
gram that insures those who can't
afford it. The reimbursement from
Medicaid is usually a tenth of what
hospitals or doctors receive from
private insurance,

Said Ms. Williams, “There is no
data to say that this model isn't work-
ing. It is simply, “We want all these
patients and all this money to go to
the physicians.” . o .

o

method of giving birth

By Marie Villani

Like obstetricians, midwives
see patients throughout a pregnancy
and screen for risk factors, inclid-
ing nutrition, family history and iil-
nesses. But when it comes to the
actual delivery, midwives and physi-
clans tend to go separate ways,

Working in a more holistic fash-
ion than doctors, midwives tend to let
nature take its course, sald Deanne
Williams, executive director of the
American College of Nurses-Mid-
wifes. Hospitals, on the other hand,
tend to free up heds as quickly as
possible, she said.

Inducing labor and continuous
electronic fetal momnitoring — com-
mon medical practice in American
hospitals — are not in the mid-
wife's toolbox for delivering babies.
Midwives pride themselves on their
contribution to decreasing the num-
ber of Caesarean sections, which in
some hospitals have become virtu-
ally routine.

“The majority of problems of
pregnancy can be dealt with through

education and getting healthy sup-
port systermns for the expecting moth-
ers,” said Ms. Williams. “If you are
seeing every patient as a walking
disaster then all you're going to be
doing are a lot of procedures that
aren't necessary.”

Although the number of Ameri-
can midwives is modest compared
to their European counterparts, they
have hecome an imgportant factor in
the city’s hospitals. In 2001, the
most recent year documented, mid-
wives delivered 13,000 of New York
City’s babies — roughly 11 percent.

For midwafe Janet Steinberg, who
ts originally from Britain where the
midwives attend the majority of
uncomplicated births, adjusting to
Presbyterian Hespital's decision to
stop midwives from attending most
births at the Allen Pavilion in
Inwood will nat be easy.

“It's like telling a surgeon You
carn do the prepping, but you can't do
the surgery.’ That's part of our job,”
she said. “However, I think the focus
should be what the women of this
community are going to lose.”

" - r_\ml:»,:\"-l-: ——
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NEIGHBORHOOD REPORT: WASHINGTON HEIGHTS;
Midwives Fear for Their Role In Hospital Deliveries

By SETH KUGEL (NYT) 486 words

The midwives at New York-Presbyterian Hospital can easily keep in touch with former clients: a
walk to the local playground is often enough to bump into a mother and child they served. Midwives
like that. They pride themselves on long-term, holistic relationships with women before, during and
after pregnancy.

But come October, the hospital will curtail midwives' role in the major event in these relationships,
the actual delivery.

"Yes, this is about changing our jobs, but the real thing it's about is the community, and how it affects
how they have their babies and how families get started," said Janet Brooks, one of 21 midwives
directly affected.

Cynthia Sparer, sentor vice president of the hospital, said the decision stemmed from an analysis
showing that 85 percent of its pregnant patients have some risk factor.

"We needed to move to a model that would have our deliveries being performed by obstetricians,"
she said, stressing that midwives would still have some role in the delivery. "We value our midwives,
and they are they are absolutely an essential element of the health care team here."”

As for the issue of continuity of care, she noted that the midwife present at delivery is rarely the one
who provided prenatal care.

A group of the midwives, some of whom say they were told they would play no part in delivery, have
appealed to local officials and to the American College of Nurse-Midwives, based in Washington.
Deanne Williams, the national group's executive director, said the change was "beyond
comprehension" and a threat to "the survival of the profession.” "Our concern is that thisis a
physician land grab, and they want to be able to bill physician rates for all the patients,” she said.

Ms. Sparer disagreed, saying the levels of hospital billings would not change. She also said the new

http://query.nytimes.com/search/restricted/article?res=F30714FD3C5COCT768DDDAFO089...  7/25/2003
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policy was unrelated to a ctvil suil over obstetrical billings that Columbia University, whose medical
employees work at the hospital, settled in December with federal prosecutors.

Although somge hospitals have never allowed midwives to oversee deliveries, the percentage of
American births attended by them increased to 7.3 percent from 3.2 percent betiveen 1989 and 2000,
according to the American College of Nurse-Midwives. In 2001, mudwives attended at more than
13,000 births in New York City, 10.6 percent of the total.

New York-Presbyterian has one of the oldest hospital midwife programs in the country, dating to
1955. Under it, midwives see women with normal pregnancies but are trained to call in doctors at any
sign of trouble. SETH KUGEL

Copyright 2002 The New _York Times Company
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AMERICAN COLLEGI
of NURSE-MIDWIVES

With women, for a lifetime

News Release

For Immediate Release Contact: Shawn Farley
July 1, 2003 sfarley@acnm.org
{202) 728-9876

A Setback to Latino Maternity Care in NYC

New York-Presbyterian Hospital will halt nurse-midwife attended births at Allen Pavilion, interrupting
significant advances in Latino birth success rates, and raising the overall cost of healthcare.

The nurse-midwives at NYPH Allen Pavilion serve mostly patients of Dominican descent, along with African-
Americans and low-income patients of other ethnicities. New York Presbyterian contends that nearly all of the
expectant mothers served by this practice are considered high-risk and wiill only be attended by physicians as of
Octeber 1. However, New York Health Department statistics show that the infant morality and low birth weight
rates among Latinos in the area served by New York Preshyterian are far lower than, and in some cases, half
that of the New York city average.

“After almost half a century of midwifery care, Preshyterian has not explained why this group of patients is too
high risk for nurse-midwife assisted births. If they really believe that these women are at risk, why wait unfil
October to make the change? remarked American College of Nurse Midwives Executive Director, Deanne
Williams, CNM, MS. “Midwives offer women a model of care that places a high value on quality heaith care,
accurate and timely information, shared decision making, respect and family involvement. Women want
continuity of care from compassionate providers and it is hard to believe that that NY Presbyterian is putting the
needs of the women first”

This policy change at New York Presbyterian will deny Latinas access to nurse-midwives whao have spent
significant time with them prior to delivery. Information gleaned from prenatal visits may be lost in transition, as
there will be much less familiarity between expectant mothers and physicians.

The new policy may also hamper the ability of midwifery students from The Columbia University School of
Nursing to gain experience that may one day benefit their patients, and could magnify the already serious
shortage of women's healthcare professionals.

The end of nurse-midwife attended births at New York Presbyterian may also place a larger financial burden on
publicly sponsored healthcare programs such as Medicaid. Nationwide, women who see physicians experience
nearly double the number of cesarean section births than those cared for by nurse-midwives.

“These procedures are more costly than traditional births and their incidence can be increased by excessive
utilization of costly medical interventions such as induction of Jabor,” said ACNM Executive Director, Deanne
Williams, CNM, MS. The higher cost of these procedures may ultimately be paid by the American taxpayer.

The end of nurse-midwife attended births at Presbyterian benefits ne one. Expectant mothers from lower income
brackets, and the public at large, will be left with higher healthcare costs, fewer women'’s healthcare
professicnals, and a loss of trusted healthcare providers.
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For more information, or to speak to an ACNM in New York, Please contact Shawn Farley at 202-728-
9876 or sfarley@acnm.org.

RH#EH

With roots dating to 1929, the American College of Nurse Midwives is the oldest wormen's health care
association in the U.5. ACNM’s mission is to promote the health and well being of women and infants within
their families and communities through the development and support of the profession of midwifery as practiced
by certified nurse midwives and certified midwives. Midwives believe every individual has the right to safe,

satisfying health care with respect for human dignily and cultural variations. More information about ACNM can
be found at www . midwife.org.

Cooyright 2003, American College of Nurse-Midwives. All rights reserved.
818 Connecticut Ave, N.W. Ste 900 Washingion, DC 20006
phone; 202-728-9860 fax: 202.728.9897 web: www . midwife.org
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ADDENDUM

Articles



A general theoretical and empincal model of the impact of regulation on supply and demand {prices
and quantities) is developed in this paper. The regulation of midwifery services—of certified nurse-
midwives (CNMs)—relative 10 obstetricians (OBs) is analyzed within this framewaork, Demand-side
(quality assurance) effects are distinguished from supply-side (Stigler-Peltzman) effects in the model.
Since both unambiguously predict a price increase, we focus on the regulalory impact on quantity. We
find, within the empircal model, that while both effects are presemt, supply-restricting effects
dominate quality assurance in the U.S. marker for CNM services. When mean repulations are
compared to minimum regulations in the sample, CNM births increase from just under 6% of all births
to a little over 11%. On net, regulation reduces the quantity of CNM births.

-~ 1. Introduction

' Occupational licensing is as old as trade. Estimales are thal in the United States alone, at least
800 occupations require some form of “license to practice™ (Rotienberg 1980, p, 2). Midwifery is

‘\l Most certainly among 1he oldest occupations known o flemo sapiens, and, unsurprisingly, it has been

;i the subject of licensing regulations over the 20th century. There has been, however, 2 marked

‘e reemergence of the practice over the past 20 years in the Uniled States. After nearly being driven from
cxistence by physicians in the early part of the 201h century, the percentage of midwife attended births
has risen from 0.9% of all binths in 1975 10 5.95% of all births in 1995. This lattcr figure translates
into 231,921 midwife-attended births for the year 1995, Of this figure, CNMs attended 94.3%, or
218,613, hirths. A number of factors account for this resurgence, including women'’s expression of
their right to choose birth practitioners and place of birth, increased political cxpression of that right,
and the escalating costs of tradivional childbirth services by obsteiricians (OBs) and hospitals (Butter
and Kay 1988). In contrast, midwife-attended births account for a full 75% of all births in Europe,
with far lower infant and maternal montality rates reported (Cohurn 1997).

Midwives are classified info lwo basic categorics in this country: lay midwifc and certified nurse-
midwife (CNM). Lay midwives typically receive no formal educational training but are clinically
trained through apprenticeships. On the other hand, a CNM “is a registered nurse with advanced
training in midwifery who possesses evidence of certification by the American College of Nurse-
Midwives (ACNM)” (Adams 1989, p. 1038). The practice of nurse-midwitery, as defined hy the
ACNM, is “the independent management of care of essentially normal newborns and wormnen,
antepartally (before birth), intrapantally (duning birth), postpartally (after birth) and/or gynecologically

* Department of Economics, Kennesaw Stae University, Kennesaw, GA 30144, USa.

t Avbum University and Trnity University (San Antonio). Depariment of Economics, 215 Lowder Business Building,
Auburn Univessity, Aubum, AL 36849, USA: E-mail bobekelund@prodigy.net; corresponding author,

{ Department of Ecenomics, 215 Lowder Business Building, Aubum Umversity, Aubum, AL 36349, USA.

We gre grateful 10 Michael Dueker amd his couuthors for sharing their unpublished manuseript on advanced praclice
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- . within a health care system which provides for medical consultation, collaborative management,
and rcferral™ (Safriet 1992, p. 425).

The causes and effects of stute regulation that determines the extent of professional
independence from physicians of advanced practice nurses {(APNs) has been analyzed by Ducker
ct al. (2000) for the same gencral period we employ. Advanced practice nursing, however, includes
nurse practitioners, clinical nurse specialists, and nurse anesthetists as well as CNMs. Ducker ¢t al,
(2000) suggest that, for this larger category of nurse specialists, APN camnings are lower and
physicians assistants carnings are higher in states where APNs have atiained higher levels of
professional independence (measured in part by prescriplive authority).! Midwifery has been
included, along with other heath carc professions, in interesiing studies of the impact of the
composition of public licensing boards on particular occupational requirements (Graddy and Nichol
[989; Graddy 1991}, but (10 the best of our knowledge) midwifery has not been isolated in any study
of cffects of regulation{s).” The purposc of this paper is thus to analyze empirically the cconomic
impact of alternative forms of regulation within the state markets for midwife scrvices. Certified
nurse-midwives are formally recognized by the American College of Obsteiricians and Gynecologists
(ACOG) and arc now able to practice legally in @il 50 slates including the District of Columbia, but
CNMs practice under significant and significantly different regulations that limit their scope of
practice und constrain their use by women (DeVrics 19835) within the 50 states, There are suggestions
in the literature that the severity of regulations at the siate level—a partial product of past pressure by
the medical cstablishment (OBs in particular)—has had deleterious effects in the market for
midwives’. services. However, there has been (agamn to the best of our knowledge} no cmpirical
support for such propositions or an analysis of the particular impact of alicrnative rt:gr_llalions.3

We belicve that the market for midwives is panicolarly interesting from an economic
perspective.® Midwifery is, to a large extent, a credence good, as much certainly as many other
medical services. Such goods, it is sometimes argued (Leland 1979; Shapiro 1986), “demand”
regulation on the basis of quality certification. Consumers. il is often alleped, will 1end to drift to the
low-price, low-quality altemative in the absence of such regulation. Iniposition of sonie regulation in
such inarkets may, in effect, shift the quality-adjusted demand curve rightward, improving consumer
welfare and increasing the quantily supplied of such services. We label the potential quality-
improving aspect of regulation the “demand-side effect.”

Altermatively, mandatory occupational licensing, along with restrictive regulations supported by
OBs and other medical professionals, may restrict entry, competition, and consumer choice. In short,

' Dueker el al. (2000) supgest that this result may oblain because physicians substitute physician assistants for APNs for self-
interested reasons,

? Graddy and Nichal (1989) explore the effects of puhlic licensing board members on legislative regulatory reforms using four
health-related occupations (chiropracters, licensed practical nurses, physicians, and registered murses). Their results suggest that
the more public memiers (not members of the oceupation being licensed) an occupational licensing board has, the more
effective the board is “in reducing the number of nonsense requirements {morality, age, residency/feitizenship) that limit eniry
into the four healih pecupations stndied ™ (1989, p. 623). Graddy™s (1991) study covers dietitians, nurse-inidwives, occupational
therapists, physician assistants, psychologisls, and social workers. Sec also Gaumer (1984), who reviews (he empirical
literature in the area.

* The ACNM repons that the stales wilh the most restrictive regulations have the lowest percentape of CNM-atended births,
1.7% (1991 figuresy, while those stales thal are moderately supportive and suppertive of CNMs have 4.5% and 6.0¢%,
respectively, of all binhs auended by CNMs.

' Occupational regulations for credence poonds, including some aspects of midwilery, have been explored. Sass and Nichols
(1996}, for example, explain why nonpliysician healsh care professionals might demand less segulation (meaming less physician
camirols) in spite of income reductions for themselves, Using a *full-value™ argument, they argue that, for some professionals,

the nommonetary rewards of independence may be high.
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Regulation of Midwifery 661

a “supply-side™ cffect may be identified with restrictive regulations on CNMs that petentially reduces
cansumer welfare and redistributes wealth 10 competitors. The most important expressions of this
view may be lound in the work of Stigler (1971) and Peltzman (1976). In the case of CNMs, somc
regulatjons permitting certain benefits to the occupation, such as access to hospital facilitics, granting
prescriptive authority, or Medicare reimbursement, would put midwives on parity with OBs. These
regulations, which would put midwives on a level competitive status are (generally) opposcd by OBs
(who wish 1o suppress a substitute and raise OB price), would shift the supply of CNM services
rightward. Alternatively, regulations that limit the scope of midwives’ activities would shift the supply
curve of such services leftward, restricting supply and transferring income from CNMs and consumers
to OBs with a deadweight loss.

Both the demand-side (quality enhancement) and the supply-side hypotheses unambiguously
predict higher observed price increases, but the two diverge when predicting the quantity effects of
more siringent occupational regulations. We therefore focus on quantity changes and regard our study
of state midwifcry regulations as one (est of whether the domijnant effect of regulation is 1o, on net,
increasc quantity through quality enhancernent or to reduce the quantity consumed through a reduction
in the quantity of services.® In calculating the effects of both demand and supply shifts in the CNM
market, we compare the net effect of average versus minimum slate regulations, where minimum
regulations would represent parity with OBs.

The paper opens with a discussion of the jnstitution of midwifery in the Uniled States and a brief
accounting of the types of regulations on this “credence good™ in the 50 states. Next, a theory and
empirical medel are established to test for the effects of regulation, Finally, we analyze our resulls and
offer some conclusions concerning the outcome of regulations in the market for a service
characterized as a “credence good.”

2. The Regulation of Midwifery in the United States

Midwifery regulation in the Uniled States takes place under a plethora of methods and means. Table
1 summarizes ¢ight of these methods and identifies the states that use them. According to data ohtained
from the ACNM in Washington, DC, as of 1995 there are a varicty of methods for establishing
a regulatory board’s authority over nurse-midwifery practice. We have constructed our variable,
MEDICAL BOARD AUTHORITY OVER CNM'S, by combining the two stales that regulate CNM
practice using a board of medicine with the five states that use a department of public health/board of
health. Further, there are presently 27 states plus the District of Columbia that require CNMs to meel
continuing education and recertification requirements as a condition for license renewal, with scven of
those states requiring continuing education as a requirement for prescriptive authority only.

Prescriptive authority, the ability of a CNM to have discretion in the prescribing and dispensing
of drugs that arc within the scope of practice, is essential for a CNM to function independently of
a physician. Twenty-four states plus the District of Coluinbia grant CNMs fuil aushority to prescribe
drugs and medication within their scope of practice as defined by the appropriate regulatory anthority.
Sixteen slates either grant CNMs limited prescriptive authority or require physician control of that
authorty, while 10 stales grant no prescriptive authority o CNMs.©

S While we do not formaily develop an analysis of price effectls in this paper, we eslimale, using unigue price data, an empirical
medel that allows us 1o make preliminary welfare calculations. The calculations are reperted Jater an this paper, and the
ernpirical underpinnines are available from the authors on request.
As will be seen, we construct our variable so as W lump full prescriptive and limiled preseriptive authority logether.
Decomposing these vaniables vields less “robust™ resulls.

&
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Both state and federal laws discriminate against and limit the ability of CNMs 10 practice by
failmg to mandate that third parties (private insurers) reimburse CNMs for services that are within
their scope of practice and for scrvices that are identical to physician provided (and third-party
reimbursable) services.” In some states, Medicaid reimbursernent status for CNMs is at a e that is
substantiaily less than that for physicians for the same service provided.®

Guaranteed clinical privileges are also potentially imponant CNM restriclions since states enact
laws that regulated whether hospituls miay permit or prohibil hospital facilities use.” In addition, we
provide a variable that measures CNM control, CNM'S SUPERVISED BY MD'S, that would
substitute for the part about CNMs being named in the authorizing statutes.'®

Table 2 defines and provides sampic means for all of the vanables used in our tests, All eight
regulations described with the state restrictions in Table 1 are included in the test. These variables arc
largely self-explanatory. We have included the percent of the Hispanic population as an independent
variable in order to tract the cffects of a social tradition of using midwives in Hispanic cultures.

3. Model Specification

A brief recitation of existing state rules and regulations reveals a wide diversity in midwifery
regulation. And such diversity is suggestive of the varying intensitics of political and other pressures
that provide form to particular regulations affecting that occupation. Interest group strength is a clear
determinant explaining forms of regulation in stales or regions. Midwives, both lay and CNMs, are
certain competitors with OBs. Hospilals, moreover, are competitors with less structured birthing
centers and used by both OBs and midwives in some locales. Physician-sponsored slate regulation of
entry and other market aspects of medicine have been in place for well over a century in most slates.
Thus, some of the different incamations of state regulation of midwifery may be explained, in part, by
a “tar-baby” effect whereby a strong interest group (physicians} bring a substitute under the umbrelia

Twenty-one states mandate private insurance reimbursement of nurse-midwifery services, while nine siates have enacted an
“any willing provider™ {(AWP) law. According 1o 1the American College of Nnrse-Midwives (1995), AWP laws include
“CINMs, cither specifically as CNMs or as ANPs (Advanced Nurse Practitioners) or ARNPs (Advanced Regivicred Nupse
Practitioners). AWP laws lypically require HMOs or other categories of managed care plans 10 permit any health carce
professional 1o become a participating provider in that plan, so long as s/he is willing to accept the terms and conditions the
plan offers 1o ils chosen participating providers. Variations on such laws ane *freedom of choice” slatutes, which probibit class-
based discrisnination apainst certain categories of health professionals.”

Reunbursement rates vary as a percentage of the physician fee schedule or on the basis of services provided. For 1he stales
covered in this study, the range is between 70% and 100% of 1he physician fee schedule, with a full 27 states providing
reintbursements at the highest level, (Utah reimburses CNMs aecording 10 a CNM schedute.} Table | includes only those
states {17} that reimburse CNMs at lower levels.

According to the American College of Nurse-Midwives (1995), 45 stales have “no statutery or regulatory provisions (that) cither
require hospitals to grant admitting or other clinical privileges 10 CNM's or prohibil discrimination against CNM's™ (p. vi).
Reganding CNM stipervision (CNMs supervised by MDs), the American College of Nurse-Midwives (1993) reports (hat thene
are certain "signs” that indicate whether the Nurse-Midwifery Practice Act in 2 stale is supportive of ACNM guidelines and
slandards for CNM practice. The “signs” in (he stale’s practice act that indicale reduced suppost for CNM independence
include (i) whether the practice acl refers 10 protocols rather than practice guidelines, (ii) whether the scope of nurse-midwifery
practlice uses (erms such as “medical functions™ or “delegated medical acts,” and (iii} whesher the practice act uses lerms such
as “supervision” or “dircction” 10 desceribe the CNM's relationship with physicians. The Nume-Midwifery Practice Act in 27
states indicales reduced support for CNM independence by mncluding some or all of the preceding language in the “act.” The
ACNM says that you have a “good™ Nurse-Midwifery Practice Act if “the praciice act defines nurse-midwifery practice as
independent (either directly or indirectly) and does not conlain requirements for physician supervision or direction™ or “the
praclice act references or ditcely quoles the ACNM definitions of consullation, collsboration and referral 10 deseribe the CNM
relationship witl physicians.™
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Table 1. State-Mandated Regulatory Restrictions over Certified Nurse Midwives

CNM Resiriction States with Restriction

Medical board authority over CNMs  CT, DE, HI, NJ, NM., PA, R1

Continuing cducation requirenient AL, AK, AZ, AR, GA, ID, IN, TA.KS, ME, MD, MI, MS§, MT,
NV, NM, NI, OR, RL SC, TX,UT, VT, WA, WV WL WY

Insurance reimbursement mandated AK, CA, CO, CT. DE, FL, GA, ID, IL, IN, KY, LA, MD,

or any willing provider laws MA, MI, MN, NV_NH, NJ, NM, NY, OH, OK, OR, PA,

SD, UT, WA, WV, WY

Clinical practice privileges guarantecd FL, GA. OH, OR, VA

Prescriplive authority for CNMs AK, AZ, AR, CA, CO, CT, FL, 1D, IN, 1A, KS, ME, MD,
MA, ML, MN, MS, MO, MT, NE, NV, NH, NJ, NM,
NY, NC, ND, OR, RI. SC, SD, TN, TX, UT, VT, VA,
WA, WV, WI, WY

Supervised by MDs AL, AR, CA, CO, CT, FL. HI, ID, KS, LA, ME, MDD, MA,
MS, MQ, NE, NV, NI, NM, NY, NC, OH, PA, SC, §D,
VA, WI

Lay midwives permited in state AL, AK. AZ, AR, CA, CO, FL, GA, KY, LA, ME, MA, M,

MN, MS, MO, MT, NE, NH, NJ, NM, NY, OK, OR, PA,
RI, SC, TN, TX. UT, VT, VA, WA, WV, W1, WY
Medieal reimbursement 0% AL, AZ. AR, FL, 31, IL, IN, IA, K§, KY, MD, MT, NV, NJ,
or lower than MD rate ND, RI, SC

of monaopoly. Birthing services are made, at lcast in some states, more complementary and lcss
subslitutable in the interests of integrated monopoly—a lactic long recognized in economic literature
(McKic 1970)."! There is also the strong possibility that physicians, once in charge of the certification
board of CNMs, add credence as to the quality of certified midwifery along with lowered credence in
tay midwives. (Our test includes the latter possibility.}

But the wide disparily in the strength of repulations—such as the significant difference in
insurance reimbursement rates and the stringency of regulation generally across states—also reflect
particular and, it would seem, effective consumer interest groups. Some of this effecliveness. again in
panticular locales, may be based on customs and practices of cthnic populations.’® The theoretical
model we sclect to analyze midwifery is a simple adaptation of supply and dernand. As noted in the
introduction, the credence characteristics of nuidwitery, whereby severe information problerns mean
that quality is unknown before and (sometimes) after the purchase (Darby and Karni 1973), can Icad
lo “underconsumption™ of the good. Price competition exacerbates thal condition, and, in the
“lemons™ world of asymmetric information, higher-quality services may be driven from the market
(Akerlof 1970). Occupational regulations, in this view, would have the effcet of quality assurance,
ncreasing the demand for midwife services and permitting quality enhancement.

The credence characteristic is ol particular importance in the medical fields. An element of

" Our tests teal OB prices as independent of midwilery charges, however, A more elaborate test—given dala availability, of
course—would account for the possihilities of a “tar-baby ™ eliect and their joint determination. Farther, it would clearly be in
1he interest of both OBs and CNMs to pass regulations suppressing lay midwives. Our ecmipirical indings support the fact that
CNMs are substitutes Tor tay midwives.

' An interesting and valid avenue of inguiry—one not addressed in this paper~—would be 1o explain why regulalions are as they
are i cach of the 50 states. The slate of Texas, for example, with a large Hispanic population that camy traditions of
midwifery, would be expected lo experience less stoingem tegulations on midwife practices. Our more imited concem,

hewever, is wilh the effects of these regulations on efficiency and cconomic welfare once (hey are in place.
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"belict™ that a correct quality and/or gquantity of the good or service will be or has been abrained is
demanded of the consumer. Moreover, for midwife services, as with many medical credence goods,
such as brain surgery or psychiatry, the full cost of ultimately discovering a “mistake™ is apt (o be far
higher than nominal costs o consumers. The level of quality assurance demanded may well be
significantly higher for consumers of these goods than for goods of other types.”? If licensure and
other forms of regulation are successful in improving guality, the demand for these services would be
expected 10 increase.™ Nelson (1974) provides an imponiant counterpoint to this view, arguing that,
under certain conditions, regulation or “certification” of a good or service provides a falsc sense of
security in the purchase leading to a high number of type II errors by consumers.

The well-known alternative view of regulation is that mandatory licensing through a political
process restricts eniry, competition, and consumer choice. Delelcrious supply-side cftects reduce
consumer welfare and redistribute wealth to members of the gccupation—in our case to OBs.
Reduced supply would be cngendered in this familiar scenario of the effects of more stringent
occupational regulations on the scope of midwifery practice.

Predicted effects of the two models have both a common and a divergent characteristic. More
strngent occupational regulztions will lead to higher observed prices under botly the supply-side and the
demand-side hypotheses regardless of the level of credence characleristics of the occupation. But, as
noted i the introduction, the two hypotheses diverge when predicting the quantity effects of more
stringent occupalional regulations, and it is at this point that the level of credence characteristics
exhibited by the occupation come into play. The snpply-side hypothesis suggests that more stringent
occupational regulations reduce the quantity consumed of a particular service through a shift in supply,
while the demand-side hypothesis suggests that the regulations increase the quantity consumed of the
service by climinating or reducing the low-quality/low-price sector of the market, thereby increasing the
demand for the service. Qur theoretical model is a test of the dominant, net effect of the altemative
regnlations on the licensing of nurse-midwives. The details of this simple test follow.

Structural Equations

To test the theoretical model empirically, a demand-and-supply model of CNM services is
specified as follows:

Q4 = [(CNMPRICE, R;, URBAN, REAL STATE PER CAPITA INCOME, %
HISPANIC POPULATION)'®

s0 that

'* Litle empirical evidence has been produced in this area, but sce Ekelund, Mixon, and Ressler (1995), where evidence Js
provided on relative inlensities of information for credence and experience goods vis-h-vis search goods in Yellow Pages
advertsing. For some catgories, such as child day care. chiropodists, optometsists, psychologists. and marriage/family
counseling, information intensitics (measured by licensing, centification, and other quality attributes) were not signifrcantly
different from “experience” poods but of (statistically) greater intensity than for search goods. This result was perhaps quite
significant given Lhe raditienal prohibitions against adverising i "medical ™ ficlds.

* Some cvidence exits which hnks qnality measares 1o what may be termed “credence” services. Carroll and Gaslon (1981b)
found tiat s1ates with Thore restrictions in the legal profession had higher quality rnkings. Holden (1978) found that higher
failure tates on entry exams for dentists was associated wilh better service quality. However, Carroll and Gaslon (19814}

found contrasting resulis for denlists,

'S The tenn £, is a vector of restrictions, MEDICAL BOARD AUTHORITY OVER CNM'S, CONTINUTNG EDUCATION,
NO MANDATED INSUR. REIMBURSEMENT, CLINICAL PRIVILEGES NOT GUARANTEED, NO PRESCRIPTIVE
AUTHORITY, CNM'S SUPERVISED BY MD'S, LAY MIDWIVES NOT PERMITTED, LOW CNM MEDICAID
REIMBURSEMENT, which is included in both the demand and the supply funclions (see Table 1.
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10
Qs = oty + 2y CNMPRICE + Y " 8,5 -+ 2, URBAN

;-3
+ o) REAL STATE PER CAPITA INCOME + a,3% HISPANIC POPULATION
+ &g
&y .‘:'0‘(12 "“O!uj)O (j = 3)"'! 10):(1[] (:O:C"-IZ ;\"O\QB:’O (l)
and
@ = f(CNMPRICE, POBPRICE/HOSPCOSTS. R,)
50 that

Q.= v, + v, CNMPRICE + v;OBPRICE/HOSPCOSTS

1
+ 3 R ey
4
Y=o, T 0,7 <0,y 0 (=4, 1) {2)

The vaniables used in the model are defined in Table 2.

Demand Function ()

Following the law of demand, the quantity demanded of CNM scrvices is assumed to be
inversely related to the price of CNM services, CNMPRICE. The cexpected sign of the parameter oty 18
therefore negative. The term K, is included in the dermtnd function bascd on the quahly centification
demand-side hypothesis. This hypothesis suggcsls that mon, slnngcnt n,gu[auons (discussed later)
will increase the quantily demanded of CNM services at all pnce levels by ehmmalmg the
low-qualityflow-price sector of the market.'® Therefore, the expected sign of the parameler
oy (J = 3,..., 10)is positive.

URBAN, the percentage of a siate’s population that lives in urban areas, is included in the
demand lunction based on the assunu;tion that higher population densities can support a wider variety
of services, such as those provided by CNMs. Nurse-midwives have for decades provided care for
underserved women in rural and inner cily areas (American College of Nurse-Midwives 1994). Yet
another study (Scuphelme et al. 1992) concluded that twice as many CNMs (attending at Ieast 22% of
rural women) are practicing in rural arcas than was reported in a limited Health and Human Services
sample (Department of Health and Human Services 1992). Therefore, the expected sign of the
parameter o), is negative. REAL STATE PER CAPITA INCOME is included in the model on the
assumption that CNM scrvices are a normal good; the higher the income level, the greater the dernand
for these services, ceteris partbus, at any price level, Therefore, the cxpecled sign of the parameler o,
is positive. % HISPANIC POPULATION is included in the model based on the assumption that the
greater the number of Hispanics in a particular state, the greater the demand for CNM services, ceteris

' Leland (1979) uses as an example the market for physicians, arguing that Lhere is informational asymmetry berween doctor

and patient concerning the quality of medical services rendered, Since “paticuls . . . have difficolty w distingwshing the
relative qualities of physicians . . . all doctors must therefore command the same fees, which will reflect the average qualily of
medical services. Doctors with above-average opportunities clsewhere may not be willing 1o remiain in {or enicr} the market,
since the price they reccive will reflect the lower average quality of service. Their withdrawal from the market lowers he
average quality of medical services, the price falls, and further erosion of high-quality physicians occurs™ (p. 1329). Leland
suppests that licensing, or other forms of minimum quality standards, may be a relatively inexpensive way of eliminating this
fuformational asymmetry resulting in the elimination of the low-quality/low-price sector of the market.
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partbus, at all price levels. (Hispanics have a tradition of wilizing the scrvices of midwives.)
Therefore, the expected sign of the parameter o5 is posilive.

Supply Function (Q,)

Following the law of supply, the quantity supplied of CNM services is assumed to be dircctly
related to own price, CNMPRICE, and hcnce the cxpected sign of the parmmneicr v, is posilive.
OBPRICE/HOSPCOSTS, the average OB price in a state as a percentage ol hospital costs in that
state, is included in the supply side of the model as a proxy for the cost of production. The hospital
costs in each state includes room and board and all ancillary services (or an uncomplicaled vaginal
delivery. The expected sign of the parameter 5 15 therefore negative. The term R, is included in the
supply function based on the intercst group supply-side hypothesis. This hypothesis suggests lhat
regulations will decrease ihe guantity supplied of CNM services at all price levels by increasing the
cost of entry to prospective CNMs. Therefore, the expected sign on each of the parameters v; (7 = 4,
..., L1} is negative.

4. Empirical Estimates

Appealing to stimple supply-and-demand analysis, the quality-enhancing cffect of regulation
would shift the demand curve rightward, increasing ecquilibrium price and quantity. If supply
restriction occurs, the supply curve shifis lefiward, increasing equilibrium price and reducing guantity.
Clearly reduced-form equations lor price will not allow us to distinguish between the two hypotheses
since restrictions increase price in both cases. However, in reduced-form quantity equations,
a dominance of the supply eflect will reduce guantity, while qualily enhancement will positively
affect quantity. We therefore concentrate on this fundamental equation.

From an econometric perspective, it should be clear that we wish to estimate a reduced-form
quantity equation for CNM services. The parameters (or the reduced-form quantity cquation are
purged of statistical biases resulting from the joint determination of prices and quantities and can
therefore be estimated using ordinary least squares (OLS) (Gujarati 1988):

CNMBIRTHS,; = n; + n; MEDICAL BOARD AUTHORITY OVER CNM’S,
+ my CONTINUING EDUCATION;
+ 1y NO MANDATED INSUR. REIMBURSEMENT;
+ s CLINICAL PRIVILIEGES NOT GUARANTEED;
+ g NO PRESCRIPTIVE AUTHORITY,; 4+ n;CNM'S SUPERVISED BY MD'S,
+ my LAY MIDWIVES NOT PERMITTED;
+ e LOW CNM MEDICAID REIMBURSEMENT;
+ 1y OBPRICE/HOSPCOSTS, + my; URBAN,
+ n; REAL STATE PER CAPITA INCOME;
+ 11)3% HISPANIC POPULATION; + &, (3)

where the variables are as defined in Table 2. Simple algebra and the hypothesized signs from the
structural eguations indicate that reduced fomm coefficients myp through 7,3 are unambiguously
positive or unambiguously negative. Reduced form coefficients on the regulatory variables, 3
fhrough Ty, will be signed in accordance with which view dominates: positive if the demand side view

deminates and
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dominates and negative if the supply side view dominates. The data for the quantity of CNM services,
CNMBIRTHS, consist of a single observation for each of the 50 states in the survey.'’

Estimation with Regulatory Sector Exogenous

Table 3 presents maximum likelihood estimates of the reduced-form quantity equation under two
conditions: (i) when the regulatory sector is cxogenous and (ii) when the regulatory sector is cndogenous.

Cross-seetional studies often encounter problems with heteroscedasticity, and our resulis in
Table 3 are no exception. Preliminary OLS estimates of the regulatory seclor exogenous model
indicated a Breusch-Pagan sratistic of ¥* = 16.96, and preliminary instrumental variables (IV)
cstimates of the regulatory scctor endogenous model revealed a Breusch—Pagan siatistic of 8.03.
Clearly, heteroscedasticily is a problem that we must address.

Traditionally. a gencralized least squares (GLS) procedure in which the nonconstant variance is
assumed to be proportional to, say, the square of some given explanatory variable is employed 1o
attack this problem. Under this assumption, the GLS wansformation amounts to simply weighting all
variables by the reciprocat of the given vanable. Recently, however, analysts have become more
sophisticated in their assumptions concerning the form of the variance function. One popular

»

assumplion is one of “multiplicative heteroscedasticity,” in which the logarithm of the nonconstant
disturbance variance o is assumned to be a linear function of some key variables. Preliminary analysis
of the relationship between the squared OLS residuals obtained from estimating Equation 3 and some

potential explanatory variables suggested that, for our problem, a variance function of the form

Ino? = ¢y -+ ¢, STATE COST OF LIVING INDEX
+ ¢, STATE PER CAPITA INCOME IN 1995 + ¢, (4}

might be appropriate.’® It is worth noting that estimating this variance function itself provides a direct
test of heteroscedasticity: Statistically insignificant estimates of ¢ and @» imply a constant variance
{estimated by the antilog of ¢g), and statistically significant estimates of @, and ¢, clearly indicate
a nonconstant variance,

Greene (2000) shows that, since the Hessian of the Iikeliheod function is block diagonal,
maximum lkelthood estimates of the 7's in Equatien 3 and the ¢'s in Equation 4 can be found
through a simple ilerative process, We begin by estimating Equation 3 by OLS. The logs of the
squared residuals from Equation 3 arc then used 1o proxy In o in Equation 4 so that the ¢’s in that
equation can then be consistently estimated by OLS." The antilog of the estimated variance function
provides estimates of o, that can be used to obtain GLS cstimates of Equation 3. The log of the
squared GLS residuals cun then be used 1o new estimates of Equation 4, which can then be used 1o
obtain new GLS estimates of Equation 3 and so on. The iterations continue until the estimates of both
parameter veclors, 7 and ¢. stabilize. This is the procedure that we used to obtain the parameter
estimates presented in Table 3.

" Data for this variable have been ebtained [tom the Stalistical Resources Branch Division of Vital Statisties of the U.S.
Depaciment of Heahb ind Human Services for 1995, The data are [or total CNM-atended births as a percentage of total births
m e¢ach of the 30 stalcs. Sources of other data are 1he Council of Stale Governments, the Census Bureau, the Department of
Commerce, the Department of Laber, and the Statisiical Abstract of the United Srates listed at the end af the references Lo this
paper.

' Siate cost of living indices are net as casy to find as one might think, The measure we use comes froim a paper by lzraeli and
Murphy (1997).

' Technically, consistent estimation of the complete pammeter veelor @ reguires adding a canstant (1.2704) 1o 1he constans term.
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Table 3. Reduced-Form Quantity Estimates (Assuming Multiplicative Heteroscedasticity)

Maximum Likelihood Estimales

Regulalory Sector Exogenous Regulalory Sector Endogenous®
Variable Coufficient r-ratio Coefhcient f-ratio
INTERCEPT 0.(0134742 0.022466 —0.07380628 —1.1594
MEDICAL BOARD AUTHORITY 0.04480621 3.5665 0.0577459" 4.30184
OVER CNM’'S
CONTINUING EDUCATION 0.00920926 1.32656 0.0142667° 1.99793
NO MANDATED INSUR. —0.02355 —~3.06799  —0.0182948" —2.16778
REIMBURSEMENT
CLINICAL PRIVILEGES NOT ~0.0363571 —3.79327  —0.0391105°  —28§5241
GUARANTEED
NO PRESCRIPTIVE AUTHORITY —0.0149473 — 170286 —-0.00267303° —(.25134
CNM'S SUPERVISED BY MD'S —0.0119984 —1.88629  —0.0412903°  —5.84603
LAY MIDWIVES NOT PERMITTED  —0.0235863 ~3.10315  —0,0299316" —3.68210
LOW CNM MEDICAID 0.00839065 1.12452 0.0100652" 1.1473
REIMBURSEMENT
RATIO OF OBPRICE/HQSPCOSTS 0.0615535 2.85874 0.0271361 1.32729
URBAN —0.00123594 —3.0049] —0.0011018F —2.87024
REAL STATE PER CAPITA INCOME  0.000570785 1.93224 0.00102681 3.30707
% HISPANIC POPULATION 0.00172976 2.94605 0.00221497 4.0252
Varance Function Estimates
Sigma 0.000594417 1.10661 0.00296663 1.10661
State cost-of-living index 0.157043 518109 0,099501 3.2827
State per capita income —0.00036956 —3.37809 0000274214 —2.50655
Sumniary Siatistics*
N 50 50
R 0.46 0.69
16) 47.0844 67.0874

" Exogenous variables in e probit models used Lo determine the predicted values for the regulatory variables include hospital
costs, pereentage urban, state population (1995}, political variables (the ratio of House size 1o Senate sizé, whether the state had
a Republican govemnor. and the percentage of Democrats in the Senate), and varables indicating, 1he size of competing inwnest
groups {the numiber of midwives per capila and the percentage of 1otal births conducted by MDs). The vanable UNKNOWN
was also included in the NOCLINPP probit in order to avoid perfect multicollinearity between its predicted value with the
constant 1Crm.

" The coetficients arise when we use the predicted values from the estimated probil eguations outlined in gote a as insirumental
variables to avoid potential simullaneity preblems.

© Sumymary sialistics: N is the sample size; R4 is the coefficient of determination (its meaning is uneledr in instrumental variables
models); % (16) is the satistic Tor testing the joint significance of the slape coefficiems (its crilical value for 16 deprees of
freedom at the 5% level of significance 1s 26.2923),

The signs on the coefficient estimates in Table 3 conform o our a priori cxpectalions. When the
regulalory seclor is assumcd exogenous, only two of the eight regulatory variables are statistically
insignificant, CONTINUING EDUCATION and LOW CNM MEDICAID REIMBURSEMENT,
while all four of the nonregulatory variables are statistically significant at traditional levels. These
resules are not totally sausfactory, however. Sass and Saurman (1995) make a convincing argument
that in models such as the one we posit here, the licensing variables are likely to be jointly determined
with price and quantity. If this is the case, our reduced-form coefficient estimates in Table 3
(regumlatory sector exogenous) are biased and inconsistent. It is therefore essential that we test for the
presence of an endogenous political sector. The test introduced by Hausiman (1978) has becomne the
standard for evaluating such guestions. But Hausman's test requires insttuments for the political
variubles. While there are nurncrous approaches to obtaining “acceptable” instruments, they are
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available on a systematic basis only from estinated political models. Thus, we adopt the following
procedure to create our instruments.

We begin by supposing that the parameters of the structural equations explaining MEDICAL
BOARD AUTHORITY OVER CNM'S, CONTINUING EDUCATION, NO MANDATED INSUR.
REIMBURSEMENT, CLINICAL PRIVILEGES NOT GUARANTEED. NO PRESCRIPTIVE
AUTHORITY, CNM’S SUPERVISED BY MD’S, LAY MIDWIVES NOT PERMITTED, and
LOW CNM MEDICAID REIMBURSEMENT are jointly determined in an eight-equation system.”
In principle, these eight equations are part of a larger (10-equation) system that also determines the
price and quantity of CNM services. But since we are interested only in whether potential endogencity
of the regulatory variables with equilibrium quantity of CNM service biases the reduced-form
coefficient estimates of Table 3, we need to consiruct instruments only for the eight regulatory
variables. Thus, we confine our attention to the smaller system1 composed of the eight structural
cquations cxplaining these regulalory variables,

In any event, we make no altempt to precisely specify any of these structural relationships; there is
no need. Recalling that the criteria for an “appropriate” instrument are that it be highly correlated with
the variable it purports to nieasure and uncorrelated with the corresponding disturbance, the reduced-
form equations of the systern are sufficient fo generate satisfactory instruments for the regulatory
variables, as is the case in typical two-stage least squares procedures. Consequently, we estimate probit
regressions explaining each of the eight regulatory variables with (the same) nine independent variables
using data for the 50 states included in our sample (i.e,, N = 30). Specifically, the ninc explanatory
variables include the percentage of the state’s senate and of the state’s house held by the Democratic
Party, the ralio of the state’s house to the staie’s senale, the political party of the govemor, the average
hospital charges for an uncomplicated vaginal delivery in each siate, the percentage of the state’s
population that lives in urban arcas, the number of CNMs per capita, physician deliveries as a percentage
of total dcliveries m each state, the state’s population in 1995, and a constant term. These variables can
be taken as all the exogenous variables in the regulatory equation systemn; all that is required is that each
one cniers at least one of the eight structural equations. As such, the cight estimated equations comprisce
the reduced-form equations of the structural system. The predicted values of the dependent variable in
each probil regression become the instruments for the cormesponding regulatory variables to be used in
the reduced form tor CNMBIRTHS to perform the Hausman test for endogencity.

Before tumning to the conduct, outcome, and implications of this 1est, we note that all
the explanatory variables in the reduced forms are well grounded in a public choice approach 1o
modeling the supply and demand for CNM regulations.”’ Each variable is a measure of the extent
10 which some factor affects the incentives of legisiators 10 bargain among themselves, the account-
ability of legislators to the public, or the size of some interest group that might wish to influence

) Agsuming that the political variables are (contemporaneously) jointhy determiined may gloss over some important dynamics
intrinsic to the implied relutionships. Both fegislative and constitutional values change over time, the Jatier far less frequently.
Unforumately, no adequate of well-specified maodel of regulitory chanpe yet exists wilh which te explain institunonal
svolution. While we look forward to such a rmodel, a potential gap in our specitication is that we use current rather than
cripinal magnitudes 1o explain our regnlatery vadables in our subsequent reduced-form regressions. Legislators can modify
{or eluminate) repulations il they choose, but cost levels suggest that licensing requirements change inlrequently. Our use of
carrenl values implicilly sugpests that legislative change is costless. Tnlhal sense, we assume away potentially important
problems.

A mere complete description of 1he explanalory vasiables (along with sample means) and the eropincal results from estimating
the regulatory reduced-form equations (accompanicd hy a behavioral analysis of the resulls) is uvailable from the suthors on
TJuesT,
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regulation-related legislation. Previous studies have found these types ol variables significant in
explaining the existence of various regulations.®

Our point is that it is quite possible to specily a set of reduced-form equations, well grounded in
theory and precedence, without specifically positing the undertying structural system, Since our sole
object in developing a political model is to obtain legitimate instruments for the regulatory vanables

in our CNM markct model, we choose 1o [ollow this course of action.
Estimation with Regulatory Sector Endogenous

Table 3 (regulaiory scctor cndogenous) presents 1V estimates of Equation 5§ using the
instruments for the political variables developed in the previous section. Based on the OV (omitted
variables) version of the Hausman test (Kennedy 1992), the lest statistic was a chi-square (8) of
52.4828. This cxceeds the critical value ol a chi-square (8) at the .05 level of 15.5073. Therefore, the
null hypothesis of consistent cstimation of the parameters of the reduced-fonn quantity cquation is
rejected at any reasenable level, This result suggests that our initial estimates of the quantity equation
must be corrected for simultaneity bias. Therefore, we now shift our focus to the IV estimaies.

Our results for the quantily equation bear directly on the competing desmand- and supply-side
hypothescs concemning the effects of CNM regulations. The result for the nonregulatory variable
OBPRICE/HCOSTS suggests that the ligher the ratio of OB prices to total hospital costs, the higher
the quantities consumed of CNM services, although the paramcter estimate is not statistically
significant. Higher income levels and the greater 1he percentage of a state’s population that is Hispanic
have a positive ¢ffect on the number of CINM deliveries. The parameter estimates for bath of these
vanables, REAL STATE PER CAPITA INCOME and % HISPANIC POPULATION, are positive and
significant at the .01 level. For each thousand-dollar increase in real per capita income in a state, CNM
deliveries increase by about 1 percentage point, or about 18%.>* In addition, for each percentage-point
increase in the Hispanic population in a state, CNM deliveries increase by approximately .22
percentage points, or about 4%.

The parameter estimates for two of the eight regulatory varables, NO PRESCRIPTIVE
AUTHORITY and EOW CNM MEDICAID REIMBURSEMENT, are not statistically significant. Tt
appears that allowing CNMs either tull or limited prescriptive anthority in a particular state has no bearing
on the number of CNM deliverics in each state. A low level of Medicaid reimbursement for CNMs, as
compared 10 physicians, also appears to have no effect on the number of CNM deliveries in cach state.

The parameter estimates of the regulatory variables MEDICAL BOARD AUTHORITY OVER
CNM'S and CONTINUING EDUCATION support the demand-side hypothesis. Both parameter
estimales are positive and are statistically significant at the .01 and the .05 level, respectively. If
CNMs are supervised by a regulatory board other than a board of numsing, midwifery, or cerlified
nurse midwifery or a board that includes nurses or has nurse input, then the number of CNM
deliveries roughly doubles in that particular state. As suggested earlier, lhis regulation (as measurcd
by our variable) provides “credence™ to the services of CNMs while simultaneously reducing
perceived quality of lay nurse-midwives. Requiring CNMs to enhance thelr practice skills through

?2 For cxample, McConpick and Tollisen (1981} found Lhat variables such as the size of the legislature, the relative size of the
two houses, and the percentage of the population living in orban arcas affect the ease with which special interests can
accomptish theis lobhying goals. Jackson, Saurman, and Shughart (1994) showed that clection term lengti affects legislalive
aclion Lo instilute Jegal change. Maurizi {1974} and Graddy and Nichel (1989} found thal state occupational licensing board
members have an wifluence on the legislalive process.

3 Recali from Table 2 that CNMBIRTIIS are $.76% of tetal hirths so that a -percentage-point increase would amount 10 an
18% increase in CNMBBIRTHS. Suhsequen! anaiysis makes use af this lype of calculalion.
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continuing education requirements for license renewal increases CNM deliveries by approximately
1.4 percenlage points, or 29%, compared to those states that do not have such requirements,

The paramecter estinates of the four remaining regulatory variables, NO MANDATED INSUR,
REIMBURSEMENT, CLININCAL PRIVILEGES NOT GUARANTEED. CNM'S SUPERVISED
BY MD'S and LAY MIDWIVES NOT PERMITTED are all ncgative in sign and statistically
significant at cither the 05 or the .01 level. The signs and significance of these estimales lend support to
the supply-side hypothesis, Private insurance reimbursement mandates or AWP laws increase CNM
deliveries by about 1.8 percentage points, or 40%, compared to those states thal have no such mandates,
Both the guarantee of hospital admitting privileges to CNMs and their ability 10 practice independently
of physicians have a drarnatic impact on the number of CNM deliveries in a particular stale, resulting in
an increase in CNM deliveries of approximately 73% and 109%, respectively,”* The ban on the practice
of lay midwifery results in a decreasc in CNM deliveries of about 3 percentage points, or about 46%,
compared to those states that do not ban this practice. While this seers contrary to a priori expectations,
as lay midwives can be viewed as compeiitors to CNMs, it appears that this variable is a proxy for the
tendency to oppose midwife practice (both lay and CNM) in general in a particular state.

5. Summary and Conclusion

The theory and empirical imodel developed in this paper analyzes the theoretical effects of
regulation through supply and demand on prices and quantities and develops an erpirical model to
analyze the quantity of CNM scrvices. Repulation of CNMs is 4 specific case of regulation that must
be analyzed and interpreted relative to the regulation of OBs. Since the use of either supply-side
{Stigler-Peliznian) or demand-side (quality assurance) hypotheses predicts higher prices from
increased regulation of CNMs, we focus on the quantity effects from increased regulation,

The (two hypotheses diverge in their predictions concerning the effects of nereased regulation of
CNMs when it comes to the quantitics consumed of CNM services. Our results suggest that the
supply-side (quantity-reducing) effects dominate the demand-side {quality assurance and quantity
enhancement) effects. When evaluated at their respective means and at their sample minimums,
the resulting effect of minimum rcgulations versus mean regulations on CNMs is {o increase the
perccntage of CNM births from approximately 5.76% to 11.129% of all births in the 50 states, The
results support the hypothesis that the more restrictive a state’s statutes conceming CINM regulations,
that is, those that reduce parily with QOBs. the less will be the quantities consumed of those services in
that state. Although CNM services can clearly be regarded as having some fairly significant credence
characteristics-—and these effects are impontant to exchange in the CNM market—il appears that
regulation of this type of service has detrumental consumer welfare effeets.” In a time when many
inedical service delivery systems are in chaos, Lhe advantages to dercgulation of such fundamental
activities should not be minimized.

2 These mercases. perceniage-poinl-wise, are 3.9 and 4.1, respectively.

¥ Price equations were estimated, in parl by using phone survey data, in preparatory cconometric modeling for this study. In
a supply-and-demand model. we found thal when all repulatory variables (seven in that model} were cvaluated at their
respective means and at their sample minisnums, Ui resulting etfect of mean regulations (avesage price at aboul 532041 versns
minimum reguiations (average price abeat $1149) on CNMs is 1o decrzase the average price of CNM services for an
uncomplicaled vaginal delivery by about $892, roughly a 44% decrease. Losses lo CNMs and consumers s 7 result of mean
reguldions veesus minirann regulations are approximately $184 million per year with deadweight losses eslimated at 365
million per year, While small, such deadweight losses are nol uncxpected given the lowered price sensitivity engendered by
third-party paymients. These resulis are available (rom the authors on reguest.
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Appendix

Daia Sources

Conncil of State Governments. The Book of the States (1992/1993).
Staiistical Absiract of the United States. 1996,

U.S. Burcau of the Census, 1990,

U.5. Burcau of the Census. 1992, Current Population Reports.

U.S. Burcau of the Census. 1994, City and County Dara Book.

U.S. Department of Commerce. 1992, Censis of Service Industries.
1.5, Department of Commerce. 1992, Bureau of Fcononmic Analysis.
U.S. Department of Labor. Dictionary of Qccupationai Titles,
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Midwifery care, social and medical risk factors,
and birth outcomes in the USA

Marian I MacDorman, Gopal K Singh

Abstract

Study objective— Yo determine if there are
significant differences in birth outcomes
and survival for infants delivered by certi-
fied nurse midwives compared with those
delivered by physicians, and whether
these differences, if they exist, remain
after controlling for sociodemographic
and medical risk factors.
Design—Logistic regression models were
used to examine differences between cer-
tified nurse midwife and physician deliv-
ered births in infant, neonatal, and
postneonatal mortality, and risk of low
birthweight after controlling for a variety
of social and medical risk factors, Ordi-
nary least squares regression models were
used to examinc differences in mean
birthweight after controlling for the same
risk factors.

Study setting—United States.
Patients—The study included all single-
ton, vaginal births at 35-43 weeks gesta-
tion delivered either by physicians or
certified nurse midwives in the United
States in 1991,

Main results—After controlling for social
and medical risk factors, the risk of expe-

.riencing an infant death was 19% lower for

certified nurse midwife attended than for
physician attended births, the risk of neo-
natal mortality was 33% lower, and the
risk of delivering a low birthweight infant
31% lower. Mean birthweight was 37
grams heavier for the certified nurse mid-
wife attended than for physician attended
births,

Conclusions—National data support the
findings of previous local studies that cer-
tified nurse midwives have excellent birth
outcomes. These findings are discussed in
light of differences between certified nurse
midwives and physicians in prenatal care
and labour and delivery care practices.
Certified nurse midwives provide a safe
and viable alternative to maternity care in
the United States, particularly for low to
moderate risk women,

(F Epidemiol Compizoiity Health 1998:52:310-317)

Currently the United Srates ranks 22nd in the
world in infant mortality, behind such other
countries as Japan, Singapore, Finland, Swe-
den, and Swirzerland. In 1992, the infant mor-
tality rate for number one ranked Japan was 4.5
infant deaths per 1000 live births, nearly half
the rate of 8.5 for the United States.'

Despite skyrocketing health care expendi-
rures for obstetric and neconatal care {estimated

at $26.5 billion in 1987," up from $16 billion in
1985%), numerous barricrs in access to prenatal
and perinatal care still exist for many pregnant
women,”” This is reflected in the fact that onfy
76% of women in 1991 began prenatal care in
the first trimester, a propertion that had been
essentially unchanged since 1979.° This pro-
portion increascd to 80% in 19947 Many
studies have focused on ways to reduce the
infant morrality rate in the US while control-
ling costs, expanding coverage, and improving
the quality of prenatal and perinatal care.™®*°

A number of studies have advocated the
increased involvement of midwives in US
marernity care, as women whose pregnancies
are managed by midwives generally receive
excellent care with lower rates of costly medical
interventions  such  as  caesarean  section,
vacuum and forceps deliveries, induction of
labour, ultrasound, and continuous feral
monitoring.” " The number of births deliv-
cred by midwives has increased rapidly in
recent years, from 29 413 (0.9%) in 1075% ' 1o
182 461 (4.4%) in 1991 and 218 466 (5.3%:;
in 1994.” " Of these births the per cent born 1a
hospital has increased from 67% in 1975 10
88% 1n 1991 and 90% in 1994. For certified
nurse  midwives, the propoertion s even
higher—more than 94% of all certified nurse
midwife delivered births in 1991 were born in
hospitals (95% in 1994), With increased
hospitai privileges and more active collabora-
tive arrangements with physicians, certified
nurse midwives have been able to offer their
services 1o a more diverse group of women. A
recent national studv has demonstrated that
the overall risk profile for births delivered by
certified nurse midwives in hospital is similar to
the risk profile for physician delivered hospiral
births.™ In addition, certified nurse midwives
tend to handle a higher proportion of women in
certain seciodemographic risk categories, such
as teenage mothers, those living in poverty,
women who have not completed high school,
and ethnic minorities.” %

This study compares birth outcomes and
infant mortality rates for births in the United
States delivered by physicians (MDs and DOs}
and certified nurse midwives. Births delivered
by other midwives are excluded because of the
small percentage of overall births (0.4%), and
also because of the diverse backgrounds and
training of midwives in this group caused in
part by large variations in state law regarding
the training and licensing of other midwives.™
The purpose of this studv is to cxamine
whether there are significant differences in
birth outcomes for infants delivered by certi-
fied nurse nudwives compared with those
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Characteristics of physician and cortifted rurse midunfe delivered birtirs: Unued Stares, 1997

Singleton, vaginal deliveries 35-43

All delivertes weeks gestation
Certified nurse
Physician Cernfied nurse midwife Pirysictan midwife

Number of birihs 3802192 167706 26343306 153194
Per cent of total births*® 94.7 4.1 3.2 3.4
Infant mortahty ratet 8.8 4.1 3.6 3.
Neonatal mortaliry ratet 5.0 1.6 1.2 0.8
Posineonatal mortality raet 3.2 2.3 2.4 2.3
Low birthweight (<2 300 ¢ (%) 7.3 3.2 3.3 2.3
Mean birthweight 3333 3404 3300 3416
Preterm birth (%) 1.0 7.2 6.0 3.0
Mean wecks of gestation jo.1 39.5 30.4 39.5
Dehivered in hespital (%) Q0.7 94.3 99.6 94.1
Single births (%) 973 99.6 100.0 100.0
Vaginal deliveries (includes vaginal births

after caesarean section) (%) 76.2 99 .41 100.0 100.0
Non-Hispanic white (%) 64.3 51.4 63.3 52.0
Non-Hispanic black (%) 16.3 188 15.3 18.4
Asian and Pacific Tslander (%) 35 37 3.7 3.7
Auinerican Indian (%) 0.9 3.1 0.9 3.1
Hispanic (%) 14.9 231 14.8 23.0
Marternal age <20 years (%) 12.7 17.2 13.3 16.9
Maternal age 33+ years (%) 2.4 8.3 B.6 8.5
Birth order 4+ (%) 10.4 129 10,7 12.4
Unimarried (%) 29.1 338.3 29.0 38.0
Smckers (%) 17.8 18.3 17.7 18.0
Maternal education <12 years (%) 233 323 236 31.8
Maternal education 16+ years (34 ig3 14.3 18.4 14.8
Prenatal care began in 2nd or 3rd wimester

(%) or no care 23,1 34.2 231 334
No prenatal care (%) 1.3 22 1.7 2.0
Medical risk factors/delivery complications
Abruptio placenta (%) 0.6 0.2 0.2 0.1
Breech/malpreseniation (%) 4.0 Q.4 0.5 0.3
Fetal distress (%) b 1.7 2.1 16
Hydramnios/oligohydramnios . 0.3 0.5 0.3
Precipitous labour (<3 hours) (% 1.8 28 2.2 2.5
Premature rupture of membrane (12 hours) (%) 3.3 3.4 2.4 3.3
Seizures during labour (%) 0.04 0.02 0.02 0.02

Missing data were excluded when computing percent distributions. Source: National Linked Birth/Infant Desth data set, 1991 birth
cohort, *An additional 5! 161 births or 1.2% of the total were delivered by attendants other than physicians and certified nurse
midwives. These included other midwives (0.4%), and other and unknown persons. TRate per 1000 live births. £ln 1991, 959 births
were reported with attendant at birth as certified nurse midwives and method of delivery as caesarean section. These probably refer
1o births where the initial artendant was a certified nurse midwife, but because of complications the birth had 1o be transferred to a
physician to periorm a caesarean section, and the attendant item on the birth certificaie was not updated. As the multivariate analy-
sis is limited 10 vaginal deliveries, the resuits of the study are nor afiected.

delivered by physicians, and whether these dif-
ferences, if they exist, remain even after
controliing for sociedemographic and medical
risk factors.

Methods

DATA

This study uses data from the national linked
birth/infant death data set for the 1991 birth
cohort, In this data set, the death certificate is
linked with the corresponding birth certificate
for each infant who dies in the United States.
The purpose of the linkage is to use the many
addirional variabies available from the birth
certificate in infant mortality analysis. Informa-
tion on all of the approximately 4 million live
births in the US each year is also included. For
the 1991 birth cohort, 97.7% of US infant
death certificates were successfully marched to
their birth certificates.”

The descriptive analysis examines all US
births as well as singleton, vaginal deliveries at
35-43 weeks gestation, to provide a comparisen
group between the US population as a whole,
and the subset of this population used for the
logistic and ordinary least squares (OLS)
regression models, For the logistic and OLS
regression models, the analysis was restricted to
singleton, vaginal dcliveries at 35-43 weeks
gestation. As certified nurse midwives do not

perform caesarean sections and perform fewer
multiple deliveries than physicians {table 1)},
limiting the analysis to singleton, vaginal deliv-
eries provided a more meaningful comparison
of outcomes berween physician and cerrified
nurse midwife delivered births. A period of ges-
rarion of 35-43 weeks includes all term births as
well as those £ 2 weeks from term. Although
midwifery protocols vary, in general women
who present in labour at gestational ages remote
from term are ansferred to physician
care."” ** The restriction of the muitvariate
analysis to 35-43 weeks of gestation was carried
out 1o minirnise possible bias resulting from
high rates of patient transfer at gestational ages
remnote from term, and 1o provide a comparison
group of physician delivered births that would
be more similar to the types of cases midwives
typically handle.

A sample of births was used for the
multivariate analysis, as it is impractical and
costly (in terms of computer processing time)
to perform a multivariaie regression analysis on
all 4.1 million birth records given that this large
a darta set is not needed to explore the required
statistical relations. Thus a smaller data set was
created which included 100% of the eligible
certified nurse midwife delivered births
(153 194), together with a 25% random
sample of physician delivered births (686 644).
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VARIABLES

The dependent variables in rthis study were
infant, neonatal, and postneonatal meortaliry,
low birthweight, and mean birthweight. Differ-
ences in these five dependent variables were
modeiled as functions of sociodemographic,
healrth, and medical risk factors and complica-
tions. Sociodemographic and health risk fac-
rors examined included birth attendant, mater-
nal age, race, education, marital status, birth
order. month of pregnancy prenatal care
began, and gestational age. Medical risk factors
and complicatons refer to a number of new
checkbox items added to the US birth
certificate in 1989, eliciting information on
medical risk factors of the pregnancy and com-
plications of labour or delivery, or hoth. Only
those risk factors that had a statistically signifi-
cant effect on birth outcomes were included in
the models. Factors included were hydramnios/
oligohydramnios, abruptio placenta, breech/
malpresentation, fetal disiress, precipitous la-
bour (<3 hours), premamre rupture of
membrane (>12 hours), and seizures during
labour. All variables were measured as cat-
egorical variables as shown in table 2.

Data on birth attendant comes from rthe
“Artendant’s name and title” item from the
birth certificate, and s designed to elicit the
name and title of the person who actually
delivered the baby, The person who provided
the prenatal care may or may not be the same
person, although in many instances they are
one and the same. Under reporting of midwife
attended births has also been found, particu-
larly among inidwives who work for physicians.
About six per cent of certified nurse midwives
who attended burths reported thar they were
not listed as the birth attendant on the birth
certificate.™

All variables were reported by all US states
except for maternal education and maternal
smoking during pregnancy. In 1991, data on
maternal educational attainment was reported
for all areas except Upstate New Yerk (exclud-
ing New York City) and Washington Starte.
These two areas taken together comprised
5.8% of total US births, Data on marternal
smoking during pregnancy was reperted for all
arcas except California, Indiana, New York,
and South Dakota (26.9% of total US births).
For educational attainmnenr, scparate mulrivari-
ate analyses were conducted excluding the
non-reporting states, and including all US
states, but with missing values for maternal
education coded to a separate covariate cat-
egory. As the results from the two analyses were
very similar, it was decided to include all US
states in the final analysis. For the smoking
variable, the per cent of records with unknown
responses was deemed to be toe high, and the
variable was excluded from the final multivari-
ate analyses, although it was included 1mn
preliminary analyses (data not shown). As the
proportion of women who smoked during
pregnancy was quite similar between the physi-
cian and certified nurse midwife groups, the
axclusion of this variable from the final analvsis
did nor significantly cbange the relatncns

MacDormean, Singh

KEY POINTS

® Adjusted infant and neonatal mortality
odds ratios were lower for certified nurse
midwife rhan for physician delivered
births,

® The risk of low birthweight was lower,
and mean birthweight was higher for cer-
tificd nurse midwife than for physician
delivered births.

® Diflerences berween physicians and certi-
fied nurse midwives in prenatal, labour,
and delivery care practices may explain in
part the differential outcomes,

benween birth atrendant and birth outcomes
shown below.

Although the quality of data reported on
birth cerrificates is generally considered o be
quite reliable, questions have been raiscd about
data accuracy for a few specific variables.
Alrhough questions have been raised in the past
about the quality of gestational age dara from
birth certificates,” data quality has improved
substantially since 1989 when a separate item
on clinical estimate of gestation was added to
the birth certificate, and a consistency check
berween period of gestation computed from
the date of last menstrual period, period of
gestation based on the clinical estimate, and
birthweight was implemented.” Because of
rhese and other measures, the per cent of birth
records with not stated gestational age fell from
4.3% in 1988 10 1.0% in 1991, and records
with highiy implausible values (that is, 20
weeks gestation and 4000 grams birthweight)
have been cither corrected or assigned 1o nor
stated.’ Any remaining inaccuracies are un-
likely to be differentially reported by birth
attendant.

Studies comparing the reperting of the
checkbox items on medical risk factors and
complications of labour/delivery to medical
records have found substantial under reporting
of thesc variables,”™ However, all of these
studies were conducted within the first year or
rwe of the implementation of the pew birth
certificate, and some authors felt that reporting
was likely to improve as medical personnel
became more famuiliar with the new form."
Sull, some degree of under reporting of these
iterns is likely in the current analysis. However,
as the birth certificates for hospiral deliveries,
which comprise the vast majority of physician
and certified nurse midwife births, are prob-
ably filled out by the same medical records staff
regardicss of birth attendant, there is no
evidence 10 support the notion of substantial
bias berwcen physician and certified nurse
midwife groups in completeness of repornng of
these items.

STATISTICAL METHODS

Mulovariate logistic regression was used to
examine the nsk of infant, neonaral, and post-
neonatal mertality and low birthweight for sin-
gleton, vaginal births at 35-43 weeks gestation
delivered by physicians and certified nurse
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midwives, while controlling for sociodemo-
graphic and medical risk facrors. Ordinary least
squares regression was used o examine
birthweight differences for births delivered by
physicians compared with certified nurse mid-
wives, while conrtrolling for the same sociode-
mographic, health and medical risk factors,
and complications. The parameters in the
logistic model were estimated by the maximum
likelihood method using the LOGISTIC pro-
cedure; those in the ordinary least sguares
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model were estimated using the REG proce-
dure of SAS, Version 6.

For cach of the five dependent variables,
three sets of regression models are presented.
Model 1 presents the unadjusted odds ratios
for each of the predictors (including birth
attendant). Model 2 shows the effect of birth
attendant when race/ethnicity, maternal age,
birth order, marital status, maternal education,
prenatal care, and gestational age are included
in the model. Model 3 shows the adjusted dif-

Tabie 2 Logtstic regressions showing crude and adjusted differentials in risk of infant mortaliry berween physician and certified nurse midwife delivered
singleton, vaginal births 35—43 weeks gestanon: United States, 1591 (n=810 750)

Model I Model 23 Made! 35

Covariate OR 95% CI OR §5% CI OR 95% CI
Arendant ar delivery

Physician 1.00 1.00 1.00

Certified nurse midwife 0.87 {0.73,1.03) 0.80* (0.67,0.93) 0.381* [0.63, 0.96)
Race/ethnicity

Non-Hispanic White 1.00 1.00 1.00

Black 1,714 (1.56,1.87) 112+ (1.01, 1.2:4) 1.13" {1.02,1.25)

American [ndian 2.034* (1.38, 2.60} 1544 (117,200 1.52** (1.16.1.959)

Asfan 0.97 (©.78,1.20) 0.92 (0.75, 1.14} 0.94 (0.76, 1.16)

Hispanic .93 (0.83, 1.04) Q.67 (0.59,0.75) 0.68*%* (0.6, 0.77)
Marternal age, {y)

<20 1.67%4 (1.53,1.84 1.33*= (1.19, 1.49) 1.35** {1.21,1.51)

20-34 1.00 1.00 1.00

35+ 0.90 (0.78,1.03) 0.90 (0.78, 1.04) 0.89 {0.77, 1.03)
Lave birth order

1 0.75 {0.69,0.81) 065 (0.60,0.71) D.65** (0.59,0.70)

2-3 1.00 1.00 1.00

4+ 1.31%* (1.17,1.45) 1.19%* (1.06,1.32) 1.18** {1.06, 1.32)

Unknown 1.18 (0.6, 2.04) 1.0l (0.58, 1.74) 1.00 (0.58,1.7%)
Mariral Status

Married 1.00 1.00 1.00

Unmarried 181+ (1.68,1.9%) 1,32+ (1.21,1.45) 1.31** £1.20, 1.44)
Marternal cducartion. (y)

=11 1.484* (1.36,1.61} 1.28** (1.16, 1.41) 1.28** (116, 1.40)

12 1.00 1.00 1.00

13+ 0.63** (.37 ,0.70; 073" (0.60, 0.81) 073 {0.60,0.81)

Unknown 3274 (1.20,1.74) 142+ (1.18,1.71) 1.39% (1.13, 1.67;
Prenatal care hegan

Ist trimester 1.00 1.00 1.00

Late or vo prenatal care 1.66"" (1.53,1.79) 1.27%* (1.17,1.38) 1.26%* (1.16,1.37)

Unknown 1.42** (1.19, 1.70} 1.34 (1.06, L.70) .32+ (1.04, 1.67)
Gustatonal age

35-36 weeks 3.05** (2.74, 3.40) 2.61** {2.34,2.91) 2.50%* (2.23,2.71%)

37-38 weeks 1,334 (1.40, 1.67) 1454 (1.32,1.58) 1.43%~ (1.31, 1.50)

3941 weeks 1.20 1.00 1.00

42473 weeks L.24x* (1.09, 1.42) 1.16* (1.01, 1.33) 1.15 (1.00,1.32)
Hydramnios/oligohydrammos

o 1.00 1.00

Yes 3.80%* (174, 7.36% 3.07%* (4.00, 6.43)

Uunknown 0.99 (0.5, 1.16) 102 (0.83, 1.21)
Abruptio placenta

No £.00 1.00

Yes 1.05** (2.7, 5.94) 283 (1.82,4.17)

Unknown 1.13 (0.86, 1.534) 1.19 {0.84, 1.68)
Brecch/imalpresentation

Mo 1.00 L.eo

Yes 3.50%* (2.64, 4.64) 3.2 % {2.42,4.25)7

Unknown 1.15 (0.86, 1.33)
Feral distress

No 1.00 1.00

Yos 1.69** (1.37,2.07) 1.39%* 11.29,1.96)

Unknown 0.99 (086, 1.13) 1.00 (0.85,1.17)
Precipitous labour (<3 hours)

Mo 1.00 1.00

Yus 1524 {1.24,1.86) 1.25 (1.02, 1.534)%

Unknown 1.15 10.86, 1.35)
Premature rupture of membrane (>12 hours)

No 1.00 1.00

Yes 1,50%* £1.23, 1.82) 1.28 (1.03, 1.57)"

Unknown 1.15 {0.86, 1.35)
Seizures during labour

No 1.00 1.00

Yes 3.06** {1.73, 14.58) 4.654* {l1.61, 13.48)°

Unknown 1.14
Model * 1013.34* 1238.814*
af 19 29

OR=0¢dds ratio; Cl=confidence {ntervals; *p £0.03; **p <0.01. Source: National Linked Birth/Infant Death Data Set, 1991 birth cohort. tUnadjusted for the effects
of other covariates. Adjusted for the ¢ffects of attendant at delivery, maternal age, race/elhnicity, marital stawus, education, live birth order, prenatal care, and gesta-
tion. §Adjusted for the effects of attendant at delivery, maternal age, race/ethnicity, marital status, education, live birth order, prenatal care, gestation, and medical risk
factors. ¥The unknown categeries for breech/malpresentation, meconium moderate/heavy, precipitous labour, premature rupture of membrane, and s¢izures during
labeur were a linear combination of the unknown categery for abruptio placenta and were set 10 0 in Medel 3.
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ferentials in outcomes between physician and
certified nurse midwife delivered births, when
the medical risk facrors and complications are
included in addition te all of the covariates
included in Model 2.

Results

Table | shows the characteristics of US births
by attendant at delivery. Overall, 94.7% of US
births in 1991 were delivered by physicians,
4.1% by certified nurse midwives, 0.4% by
other midwives, and 0.8% by other and
unknown attendants, Certified nurse midwives
delivered 94.3% of their births in hospital
compared with 99.7% for physicians, The
infant mortality rate was 53.4% lower for births
delivered by certified nurse midwives than for
births delivered by physicians. although this
differential was reduced to 13.9% when the
analysis was restricted to singleton, vaginal
deliveries at 35-43 weeks of gestation. This
subgroup included 67.7% of the physician
arrended births and 91.3% of the midwife
deliveted births in the US.

The per cent of low birthweight and preterm
births was substannally higher for physician
than for certified nurse midwife deliverics
although the difference was greatly reduced
when only singleton vaginal deliveries at 35-43
weeks of gestation were examined, For this
subgroup, mean birthweight was 26 grams
higher, and mean gestational age (.1 week
longer for certificd nurse midwife than for phy-
sician deliveries.

When the sociodemographic characteristics
of births are ¢cxamined, a greater percentapge of
certified nurse midwife than physician deliver-
ies involve mothers who are at increased risk
tor poor birth outcomes. A higher proportion
of the cerrified nurse nidwife deliveries occur
among black women, American Indians, teen-
agers, women with threc or more previous
births, unmarried women, those with less than
a high school education, and those with late or
no prenatal care, Certified nurse midwives alse
attended a higher percenrage of births ro
Hispanic origin mothers than did physicians.
These mothers generally have relatvely good
outcomes despite a higher prevalence of socio-
demaographic risk facrors.”

When the medical risk profile of physician and
certified nurse midwife delivered births was
examined, physicians attendsd more births with
abruptio placenta, breech/malpresentation, fetal
distress and hydramnios/oligohydramnios, while
certified nurse midwives attended more women
with precipitous labour and premature rupture
of membrane. However, these differentials were
greatly reduced when the analysis was restricred
to singleron, vaginal deliveries 3543 wecks of
gesration. For this group, physicians attended a
shightly higher proportion of births with abruptio
placenta, breech/malpresentarion, and fetal dis-
tress, while certified nurse midwives artended a
slightly higher percenrage of births with precipi-
tous labour, and premature rupture of mem-
brancs.

.“VI(J(D("['PHMH & K R

DIFFERENTIALS IN INFANT MORTALITY

Table 2 shows the resuits of logistic regression
analyses examining the cffect of birth attendant
and other covariates on infant mortality. In
Model 1 the unadjusted risk of infant morralicy
was 13% lower for births delivered by cernified
nurse rmudwives than for births delivered by
physicians. However, when the sociodemo-
graphic variables were controlied for in Model
2, the difference in infant mortality risk
berween physician and certified nurse midwife
deliveries actually increased to 20% (that is, the
risk of infant mortality was 20% lower tor cer-
tificd nursc midwife delivered births). This
probably relares te the higher sociodemo-
graphic nisk profile of rthe certified nurse
midwife artended group (see table 1). In Model
3, this differential between certified nurse mid-
wife and physician infant morrtality risk was
reduced o 19%, reflecting the slighdy higher
medical risk profile of physician auend.d
births.

At the suggestion of an anonymous review.r,
an additonal model was computed with terms
for very low birthweight (<1500 g} and moder-
ately low birthweight (1500-249% g) substi-
tuted for the period of gestation terms in table
2-Maodel 3. Results were similar to thosz shown
in table 2-Model 3 (odds rtario=0.83, 95%
confidence intervals = 0.70,0.98). As period of
gestatinn is conceprually anteceden: to birch-
weight, and as the models vielded similar
results, the model shown in table 2 was
retained in the final analvsis.

When the effects of the other covariates on
infant mortality were examined, the followins
characteristics were associated with increascd
risk of infunt mortality in both unadjusted and
adjusted models: black or American [ndian
race, teenage pregnancy, fourth or higher order
births, non-mariral chiidbearing, marternal
cducation <12 years, late or no prenatal cars,
gestational age <39 weeks, hydramnios/olico-
hvdramnios, abruptio placenta, breech
malpresentation, fetal distress, precipitous la-
bour, premature rupwre of membrane, and
selzures during labour. The increased risk of
infant mortality associated with several of these
variables was reduced substantially in Models 2
and 3 because of the combined effecis of
attendant and the other covariates. Gestational
age of 42-43 weeks was associated with an
increased risk of infant mortality in Modcl 1,
but became statstically insignificant after other
covariates were controlied in Model 3.

The unudjusted risk of infant mortalicy for
Hispanic origin mothers was not initially differ-
ent from thart for white mothers. However, afi
covariates were adjusted in Models 2 and 3, the
risk of infant mortality was about one third lover
for Hispanic origin mothers. This is censistent
with the empirical literature that reports favour-
able birth outcomes for Hispanic-Americans
despite an increased prevalence of socindemo-
graphic risk factors.” ™ Characteristics associ-
ated with a reduced risk of infant mortalicy in
both unadjusted and adjusted models includead
primiparity, and maternal educational arctzin-
ment of 13 vears or more.

or
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Table 3 Unadjusied and adjusted risks of adverse birth ourcomes between physician and certified nurse mudeoife ((CNA)
delivered singloron, vaginal births 35-43 weeks gestaron: United States, 1991

Modud 1} Model 2} Medet 3¢
ORr 95% CI OR 95% CI OR 95% CI
Infant mortality (logistic regression)
Physician 1.00 1.00 1.00
CNM 0.87 (0.73,1.03%) 0.850* 10.67,0.99) n.&1+* 10.63,0.96)
Neonatal mortality (logistc regression)
Physician 100 1.00 1.00
CWM 0.68* (0.49, 0.95) 0.06* {0.47,0.93) 0.67* (045, 004
Posmeonatal mortality (togistic regression)
Physician 1.00 1.00 1.00
CNM 0.95 (078, 1.18) 0.590 (0.71, 1.0%) 0.86 071, 1.05)
Low birthweight (fogistic regression)
Physician 1.00 1.00 1.00
CNM 071 (0.67,0.70) .69 {0.65,07H D.69% (0.63,0.73)
B SE(B) B SE(B) B SE(B)
Mean birthweight {OLS regression)
CINM 2067 i.39 15,144 1.30 30.57 1.30

(Physician=reference)

OR=cdds rarie; Cl=confidence intervals; B=unstandardised regression coefficient; *p<0.05; **p<0.01. tUnadjusted for the effects
of attendanz at deljvery, maternal age, race/cthnicity, marital status, education, parity, prenatal care, and gestation. £Adjusted for the
effects of attendant at delivery, maternal age, race/cthnicity, marital status, education, parity, prenatal care, and gestation. §Adjusted
for the effects of auwendant at delivery, malernal age, race/ethnicity, marital status, education, parity, prenatal care, gestation, and

medical risk facrors/complications.

DIFFERENTIALS IN NEONATAL AND
POSTNEONATAL MORTALITY, LOW BIRTHWEIGHT,
AND MEAN BIRTHWEIGHT

The first and second panels in table 3 examine
neonatal and postneonatal mortality risks for
physician and cerrified nurse midwife deiivered
births. As expecred, the effect of attendant at
delivery on birth outcome is more pronounced
during the nconatal than the posteonatal
period. In Model 1, the risk of nconartal
mortality was 32% lower for births delivered by
certified nurse midwife than for physician
delivercd births, This differential increased
slightly 10 33-34% when the wvarious risk
factors were controlled in Models 2 and 3. For
postneonatal mortality, the unadjusted risk of
0.95 decreased to 0.86 in the adjusted models
(see rable 3), although the difference was not
statistically significant in either model. The
unadjusted risk of delivering a low irthweight
infant was 29% lower for certified nurse
midwife than for physician delivered births.
This differcntial increased slightly 1o 31% in
Models 2 and 3.

Table 3 also includes the results of ordinary
least squares regressions examining the effects
of birth attendant and other covariates on
mean birthweight. In Model 1, the mean birth~
weight was 27 grams higher for certified nursc
midwife delivered than for physician delivered
births. This differential in mean birthweight
increased to 36 grams in Modet 2, and to 37
grams in Model 3.

Discussion

Many studies have reported excellent birth out-
comes for births delivered by midwives com-
pared with physician delivered births. Many of
these studies have shown the results for
particular hospitals or birthing centres'®** '* ¢ ¥
while others have covered a wider geographical
region.” * "% ¥ However, this is the first study
knows to us that examines mortality risks for all
certified nurse midwife delivered births in the
United States. For singieton, vaginal births at
35-43 weeks of gestation, the adjusted risk of

infant mortality was 19% lower for certified
nurse mudwife than for physician atrended
births, the risk of neonatal mortality was 33%
lower, and the risk of delivering a low birth-
weight infant was 31% lower. Mean birthweight
was 37 grams higher for certified nurse midwife
than for physician atrended births. Ditferences
in postneonatal mortality were not statistically
significant.

STRENGTHS AND LIMITATIONS OF THE STUDY

Strengths of this study include the comprehen-
sive population based nature of the dara sct,
which includes all births in the United States in
1991, and the large number of sociodemo-
graphic and medical risk factors examined.
Limitations include the cross sectional nature
of the data set, which provides information on
the attendant who acrually delivered the baby,
but not a complete histery of prenatal care and
labour and delivery care providers. For the cer-
tified nurse midwife births it is probable that a
midwife also provided much or all of the
prenatal care, as transfers from physician to
midwife care are rare. However, patients might
be transferred from midwife to physician care
during prenatal care or during labour if the
midwife felt that the woman's medical condi-
tion necessitated a physician’s care. The single
datum available on birth attendant also fails to
rake into account the possibility of copractice
or joint case management of births between
physicians and certified nurse midwives. Al-
though the vast majority of physicians who
deliver babies are engaged in physician only
practices,” a substantial minority of midwives
are engaged in copractice with physicians.” In
these cases it may be the involvement of the
midwife, with her excellent patient education
and emorional support,” ¥ ' which is impor-
tant to better outcomes, rather than whether
that involvement is exclusive of all other care
providers. Still, the inability to account for the
entirc history of care providers has the
porential to create bias in the comparison of
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birth outcomes between physician and certified
nurse midwifc groups,

Where possible, steps were taken to reduce
the potential bias because of this lack of data.
Besides statistical contrels for many variables
associated with patient transfer, the main step
was to restrict the multivariate analysis 1o single-
ton, vaginal delveries ar 35-43 wecks of
gestation, because rates of paticnt transfer are
higher for multiple pregnancies and women
delivering  substantally  before  or  after
rerm.”” " The exclusion of caesarean births
trom the sample also helps to reduce potential
bias, because a high proportion of parents
transferred from midwifery to physician care
undergo caesarean section.”. Although steps
were taken where possible to minimise potential
bias, some degree of bias may still be present,
and may in part account for the differences in
birth outcomes found in this study. It is reassur-
ing to note, howsver, that many of the hospiral or
clinic-based studics in the literature were able to
attribute outcomes for transferred patients to
the attendant who provided the prenatal care,
and stll reported birth cutcomes for certified
nurse midwives that were as good as or better
than those for physicians.'' ' 238 9

PRACTICE DIFFERENCES

Data limitations notwithstanding, there are
also real differences in the approach to patient
carc between certified nurse midwives and
physicians that might also help to explain the
differences in birth outcomes found in this
study. These can be divided inro two areas:
those relating to the provision of prenatal care
services, and those relating to labour and deliv-
ery practices, although differences in prenatal
care practices cannot account for the differ-
ences in birth outcomes for the 1.7% of physi-
cian attended and 2.0% of midwife attended
births with no prenaral care,

As regards prenatal care, certified nurse
midwives generally spend more time with
patients during prenatal visits, and put more
emphasis on patient counsclling and educa-
tion, establishing trust, and providing emo-
tional support and e¢mpowerment to the
pregnant womar.® ¥ 1 P Alrhough time use
data on prenatal care are sparse, a recent small
scale study found thart certified nurse midwives
spent an average of 49.3 minutes for an initial
visit, and 29.3 munutes for return wvisis,
compared with 29.8 and 14.6 minutes, respec-
tively, for physicians.” A substantial portion of
the increased time spent by nurse midwives in
prenatal visits relates to patient counselling and
education, as demonstrated in a study by Scul-
phome e¢r a/ in which certified nurse midwives
spent an average of eight minutes per visit on
pattent counseiling and education, nine min-
utes on histery and physical, six. minutes on
record review and charting, and 0.5 minutes on
consultation.™

Recent studies have increasingly questioned
the effectiveness of a purelv biomedical moedel
of prenatal care as a scrics of laboratory tests
and interventions given at specified weeks of
gestation.” ** More important components of
prenatal care seem to be lifestyle and behav-
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ioural advice, education abour the birthing
process, and emotional supporr.t A
recent study on the relation of the content of
prenatal care to the risk of low birthweighe
found that women who did not receive
adequate prenatal advice and counselling were
at an increased risk of delivering a low
birthweight infant, but that no increased risk
was associated with women whao did not receive
all of the recommended prenatal care
procedures.’ In the results of an exhaustive lit-
erature review, the Office of Technology
Assessment of the US Congress concluded thar
“Certified nurse midwives are more adept than
physicians at providing services that depend on
communication with patients and preventive
actons.”® Another recent study on the content
of prenatal care demonstrated that while all
types of providers adhered closely ro American
College of Obstetricians and Gynecologists
(ACOG) guidelines for the content of prenatal
care visits, certified nurse midwives adhered
most closely to the guidelines.™

Certified nurse midwives more often rhan
physicians foster a more personalised approach
1o labour and delivery including encouraging
women to ambulate during labour, encourag-
ing alternative posidons for delivery, allowing
for intermittent rather than continuous feral
monitoring {necessary to allow for ambulation
during labour), allowing food and drink during
labour, and allowing women to deliver in o
more relaxed non-clinical environment with
the presence of family and friends.* """ An
integral part of nurse midwifery care is provid-
ing emotional support and empowerment ic
women in labour and a personalised approach
to the labour and delivery process that allows
the woman toe choose the type of ¢xperience she
will have,” ” During labour and delivery, most
certified nurse midswives are with their patients
on a one on one basis during the entire labour
and delivery process, in contrast with physi-
cian’s care, which is more often episodic.” ©
Studies have reported improved birth our-
comes for women who received continuous
emctional support during labour, including
lower caesarean section rates, shorter durations
of labour, and lower rates of anaesthesia und
oxytocin  use.™ ™7 Although btochemical
mechanisms are not entirely clear, studies have
reported an association berween maternal
anxiety and decreased uterine contracrility and
decreased urerine and placental blood flow. ™
Individualised care, better patient rapport and
emonional support, and more time spent in
prenatal counselling may help to explain in pars:
the betrer outcomes for certified nurse midwife
than physician births found in this studv.

In conclusion, although significant gaps i
data availability at the national level do exist
national data do support the findings of other
local studies thar certified nurse midwives have
excellent birth outcomes, and provide a safc
and viable alternanve to maternity care in the
United States, particularly for low and moder-
ate risk wonien,
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