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d CALIFORNIA

HEALTH BENEFITS REVIEW PROGRAM

The California Health Benefits Review Program (CHBRP) responds to requests from the State
Legislature to provide independent analyses of the medical, financial, and public health impacts
of proposed health insurance benefit mandates and proposed repeals of health insurance benefit
mandates. In 2002, CHBRP was established to implement the provisions of Assembly Bill 1996
(California Health and Safety Code, Section 127660, et seq.) and was reauthorized by Senate Bill
1704 in 2006 (Chapter 684, Statutes of 2006). The statute defines a health insurance benefit
mandate as a requirement that a health insurer or managed care health plan (1) permit covered
individuals to obtain health care treatment or services from a particular type of health care
provider; (2) offer or provide coverage for the screening, diagnosis, or treatment of a particular
disease or condition; or (3) offer or provide coverage of a particular type of health care treatment
or service, or of medical equipment, medical supplies, or drugs used in connection with a health
care treatment or service.

A small analytic staff in the University of California’s Office of the President supports a task
force of faculty from several campuses of the University of California, as well as Loma Linda
University, the University of Southern California, and Stanford University, to complete each
analysis within a 60-day period, usually before the Legislature begins formal consideration of a
mandate bill. A certified, independent actuary helps estimate the financial impacts, and a strict
conflict-of-interest policy ensures that the analyses are undertaken without financial or other
interests that could bias the results. A National Advisory Council, drawn from experts from
outside the state of California and designed to provide balanced representation among groups
with an interest in health insurance benefit mandates, reviews draft studies to ensure their quality
before they are transmitted to the Legislature. Each report summarizes scientific evidence
relevant to the proposed mandate, or proposed mandate repeal, but does not make
recommendations, deferring policy decision making to the Legislature. The State funds this work
through a small annual assessment on health plans and insurers in California. All CHBRP reports
and information about current requests from the California Legislature are available at the
CHBRP Web site, www.chbrp.org.
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PREFACE

This report provides an analysis of the medical, financial, and public health impacts of
Assembly Bill 259 a bill that would require every health care service plan regulated by the
Department of Managed Health Care (DMHC) and every health insurance policy regulated
by the California Department of Insurance (CDI) to allow a member the option to seek
obstetrical and gynecological services directly from a certified nurse-midwife (CNM)
provided that the services fall within the scope of practice of the CNM. In response to a
request from the California Assembly Committee on Health on February 13, 2009, the
California Health Benefits Review Program (CHBRP) undertook this analysis pursuant to the
provisions of Senate Bill 1704 (Chapter 684, Statutes of 2006) as chaptered in Section
127600, et seq. of the California Health and Safety Code.

Janet Coffman, MPP, PhD, Chris Tonner, MPH, Edward Yelin, PhD, all of the University of
California, San Francisco, prepared the medical effectiveness analysis. Min-Lin Fang, MLIS,
of the University of California, San Francisco, conducted the literature search. Stephen
McCurdy, MD, MPH, Dominique Ritley, MPP, and Joy Melnikow, MD, MPH, all of the
University of California, Davis, prepared the public health impact analysis. Gerald Kominski,
PhD of the University of California, Los Angeles, prepared the cost impact analysis. Jay
Ripps, FSA, MAAA, of Milliman, provided actuarial analysis. Barbara Boehler, CNM, MSN
of CommuniCare Health Centers, and Aaron B. Caughey, MD, PhD, of the University of
California, San Francisco, provided technical assistance with the literature review and expert
input on the analytic approach. Susan Philip, MPP and Angela Killilea of CHBRP staff
prepared the background section and synthesized the individual sections into a single report.
Cherie Wilkerson provided editing services. A subcommittee of CHBRP’s National Advisory
Council (see final pages of this report) and members of the CHBRP Faculty Task Force,
Richard Kravitz, MD, of the University of California, Davis, and Theodore Ganiats, MD, of
the University of California, San Diego, reviewed the analysis for its accuracy, completeness,
clarity, and responsiveness to the Legislature’s request.

CHBRP gratefully acknowledges all of these contributions but assumes full responsibility for
all of the report and its contents. Please direct any questions concerning this report to:

California Health Benefits Review Program
1111 Franklin Street, 11" Floor
Oakland, CA 94607
Tel: 510-287-3876
Fax: 510-763-4253
www.chbrp.org

All CHBRP bill analyses and other publications are available on the CHBRP Web site,
www.chbrp.org.

Susan Philip, MPP
Director
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EXECUTIVE SUMMARY

California Health Benefits Review Program Analysis of Assembly Bill 259
Certified Nurse Midwives: Direct Access

The California Health Benefits Review Program (CHBRP) undertook this analysis pursuant
to the provisions of Senate Bill 1704 (Chapter 684, Statutes of 2006) as chaptered in Section
127600, et seq. of the California Health and Safety Code in response to a request from the
California Assembly Committee on Health on February 13, 2009. This report provides an
analysis of the medical, financial, and public health impacts of Assembly Bill (AB) 259.

AB 259 would require every health care service plan regulated by the Department of
Managed Health Care (DMHC) and every health insurance policy regulated by the California
Department of Insurance (CDI) to allow a member the option to seek obstetrical and
gynecological (OB/GYN) services directly from a certified nurse-midwife (CNM) provided
that the services fall within the scope of practice of the CNM.

AB 259 is intended to clarify that female enrollees should be permitted to access OB/GYN
services from a CNM, in the same way existing law allows female enrollees to access
OB/GYN services directly from an obstetrician-gynecologist without a referral from another
physician or authorization by the carrier. Specifically, current law requires health plans and
insurers to “allow an enrollee the option to seek obstetrical and gynecological physician
services directly from a participating obstetrician and gynecologist or directly from a
participating family practice physician and surgeon designated by the plan as providing
obstetrical and gynecological services'”. This law, which went into effect in 1995, was
intended to clarify that OB/GYN services are primary care services and that members should
be able to access the physicians who provide these services directly. AB 259 goes further,
and clarifies that members should also have access to CNMs, who are also authorized to
provide certain OB/GYN services.

Since licensing, certification, and scope of practice requirements are established at a state
level, there is variation in the scope of practice and educational requirements among CNMs
from state to state; however, in general in the United States, CNMs are registered nurses with
further obstetrics education and training and have passed the certification examination
administered by the American College of Nurse Midwifery (ACNM). In other countries, such
as Australia, Canada, New Zealand, and the United Kingdom, licensed midwives are
educated at the bachelor’s level and do not need to be previously educated in another
profession, such as nursing.

In California, CNMs are registered nurses licensed by the California Board of Registered
Nursing. They obtain additional obstetrics training from an accredited nurse-midwifery
program and pass the ACNM certification examination. CNMs provide obstetrical services
such as oversight of normal pregnancy and childbirth. CNMs commonly work in hospitals

! Health and Safety Code Sections 1367.69 and 1367.695; Insurance Code Sections 10123.83 and 10123.84.



and birthing centers licensed by the state, and require physician supervision. There are 1,910
CNMs with active licenses in California.

In California, the profession of midwifery has another designation, that of “licensed
midwife.” A licensed midwife is an individual who has been issued a license to practice
midwifery by the Medical Board of California. These midwives are not necessarily registered
nurses, and there are 179 licensed midwives with active licenses in California. Services
offered by these types of midwives are not affected by AB 259 since AB 259 only applies to
CNMs.

The Utilization, Coverage, and Cost Impacts and the Public Health Impacts sections of this
report will focus the analysis on the use of CNMs in California. However, given the
availability of the existing literature, the Medical Effectiveness section captures and evaluates
literature that may include CNMs practicing in the United States as well as licensed
midwives practicing in other countries.

Medical Effectiveness

e The vast majority of randomized controlled trials (RCTs) of the comparative
effectiveness of licensed midwives and physicians on birth outcomes and processes of
maternity care have been conducted in developed countries other than the United States.

e Although these studies have strong designs for assessing whether differences in outcomes
are due to differences in the professionals providing care, their findings may not be
generalizable to CNMs and physicians in California for several reasons:

0 The training received by CNMs in the United States is not identical to the training
received by licensed midwives in other developed nations.

0 Most studies conducted in other developed countries compare licensed midwives to
general practice physicians, whereas in the United States, most pregnant women
receive care from obstetrician/gynecologists.

0 The other developed countries in which these RCTs have been performed have
universal coverage through national or provincial health insurance plans.

e To ensure that the findings of this analysis would be more generalizable to persons
enrolled in health plans in California to which AB 259 would apply, the medical
effectiveness review incorporated nonrandomized studies conducted in the United States
that controlled for potential confounders, as well as RCTs conducted in both the United
States and other developed countries.

e All of the studies identified by the medical effectiveness team compared the effects of
CNMs or licensed midwives to the effects of physicians on birth outcomes and/or
processes of maternity care.

e No studies of the effectiveness of CNMs as providers of family planning or other
gynecological services were identified.



Most studies only assessed effects on women at low risk for poor birth outcomes.

Findings regarding the effectiveness of CNMs as providers of maternity care are as
follows:

0 Fetal and Infant Health Outcomes

A meta-analysis of RCTs conducted in other developed countries found that
women who received maternity services from licensed midwives were less likely
than those receiving services from physicians to experience fetal loss/neonatal
death before 24 weeks of pregnancy, but found no difference in fetal loss/neonatal
death after 24 weeks of pregnancy and over the entire duration of pregnancy.

One well-designed nonrandomized study conducted in the United States found
that CNMs’ patients had a lower risk of infant mortality than physicians’ patients.

The preponderance of evidence from one RCT and two nonrandomized studies
conducted in both the United States and a meta-analysis of RCTs conducted in
other developed countries indicates that there are no differences in Apgar scores
(a measure of newborn health administered immediately after delivery) and in the
risks of low birthweight, preterm birth, and admission to a neonatal intensive care
unit between infants whose mothers received maternity services from CNMs or
licensed midwives, and those cared for by physicians.

0 Maternal Health Outcomes

A meta-analysis of RCTs conducted in other developed countries found no
differences in rates of prenatal hemorrhage, postpartum hemorrhage, and
postpartum depression between mothers who received maternity services from
licensed midwives and those cared for by physicians.

A nonrandomized study conducted in the United States found that mothers who
received maternity services from CNMs were less likely to have a major perineal
laceration than mothers cared for by physicians but that rates of postpartum
hemorrhage did not differ between the two groups.

0 Process of Maternity Care

0 The preponderance of evidence from nonrandomized studies conducted in the

United States suggests that mothers cared for by CNMs are more likely to have a
spontaneous vaginal birth and less likely to receive epidurals, intrapartum
analgesia or anesthesia, and episiotomies and to have forceps or vacuum
extraction used during delivery than mothers cared for by physicians. These
findings are confirmed by findings from a meta-analysis of studies conducted in
other developed countries that compared care provided by licensed midwives and
physicians.

A meta-analysis of RCTs conducted in other developed countries reported that
mothers who received care from licensed midwives are less likely to be
hospitalized during the prenatal period than mothers cared for by physicians.
Mothers and infants cared for by licensed midwives also had shorter lengths of



stay for both postpartum and neonatal hospitalizations and were more likely to
initiate breastfeeding.

* Nonrandomized studies conducted in the United States suggest that mothers cared
for by CNMs are less likely to have a cesarean birth or to have labor induced than
mothers cared for by physicians, but these findings were not corroborated by the
meta-analysis of RCTs conducted in other developed countries.

= A meta-analysis of RCTs conducted in other developed countries found no
differences in the number of prenatal visits received by mothers who received
care from licensed midwives and those cared for by physicians. The meta-analysis
also found no difference in the likelihoods of having an amniotomy, perineal
lacerations needing suturing, and oxytocin or opiate analgesia during labor. The
length of time in labor also did not differ.

0 No studies were found that assessed whether requiring pregnant women to obtain a
referral from a physician to obtain care from a CNM improves the triaging of
pregnant women to CNM versus physician care based on their level of risk for poor
birth outcomes.

Utilization, Cost, and Coverage Impacts
Coverage

e Based on CHBRP’s survey of health plans, approximately 98.0% of insured Californians
have coverage for services provided by a CNM. Of those with coverage, an estimated
67.0% have coverage for direct access to a CNM (i.e., no preauthorization requirements.).

0 Those who do not have direct access to CNM services in the privately insured market
are those who are enrolled in DMHC-regulated plans. Those that are enrolled in CDI-
regulated privately insured policies currently have direct access to CNM services
since those policies typically allow members to seek OB/GYN services directly and
since they have an out-of-network option.

0 AB 259 would also apply to California Public Employees’ Retirement System
(CalPERS) health maintenance organizations (HMOs), Medi-Cal Managed Care, and
Access to Mothers and Infants (AIM) plans. CHBRP estimates that while all publicly
insured members have coverage for CNM services, about 50% of CalPERS HMO
members and about 50% of Medi-Cal Managed Care and AIM plan members have
coverage for direct access to CNM services.

Utilization

e AB 259 would not be expected to impact the rates of overall deliveries in California for
women enrolled in plans subject to AB 259 (Table 1).

e Utilization impacts in this analysis are discussed in terms of changes in the use of CNMs
for OB/GYN services. According to recently published data and Milliman’s claims data,



CNMs preside over approximately 34,000 births, or 8% of live deliveries in California
for women who are enrolled in plans subject to AB 259. The extent to which AB 259
would impact the use of CNMs would depend on whether prior authorization and referral
requirements are currently a barrier to ultimately obtaining CNMs services for those
members who demand those services. There is inadequate evidence to determine the
number of members who may be demanding OB/GYN services from CNMs but are
ultimately not able to obtain them due to preauthorization or referral requirements.

Cost

e CHBRP estimates that the average cost per delivery in California in 2009 is $11,625.
This average cost represents a weighted-average cost of $9,667 per normal delivery
(about 70% of total deliveries) and $16,127 per cesarean delivery (about 30% of total
deliveries) (Table 1).

e If AB 259 would result in more women choosing to seek OB/GYN services from CNMs,
the potential shift toward greater use of CNMs would have no measurable change in total
premiums, per delivery cost, or total expenditures, because CNMs are generally paid the
same rates for their services as physicians. It is possible that requiring a referral before
gaining access to CNM services may delay the receipt of early prenatal care among some
women, but again, such delays are unlikely to have direct near-term cost impacts because
the vast majority of prenatal care expenses are paid for through global fees to the
attending provider.

e CHBRP finds no available evidence that the average cost of normal deliveries differs
between OB/GYNs and CNMs. There is some evidence that women attended by CNMs
are less likely to use some maternity services. However, these nonrandomized studies do
not adequately account for possible selection effects. (An example of a selection effect
that may not be adequately controlled is the likelihood that women who select care from
CNMs tend to not want cesarean deliveries.) The reductions in cesarean deliveries,
induced labors, and epidural use from observational studies are not a scientifically
reliable basis for estimating the potential cost savings associated with CNM-attended
deliveries. Therefore, even if some portion of insured women switch from OB/GYNs to
CNMs for their obstetrical and gynecological care, there is no scientifically valid
evidence that measurable cost savings would be achieved.

e Based on responses from CHBRP’s carrier survey and input from regulatory agencies,
AB 259 may result in the administrative impact of health plans and insurers expanding
their provider networks to ensure that members have adequate access to CNM services.

e CHBRP estimates no measurable impact of AB 259 on the number of uninsured since
there would be no measurable impact on premiums.



Public Health Impacts

The public health impact of AB 259 hinges on (1) a change in the number and percentage
of women in the covered population choosing CNM instead of physician care in response
to the bill, and (2) demonstration of improved health and economic outcomes attributable
to CNM care. Although the medical literature is consistent in showing that CNM care is
equivalent to or surpasses physician care for various health outcomes for mothers and
infants, the well-designed studies showing this effect are from outside the United States.
Underlying differences in populations and care models may make their results
inapplicable to the United States. In addition, we are aware of no data that address the
degree to which AB 259’s removal of a physician referral requirement for CNM care will
promote migration to CNM care. Accordingly, CHBRP is unable to estimate a public
health impact for this bill.

Based on input from content experts, it is possible that some women may obtain earlier
prenatal care due to the removal of the referral requirement.

In addition, there may be long-term impacts, unquantifiable at present, if removal of the
referral requirement leads to gradual and long-term increases in CNM-attended births.
CHBRP presents an alternative long-term impact scenario assuming an increase in the
proportion of births in California attended by CNMs—with clear caveats—regarding the
applicability and validity of the underlying literature base. This scenario projects an
increase in spontaneous vaginal deliveries, which are recognized as the ideal outcome for
low-risk pregnancies, corresponding to projected increases in CNM utilization.
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Table 1. Summary of Coverage, Utilization, and Cost Impacts of AB 259

Increase/ G
Before Mandate | After Mandate Decrease After
Mandate
Coverage
Total population in plans subject to state 21,340,000 21,340,000 0 0%
regulation (a)
Total population in plans subject to AB 21,340,000 21,340,000 0 0%
259
Percentage of individuals with certified 98% 100% 2.00% 2.04%
nurse-midwife coverage
Number of individuals with certified 20,913,000 21,340,000 427,000 2.04%
nurse-midwife coverage
Percentage of individuals with direct 67.0% 100.0% 33.0% 49.25%
access to certified nurse-midwives
Number of individuals with direct 14,277,800 21,340,000 7,042,200 49.25%
access to certified nurse-midwives
Utilization and Cost
Number of deliveries 427,000 427,000 - 0%
Average cost per delivery $11,625 $11,625 - 0%
Expenditures
Premium expenditures by private $50,546,207,000 | $50,546,207,000 $0 0.00%
employers for group insurance
Premium expenditures for individually $5,944,229,000 $5,944,229,000 $0 0.00%
purchased insurance
Premium expenditures by individuals
with group insurance, CalPERS, $13,475,994,000 | $13,475,994,000 $0 0.00%
Healthy Families, AIM, or MRMIP (b)
CalPERS employer expenditures (c) $3,161,160,000 $3,161,160,000 $0 0.00%
Medi-Cal state expenditures $4,112,865,000 $4,112,865,000 $0 0.00%
Healthy Families state expenditures $643,247,000 $643,247,000 $0 0.00%
Individual out-of-pocket expenditures $6,384,077,000 $6,384,077,000 $0 0.00%
for covered benefits (deductibles,
copayments, etc.)
Out-of-pocket expenditures for $0 $0 $0 0.00%
noncovered benefits
Total Annual Expenditures $84,267,779,000 | $84,267,779,000 $0 0.00%

Source: California Health Benefits Review Program, 2009.
Notes: (a) This population includes privately insured (group and individual) and publicly insured (e.g.,
CalPERS, Medi-Cal, Healthy Families, AIM, MRMIP) individuals enrolled in health insurance products
regulated by DMHC or CDI. Population includes enrollees aged 0-64 years and enrollees 65 years or older
covered by employment sponsored insurance.
(b) Premium expenditures by individuals include employee contributions to employer-sponsored health
insurance and member contributions to public insurance.
(c) Of the CalPERS employer expenditures, about 59% would be state expenditures for CalPERS members who
are state employees, however CHBRP estimates no impact of the mandate on CalPERS employer expenditures.
Key: AIM=Access for Infants and Mothers; CalPERS=California Public Employees’ Retirement System,;
CDI=California Department of Insurance; DMHC=Department of Managed Health Care; MRMIP=Major Risk

Medical Insurance Program.
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INTRODUCTION

Assembly Bill (AB) 259 would require health plans and insurers to allow members the option
to obtain obstetrical and gynecological (OB/GYN) services from a certified nurse-midwife
(CNM) without prior approval from the carrier or a physician referral. Services rendered by a
CNM must be provided within the CNM’s scope of practice.

The California Health Benefits Review Program (CHBRP) undertook this analysis pursuant
to the provisions of Senate Bill 1704 (Chapter 684, Statutes of 2006) as chaptered in Section
127600, et seq. of the California Health and Safety Code in response to a request from the
California Assembly Committee on Health on February 13, 2009. This report provides an
analysis of the medical, financial, and public health impacts of AB 259.

Background on Certified Nurse-Midwives Profession and Practice

CNMs and Licensed Midwives

Before detailing CNM’s profession and practice, the terms “CNMSs” and “licensed midwives”
need clarification. Since licensing, certification, and scope of practice requirements are
established at a state level, there is variation in the scope of practice and educational
requirements among CNMs from state to state; however, in general in the United States,
CNDMs are registered nurses with further obstetrics education and training, and have passed
the certification examination administered by the American Midwifery Certification Board
(AMCB).

In other countries, such as Australia, Canada, New Zealand, and the United Kingdom,
“licensed midwives” are educated at the bachelor’s level and do not need to be previously
educated in another profession, such as nursing.

In California, the profession of midwifery has two designations: “licensed midwife” and
“certified nurse-midwife.” A licensed midwife is an individual who has been issued a license
to practice midwifery by the Medical Board of California. Under the supervision of a
licensed physician, licensed midwives may attend cases of normal childbirth in a home,
birthing clinic, or hospital. These individuals must have completed a 3-year postsecondary
education program at an accredited midwifery school approved by the Medical Board of
California. These midwives are not necessarily registered nurses.” There are 179 licensed
midwives with active licenses in California.

In contrast, CNMs are licensed by the California Board of Registered Nursing (BRN). CNMs
are registered nurses who obtain additional training in obstetrics from a nurse-midwifery
program. The program must be accredited by the American College of Nurse Midwives

2 Medical Board of California. Available at: www.medbd.ca.gov/allied/midwives.html. Accessed March 19,
2009.
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(ACNM) and CNM candidates must pass the AMCB certification examinations. The sections
below in the Introduction, provides further details regarding a CNM’s scope of practice,
educational and licensing requirements, and supply of CNMs in California.

AB 259 applies only to CNMs. Therefore, this report will focus on the use of CNMs in
California. However, given the availability of the existing literature, the Medical
Effectiveness section captures and evaluates literature that may include CNMs practicing in
the United States and licensed midwives practicing in other countries.

CNM Scope of Practice

Although CNMs’ scope of practice depends on the statutes and regulations of the state in
which they practice, most states allow them to provide obstetrical and gynecological care to
women from puberty through their lifespan. The California Business and Professions (B&P)
Code defines CNMs’ scope of practice in this state.” This regulation states that CNMs may
“attend cases of normal childbirth and...provide prenatal, intrapartum, and postpartum care,
including family-planning care, for the mother, and immediate care for the newborn.” It also
states that “practice of nurse-midwifery constitutes the furthering or undertaking by any
certified person, under the supervision of a licensed physician and surgeon who has current
practice or training in obstetrics, to assist a woman in childbirth so long as progress meets
criteria accepted as normal. All complications shall be referred to a physician immediately.”
“Supervision” does not require that the supervising physician be physically present when the
CNM is providing care. The B&P Code also places several specific restrictions on various
aspects of CNM care. For example, the code states that “the practice of nurse-midwifery does
not include the assisting of childbirth by any artificial, forcible, or mechanical means, nor the
performance of any version (turning or repositioning of the fetus within the uterus or birth
canal).”* However, CNMs in California hold prescribing authority: they may ‘furnish or
order’ drugs or devices, including controlled substances, in conjunction with the furnishing
of family planning services, ‘routine health care or perinatal care,” or care consistent with
their education or clinical competency.” CNMs in California may also perform specified
procedures; CNMs may “perform and repair episiotomies, and...repair first-degree and
second-degree lacerations of the perineum” under specified conditions. According to the
BRN, in addition to providing this obstetrical and gynecological care, CNMs are also
authorized to serve as a primary care providers for women and infants (BRN, 2001).

State-to-state differences in scope of practice focus around (1) the degree of CNMs’
prescriptive authority and (2) the independence with which CNMs have authority to function
(Ament, 2006). As advanced practice nurses, CNMs have some degree of prescribing
authority in all 50 states and the District of Columbia. In some states, CNMs hold unlimited

? California Business and Professions Code Section 2746 - 2746.8

* The term “version” refers to turning the fetus to place it in the vertex (i.e., head first) position for delivery. The
fetus needs to be in the vertex position to move down the birth canal. Mothers whose fetuses are not in vertex
position at delivery are at greater risk for cesarean delivery and other complications.
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prescribing authority. In others, CNMs may be restricted from prescribing controlled
substances such as some narcotic drugs, or this may require delegation from a physician.
Some states place specific restrictions on various aspects of CNM care. As described above,
in California, CNMs may not assist with childbirth by any “artificial, forcible or mechanical
means”. Other states such as Oregon and Hawaii do not place specific, explicit restrictions on
CNM scope of practice, instead allowing for “[t]he independent management of women’s
health care, focusing particularly on pregnancy, childbirth, the post-partum period, care of
the newborn, and the family planning and gynecological needs of women” (Ament, 2006).

Educational and Licensing Requirements of CNMs

As mentioned, in California, CNMs are required to be a licensed registered nurse (RN) and
be certified in nurse-midwifery by the BRN. The BRN’s educational standards adhere to the
California Code of Regulations, which requires that a nurse-midwifery program include 12
months of training to “provide a knowledge and skills base necessary for nurse-midwifery
management of women and neonates.” The curriculum is to include:

e Anatomy; physiology; genetics; obstetrics and gynecology; embryology and fetal
development; neonatology; child growth and development; pharmacology; nutrition;
laboratory and diagnostic tests and procedures; and physical assessment.

e Concepts in psychosocial, emotional, and cultural aspects of maternal/child care; human
sexuality; counseling and teaching; maternal/infant/family bonding process; breast
feeding; family planning; principles of preventive health; and community health.

e All aspects of the management of normal pregnancy, labor and delivery, postpartum
period, newborn care, family planning and/or routine gynecological care in alternative
birth centers, homes, and hospitals.”5

According to the BRN, there are three methods by which an RN may become a CNM (BRN,
2001):

e Successful completion of a board-approved nurse-midwifery academic program that
meets the BRN’s educational standards.

e Completion of a nurse-midwifery academic program that meets the BRN’s
educational standards, but is not board-approved.

e C(Certification by a national organization or organization in another state whose
standards are the same as the BRN’s educational standards, or the American College
of Nurse-Midwives, or pass the CNM certification exam administered by the
American Midwifery Certification Board.

Currently, there are four programs approved by the BRN in California®:

’ Title 16, CCR, Division 14., Article 6. Nurse-Midwives, Section 1462.
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e (alifornia State University Fullerton, Department of Nursing Graduate Program,
Women’s Health Care—Nurse Midwifery

e San Diego State University, School of Nursing, Graduate Nurse-Midwifery/ WHCNP
Program

e University of California, San Francisco, Master of Science in Nursing, Nurse Midwifery
Specialty

e University of California, San Francisco, Interdepartmental Nurse Midwifery Education
Program

Supply of CNMs in California

The California Board of Registered Nursing reports a total of 1,910 CNMs (1,183 CNMs and
727 “furnishing” CNMs, who are additionally authorized to prescribe controlled substances)

with active licenses (BRN, 2009). CNMs provide family planning and well-woman care, but

pregnancy and delivery care predominate (BRN, 2001).

In 2005, CNMs attended more than 11% of vaginal births and nearly 8% of all births in
California (Declercq, 2009). Between 1990 and 2004, the number of births attended by
CNMs as a proportion of all vaginal births increased by more than 4%. In the 2000-2004
period, however, California was one of the states that experienced the largest decreases in
CNM-attended births (Declercq, 2007). Approximately 99% of births nationally occur in a
hospital, with the remaining 1% distributed between home births, birth centers, and doctors’
offices or clinics. Most births attended by CNMs occur in hospitals (approximately 88%)
(Martin et al., 2009).”

CNM-attended birth trends in California reflect national developments. In the United States
overall, the use of CNMs (and licensed midwives) as birth attendants has increased steadily
since the mid 1970s; however, this growth has begun to level in recent years. Between 1975
and 2002, midwife-attended births steadily increased from less than 1% to about 8%, a figure
that has not changed since 2004 (Martin et al., 2009).

Populations Served by CNMs

Study results indicate that CNMs tend to serve minority populations and populations at risk
for poor pregnancy outcomes, including women who are uninsured, immigrants, and
adolescents, and women of color (Declercq et al., 2001). A national survey on nurse-
midwifery care revealed that 99% of clinically active CNMs care for women from these

® State of California Department of Consumer Affairs. Nurse-Midwifery Programs. Available at:
www.rn.ca.gov/pdfs/schools/nmwschools.pdf. Accessed March 12, 2009.

7 According to Martin et al., 2009, most midwife attended births are by CNM:s (94.3% and most midwife-
attended births occur in hospitals (93.0%).
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vulnerable populations. In addition, seven out of 10 annual visits to CNMs are made by
women or infants from vulnerable populations (Rorie et al., 1996). In California, CNMs
disproportionately serve women in rural areas. A 1998 study examining the types of
providers who care for underserved patients revealed that 16% of CNMs worked in rural
areas, and 35% worked in areas where a primary care health provider shortage was identified
(Grumbach, 2003).

Background on AB 259

Provisions of AB 259

Beginning January 1, 2010, AB 259 would require that every health plan regulated by the
Department of Managed Health Care (DMHC) and every health insurance policy regulated
by the California Department of Insurance (CDI) allow a member the option to seek
obstetrical and gynecological services directly from a CNM, provided that the services fall
within the scope of practice of the CNM. The bill would prohibit plans from requiring an
enrollee “to obtain prior approval from another physician, another provider, or the
plan/insurer prior to obtaining direct access to obstetrical and gynecological services.”

The bill would also allow a plan or insurer to “establish reasonable provisions governing
utilization protocols and the use of...certified nurse-midwives...participating in the plan
network, medical group, or independent practice association, provided that these provisions
shall be consistent with the intent of this section and shall be those customarily applied to
other physicians and surgeons, such as primary care physicians and surgeons, to whom the
enrollee has direct access, and shall not be more restrictive for the provision of obstetrical
and gynecological services.”

Finally, the bill allows the plan/insurer to “establish reasonable requirements for
the...certified nurse-midwife...to communicate with the enrollee’s primary care physician
and surgeon regarding the enrollee’s condition, treatment, and any need for follow-up care.”

AB 259 does not alter a current law related to a CNMs’ licensing, educational requirements,
or scope of practice. Therefore, the current laws and regulations would continue to apply and
CNMs would only be permitted to furnish services that fall within their scope of practice.

AB 259 does not explicitly require plans or insurers to alter their provider networks or
contractual arrangements. However, AB 259 may indirectly require plans or insurers to alter
their provider networks to allow members direct access to CNMs. Although AB 259 states
that health plans regulated by the DMHC are to provide access to “participating” CNMs, if
plans do not have an adequate network to meet members’ demands for CNM services, plans
may have to build out their networks. Plans may also be required to alter their provider
directories to reflect the names and contact information of CNMs that participate in the
plans’ network. On the other hand, if plans are permitted to restrict access to care to only
participating CNMs and demonstrate adequacy of their network in terms of obstetrics-
gynecological services (based on the full range of providers who are eligible to provide those
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services, including obstetricians and gynecologist and family physicians) then plans may
currently be in compliance.®’

Federal law requires the Medicaid-contracting plans (or Medi-Cal Managed Care Plans in
California) to allow enrollees to access CNMs. In addition, state rules require Medi-Cal
Managed Care plans to allow enrollees to use CNMs as providers of primary care (DHS,
1998). Since Medi-Cal Managed Care Plans are subject to mandate laws, these plans would
be affected by AB 259 to the extent they need to make alterations to allow direct access to
CNMs.

Intent of AB 259

AB 259 is intended to clarify that female enrollees should be permitted to access OB/GYN
services from a CNM, in the same way existing law allows female enrollees to access
OB/GYN services directly from an obstetrician-gynecologist without a referral from another
physician or authorization by the carrier.'® Specifically, current law requires health plans and
insurers to “allow an enrollee the option to seek obstetrical and gynecological physician
services directly from a participating obstetrician and gynecologist or directly from a
participating family practice physician and surgeon designated by the plan as providing
obstetrical and gynecological services''. This law, which went into affect in 1995, was
intended to clarify that OB/GYN services are primary care services and that members should
be able to access the physicians who provide these services directly. AB 259 goes further,
and clarifies that members should also have access to CNMs, who are also authorized to
provide certain OB/GYN services.

According to the bill author and sponsor, the bill is intended to “reduce barriers to care,
decrease the financial burden for patients who may be paying multiple copayments, and
reduce administrative costs and administrative time demands for physicians.” The bill author
and sponsor believe that AB 259 would remove the administrative hassle and the
corresponding copayment of the member having to go to a physician to obtain a referral to
see their CNM provider for OB/GYN services.

¥ Personal communication, Sherrie Lowenstein, Department of Managed Health Care, March 2009.

? Because CDI-regulated products, such as preferred provider organizations, have out-of-network options, those
insurers would be in compliance by allowing members to obtain care out of network. AB 259 would not
prohibit those health insurance policies from charging members a differential cost sharing for seeking care out
of network.

1 Personal communication with representatives from the California Nurse-Midwives Association and the
personal staff of Assembly Member Nancy Skinner, February 2009.

' Health and Safety Code Sections 1367.69 and 1367.695; Insurance Code Sections 10123.83 and 10123.84.
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Legislative activity in other states

As of December 2008, 31 states have enacted mandates related to CNM services, including
California (BCBSA, 2008). A preliminary review of 15 of these laws reveals that most states
mandate coverage or direct reimbursement of midwife services rather than mandating direct
access to CNM services. For example, Alaska, Maine, Maryland, Massachusetts, Nebraska,
New Hampshire, New Mexico, New York, North Carolina, Rhode Island, and West Virginia
have laws that require insurers to provide coverage for CNM services. Other states, such as
California, Delaware, and Tennessee, mandate that insurers directly reimburse CNMs if
CNMs render services. However, they do not mandate that insurers cover these services. Of
the 15 laws reviewed, Colorado is the only state that requires direct access to CNM services.
The state mandates that managed care plans that cover reproductive health or gynecological
care “provide direct access to an obstetrician, gynecologist, or an advanced practice nurse
who is a certified nurse midwife.”'?

12 Colorado Revised Statutes. Title 10, Article 16, Section 107 (2008).
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MEDICAL EFFECTIVENESS

As indicated in the Introduction, Assembly Bill (AB) 259 would require health plans and
insurers to allow a member the option to obtain obstetrical and gynecological services from a
certified nurse-midwife (CNM) without prior approval from the carrier or a referral from a
physician. Services rendered by a CNM must be provided within the CNM’s scope of
practice, which encompasses obstetrical and gynecological care for the women and ensuring
the health of the infant immediately postpartum. This section of the report summarizes
findings from studies that compare the effectiveness of CNMs and physicians as providers of
these services. To assess the medical effectiveness of a requirement that health plans and
insurers permit women to self-refer to CNMs, it is important to assess whether and how
health outcomes and processes of care differ for women and infants cared for by CNMs and
physicians.

A literature search was conducted to retrieve studies of the comparative effectiveness of
CNMs and physicians in providing health care services to women and infants. The following
databases of peer-reviewed literature were searched: MEDLINE (PubMed), the Cochrane
Database of Systematic Reviews, the Cochrane Register of Controlled Clinical Trials, the
Cumulative Index of Nursing and Allied Health Literature, Web of Science, and EconL.it. In
addition, Web sites maintained by the following organizations that index or publish
systematic reviews and evidence-based guidelines were searched: Agency for Healthcare
Research and Quality, Institute for Clinical Systems Improvement, International Network of
Agencies for Health Technology Assessment, National Health Service Centre for Reviews
and Dissemination, National Institutes of Health, National Guidelines Clearinghouse,
National Institute of Clinical Evidence, Scottish Intercollegiate Guideline Network, the U.S.
Preventive Services Task Force, and the World Health Organization.

Literature Review Methods

The literature search was limited to studies published in English from 1979 to the present.
Studies of licensed midwives in the United States who are not CNMs were excluded because
AB 259 only applies to CNMs. A total of 173 citations were retrieved. Seven pertinent
studies were identified and reviewed. They included one meta-analysis of randomized
controlled trials (RCTs) conducted in other developed countries (Hatem et al., 2008) and six
individual RCTs and nonrandomized studies conducted in the United States (Cragin and
Kennedy, 2006; Davis et al., 1994; Heins et al., 1990; MacDorman and Singh, 1997; Oakley
et al., 1996; Rosenblatt et al., 1997). The studies conducted in other developed countries
compared midwives who were licensed under their countries licensure laws to physicians.
These countries do not license CNMs. A more thorough description of the methods used to
conduct the medical effectiveness review and the process used to grade the evidence for each
outcome measure is presented in Appendix B: Literature Review Methods. Appendix C
includes tables that describe the studies that CHBRP reviewed and their findings.
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Outcomes Assessed

All of the studies identified by the Medical Effectiveness team compared the effects of
CNMs practicing in the United States or licensed midwives practicing in other developed
countries to the effects of physicians on birth outcomes and/or processes of maternity care.
No studies of the effectiveness of CNMs as providers of family planning or other

gynecological services were identified. The list of outcomes and processes of care reflect the
outcomes and processes evaluated in the studies included by the Medical Effectiveness team.

CHBRP found a few studies on the comparative effectiveness of CNMs and physician on
utilizations of prenatal services (ultrasounds, education on nutrition), but they were not
included in this review because they lacked methodological rigor in controlling for
differences between CNMs’ and physicians’ patients that might affect findings. No studies

on long-term outcomes such as child development were located. No studies assessed whether

requiring women to obtain a referral before receiving services from a CNM was associated

with better health outcomes or processes of care.

The outcomes and processes assessed can be divided into three categories:

e Fetal or infant health outcomes

(0]

(0]

(0}

Fetal and infant mortality

Apgar scores

Birth weight

Preterm birth

Neonatal intensive care unit admissions

Fetus in vertex (i.e., head first) position at birth

e Maternal health outcomes

(0}

(0]

Prenatal hemorrhage
Postpartum hemorrhage
Postpartum depression
Major perineal laceration

Number of complications

e Processes of maternity care

(0}

(0]

Prenatal visits

Prenatal hospitalizations
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O Amniotomy
0 Oxytocin during labor
O Analgesia/anesthesia during labor
0 Epidural anesthesia during labor
0 Opiate analgesia during labor
0 Length of time in labor
0 Induction of labor
0 Cesarean birth
0 Use of forceps or vacuum extraction during delivery
O Spontaneous labor or vaginal birth
0 Episiotomy
0 Perineal laceration needing suturing
0 Intact perineum
0 Length of mother’s postpartum hospital stay
0 Length of infant’s neonatal hospital stay
0 Breastfeeding initiation
O Mobility during labor
Study Findings

All but one of the RCTs of the comparative effectiveness of licensed midwives and
physicians retrieved were conducted in developed countries other than the United States.
Although these studies have strong designs for assessing whether differences in outcomes are
due to differences in the professionals providing care, their findings may not be generalizable
to CNMs and physicians in California for several reasons. First, the training received by
CNMs in the United States is not identical to the training received by licensed midwives in
other developed nations. In Australia, Canada, New Zealand, and the United Kingdom,
licensed midwives are educated at the bachelor’s level and do not need to be previously
educated in another profession. In contrast, CNMs are registered nurses who have completed
additional education in midwifery, often at the master’s level. As noted in the Introduction,
CNMs are required to be licensed registered nurses (RNs) and be certified in nurse-
midwifery by the California Board of Registered Nursing (BRN). In other developed nations,
licensed midwives do not necessarily have prior education in nursing. Second, most studies
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conducted in other developed countries often compare licensed midwives to general practice
physicians, whereas in the United States, most pregnant women receive care from
obstetrician/gynecologists. Third, the other developed countries in which these RCTs have
been performed have universal coverage through national or provincial health insurance
plans. Pregnant women in countries with universal coverage may have different patterns of
seeking prenatal care, and national or provincial health insurance plans may have more
restrictive clinical practice guidelines than those used by health plans in the United States.

To ensure that the findings of this analysis would be more generalizable to persons enrolled
in health plans in California to which AB 259 would apply, the medical effectiveness review
incorporated nonrandomized studies conducted in the United States as well as RCTs
conducted in both the United States and other developed countries. A major difference
between U.S. and non-U.S. study methods is the degree of Patient Initiated Care (PIC). PIC
refers to the patients’ option and right to choose their provider. In the United States, health
plans offer patients a choice of providers, and therefore, experimental allocation of a provider
would not be feasible. All U.S. studies allow for PIC, whereas all of the non-U.S. studies
randomly assigned patients to a provider. Results of nonrandomized studies that compare
CNMs and physicians are more likely to be confounded by selection bias associated with PIC
than RCTs because there is a greater risk that the populations cared for by the two groups of
providers may differ in ways that would affect the outcome of analyses. For example, women
cared for by CNMs may be healthier than women cared for by physicians and, thus, at lower
risk for having poor birth outcomes. In addition, women who select CNMs may have
different attitudes toward analgesia/anesthesia, cesarean deliveries, and other interventions
during childbirth, which could confound attempts to measure differences in the use of
interventions between CNMs and physicians. On the other hand, the results of comparisons
of CNMs and physicians in the United States are more likely to reflect differences in
outcomes and processes of care for mothers and infants treated by these two groups of
providers in California and, thus, to be more generalizable to California. In addition, all of
the nonrandomized studies included in the review used standard techniques to control for
observable differences in the risk of poor birth outcomes between women who received care
from CNMs and physicians, such as having a chronic condition prior to pregnancy (e.g.,
diabetes, hypertension), alcohol or drug addiction, and multiple gestation. Information
regarding the specific methods that the authors of the nonrandomized studies used to reduce
the risk of selection bias is contained in Table C-2 in Appendix C. Although nonrandomized
study designs are not as strong as an RCT, the use of statistical adjustment may reduce the
likelihood of some of the more obvious alternative explanations for differences in outcomes
between CNMs’ and physicians’ patients.

Most studies only assessed effects on women at low risk for poor birth outcomes. One RCT
conducted in the United States enrolled women at high risk for delivering a low birth weight
infant (Heins et al., 1990). One well-designed nonrandomized study conducted in the United
States evaluated outcomes for mothers and infants at all levels of risk for poor birth outcomes
and controlled for risk by conducting multivariate analyses. The focus on women at low risk
for poor birth outcomes is consistent with California law governing the scope of practice for
CNMs. As noted in the Introduction, the California Business and Professions (B&P) Code
Sections 2746-2746.8 states “all complications shall be referred to a physician immediately.
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The practice of nurse-midwifery does not include the assisting of childbirth by any artificial,
forcible, or mechanical means, nor the performance of any version.”’

One of the studies conducted in the United States used national data from birth certificates.
The other United States studies assessed outcomes for mothers and infants in individual
states. The RCTs conducted in othe