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S UPPORTTER

Effects of Hospital
Economicson
Maternity Care

By Susan Hodges with Henci Goer

On February 26, 2004, Henci Goer
and Susan Hodges presented “ Economic
Disincentivesfor Mother-Friendly Care:
How economic considerations shape con-
ventional obstetric care” at the 2nd
Mother-Friendly Childbirth Forum held by
CIMSnear Washington, D.C. Thisarticle
is based on that presentation.

When two Austin, TX, hospitals both
got rid of the nurse-midwives practicing
there, anews quote caught my attention:

“The closings, although not related,

are being donefor asimilar reason:

Midwifedeliveriesarenot big

moneymaker s[my emphasis], people

associated with the programs said.”

(“Midwifery programsare closing,”

05/14/02 Austin American States-

man.)

When many studies have shown con-
clusively that midwifery careis*cost effec-
tive,” why are so many nurse-midwife prac-
tices being closed, and why were midwives
being called “ not big moneymakers?’
These questions prompted meto start
learning about the economics of health
care, and especially of hospitals.

TheMater nity Care Business
Maternity careisbig businessin the
U.S., especialy for hospitals. Of total hos-
pital staysfor women, 25% are for preg-
nancy and childbirth (“ Care of Womeniin
U.S. Hospitals, 2000” HCUP Fact Book
No. 3). In 1999, delivery accounted for
about 270 hospitalizations for every
10,000 women (Women'sHealth USA,
2002). Obstetricians areimportant to a

continued on page 4

TheMarch for
Women’'sLives

Citizensfor Midwifery generally
avoids discussion of abortion which tends
to beadivisiveissue. However for al of
uswho care about maternity care and de-
sire that mothers should be free to choose
how, where and with whom they give
birth, it isimportant to understand the
problemsthat the concept of “fetal rights”
iscreating for birthing women. Itisin this
spirit that thisreport is offered, with the
hope that out of understanding, solutions
can becreated.

April 25 wasthe day that thousands
of women marched on Washington, DC.
While such marchesin the past have fo-
cused solely on abortion rights, this march
began to broaden the meaning of “repro-
ductiverights.”

One organization that played anim-
portant roleis National Advocatesfor
Pregnant Women (NAPW), becausethis
group understands that reproductive rights
is about much more than rights to not be
pregnant. Executive Director Lynn
Paltrow spoke at the March, putting for-
ward the message that “women who con-
tinue their pregnanciesto term are also
hurt by anti-abortion lawsthat are being
used as ‘ weapons of maternal destruc-
tion.”” NAPW also led acontingent of
marchers dressed as pregnant women.
With her permission, here are excerpts of
her report, and a handout provided by
NAPW.

Dear Friendsand Allies:

| am still feeling high from the April
25th March for Women'sLives. Itispos-
sible that my perspectiveis colored by the
absolute thrill of being able to be on stage
with my kidsin front of 1 million+ people.

Our contingent in the March, led by
Wyndi Anderson, carried signs and wore
T-shirtscalling for the government to free
ReginaMcKnight and Angelia Kennedy —
arrested for being pregnant and trying to

continued on page 7




Who AreWe?

CITIZENSFORMIDWIFERY, INC.is
anon-profit, grassroots organi zation of
midwifery advocatesin North America,
founded by seven mothersin 1996. CfM's
purposes are to:

e promote the Midwives Model of Care.

* provide information about midwifery,
the Midwives Model of Care, and related
issues.

 encourage and provide practical guid-
ance for effective grassroots actions for
midwifery.

 represent consumer interests regarding
midwifery and maternity care.

CfM facilitates networking and pro-
videsinformation and educational materials
to midwifery advocates and groups. CfM
supports the efforts of all who promote or
put into practice this woman-centered, re-
spectful way of being with women during
childbirth, whatever their title.

CfM News wel comes submissions of
articles, reviews, opinionsand humor.
Please contact usfor editorial guidelines
and deadlines. We plan to publish our
newsl etter quarterly.

If you have questions about the group,
feel freeto drop usaline: Citizensfor Mid-
wifery, Inc., PO Box 82227, Athens,GA
30608-2227. You can also reach us at (888)
CfM-4880 (ET) (toll free), or e-mail
<info@cfmidwifery.org>.

Be sure to check out our web site:
<http://www.cfmidwifery.org>.

Asaways, we want to hear your com-
ments and suggestions!

CfM NewsCredits:
Editor: Susan Hodges
Editorial Review: Susan Hodges and
Paula Mandell
Design & Composition: Paula Mandell
Database Coordinator: Victoria Brown

CfM Board of Directors(2003-2004)
Susan Hodges, President
Paula Mandell, Vice President
Carolyn Keefe, Secretary
Willa Powell, Treasurer
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Only Part of the Story
by Susan Hodges, CfM President

Several recent birth/midwifery storiesin
the newsillustrate again that it is essential not
to swallow mediacoverage as“thetruth.”

By now probably everyone hasread or
heard about Melissa Ann Rowland, the mother
in Utah whoinitially refused a cesarean sec-
tion for twins. When she eventually con-
sented and one twin was stillborn, she was
blamed for the death, charged with murder,
and incarcerated within 24 hours of the cesar-
ean section. She has since pled guilty to lesser
charges of child endangerment in order to get
out of prison.

When the story broke, Melissawas por-
trayed as a selfish woman who refused the
surgery for cosmetic reasons, based on quotes
from hospital staff who neglected to mention
Melissa stwo prior cesareans or the fact she
had a history of mental illness. And no one
mentioned she was not offered any type of
social servicesor other help. It istruethat
Rowland used cocaine; however, theideathat
cocaine use causes stillbirths or causes “ crack
babies’ has been thoroughly debunked
<www.advocatesforpregnantwomen.org/ar-
ticles/crackbabyltr.ntm>.

The arraignment of Judy Wilson on man-
slaughter chargesin Pennsylvaniarecently
was carried in newspapers across the country.
The charges, which include Involuntary Man-
slaughter, Endangering the Welfare of aMi-
nor, and Unauthorized Practice of Midwifery,
were not made until morethan ayear after the
birth in question. Judy Wilson, at thetime an
active CPM, attended ahome birth where the
baby presented as an unexpected footling
breech. The parents declined transport, the
baby was born at home, resuscitated, then
transported to hospital by EM TS, but sadly
died two days|ater in the hospital. News cov-
erage did not give acomplete picture, includ-
ing the fact that the EM Ts did not have proper
equipment for providing oxygen to the new-
born. As noted on the Friends of Judy website
<www.friendsofjudy.org>, “Many of the state-
ments made by the coroner’s office and re-
ported in thelocal mediaare just plain wrong.
Cyril Wecht [coroner] has come under firein
the past for commenting on areas heis not

experienced in and for stating his opinion as
fact” (Wecht asserted at theinquest that “la-
boring women are unable to think rationally
and thereby make decisions about their own
care’’)

In Vermont newspapers carried stories
about Roberta Devers Scott’s Legal problems.
Roberta’s license was suspended in February
pending afull hearing before an administra-
tive judge. The complaint was based primarily
on two births, both transports. In one case the
baby was delivered by cesarean section and
suffered brain damage. In the other the baby
was delivered by cesarean section and subse-
quently died. While the press reported the
charges and allegations, which are public
record, it isimportant to remember thereis
much more to the situation than was reported.
Thefull story, including Roberta’s testimony
about the births and the palitical climate at her
local hospital, has not been heard. She should
not be tried and judged in the press, nor
should homehirth be put on trial.

These recent news storiesreminded me
how easy it isto beinfluenced by these one-
sided accounts to make assumptions or judg-
ments, even unconscious ones. At best the
mediawill report only half of the story and
will focus on sensational alegations and accu-
sations. It isup to usto actively remember that
we are only getting one side. Given the atti-
tude and power of organized medicine toward
midwives and out-of-hospital birth, itisa
good idea alwaysto give the midwife and the
parents the benefit of the doubt while seeking
additional information.

We can aso use the mediato keep before
the public the excellent record of midwives
and homebirth in this country and elsewhere,
and as midwives and midwife supporters, up-
hold the need for accountability mechanisms
and processes that assurefair hearingsfor all
involved. O

The above articleisreprinted from
MANA News, June 2004.
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Presdent’sl_etter

Dear Friends,

First of all, | want to apologizefor the
fact that thisis acombined Spring/Summer
issue, and that you arefinally receivingitin
July. My part-timejob wasfull time during
April and May. Asthe Editor, | seem to have
ahard timelearning that are only 24 hoursin
aday, and one can only do so much in those
24 hours!

Volunteer Opportunities!
During the last six months, in addition to
my job, the four current Citizensfor Mid-
wifery Board members have had children
graduate from high school, given birth (con-
gratulations Willal), been elected to alocal
school board, and taken care of family elders.
We are acutely aware that we have been trying
to do too much with too few people. So, in the
coming months the Board plans to focus on
finding and wel coming more volunteersto
help with thework of Citizensfor Midwifery.
Some of thejobs and roles that need to
befilled:
* Regional representativesfor network-
ing and news updates
« Contact person/coordinator for these
regional reps
¢ Oneor severa peopleto help keep the
website up-to-date, especially the
State by State pages
* Newsletter Editor

Thefirst two would involve telephone
callsand e-mail communications, aswell as
access to websites, and the ability to takeini-
tiative, follow through and work as part of a
team.

A newsletter editor ideally would have a
general grasp of midwifery issues acrossthe
country, good phone and e-mail communica-
tion skills, be able to work closely with the
CfM Board members, and have some experi-
ence and/or aptitude in news reporting and
editing. Ideally, the newsletter editor would
have avision for the newsletter, and would
take pridein coordinating each issue.

Being “hooked up” to the Internet (e-
mail especially) isapractical necessity. The
work isall volunteer, though CfM expectsto
cover out-of-pocket expensesinvolved (nec-
essary long distance phone calls, for ex-
ample). Asvolunteers, you will have the satis-
faction of making valuable contributionsto
CfM’sefforts while getting to know some
wonderful “kindred spirits” on the CfM
Board!

We recognize that most of you are busy
with young children and/or full timejobs. We
will aso be exploring ways to break down or
compartmentalize some of thework so that
more people can be involved with more “ bite
sized” tasks.

Please contact CfM if you areinterested
or have any questions about any of these op-
portunities, whether or not you think you are
“qualified!” Wearereally interested in getting
help with the work, one way or another!

Annual M ember ship Meeting
and Elections

Mark your calendar! Citizensfor Mid-
wifery will hold our Annual Membership
Meeting on Satur day, October 2,in Albany,
NY . Themeeting, including elections, will be
from 5till 6 pm, followed by a potluck and
social gathering hosted by New York Friends
of Midwives. Thisisagood chance to meet
the CfM Board of Directors, asthey will also
be meeting together during that weekend!

Details about the Annual Meeting aswell
asinformation for voting and aballot will be
sent to all CfM members by the end of Au-
gust. You do not have to be present at the An-
nual Meeting to vote; you may mail in your
ballot or bring it with you to the Membership
Meseting.

Thank you!

Dear CfM,

| am so happy to be sending you
these donations totaling $410. When my
partner and | decided to get married, we
asked people to please bring a donation to
CfM inlieu of gifts. Our wedding was
small, but people gave generously. We are
both so grateful to have had accessto a
wonderful midwife for the home birth of
our son Rainer 16 months ago. We are
happy to be able to contribute to the advo-
cacy and protection of this precious and
life-affirming art.

Yoursin Peace and Love,
April & Ed Coburn (in Pennsylvania)

A heartfelt thank you to April and Ed
fromthe CfM Board! May you have a
wonderful life together!

(NOTE: Thewriters gave permission
to publish their letter in our newsletter.)

Fundraising

The CfM Board is now developing a
way for people to honor their midwives,
mothers or other important people while sup-
porting Citizensfor Midwifery with agift.
Our on-going fundraising campaign: “Labor
of Love: Honoring Midwives and Mothers’
gives you an opportunity to Honor your La-
bor of Love by supporting CfM’s L abor of
L ove— promoting the Midwives Model of
Care. Thiswill beaway to say “thank you”
or remember someone special and offer atrib-
ute to that special person while helping to
make CfM stronger and more effective! Your
honoree will receive anotice of tribute and, if
you wish, will belisted on our web site
(anonymously if preferred). Look for more
information on the website and in amailing
as we develop this project in the coming
months.

Hoping you are al enjoying the summer
westher and keeping cool!

Susan—

Citizens for Midwifery
welcomes photos to
go along with
the articles
in our newsletter!

Interested in writing a
review of a book or
video? How about a
good website you've
discovered?

Let us know!
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(Economics ... continued from page 1)

hospital’sfinancial successfor anumber of
reasons, including the fact that they influence
around 11%, or $30 million, of inpatient
chargesthrough referralsto other physicians
within the hospital (Hanold, K C, “OB/GY Ns
Offer aRich Source of Referrals’ MHS Fall
2002). Inother words, obstetrical careistill
amajor marketing tool for hospitals; when a
woman needs hospitalization for herself or for
afamily member, shewill tend to stick with
the hospital where she gave birth.

When we think about costs and “ cost
effectiveness’ we usually think about the cost
to us, the consumers (or to our insurance car-
rier or HMO). We can seethat our costswill
vary by setting:

Fees:

Home Birth $2,300 - $5,000
Birth Center $3,500 - $8,300
Hospital $4,300 - $16,000

Cesarean Section* $9,300 - $26,000
*includes average 4-day hospital stay

(O’'Mara, P. Having a Baby, Naturally. 2003.
p. 322. Based on figures published in 1999.)

Consider that 99% of births occur in hos-
pitals, of which more than aquarter are cesar-
ean sections, and that home birth costs aslittle
as one sixth the cost of an uncomplicated
vaginal birth in the hospital.

Hospitals, on the other hand, are thinking
intermsof their net income, of billings versus
their costs. Every hospital needsto at least
break even, but if itisa“for profit” hospital,
there also are shareholders expecting a profit
on their investment.

A number of economic factors affect hos-
pitals, including some that are somewhat
unique to hospitals compared to other busi-
NEsses:

« Highfixed costs (for expensive facili-
ties, required staffing, special manage-
ment needs for dealing with disease,
etc.)

e Marketing (to attract patientswho
would otherwise use competing hospi-
tals)

¢ Unpredictability (of medical events,
use of servicesand facilities, etc.)

e Unpaid billings (agrowing problem)

« Variable profitability among services

I1Iness, accidents and births are unpre-
dictable, but ahospital must always be pre-
pared for these. If one can make any of these
eventslessrandom and more predictable,
staffing can be more efficient. Childbirth has
the potential for being made more predictable
by manipulating labor (induction, active man-
agement of labor) or by scheduling cesarean
sections. From 1989-1997 births have be-
come more frequent on weekdays compared to
weekends, and “Births delivered by repeat
cesarean and vaginal birthsthat were induced
are especialy likely to occur on weekdays”.
(Trendsin the Attendant, Place and Timing of
Birthsand in the Use of Obstetric Interven-
tions, United States, 1989-97. Vol. 47, No. 27.
16. pp. (PHS) 2000-1120.)

Hospitals can increase their income by
reducing their fixed costs (equipment, build-
ings, staff) and/or by increasing efficiency
(more patients or billable events per unit of
time). For maternity care, decreasing the
amount of time each patient isin the hospital
(hurrying labor aong) and increasing the use
of lab tests, drugs and other billable treat-
ments are ways of increasing income for each
birth. The moretechnology and the more tests
and procedures that can be performed (and
billed for), the greater the differential between
costs to the hospital and what the hospital
charges. In other words, as care gets more
complex, the costsincrease but the profit mar-
gin goes up even faster.

Hospitals compete for patients by mar-
keting their services, and having the “latest
technology” and services available around the
clock isgreat for marketing. However, oncea
hospital hasinvested in the technology or
must pay for specialized staff, thereisastrong
incentive to make as much use of the technol-
ogy as possible, so that the fixed costs of hav-
ing the technology or staff are offset by bill-
ing. For example, hospitals want to offer epi-
dural anesthesia, so must incur the costs of
having an anesthesiologist available around
the clock, creating an incentive for the hospi-
tal and the staff to encourage “ every” laboring
woman to have an epidural whether or not she
wantsone. Thisalso holdstrue for OBswho
purchase expensive ultrasound equipment for
their offices; the way to make that equipment
pay off isto perform, and bill for, as many
ultrasounds as possible, whether or not there
isany medical need for them.

Obstetricians make the decisions about
clinical care—both hospital protocols and
individual decisionsfor each patient. Obste-
tricians need to maintain their hospital privi-
leges, and to some extent the “health” of the

hospital dependson clinical practicesthat
result in maximum billing. Obstetriciansalso
haveto pay for their liability insurance cover-
age, and the rates have been increasing sub-
stantially in recent years. One way obstetri-
cians can make more money (to pay for insur-
ance while maintaining the standard of living
to which they are accustomed) isto see more
patients in the same amount of time. How to
accomplish this? A planned cesarean section
can be performed in 20 to 30 minutes, sched-
uled conveniently around office hours. In
contrast labor takes hours or days and isun-
predictable. Thereisno question that planned
cesarean sections are more profitablefor both
the obstetrician (in most states OBs arereim-
bursed more for a cesarean section than for a
vaginal birth) and the hospital (more technol-
ogy, drugs, lab work, etc. can al bebilled). In
addition, scheduling cesarean sections makes
it possible for the obstetrician to have more
patients, more births per month, moreincome
per month.

Health Insuranceand
M aximizing Reimbur sements

Healthinsurance (including Medicaid)
generaly paysa“global” feeto the hospital
and to the obstetrician for each normal birth.
Thismeansthat for many births, the doctor
and the hospital are paid a set amount per
birth, regardless of the amount of time. The
hospital, OB, anesthesiologist and other de-
partments (lab, radiology, NICU, etc.) each
charge separately. OBsgenerally arereim-
bursed more for cesarean sections and for
“high risk” patients, and can “add on” for
complications (the OB decides what isacom-
plication).

Thefact that more cesarean sectionsare
performed when reimbursement is higher,
shows that thisintervention is done at least
some of thetime for economic reasons. For
example, in 2000 cesarean sections were per-
formed on 24.4% of patients covered by pri-
vate insurance (which reimburses at the high-
est rates), on 20% of patients covered by Med-
icaid, and on 18.65% of women who were
uninsured (“Care of Womenin U.S. Hospi-
tals, 2000" HCUP Fact Book No. 3).

According to aCNM who has practiced
for many years, in Georgiain 1987 the global
feefor the OB for maternity care was about

(continued on next page)
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(continued from previous page)

$900. That amount increased quite dramati-
cally to around $3700 in 1993-94, but Man-
aged Care was successful in bringing down
the costs— by 1997 the global fee was down
to about $1500, but by 2003 this amount has
dropped to $900 — the same asin 1987 not
counting inflation or changesin care. In the
past it has been common to set fees high
enough to cover not only the costs for the
private patient, but to “cost share” or take up
the dlack for patients on Medicaid or without
insurance. However, HMOs have essentially
eliminated thiskind of cost-sharing, plusin-
creasing numbers of people lack any insur-
ance and Medi caid insurance reimbursement
rates have decreased. Thus many hospitals and
doctors arereally feeling the squeeze. When
insurance rei mbursements do not cover costs,
hospitals and doctors are going to look at in-
creasing the number of patientsthey can “pro-
cess’ per unit of timein order to compensate.
Some hospitals will simply close down or stop
providing certain services, which usually ends
up decreasing access to care disproportion-
ately for low-income people.

Hospitals and OBs have found any num-
ber of waysto maximize reimbursements. One
way isto inappropriately designate pregnant
women as“high risk,” based on demographics
(Columbia-Presbyterian Hospital used this
tactic to eliminate most pregnant women from
being eligiblefor midwifery careat delivery)
or for other reasons. Terminology also can be
atool, one example being the common use of
the disease term “ gestational diabetes’ which
“communicates the need for high-risk surveil-
lanceto providersof third-party payments’
(Gabbe SG. Definition, detection, and man-
agement of gestational diabetes. Obstet
Gynecol 1986;67:121-125.).

Other Waysto Increase
Hospital Income

Increasing cesarean sectionsis another
way to increase revenues, and performing
fewer cesareans|oses money. Inthe1980's,
Mt. Sinal hospital instituted a program that
successfully cut the cesarean rate from 17.5%
to 11.5% in two years. However, “Thedropin
cesarean sections cost the hospital and physi-
cians approximately $1 millionin lost rev-
enues over thetwo-year program” (KoskaMT.
Reducing cesareans—a$1 million trade-off.
Hospitals 1989;63(5):26). According to one

mother-friendly obstetrician, who worksto
help her patients NOT end up with acesarean
section, itisrelatively easy for an OB to “set
up” apatient so shewill end up with a cesar-
ean without even realizing she was set up.

Admitting babiesto Neonatal Intensive
Care Units (NICUs) isamoney-maker, espe-
cialy if the babies are not very sick. A Ross
planning associate said: “We can do a better
job of budgeting our staff with these longer
stays and increased numbers of patients. ...
And we're doing procedures—highly techni-
cal proceduresthat cost alot and can generate
higher revenue based on the same occupancy.”
(Shearer MH. The economicsof intensive care
for the full-term newborn. Birth 1980;7(4):
1980. p 235) Infact, dataon newbornsinin-
tensive care showsthat primarily only very
low birth weight babies, about 3 to 4 percent
of babies, actually benefit from NICU admis-
sion; about 60 % of NICU admissionsarelow
risk or mildly ill and unlikely to benefit. Inthe
1990'sin one academic NICU unit newborns
admitted for “evaluation” accounted for 2% of
work hoursin the unit, but for 7% of itsrev-
enues. (Perkins BB, The Medical Delivery
Business. Rutgers University Press, 2004. P
130).

Increasing the use of epiduralsincreases
profits by increasing billing, both for the pro-
cedureitself and for the increased needsfor
tests and treatments due to complications from
the epidural itself.

Hospitals a so work to increase market
share. Having the | atest technology isamar-
keting tool, but once the technology isin
place, thereisastrong incentivesto use the
technology as much as possible in order to
cover itscosts.

Maximizing patient flow also helps prof-
its. For maternity care, thisincludes having
prenatal visits of minimal length, inducing
labor, and scheduling cesarean sections. As
Dr. J Caillouette commented on a study of the
merits of electiveinduction: “Itisnolonger
feasible for individual physicianswho have
invested 12 yearsin training at a cost of hun-
dreds of thousands of dollarsto dedicate ex-
tended periods to observing one normal
womaninlabor.” (Macer JA, Macer CL, and
Chan LS. Elective induction versus spontane-
ouslabor: aretrospective study of complica-
tions and outcome. Am J Obstet Gynecol
1992:166:1690-7.)

Hospitals can also try to save money by
reducing staff costs. Induction of labor, epidu-
ral anesthesia and scheduled cesarean sections

can help. Electronic fetal monitoring, espe-
cialy where one staff can keep an eye on mul-
tiple monitorsat acentral location, also re-
duces staffing needs. “Active management of
labor” callsfor artificial rupture of membranes
for all women to speed up labor; oxytocin if
progressisnot at least “ average”, and acesar-
ean section if dilation is not complete within
10 hours of admission. “The newfound abil-
ity to limit the duration of stay [on the |abor
and delivery unit by using active management
of labor] and therefore to quantify the number
of patient-hoursto be serviced hastrans-
formed the previously haphazard approach of
planning for labor.” (O’ Driscoll K and
Meagher D. Active Management of Labour
2nd ed. London: Bailliere Tindall, 1986. p
101) Recently, some hospitals have elimi-
nated | actation consultantsto “ save money.”

Resultsand Conclusions

Theresults of all these economic factors
leaves us with the following anomalies and
paradoxes:

e Fully 85 percent of U.S. Women enter
labor at “low-risk” for problems
(Healthy People 2010), but virtually
100% of U.S. women have at least one
intervention. (Listening to Mothers
Survey. Maternity Center Association
2002)

¢ Thereisnojustification for cesarean
section rates over 10 to 15% (Recom-
mendations WHO Consensus Confer-
ence on Appropriate Technology,
1985), but the U.S. Cesarean section
rateis26.1% (National Center for
Health Statistics, June 2003).

¢ WHO recommends an induction rate
of 10% or less, but in the Listening to
Mothers Survey, induction was at-
tempted 44% of the time (and worked
more than 1/3 of thetime).

¢ Continuouselectronic fetal monitor-
ing (EFM) does not improve out-
comesin either low risk or highrisk
births, but in the Listening to Mothers
survey 93% of women had continuous
EFM.

Compared with women seeing only ob-
stetricians, women receiving hospital-based
midwifery care spent lesstimein thefacility,
experienced fewer cesarean sections, experi-
enced fewer vacuum or forceps assisted vagi-
nal deliveries, had fewer episiotomies, were

(continued on next page)
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(Economics ... continued from page 5)

lesslikely to beinduced, and experienced less
technical intervention. (Jackson et al. “ Out-
comes, Safety, and Reource Utilizationina
Collaborative Care Birth Center Program
Compared With Traditional Pysician-Based
Perinatal Care.” AmJ Pub Health 2003;
93:999-1006.) Given theseresults, midwifery
care clearly would result in lessincomefor the
hospital which would lose billings for
epidurals, cesarean sections and other inter-
ventions, and would have fewer babies going
to NICU. Carethat is“cost effective” isless
expensive for you, but almost always hurts the
hospital’s bottom line.

Given these economic considerations,
should it come as any surprise, therefore, that
some hospitals have: refused permission for
CNMsto attend births; counted CNM births
as doctor-attended, then argued that midwives
didn’t do enough births to make the program

cost-effective; or created hospital rulesthat
made CNMs “too expensive,” such asrequir-
ing an OB and anesthesiologist to be present
at each CNM hbirth (doubling professional
charges)?

Hospitals and obstetricians are making
clinical and management decisionsfor eco-
nomic reasons, which is neither honest nor
good medical care. When a pregnant woman
in labor goes to ahospital and istold she
needs this procedure or that intervention, how
issheto know if thetreatment is actually be-
ing recommended for real medical reasons? Or
for purely economic reasons? No agency or
government authority is asking any questions
such as“Hasthe increase in cesarean sections
resulted in better outcomes for mothers and
babies?’ Thereis an unspoken assumption
that physicians' decisions should not be ques-
tioned, so thereis no regulation by disinter-

ested parties. Thereisvirtually no consumer
pressure. There are no restraints on anti-com-
petitive practices. There are no meaningful
consumer protections. Thereisno account-
ability for the health and well-being of moth-
ersand babies.

The end result isthat women are being
cut and drugged and their babies harmed ev-
ery day for economic and other non-medical
reasons. How much longer are we going to
tolerate ahealth care system that allows doc-
torsto perform unnecessary cesarean sections
and other interventions for economic reasons,
while withholding access to preventive care
(like midwives and | actation consultants) that
improves the health and well-being of mothers
and babies??? [

If you found this article interesting or
provocative, be sureto read the review of The
Medical Delivery Business: Health Reform,
Childbirth and the Economic Order on page
17 of this newsletter.

informing Women -

Securing Rights -

New Booklet Now Available

From the Matermity Center Association

What Every
Pregnant Woman
Needs to Know
About Cesarean
Section

b= nirmed

WMATERNITY GENTER ASSOGIATIIN

Knaw paur rights

et paurself

pratedt paar haby

* results of systematic review

How To Crder

by calfing 212-777-5000.

Maternity Certer Association

Helping Women Make Informed Decisions
About Cesarean Section

Endorsed by Citizens for Midwifery and over 20 other national non-profit organizations

Protecting Mothers

Exposing the Myths, Reducing the Risks

» relative safety of vaginal and cesarean birth for dezens of ocutcomes

+ close lock at pelvic floor and planned cesarean controversies

+ avidence-based tips to avoid unnecessary cesareans

This bookdet is available in two forms: as a bound, cofor version with an
af-a-gfance insarf comparing the risks of vaginal and cesaraan birth, and as a POF
fife {insert not included). You can order both forms by visfting

wwnrmafamifywise orglresareanboaidety, by emading info@mafernifywise.org or

To learn more abouf the pmcess and sources usad fo dAW conclusions,
go fo vane mafernifywiss. o ta sareanbookdat,

281 Park Avenue South, &th Floor, Mew York, New York 10010
£ {212y 777-5000 - f: (212} 777-9320 - infoi@maternitywise.org - www.maternitywise.org

+  Protecting Babies

l

l
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(March for Womens' Lives ... from page 1)

carry those pregnanciesto term in spite of
their drug problems.

Among those marching with uswere
John and Amber Marlowe. Although asa
matter of religiousfaith they oppose all abor-
tions, they joined us because they understand
from personal experience how antiabortion
laws hurt women who seek to carry their preg-
nanciesto term. Amber Marlowewas nearly
forced to have atotally unnecessary c-section
by ahospital that obtained a court order to cut
her open based on claims of fetal rights. The
Marlowes escaped and gave birth to a per-
fectly healthy baby without the c-section.
They marched with us. ... Among those
marching were also members of avariety of
drug policy reform groups.

For those along the march route who
could not quite figure out why many of us
were dressed as pregnant women, we were
ready with flyers explaining our work and our
commitments. [Seebox.]

Asalong time reproductive rights activ-
ist | know how far that movement still hasto
go. To the extent | could hear the other speak-
ers, many of them continued to focus only on
abortion. Yet, | aso knew how incredibly dif-
ferent thismarch wasfromthelast twoin
1989 & 1992. Extraordinary commitment and
hard work, particularly by women of color
organizations, succeeded in changing the
march from one limited to “ choice,” to onefor
Women’s Lives, that includes the lives of
women and families affected by poverty, rac-
ism and the war on drugs. Having women of
color including L oretta Ross, Center for Hu-
man Rights Education and Sister Song
Women of Color Reproductive Rights Collec-
tive, and Luz Alverez Martinez, National
LatinaHealth Organization and Sister Song in
major leadership rolesisaseachangefor a
movement that in the past has too often ex-
cluded key allies and connected issues. From
the feedback | have been getting and from
much of the media coverageit isclear that we
have taken agreat step forward in building
alliances and making the connection between
reproductive rights and other social justice
issues.

So for those of you who marched, thank
you for being there. And Thanksto al of you
for your support and for making our presence
possible.

Lynn M. Paltrow

Executive Director

National Advocatesfor Pregnant Women
<www.advocatesf orpregnantwomen.org>

The National Advocates for Pregnant
Wbmen handout:

Why We Are Marching
Dressed As Pregnant
Women

Each year 6.3 million women be-
come pregnant. The vast majority con-
tinue those pregnanciesto term. These
women are not celebrated or supported
by our government. From employment
discrimination, to lack of paid parental
leave, to state scrutiny and possible
punishment, pregnant women and moth-
ersfaceawidearray of state policies
that undermine them and their families.
NAPW wants to make the point that
reproductive rights also includes the
right to continue a pregnancy to term
without fear of discrimination or arrest.

Asaresult of anti-abortion efforts
to establish fetal rights separate from
and hostile to those of the pregnant
woman, more and more pregnant
women are being treated as criminals.
NAPW seeksto highlight the fact that if
fetusesare “legal persons’ then apreg-
nant woman who refuses a cesarean
section against her doctor’s wishes can
betreated asachild abuser. If fetusesare
“legal persons’ pregnant women can be
arrested and jailed ascriminalsif any
aspect of their lives or health is deemed
to pose arisk to fetal health. NAPW
research showsthat close to 300 women
have been arrested based on claims of
fetal rights. Low-income pregnant
women, particularly those of color, have
been targeted for criminal searchesand
arrest based on the claim that their drug
use or other health problems are aform
of child abuse.

The debate about abortion in this
country is deliberately manipulated to
keep us from focusing on the lack of
commitment to America' smothersand
their children. NAPW marchers hopeto
draw attention to the fact that 11 million
children lack health insurance, that 25
percent live bel ow the poverty line and
new EPA regulationswill permit Mer-
cury emission particularly toxic to preg-
nant women and fetuses.

NAPW is Marching:

IN MEMORY OF AngelaCarder, a27-
year-old pregnant woman who in the
name of fetal rightswasforced to have a
cesarean section that resulted in her
death and the death of her fetus.

IN SUPPORT OF ReginaMcKnight and
other women who instead of having
access to drug treatment and compas-
sionate health care have been targeted
for criminal investigation and arrest
based on the argument that the fetusisa
person and their drug problems during
pregnancy isaform of child abuse.

IN DEFENSE OF al families but par-
ticularly families of color whointhe
name of fetal rights are having their
children removed at birth based on
nothing more than a single unconfirmed
positive drug test.

National Advocates for Pregnant
\Wbmen website:
<www.advocatesfor pregnantwomen.org>

Cimizens For Mipwirery News, SPRING/SumMER 2004

PaGe 7




StatenySate

CONNECTICUT

Two ongoing legal actionsinvolving
four midwives

In June, 2002, Barbara Soderberg, CPM,
and BeaArzt, CPM, were sued by the Con-
necticut State Health Department, and | ater
charged with practicing medicine without a
license. In the most recent hearing (May 19),
the Health Department refused to negotiate an
agreement to drop the complaint of practicing
beyond the scope of nursing, unless the mid-
wives agreed to wrongdoing (acting as nurses,
not independent midwives). The midwives
refused to agree, even though it meant ongo-
ing hearings with resultant time and financial
duress. Currently, neither Barbaranor Bea
hold nursing licenses. The two midwives ap-
preciated the many clients and familieswho
cametothe hearing. The next hearing isten-
tatively scheduled for November 19.

Around the sametime, Maryellen Albini,
CPM and Joan Mershon, CPM, were charged
with practicing medicine without alicense,
their caseto be heard by the Medical Examin-
ing Board. On May 14 the |last defense wit-
nesses testified and the defense rested. Ina
surprise turn of events, the State’s attorney
asked to call rebuttal witnesses, including
Maryellen and Joan to rebut their own testi-
mony! The Medical Examining Board is con-
sidering therequest. A date for the next hear-
ing has not been set.

Midwifery supportersin Connecticut
have been raising funds, but legal coststo date
far exceed the amount raised. To make ado-
nation, send acheck to: United Familiesfor
Midwifery Care, MidwivesLegal Defense
Fund, PO Box 460, Colchester, CT 06415.
Please write“Legal Defense Fund” inthe
lower left corner of all checks.

Provided by AngelinaKendra
<angelina@snet.net> of United Familiesfor
Midwifery Care and Joan Mershon, CPM.

MAINE

CelebratingMidwifery Week in Maine:
Peaceful Birth, Peaceful Earth Picnic
and Rally in Augusta

Maine Midwifery Week was celebrated
for thel9th timethisyear!

Inrecognition of Maine Midwifery
Week, a picnic was held on May 8 in Augusta.
The event was co-sponsored by Midwives of
Maine, the Maine chapter of ACNM, and

Peace Action Maine, to create greater aware-
ness and understanding of how healthy child-
birth and parenting choices can lead to amore
peaceful community and world at large.

About 40 families enjoyed beautiful
weather, great music, and informational exhib-
itsfrom organi zations committed to providing
holistic care and peaceful solutionsfor Maine
families. Speakers addressed avariety of top-
ics, including growing concerns over expo-
sure to neurotoxins during pregnancy and in
breast milk, the importance of engaging in
activism for what you believe in, and the need
to change our culture of birth and how itis
related to our culture of violence.

Maine midwives meet regularly and have
awebsite <www.midwivesofmaine.org>.

Provided by Midwives of Maine.

PENNSYLVANIA

Asreported in the Grassroots Network,
long-time Pennsylvaniamidwife Judith Wil -
son has been charged with involuntary man-
slaughter.

The charges stem from aNovember 2002
home birth, asurprisefootling breech. The
parents declined to transport; immediately
following the birth baby | saac was transferred
to the hospital, where he died two days | ater.

While the parents, Heather and Jon
Daley, strongly support Judy and do not wish
to file charges, the Allegheny County Coroner
held an inquest into the death of the baby and
recommended that charges of involuntary
mansl aughter be filed against Judy. At the
inquest Coroner Cyril Wecht asserted that
|aboring women are unabl e to think rationally
and thereby make decisions about their own
care.

Following a search and seizure visit from
homicide detectives, Judy turned herself in on
Friday, April 23, and was held in jail through
Monday, April 26, long after bail was posted.

Starting last fall, local supportersorga-
nized Friends of Judy and also the broader-
based Pennsylvanians for Birth Options. In
short order they set up an e-list and website,
and had plans and press releasesin the works.
A petition drive and | etter-writing campaign
asked the prosecutor to drop the charges.

Aninitial hearing was held June 6. Hun-
dreds of mothers, fathers, babies and other
supporters, along with busloads of Amish
supporters, attended, holding avigil around
the courthouse in support of Judy. While the
magistrate upheld the charges (meaning Judy
will stand trial), the press coveragewasre-
markably good; thoughtful and strategic plan-
ning for the press release and good press con-
tacts resulted in some reporters beginning to
understand the issues.

Friends of Judy is organizing an e-bay
auction asafundraiser for Judy’slegal de-
fense. Watch the Friends of Judy website
<www.friendsofjudy.org> for details.

Information provided by Vicki Pasterik
<vicki @pasterik.com>.

TEXAS

It lookslikein our next legidative ses-
sion, we will have abig battle on our hands
trying to protect DEMs (in Texaswe are called
“documented” midwives) aswell asthe hard
work being done for CNMswho have been
fired acrossthe state.

Thereisasystematic attempt on behalf of
the Texas Medical Association to end mid-
wifery, specifically homebirth, in Texas. As

The effort to separate the physical experience
of childbirth from the mental, emotional and
spiritual aspects of this event has served to
disempower and violate women.

— Mary Rucklos Hampton
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you may or may not know, Texastrainsthe
majority of midwivesin this nation, so what
happensto midwifery in Texasis essential to
our national look at midwifery.

An interesting side note about the con-
nection between the DEMs and the CNMs
herein Texasisthat last year the DEMswere
writing new rules under which to practice.
Therewere several doctorson the ruleswrit-
ing committee. Two physiciansin particular
were very unsupportive; one was adoctor at
Brackenridge Hospital, (one of the hospitals
that fired their CNMsdueto “financial” rea-
sons), and the other was on the Health and
Human Services committeein the Texas
House of Representatives (which made several
attempts to move the midwifery board under
the Board of Nurse Examinersin an attempt to
have more control over midwivesin Texas). It
wasin the middle of thisruleswriting process
that CNMsacrossthe state werefired.

Texansfor Midwifery, The Association
of Texas Midwives and The Consortium of
Texas Certified Nurse Midwivesare all work-
ing hard on behalf of all the midwivesin
Texas. Please forward thisinformation on to
anyone who you think might be interested.

For an excellent article detailing the chal -
lengesin Texas, read “ The Birth Battle: Doc-
tors, Midwives and the Politics of Pregnancy”
by Kim Pletichain Parent:Wise Austin, April
2004, on line at <http://parentwiseaustin.com/
Archive/2004/04_April/Cover_Story.html>.

Laurie Fremgen, CPM
<lauriemidwife@yahoo.com>.

MANA 2004 conference. We thank thiswon-
derful woman, teacher and midwifefor all that
she does and hope that she knows how much
we all appreciate and support her!

Visit theVFOM website
<www.vfom.org>!

Information provided by SaraFariss
Krivanec <doulabelly @yahoo.com>. [

CfM is looking for
photos to include
with the State by State
articles.

Do you have photos
from your conferences

orlocal gatherings?

Maybe a good baby
photo for the front
page?

Send them along!

“Freelssue’ Postcards

CfM has produced postcards offering a
freeissue of Citizensfor Midwifery Newsthat
midwives, doulas, childbirth educators and
people who have contact with pregnant
women can hand out to interested individuals
or includein client packets. Recipientsjust fill
out the card and mail it in for their free sample
issue. Thisisan easy way to introduce clients
and friendsto Citizensfor Midwifery!

The more women and families know
about Citizensfor Midwifery, and the more
that join ... themore CfM grows, and the more
we can do to advocate for the Midwives
Model of Carel

Postcards and CfM brochures are avail-
ablefree of charge, although a donation to
cover costsisaways appreciated! We encour-
age you to order both postcards and brochures
to hand out together (a suggested donation for
25 of each isonly $6). Send in your order
today!

VIRGINIA

To honor local midwivesand celebrate
International Midwives Day, VirginiaFriends
of Midwives (VFOM) and the Commonwealth
Midwives Association (CMA) joined together
for thefirst annual “Honor aMidwife Month.”
We selected awonderful CPM asour first re-
cipient, but due to the current legal situation
cannot publicly print her name. However, we
did not let this stop us from honoring her!!
Past clients provided her some home cooked
meals and the VFOM Board and her col-
leagues at CMA are sponsoring her trip to the

Born in the USA Video

IS now available!

This is the made-for-public TV version
of the pupular documentary!

Soecial offer for CfM members only!
$89 ~ includes free shipping!

See page 17 for more information.

Order your copy now!
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Midwives

Model of Care™

The Midwives Model of Careis
based on the fact that pregnancy and birth
arenormal life processes. The Midwives
Model of Careincludes:

* monitoring the physical, psychological,
and socia well-being of the mother
throughout the childbearing cycle;

¢ providing the mother with individual -
ized education, counseling, and
prenatal care, continuous hands-on
assistance during labor and delivery,
and postpartum support;

e minimizing technological interventions;
and

« identifying and referring women who
require obstetrical attention.

The application of thiswoman-
centered model of care has been proven
to reduce theincidence of birth injury,
trauma, and cesarean section.

Copyright © 1996-2003
Midwifery Task Force, Inc.
All Rights Reserved

100% Coverage:

My Struggle Having a
Homebirth Paid for by
the Insurance Company

By Karen E. Wallace

Themost stressful part of my recent preg-
nancy was dealing with my insurance com-
pany. My husband, Jeff, wanted the insurance
company to cover the cost of the prenatal care
and birth. My priority was having a
homebirth with caring, competent, normal
birth oriented midwives of my choosing. Af-
ter many time-consuming lettersand tele-
phone calls, our health insurance company
finally reimbursed us 100% for our homebirth
midwives. Our perseverance paid off, but was
emotionally very difficult.

We now know the six-step processin
getting the insurance company to pay for a
procedure. | would suggest trying thisfor
reimbursement for homebirth, adoula, and for
childbirth education classes. Our insurance
company booklet, the representatives on the
telephone, and the |ettersthat cameto us al-
ways covered the procedures of the appeal
process.

1. Call therepresentative on the telephone,
who will say “no.”

2. Ask to speak to a supervisor, who will
say “no.”

3. Appea inwriting. Thisisthefirst formal
level of appeal.

4. Appeal againinwriting. Thisisthefinal
appeal to theinsurance company. They
will respond with their final decision.

5. Get the benefits department of the em-
ployer who is paying for theinsurance
involved.

6. Contact the state division of insurance
enforcement.

What is essentia in thiswhole processis
the paper trail. On April 18, 2002, | sent a
letter appealing the denial of pre-certification
for coverage of homebirth midwifery services
by aCNM. | selected an out of network
CNM/CPM because the insurance company
had no in-network midwives who attended
homebirths.

The bottom lineisto be persistent. Ap-
peal and grieve at all levels and document all
conversations and keep copies of all corre-
spondence. Although homebirth midwifery

careisworth the money to pay for it out of
pocket, take the effort to try to force theinsur-
ance company to pay for it. All insurance
companies should pay for all homebirths at
100% because in the end, it saves them many
thousands of dollars.

Somedetailsfrom our story ...

We select our insurance coverage annu-
ally, after carefully considering what medical
needs we may havein the coming year. The
only big one we plan is pregnancy and birth.
In October of 2001, Jeff went to hiscom-
pany’s benefitsfair. Hetalked to the represen-
tatives of the health insurance companies. His
key question was “will your health insurance
company cover ahome birth midwife?” One
health insurance representative said “ Yes, al
you have to do is get a physician to refer you.”
This health insurance company wishesto be
known for accepting alternative medicine, so
we enrolled with them for 2002.

In February | went for my pap smear and
while | wasthere had my initial pregnancy
blood work done since | was pregnant. When
| received aletter from the insurance company
that said they would not cover the prenatal
aspects of my appointment, | realized that
working with this company could be very
difficult.

| managed to get theinitial prenatal costs
paid, and then began the challenging task of
getting ahomebirth midwife pre-approved.
We learned two major lessons from this exer-
cise: 1) Insurance company employeesbelieve
that all midwives attend births at home, and 2)
How to navigate through the appeal/grievance
process.

| decided that before getting any more
prenatal care, | would get my homebirth mid-
wife pre-approved by our health insurance
company. Thefirst representative with whom
| spoke asked me, “Do you actually need to
have your baby delivered at home?’ Hetold
me that my plan allowed me to have ahouse
call by aphysician. Hesaid | could have “any
in-network surgeon deliver the baby at home
as covered by the home visit benefit” Hedid
not understand that | did not want a surgeon,
but a competent attendant in “normal” birth.

My request wasfor pre-certification from
the insurance company stating that it would
pay for ahomebirth midwifeto provide my
prenatal, delivery, and post-partum care 100%.

Pace 10

Cimizens For Mipwirery News, SerRING/SUMMER 2004




The feewas $4000. An insurance company
representative told me that the usual and cus-
tomary fee that theinsurance company paid
the obstetrician and hospital was $6000 which
did not cover the anesthesiol ogist and new-
born care.

The insurance company initially denied
my appeal in aletter dated April 22 because of
their “provider available” clause. They listed
the names and telephone numbers of three
CNMs. After trying to make contact, we dis-
covered that two of the midwives did not at-
tend home births, and the third phone number
had been disconnected. Immediately, | ap-
pealed again in writing, saying that the insur-
ance company did not have participating mid-
wivesthat attended homebirth. | again re-
quested pre-certification of out of network
coverage by the practice | had chosen.

On May 6| sent the insurance company a
grievance | etter which appealed the denial of
pre-certification of homebirth midwifery ser-
vices. | requested antenatal, birth, and postna-
tal care by an out of network CNM/CPM/
MSN of my choosing since no participating
midwives or physicians attended births at
home. | discussed the safety, statistics, cost,
and made special request for an out-of -net-
work provider since | had no freedomin my
HMO.

A letter dated May 23 stated that the
grievancereview board had completed itsre-
view of thegrievanceand, “... After thor-
oughly considering all of the information
availabletoit, the Board has determined that
athough Oxford does have certified midwives
inyour area, we are unable to provide you
with aparticipating midwife who performs
home birthing services. Asyou do not have
coverage for out of network providers under
your current plan, reference number XX will
be updated to allow antepartum, postpartum
and home birthing serviceswith [my midwife]
onanin plan basis”

On September 26 my son, Seth Phillip
Dean, was born at home attended by my mid-
wifeand her partner. My midwife sent the
$4000 bill to the insurance company with all
the correct codes and pre-certification infor-
mation. Wereceived apartial payment the
next month. We knew that our work was not
yet done.

After cashing the check, | called thein-
surance company. Therepresentative said that
the bill was processed correctly. “Midwives
areonly reimbursed at 65% because they are
not OB/GY Nsand the reimbursement was
based on the geographic location (zip code) of
the provider not the residence where the care
wasgiven.” Catherine Taylor'sHaving a
Baby Today saysthat Medicaid reimburses
midwives 65%, which makes methink that is
where my health insurance company came up
with that percentage.

On November 7| sent the health insur-
ance company aletter in an attempt to appeal
the amount of the coverage. After several at-
temptsto get this settled, the insurance com-
pany said | would never get more than 65%
paid. They said my only other recourse wasto
contact our state Division of Insurance En-
forcement.

| referred back to abrochurefrom my
husband’s employer who paid for our insur-
ance. Thebrochure said that after trying and
failing to resolve an issue on your own, call
the Benefits Express and ask arepresentative
for assistance.

My husband called his Participant Advo-
cacy Service. After explaining the situation
the ombudsman said that, without a doubt, our
homebirth should be covered 100%.

On February 5, 2003, approximately one
year after my first prenatal appointment, we
received acheck from theinsurance company
for the balance duefor al services. After alot
of hard work, frustration and uphill battles, we
finally got the insurance company to do what
they said they would do in the beginning ..
cover the services of ahome birth midwife. O
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Special!

Join CfM for only $20

when you join Your State Organization
at the same time!

YES, Count me in!

Name
Renewals: Please include membership number
(6 digit number from mailing label):

Street

City State Zip
Home Phone ( )

Office Phone ( )

FAX ( )

E-mail

I originally learned about CfM from:

am a (check all that apply):

] concerned citizen [ ] parent
] doula [ ] midwifery student
] midwife (__CPM __ CNM _ LM _ other)

|
[
[ ] childbirth educator [
[
[

] other

CfM may occasionally make its list of members available to
other reputable midwifery-related organizations.
(___ 1 do not want my name released.)

Special Annual Membership Rate:  $20
(Regular: $30)
Additional donation $

Total amount enclosed $

Thank you!

Please give this form with your payment to
a representative from your state organization!

When you join CfM, your will receive the quarterly
Citizens for Midwifery News, keeping you informed on
midwifery news and developments across the country. Your
membership also helps to pay the costs of maintaining our
toll-free hotline and supplying information and brochures
to the public. Your contribution will be used responsibly
for carrying out CfM’s mission. A financial report is
available on request. CfM is a grassroots, tax-exempt
organization meeting IRS requirements under section
501(c)(3), and is composed of volunteers who want to
promote the Midwives Model of Care™.

Citizens for Midwifery

PO Box 82227, Athens, GA 30608
(888) CfM-4880
info@midwifery.org v www.cfmidwifery.org

SAVE MONEY!

When you join CfM and
your state group at the same time!

CfM now offers a financial break for people who want
to be members of both their state midwifery-related
group and CfM. If you join or renew your CfM
membership at the same time that you join or renew
your membership with your state organization (mid-
wifery or midwifery advocacy), your CfM member-
ship will cost you only $20 (instead of $30).

This offer isonly good when processed by your
state midwifery advocacy group.

How it works:

v Your state organization should use copies of the
Special Membership Form to the left, which may be
personalized with your state organization name at the
top and the name and mailing address at “Thank you!”
box near the bottom.

v Fill out this form, in addition to whatever forms your
organization uses for memberships, and give these
forms and the membership fees to your state
organization.

v Your state organization must collect the CfM special
membership forms and payments. (Regular CfM
membership forms may also be used, but must be
labeled with your organization name and submitted by
the state organization to take advantage of this special
offer.)

v Your organization can collect a separate check for each
CfM membership, or write one check to CfM for the
collected CfM memberships.

v Your state organization forwards the CfM membership
forms with payments to CfM.

CfM brochures are available at no cost
(order forms are available).

State organizations may request a
personalized digital file of this form by e-mail.

Please contact CfM if you have any questions
about this Special Membership Deal!

We want to make it easier for people to belong
both to their state organizations and to CfM!
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An Essay about “Risk”

By Susan Hodges

In maternity care we hear alot about
“high risk” and “low risk,” the risks of various
interventions and the risks of various condi-
tions. A lot of thetimeit seemsthat being at
“high risk” for something isinterpreted as
meaning that it definitely will happen. What
does“risk” mean?How is“risk” dealt within
decision-making during pregnancy and child-
bearing?

Risk refersto thelikelihood or chance
that some event or outcome will happenina
population, usually expressed as a percentage.
For example, when we hear that the cesarean
section rateis 26.1%, we mean that for every
100 pregnant women, about 26 will end up
with acesarean section for one reason or an-
other, or, in other words, a pregnant woman
has approximately aonein four chance or risk
of having a cesarean section. Just because an
individual is“at risk” for something does not
mean that thiswill happen to them; it only
means that there is a chance of it happening.

The percentage of risk predicted for a
given outcome or situation is statistically
more accurateif itisbased on datafrom a
large population. On the other hand, pooling
the datafrom alarge population for one kind
of outcome tendsto overlook many factors
that may influence the occurrence of the out-
come of interest. Knowledge of such factors
can give a better idea about risksfor an indi-
vidual, aswell asindicate how an individual
might act to minimizerisks. For example, we
can look at birth outcome dataand determine
the overall percent of babiesthat are born with
low birth weight. One could say then that for
pregnant women, thereisacertain risk of giv-
ing birth to alow birth weight baby. However,
we know that maternal factors such as nutri-
tional status, overall health, infection and
smoking can affect the baby’s birth weight.
Therefore, therisk for having alow birth
weight baby isrelatively greater for apregnant
woman who smokes and is not healthy and
relatively lower for awell-nourished non-
smoking pregnant woman.

A key point, often forgotten, isthat no
one, absolutely no one, can predict with any
degree of certainty which specific

individual (s) within a population definitely
will experiencethe particular outcome or situ-
ation in question. We are hearing more and
more frequently of women being told by their
obstetriciansthat their baby is or will be “too
big,” that the baby and mother “will die” if
they don’t agree to induction or cesarean or
some other intervention to make the baby
come beforeit gets any bigger. Some mothers
aretold categorically that they will not be able
to deliver “such abig baby.” Such apredic-
tion isfalse —the doctor absolutely cannot
know for certain what this particular mother/
baby is capable of with this pregnancy, or
what the outcome will be. However, such a
prediction can become a self-fulfilling proph-
ecy with the doctor effectively undermining
any confidence the mother may havein her
ability to birth her baby. And of course, this
leads to unnecessary inductions, epidurals and
cesarean sections.

Recently the mother of a Pennsylvania
family having their seventh baby was told
absolutely that the baby was “too big” for a
vaginal delivery (despite the fact that this
mother had previously given birth vaginally to
several babies over 10 pounds). Whilethe
family left that hospital and the mother even-
tually gave birth vaginally with no problem,
the first hospital was successful in obtaining a
court order for acesarean section in order to
“savethe baby.” However, evenif that hospital
felt that avaginal birth included somerisk,
they could not say with certainty that this par-
ticular baby would be harmed by vaginal de-
livery. Thisisan example of both hospital
personnel and ajudge apparently not under-
standing the nature of “risk” and theimpossi-
bility of predicting any particular outcome.

Childbirth involvesrisks. Some of those
risks can be quantified, some cannot. A very
important aspect is the meaning of the various
risksto parents. Personal beliefsand values,
the mother’s age, how many children she has
or plansto have, al play arolein how risks
are assessed and what they mean for parents.
Beliefsand values also areimportant in the
decision making process regarding any medi-
cal interventionsthat may be recommended.
No obstetrician, judge, nurse or other outsider
can possibly weigh all these aspects—only
the parents can, and they are the people who
haveto live with the outcome, whatever that
may be.

Another aspect of risk isthat if therisk
does happen to you, it happens 100%. What
risks are you willing to take? What risk istoo

great and who decides? Can amother be
charged with acrimeif she makesadecision
about risk and the result is harm to her baby?
What about all the other mothers who make
the same decision but are lucky and their ba-
biesarefine?

Risks are also aconsideration in birth
setting decisions. Some health conditions,
such as pre-eclampsiaand high blood pres-
sure, and some infections are associated with
high risks of serious or life-threatening com-
plications for mother and/or baby. These risks
can be minimized (but may not be eliminated)
in the hospital setting. A huge problemin
making good decisions about the birth setting
or transport has to do with the kind of care a
mother will receivein the hospital, including
interference with labor and complications
caused by unnecessary procedures and inter-
ventions typically imposed in hospital-based
births.

Lots of attention to aparticular risk can
make it seem much more significant than it
really is. An examplewould be the “risk” of
uterine rupture for vaginal birth after cesarean
section (VBAC). Research has shown that the
use of drugs to stimulate or augment |abor
significantly increasestherisk of rupture,
while VBAC without labor-stimulating drugs
has no more risk of uterine rupture than afirst
vaginal birth, arisk so small that it isamost
never mentioned to non-VBAC pregnant
women. (Lydon-RochelleM, Holt VL,
Easterling TR, Martin DP. Risk of uterinerup-
ture during labor among women with aprior
cesarean delivery. N Engl J Med 2001;345:3-
8).

Another important point isthat parents
cannot really weigh the risks unless they have
the best information available. A friend’s
friend recently gave birth, and had an epidu-
ral. Themother ran afever, so the hospital did
a septic work-up on the baby, including a spi-
nal tap. The mother and baby were separated,
and the mother was not abletoinitiate
breastfeeding until the third day. The mother
was upset by the treatment of her baby and the
disruption of thefirst few days. Neither her
OB nor her anesthesiologist had told her of
her chances of running afever asaresult of
the epidural, nor of the consequences for her

(continued on page 18)
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The following article can be found at the CfM
website <www.cfmidwifery.org/ resources/
cfm/item.asp?ID=54>.

Unhappy With Your
Maternity Care?
Filea Complaint!

Disclaimer: This document does not consti-
tutelegal advice. It ismerely intended to be a
starting point regarding your right to
complain. Filing a complaint isnot the same
asfiling a medical malpractice suit.

What do we do when obstetricians or
other hospital staff treated usrudely, abusively
or violently? Do they ever hear from us
afterward? Abusive behavior toward women,
especially in childbirth, is unacceptable and
harmful and can cause Post Traumatic Stress
Syndrome. Abusive or unacceptabl e behavior
can include threats, scolding, coercion,
yelling, belittling, lying, manipulating,
mocking, dismissing, refusing to acknowl-
edge, treating without informed consent,
omission of information, over-riding your
refusal of atreatment, misrepresentation (of
medical situation, of interventions, of reasons
they “need” you to do something or not do
something), etc. For araised consciousness on
thistopic, read: Violence against womenin
health-careingtitutions: an emerging problem.
by A.F.PL.d Oliveira, S.G. Dinizand L. B.
Schraiber The Lancet, Vol. 359. May 11,
2002.

Theideais not to complain about things
just for the sake of complaining or just to be
nitpicking (for example, if overall the carewas
very good, but one person under unusual
circumstances was less than satisfactory, a
friendly, informative note to that one person
might be more effective than afull-blown
complaint). Theideaisto put the provider and
the Medical Board on notice that these kinds
of behaviors are serious and harmful,
especially apattern of them, and are not
acceptable evenif there have been few
complaintsin the past. While single com-
plaints probably will beignored, | think if
enough women actually formally complained
about abusive treatment of any kind and asked
for changes, the medical establishment would
have to start listening. Also, by sending

copies of the complaint to other potentially

interested individuals and organizations, the

complaint can also serve an educational and
consciousness-raising purpose for more
women. Here are steps you can take:

1. Write(handwrittenisbest) anarrative
report of everything you remember from
the situation —with dates, what people
said and did (including as much as
possible names of anyoneinvolved, dates
and times), etc., and sign and datethat
narrative. The sooner you write al of it
down, the better. Such a dated, personal,
written narrative will stand asevidencein
acourt of law. Even better, have your
statement notarized by anotary public,
which will establish the date by which
you wrotethe statement. Your narrative
(and those of others, see #2) help
establish the facts and keep your memory
fresh. They would be especially useful IF
your complaint eventually resulted in
somekind of formal hearing or legal
action; it may be that you don’t use the
narratives at al, but if you need them
later, you will wish you had taken this
step. Your dated, notarized first-person
written account is much stronger than
someone else’smemory months or years
later.

2. If you can get anyone elsewho
witnessed the behavior (s) towritea
narrativedescribingthe same
incidents, that would be very valuable.
For example, isthere anurse who would
do that? Did your husband, afriend, or a
doulacometo any of your office visits or
to the birth, where incidents occurred?
Did you complain to family membersor
to afriend right after one of these run-ins
with the doctor? Ask those people to
write down in detail what they heard and
saw, or they heard you say at thetime
and how you were acting (ie, upset?in
tears?etc.). DO NOT coach them onwhat
to write. Each one should also date and
sign their narrative, and mention that this
wastheir personal experience and
memory of the events.

3. Composingaformal complaint.

e Usetheinternet or get help from a
library to find a website or contact
information for your State
M edical Board (namemay vary).
Thewebsite <http://
www.citizen.org/hrg/forms/
medboardALL_action.cfm?View+
All+States> hasdirect linksto
EVERY state’'smedical board
website. Each of the Medical Board

home pages | looked at had
something for “consumers’ or
“complaints’ or “patientsrights’
leading to information on how to
fileacomplaint. (For other medical
staff or the hospital itself, you may
have to complain to another board,
and use their complaint procedure,
state statute, etc. depending on your
state.) Every state hasaprocedure
for filing acomplaint about a
physician; for most statesinforma-
tion about how to do thisison-line.
If the formal complaint process does
not allow for attaching statements (a
copy of your dated narrative or
those of others), you can at |east
mention in the complaint that you
have these statements.

L ook up your state’sMedical
Practice Act and locate the section
that describes“ unprofessional
conduct” —the behavior you are
complaining about islikely to fall
into this category, and it ismore
powerful if you can cite the section
of the statute. A public library
librarian should be able to help you,
or your local legidator.

Download ACOG’s(American
College of Obstetricians &
Gynecologists) ethicsstatement
from the ACOG website
<www.acog.org> (search for
“ethics’ on the ACOG website and
you will get the pdf file of this
statement to print out). It isactually
pretty good, except that it is
ignored. The ACOG ethics
statement is not legally binding
unless specificaly referred toin
your state statute; however, this
document constitutes the profes-
sional guidelinesfor OBs and again,
you can strengthen your complaint
by pointing out (quoting from it)
the waysthe OB violated the
profession’s standard for ethical
practice.

ACOG has separate statements
regarding informed consent (also
available on their website) and
informed refusal (see below).
Many abuses and unnecessary
interventions are associated with a
lack of or inadequate informed
consent process, or therefusal of the
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physician or staff to honor your
informed refusal of treatment.

e Usingal thismaterial (quotesare
good!) and theformal complaint
procedure, writetheformal
complaint and keep copies.

¢ Youshouldincludewhat you want
theMedical Board todothat is
realistic within their authority per
the statute (such as reprimand the
physician? Have the physician make
aformal written apology to you?
Require the physician to get
sensitivity training? Etc.)

¢ Youcanaso usethisgenera
processto file complaints about any
other health care providersor a
hospital to their respective state
boards.

Composea cover letter explaining
briefly why you were moved to complain
—ie, you felt so outraged, betrayed,
violated, abused, damaged etc. by the
doctor’s behavior etc. and how the
experience affected you (rage? L oss of
confidence? Distraction? Sleepl essness?
Post traumatic stress syndrome?) —with
cc'sindicated for al the other places and
people to whom you decide to send the
letter (see#5). Include again what you
want to come from this complaint (what
you want the Medical Board to do, etc.).
You might want to have one or two other
peoplereview your draft and make
suggestions so your letter and complaint
will be as clear and effective aspossible.
Send that cover letter with theformal
complaint to the Medical Board by
“certified mail return receipt requested,”
so you have proof that they received the
complaint (also, it makesthem take it
more seriously).
Make copies of your formal complaint
and send it (regular mail isokay) with a
cover letter (vary the cover letter as
needed for the various audiences) to as
many other individualsand organiza-
tionsasyou want. For at least some of
these, you might want to include a
specific request for action on their part,
as appropriate. Suggested individuals
and organizations:
e Your HMO or Insurance Company
e Your State Insurance Commissioner
(if insurance coverageisan issue)
e TheHospital Board (asawhole, or
each individual member)

. Public Relations person, consumer
relations person, etc. at the hospital

e Any appropriate midwifery board
(for CNMsand/or licensed
midwives)

e Any women'sorganizations, local
and/or state, such asNOW Chapter,
groups working on prevention of
violence against women, rape
prevention, etc.

e Anattorney —thiscan beafriend or
any attorney who agreesto be
listed; you just want the Medical
Board and othersto seethat you are
talking with an attorney. This may
be moreimportant for some
situations than for others.

e National organizationslike|CAN
and Citizensfor Midwifery
<www.cfmidwifery.org>.

By sending your complaint to awhole
array of people, more peoplewill know
about it, and itislesslikely to be
ignored. You are al so educating women’s
groups and others about abuse against
pregnant women and in childbirth. I
nothing comes of your complaint, you
will at least have documentation to use to
take any further actions you may feel
moved to take (writing to the newspaper,
writing an articlefor awomen’s
magazine, etc.). If you have ameans of
collecting such complaintslocally, that
might give impetus for collective action
locally regarding a specific physician or
hospital, or targeting hospital policies.

6. Follow up! Bugthe Medical Board until
you get aresponse. Follow up with the
hospital people. If you are unhappy
about the response you get, let them
know, let your State Representative know
what is going on, tell the hospital people
that you are dissatisfied and may take
further steps. Depending on the original
situation, you can consider anumber of
possihilities, from consulting with an
attorney, to writing an article for the local
paper or aL etter to the Editor, to
speaking to womens' groupsin your
town, to deciding to let it go.

Filing aformal complaintisNOT
guaranteed to “fix” the situation. However, if
enough of us complain, it should get others
thinking about changesin the future. [

Resour ces:

American College of Obstetricians &
Gynecologists Code of Professional Ethics
in Ethicsin Obstetrics and Gynecol ogy
2002 http://www.acog.org/from_home/
publications/ethics/ (go to thelast item on
thelist for apdf file of the Code of Ethics)

American College of Obstetricians &
Gynecologists Ethical Dimensions of
Informed Consent in Ethicsin Obstetrics
and Gynecology 2002

American College of Obstetricians &
Gynecologists. ACOG Informed refusal.
Committee Opinion No 237, June 2000.
Not available electronically. Readsin part:
“Once a patient has been informed of the
material risks and benefitsinvolved with a
treatment, test, or procedure, that patient
has the right to exercise full autonomy in
deciding whether to undergo the treatment,
test, or procedure or whether to make a
choice among avariety of treatments, tests,
or procedures. In the exercise of that
autonomy, the informed patient also hasthe
right to refuse to undergo any of these
treatments, tests, or procedures. ... Perform-
ing an operative procedure on a patient
without the patient’s permission can
constitute ‘ battery’ under common law. In
most circumstancesthisisacriminal act. ...
Such arefusal [of consent] may be based on
religious beliefs, personal preference, or
comfort.” [In other words, women don’t
have to have what an obstetrician would
consider agood reason. All they haveto do
isdecline.]

Also see:

“MidwivesModel of Care” http://
www.cfmidwifery.org/mmoc Citizensfor
Midwifery

“Rights of Childbearing Women” http://
www.maternitywise.org/mw/rights.html
Maternity Center Association.

“Mother-Friendly Childbirth Initiative” http://
www.motherfriendly.org/MFCI Coalition
for Improving Maternity Services.

About theauthor:

Susan Hodges, abirth activist for more
than 15 years, is President of Citizensfor
Midwifery, aconsumer-based organization
promoting the Midwives Model of Care and
representing consumer interestsregarding
midwifery and maternity care. Find out more
about Citizensfor Midwifery at their website
<www.cfmidwifery.org>.
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Resources

Informative Birth Websites

www.midwifeinfo.com

Thissitewas created and is maintained
by Nancy Sullivan, CNM, recently retired
from a position as assistant professor in the
nurse-midwifery education program and coor-
dinator of the midwifery faculty practice at
Oregon Health & Science University in Port-
land, Oregon, where she was on the faculty
since 1986. While the site appears oriented
primarily for midwives, it includes specific
sections for parents, although | would think
that many parentswill find useful information
throughout the site. While someitemsare
linksto information on other sites, there are
also quite anumber of well-written and well-
documented articleswritten just for thissite.

www.birthingnaturally.net
Thewebmaster of thissiteisachildbirth
educator and doula. She maintainsthe site “to
be a source of information and an exchange of
ideas about pregnancy and childbirth.” The
siteincludesarticleswritten specifically for
parentsin an easy to read style with great in-
formation. Thesearewritten “to” the reader,
and made mefeel asif | had clicked into a
really interesting childbirth classwithawarm
and knowledgeabl e teacher. Thissiteasoin-
cludesinformation and resources for natural
childbirth with a Christian perspective.

www.childbirth.org

Started by Elise Weiss, thiswebsiteis
run by agroup of women including doulas,
childbirth educators, midwives (both CNMs
and direct entry), and others. Somearticlesare
original with this site, but many othersare on
other websites, and some are abstracts of pub-
lished studies. A broad range of topicsisin-
cluded, not just specifically childbirth topics,
but also parenting, infant feeding, fertility, and
other related topics.

Help for Depression
After Delivery

www.depressionafter delivery.com/

Depression after Delivery (DAD) isa
wonderful nonprofit organization devoted to
hel ping women overcome postpartum depres-
sion and other postpartum disorders. DAD
gets 400 requests for information a month
from women and sends out freeinformation
packets to any who request them.

At thistime DAD is struggling finan-
cialy. You can find more information about
DAD onitswebsiteand alink to an article
which discusses the financial situation more
fully.

Cesarean Section
Information Booklet

Inearly April the Maternity Center Asso-
ciation (MCA) of New York City unveiled
their new booklet What Every Pregnant
\Woman Needs to Know About Cesarean Sec-
tion. Finally, women have away to betruly
“informed” before“consenting” or getting
talked into a cesarean section!

Initiated after the American College of
Obstetricians and Gynecol ogists came out in
support of “patient choice” cesarean sections,
the booklet has been endorsed by many orga-
nizations, including Citizensfor Midwifery.

Like other MCA projects, the bookl et
looks thoroughly at the evidence, while at the
sametime being readable and accessible. The
text provides asynthesis of virtually ALL the
research about cesareans, providing women
with information on the risks and benefits of
cesarean sections, short term and long term,
for mother and for baby. Fully informed,
women can then make up their own minds
(and question their doctors). In addition, the
booklet includes information about what
women can do to lower their chances of end-
ing up with a cesarean section.

The booklet isavailablefree onlineasa
.pdf file, along with a compl ete bibliography,
description of how MCA went about this
project, and evidence tables showing the re-
sults of studies on which the booklet is based.
Printed copies can be ordered in bulk.

Find the booklet and additional informa-
tion at: <http://www.maternitywise.org/mw/
topics/cesarean/bookl et.html>.

Thisiswell worth printing out!

From Calling to Court-
room: A Survival Guide
for Midwives

www.fromcallingtocour troom.net

Now finally completed, thisbook isa
fantastic (and FREE!) resource for anyone
associated with midwives, especialy di-
rect-entry midwives, and especially those
in states without | egislation that specifi-
cally protects and recognizes direct entry
midwifery. While the book was conceived
to be particularly for midwives, thereisa
lot of information that consumers should
also know.

The almost 300-page book includes
chaptersentitled “Why You Aren't Safe,”
“Organizing Support,” “Understanding
TheLegal System,” “Looking for aLaw-
yer,” “After the Dust Settles,” “ Taking the
Next Step: Mainstreaming Midwifery”
and an extensive “Resources’ section.

Hereisthe official announcement for
this information-packed book, the result
of aremarkable collaborative effort:

It iswith delight, pride, and more
than alittle relief that we announce to you
the final release of the book From Calling
to Courtroom: A Survival Guide for Mid-
wives. We began work on the book early
last fall, and have put atremendous
amount of timeand effort intoiit...at times
we have struggled, but we believed that
thefinal product would be agift to U.S.
midwives. | hope you agree that we have
succeeded.

Thisbook isaresult of the experi-
ence and talent of many people—mid-
wives, attorneys, and midwifery advocates
—all of whom volunteered their time and
energies. From the beginning, our plan
was that all those who worked on the
book would do so without cost, and the
book would be available without cost.
You may find it at:
<www.fromcallingtocourtroom.net>.

You can read it online, or you can
download the entire book as a.pdf file.

You may also order a hardcopy at
cost.

Pay usavisit ... sign our guestbook.
L et us know what you think!

Valerie Runes, Acting Editor
From Calling to Courtroom
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Book Review

The Medical Delivery
Business: Health Reform,
Childbirth and the
Economic Order

by Barbara Bridgman Perkins
Rutgers University Press, 2004
ISBN: 0813533287

List Price $42.95. 252 pages

Reviewed by Carolyn Keefe & Susan Hodges

Barbara Bridgman Perkins, an indepen-
dent scholar and one of the authors of the
original Our Bodies, Our Selves, haswritten a
carefully documented book of great impor-
tance, laying out how we have ended up with
ahealth care system whose primary focusis
on making money rather than improving
health outcomes.

Thefirst section of the book explainsthe
rise of medical “specialism” and how mater-
nity carein particular was“industrialized.” In
the early 20th century capitalism and the orga-
nizational ideas that developed out of industri-
alization were considered the height of mod-
ernism and efficiency. Perkinsdocuments
how theseideaswere increasingly used for
organizing and administering health care and
managing hospitals. Division of labor, akind
of assembly linefor health carewith ahierar-
chy of workers, each with the expertise and
responsibility for particular aspects of care,
camefromthisindustria paradigm. In addi-
tion, these devel opments occured in the con-
text of aclass system where different classes
of peoplereceived different kinds of care, re-
flecting their ability to pay.

The second section documents the devel -
opment of regionalism and the dominance of
specialties, which developed in the context of
competition, between institutions and between
the different specialties. With quotes and refer-
ences Perkins shows how these devel opments
and economic organization of hospitals have
affected what careis available and how health

outcomes, evidence-based practice and equal
accessto basic health care have all taken a
back seat to the primary focus of making
money.

For midwifery advocates, thelast section,
The Economic Production of Childbirth, may
be of greatest interest as she writes about more
recent developmentsin maternity care. While
most of usare aware of those devel opments,
Perkins provides a startling new analysis by
looking at these devel opmentsin terms of
economic organization and in relationship to
the historical precedents. Theinformation
about Neonatal Intensive Care Unitsisfasci-
nating and illuminating — an example of com-
petition, specialization, and capitalization,
leading to overuse and over treatment of in-
fants many of whom will not benefit at all
from theintensive care. Sound familiar?

Having finished reading this book, many
aspects of today’s hospital-based maternity
care are making more sense to me. The bottom
lineisthat hospitals and doctors (especially
obstetricians) make money fromillness, com-
plications, tests, ICU use, and NOT from natu-
ral, drug free childbirth or healthy mothers
and babies. The entire systemis set up this
way, with really huge conflicts of interest built
in from the beginning. It feels powerful to
now have so much documentation about the
economic and capitalistic nature of medical
cae.

Reading all the way through this book
that validated many of my suspicionswas
exciting and fascinating. My only disappoint-
ment came at the end. | was hoping Ms.
Perkins would have asolution, aplan, astrat-
egy to bring about change, but she did not.
Asshe putsit, “the hegemony and momentum
of agiven economic order makeit difficult to
develop alternatives” She does*hold out the
hope that we can scientifically and democrati-
cally match health care delivery to known
needs.” She has shown us what went wrongin
the twentieth century and rai sed important
questions, but it will beup to all of usto fig-
ure out how to reform the system. First, itis
important to understand it, by reading this
book! 0O

Consider ordering your books online from Amazon.com
through the CfM website <www.cfmidwifery.com>.
(Scroll to the bottom of the homepage and look for the Amazon icon.)
Every item you order generates a small donation to CfM!

Born in the USA
Special for
CfM Members!

Through aspecial arrangement with
Fanlight Distribution, we have the
made-for-public-TV documentary
Born in the USA for saleto CfM
Members at the specia price of
only $89! Thisisatremendous sav-
ingsover thelist price of $199.

The special offerisavailable
through December 2004.

Usethe order form on the last page
of this newsletter, or print out an
order form from the CfM website,
and send your check or money or-
der. Remember, you must be a CfM
member in order for usto accept
your order; including membership
(form and check) with your order
will qualify you for this special.

For those of you not familiar with
thisfilm, Born in the USA (re-
leased in 2000) was created by a
home birth couple who are profes-
sional documentary film-makers.

Read aCfM review at http://
www.cfmidwifery.org/resources/
cfm/item.asp?I D=6 or more de-
scriptiveinformation at http://
www.fanlight.comv/catal og/films/
297 bitusa.shtml.

Born in the USA isjust astimely
and effective now asit waswhen it
first cameout. It isavery effective
educational tool, great for public
meetings aswell as classroom use.
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(Risk Essay ... continued from page 13)

baby. She did not have the opportunity to
weigh the various risks and benefits (for her
and her baby) associated with the epidural,
but might have made a different decision had
she known.

The bottom lineisthat childbirth does
involverisks. Welivein aculturethat be-
lievesthat at least if we do everything “right,”
every birth should be perfect, and if the baby
isnot perfect, thenit issomeone'sfault. But
birth isnot amechanical process, and it is not
atotally predictable process, in any setting,
with or without interventions. The best we can
doistotry to minimizerisksfor our babies
and for ourselves, but we cannot eliminate
them altogether. Sadly, some babiesdie, and
we may never know exactly the reason why,
and it may be no one’sfault. Just asno one
can predict with certainty the specific outcome
of aparticular birth, no one can say with cer-
tainty what “might have been” had the birth
taken place with different circumstancesor
had some intervention been applied.

By understanding the nature of “risk”
and by examining our own beliefs and values,
we can come to decisions that we can live
with. We can also remind othersthat no one
can predict individual outcomes or prevent all
bad outcomes. Lifeisagift. Treasureit, en-
joy it, protect it. Understanding the nature of
“risk” can help us not take life for granted and
can keep ushumble. 0

Midwifery Advocates:
Sign Up NOW to
RecelveT he Grassroots
Network M essages!

The Grassroots Network: This national
e-newslistisasimpleway to find out about
|ate-breaking news, new resources, and up-to-
dateinformation related to advocating for
midwifery and the Midwives Model of Care.

To sign up, visit the News & Resources
section of the CfM website <http://www.
cfmidwifery.org/gm.asp>. Find the Yahoo!
box at the bottom of the screen. Simply enter
your e-mail address, and you're ready to go!
It'sthat easy!

Your e-mail box will not be flooded with
mail! Inthe past, there have been an average
of two to four messages per month. The mes-
sages (sel ected by the gatekeeper) will focus
on midwifery advocacy, including legal and
political issuesand news, useful resources,
research that supports natural birth and the
Midwives Model of Care, and closely related
information.

If you discover news or information you
think should be posted, please send it to
<info@ cfmidwifery. org> with “ Grassroots
Network” in the subject line.

Let your friends and clients know about
the Grassroots Network e-list! [

Citizens for Midwifery has a vision:

The Midwives Model of Care is universally recognized as the
optimal kind of care for pregnancy and birth, and
is available to all childbearing women and their families.

To achieve this vision,

CfM promotes the Midwives Model of Care by providing
public education about midwifery, the Midwives Model of Care and
related childbirth issues, and by encouraging and
supporting effective grassroots action.
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Alphabet Soup Directory

Following isa brief listing of common terms and groups whose focus includes midwives and midwifery care. Time zones are listed, along with
the telephone numbers for each organization.
CfM Citizens for Midwifery
P.O. Box 82227, Athens, GA 30608-2227, (888) CfM-4880 (ET) (toll-free), <www.cfmidwifery.org> <info@cfmidwifery.org>
CIMS Coalition for Improving Maternity Services
P.O. Box 2346, Ponte Verde, FL 32004, (888) 282-CIMS (ET) (toll-free), <www.motherfriendly.org> <cimshome@mediaone.net>
MANA Midwives Alliance of North America
4805 Lawrenceville Hwy, Suite 116-279, Lilburn, GA 30047, (888) 923-MANA (CT), <www.mana.org> <info@mana.org>
MEAC Midwifery Education Accreditation Council
220 West Birch, Flagstaff, AZ 86001, (928) 214-0997 (MT), <www.meacschools.org> <info@meacschools.org>
NARM North American Registry of Midwives
PO Box 140508, Anchorage, AK 99514, (888) 84BIRTH (888-842-4784) (CT), <www.narm.org> <info@narm.org>
CPM Certified Professional Midwife (direct entry credential administered by NARM)
ACNM American College of Nurse-Midwives
818 Connecticut Avenue NW, Suite 900, Washington, DC 20006, (202) 728-9860 (ET), <www.midwife.org> <info@acnm.org>
CNM Certified Nurse-Midwife (advanced practice nursing credential administered by ACNM)
CM Certified Midwife (“direct entry” credential administered by ACNM; also used to designate midwives certified through state midwifery orga-
nizationsin some states)

DEM Direct Entry Midwife (not acredential, designates midwiveswho came directly to midwifery, not through nursing)

Use this form to order brochures in bulk.
* For a single brochure, please call toll-free

Sendto (PLEASEPRINT): or e-mail your request.
Name * The packets contain tips and "how to"
Street Address information that you or your organization
City State & Zip may find useful.
Home Phone Office Phone * You are welcome to reproduce packets for
Fax E-mail address use in your area.
CfM Member? Yes No
CfM brochures and packets are available to you free of charge. However, if you would like to help make CfM'sfunds go further
(printing and postage do cost money), adonation to cover costsis aways appreciated!
Contact CfM regarding pricesfor other quantities.

Packet of 25 CfM brochures (Send SASE for sample copy) (suggested donation $5) $

Additional brochures, same order (our cost $.10 each) $

25 CfM brochures and 25 “Free Issue” postcards (suggested donation $6) $

25 CfM membership fliers (2-color flier —great alternative to brochure) (suggested donation $3) $

Organizing Packet, including legislative hearings (suggested donation $5) $

and presenting testimony (approx 50 pp)

Public Education Packet (approx 25 pp) (suggested donation $4) $

Using the M edia Packet (suggested donation $4) $
FORSALE:

100 MM ofC brochures (or .30 ea+ shipping) [ ] English [ ] Spanish ($38 includes postage) $

Born Inthe USA video ~ Special offer for CfM members only! (%$89 ~ free shipping!) $

Midwives. A Living Tradition video (1998, 68:30 min.)(see CfM News 4/99)  ($30 includes postage) $

“Liberty & Justice” advocacy buttons ($2 each or 10/$16) $

Other advocacy buttons (call or e-mail for available selection) ($2 each or 10/$16) $

TOTAL ITEMSORDERED / AMOUNT ENCLOSED (Check payableto Citizensfor Midwifery) $

Please mail this form, with your check or money order to: Citizens for Midwifery, PO Box 82227, Athens, GA 30608-2227

Citizensfor Midwifery - (888) CfM-4880 - info@cfmidwifery.org - www.cfmidwifery.org
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Members, have you moved?
Please let us know of any address corrections!

If your nameis not followed by a six-digit
number, you are not yet a member, and have
received a complimentary issue.

Please join CfM today!

Yes!

| want to help promote
the Midwives Model of Care.

Name Please mail this form,

Street Address with your check or money order to:
City State & Zip Citizensfor Midwifery
FHome Phone Office Phone Atheri?gXXS%%ZOZSY-ZZW
e-mail address Fax

| originally learned about CfM from:

CfM may occasionally make its list of members available to other midwifery-related organizations. (| do NOT want my name released.)

Contact CfM regarding special rate when you join or renew CfM and state midwifery or midwifery advocacy group memberships at the same time.

__ Student $20
__ Suggested $30*
___ Supporter $50*
__ Best Friend $100*
__ Guardian Angel $500*
__ For overseas addresses, add $10
___ Additional donation $ *
TOTAL ENCLOSED $

Membership in Citizens for Midwifery: When you join CfM, you will receive the quarterly CfM News, keeping you informed on midwifery news and
developments across the country. Your membership also helps to pay the costs of maintaining our toll-free hotline and supplying information and brochures
to the public. Your contribution will be used responsibly for carrying out CfM's mission. A financial report is available on request. CfM is a grassroots, tax-
exempt organization meeting IRS requirements under section 501(c)3, and is composed of volunteers who want to promote the Midwives Model of Care.

How can you help? Jointoday. Volunteer with CfM. Becomeinformed!
By joining CfM you are helping to make a difference!  Thank you for your support.
Getting in touch with CfM: Call: (888) CfM-4880 E-mail: info@cfmidwifery.org Visit our website: www.cfmidwifery.org

| am a (check all that apply):
__ Concerned Citizen
____ Childbirth Educator
__ Midwifery Student
___ Midwife (_CPM

__CNM _ LM _DEM)

Parent

Doula

)

* Your contribution is tax deductible except for your newsletter subscription valued at $20 annually.




