
 

 

 
 
Honorable Asm. Rudy Salas 
Chair, Assembly Business and Professions Committee 
P.O. Box 942849 
Sacramento, California 94249 
 
April 17, 2017 
 
re: AB 1612 (Burke) -- SUPPORT 
 
Dear Assemblymember Salas: 
 
On behalf of the California Nurse-Midwives Association, we are writing to request your support for AB 1612 
(Burke) which will be heard in the Assembly Business and Professions Committee on April 25, 2017. Passage 
of AB 1612 will improve health outcomes for women and babies, increase access to high quality women’s 
health care, and permit women to choose for themselves their preferred reproductive health providers.  
 
A certified nurse-midwife (CNM) is an individual licensed by the Board of Registered Nursing to provide well-
woman care, family planning, as well as maternity care (before, during and after childbirth). Nurse-midwives 
work in hospitals, medical offices, clinics, birth centers, and homes. They attend approximately 11% of the 
vaginal births in California, with ninety-five percent of all CNM-attended births taking place in a hospital setting. 
CNMs are educated in Master’s degree nursing programs and are categorized as “advanced practice 
registered nurses” (APRN). Research demonstrates that nurse-midwives are an essential, safe, high quality 
part of women’s health care; midwifery care can decrease maternal and newborn mortality, stillbirths, 
lacerations, instrumental births, labor analgesia and anesthesia, severe blood loss, preterm births, newborns 
with low birthweight, and admissions to neonatal intensive care units. Midwifery care can also increase 
incidence and prevalence of breastfeeding. Also, women report a higher rate of satisfaction with care in general, 
particularly with pain relief.1 
 
In California, a nurse-midwife must practice under the supervision of a physician. However, the Veterans 
Administration recently granted nurse-midwives full practice authority (aka “independent” or “autonomous” 
practice) and California is one of only six states with supervision. Although CNMs are “supervised” by 
physicians, those physicians are not required to be physically present during clinic visits, births or 
hospitalizations. In other words, current law tethers CNMs economically to where physicians practice, without 
providing for full oversight. State-mandated physician supervision restricts access to women’s health care 
without having any benefit to patient safety.2 AB 1612 (Burke) will eliminate physician supervision, while 
maintaining the current nurse-midwifery scope of practice. Of note in 2013, the state legislature removed 
physician supervision requirements for licensed midwives. Licensed midwives do not have an RN license and 
are regulated by the Medical Board of California. 
 
It is essential to pass AB 1612 because California is facing a severe shortage of OB-GYNs in California: 
 

“With the number of U.S. births projected to soar over the next decade, a scarcity of OB-GYNs is 
worsening. The American Congress of Obstetricians and Gynecologists figures that in just four years, 
the nation will be from 6,000 to 8,800 OB-GYNs short of meeting the need. State data suggest there 
may be troubling repercussions: California counties with few or no obstetrician-gynecologists, including 
Colusa, Del Norte, Glenn, Inyo, Siskiyou and Trinity, had among the highest preterm birth rates in 
recent years. Nineteen California counties have five or fewer OB-GYNs.”3 

 
Last year, the California Nurse-Midwives Association (CNMA) sponsored another bill (AB 1306 - Burke) to 
remove physician supervision. That bill failed and this year we are proposing compromise language that will 
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alleviate some of the greatest restrictions on nurse-midwifery practice, while still 
requiring physician involvement related to furnishing/prescribing medications. 
 
Nurse-midwives have physician support for independent practice. The American 
Congress of Obstetricians and Gynecologists published a joint statement with the 
American College of Nurse-Midwives in 20114:  

“Ob-gyns and CNMs are experts in their respective fields of practice and are educated, trained, and 
licensed, independent providers who may collaborate with each other based on the needs of their 
patients.” 

 
Under AB 1612, nurse-midwives will continue to participate in collaborative team-based care with physicians, 
as defined by the American Congress of Obstetricians and Gynecologists and endorsed by the American 
College of Nurse-Midwives5:  
 

“A team-based model of care…encourag[es] all health care providers to function to the full extent of 
their education, certification, and experience…Team leadership is situational and dynamic. The current 
health care environment necessitates a situational and collaborative approach to team leadership that 
best meets patient needs and goals... Differences in education, skills, and experience should be 
recognized and used as they apply to the needs of the patient, but one type of training or perspective 
is not felt to be uniformly superior to the others.” [emphasis added] 

Is nurse-midwifery care safe and of high quality? 
 
From 1960-1963, the state of California sponsored the Madera Demonstration Project and introduced nurse-
midwifery care to a large Madera County hospital. The project demonstrated that nurse-midwives improved the 
rate of prenatal care, decreased the premature birth rate and decreased neonatal mortality. In 1971, Levy, 
Wilkinson and Marine wrote in the American Journal of Obstetrics and Gynecology6: 

“Despite these improvements, the program was not continued beyond its initial 3 year demonstration 
period. The Council of the California Medical Association refused to support a permanent change in 
the State law, which would have permitted nurse-midwives to practice as they had during the program. 
Soon after the program, there were indications that the situation had deteriorated with the neonatal 
mortality rate for all birth in the county increasing from 17.6 (per 1000 live births) in 1963 to 30.0 in 
1964, the first full year after the program.”  

The state of California subsequently did not grant authority for nurse-midwifery practice until 1974. 

In 2016, the California Maternal Quality Care Collaborative states “Midwifery care has been identified as an 
underused maternity service, with the potential to curb costs, improve overall outcomes, and reduce rates of 
cesarean.”7 There is also data showing an increase in numbers of women specifically seeking out midwifery 
care: 

“The growing popularity of midwifery care is partially a response to rising Caesarean rates, says 
Eugene Declercq, a professor of community health sciences at Boston University who studies 
American maternity care. Currently, around a third of all births in the U.S. are Cesarean sections, a 
number far higher than the World Health Organization-recommended target of 10 to 15 percent. The 
inflated rate is due in part to longstanding misperceptions in the U.S. medical community about how 
quickly labor should progress and when medical intervention is necessary. According to Declercq, the 
high rates of surgery and other unneeded interventions have led to increased interest in the midwifery 
model, which is lower-tech, less invasive, and less inclined toward intervention without a clear medical 
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need.”8 

In fact, recent research has demonstrated that in states where nurse-midwives have 
full practice authority, patient outcomes are better than in states with physician 
supervision:9 
 

“…women in states with autonomous practice had lower odds of cesarean delivery, preterm birth, and 
low birth weight compared with women in states without such practice…States with regulations that 
support autonomous midwifery practice have a larger nurse-midwifery workforce, and a greater 
proportion of CNM-attended births.” 

The California Health Care Foundation is currently funding projects to improve maternity care as part of their 
focus on high value care. One specific area of interest is improved access to nurse-midwifery care in California. 
The Institute of Medicine made the argument that increasing access to health care depends on defining 
professional scope of practice such that providers are practicing to the full extent of their education, certification 
and experience.10 The Federal Trade Commission (FTC) elaborates:11 
 

“Physician supervision requirements may raise competition concerns because they effectively give one 
group of health care professionals the ability to restrict access to the market by another, competing 
group of health care professionals, thereby denying health care consumers the benefits of greater 
competition. In addition, APRNs play a critical role in alleviating provider shortages and expanding 
access to health care services for medically underserved populations.” 

 
Physician supervision is an antiquated practice with NO clinical benefit; it has been eliminated in all but 6 states 
in the US. California is needlessly limiting women’s health care access at a time when we should be doubling 
down on our commitment to women and families. The quality and safety of nurse-midwifery care has been 
evident for decades. In the face of a women’s health provider shortage, the imperative looms over California to 
grant broader access to women’s health care. We believe nurse-midwives and AB 1612 are a critical part of the 
solution.  
 
Respectfully yours, 

 
 
Rebecca Garrett-Brown, CNM, MSN 
President, California Nurse-Midwives Association 

 
Kim Q. Dau, CNM, MS 
Chair, Health Policy Committee 
California Nurse-Midwives Association 
 
 
cc: Asm. Autumn Burke 
Luis Quinonez, Chief of Staff for Asm Burke 
Le Ondra Clark Harvey, PhD, Chief Consultant to Asm Business and Professions Committee 
Members, Assembly Business and Professions Committee
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“A broad interpretation of the the term physician supervision, as used in Business 
and Professions Code section 2746.5, is consistent with the Board’s regulation 
affirming that midwives are responsible for attending to child births and 
determining the degree of collaboration with physicians, depending on the 
medical needs of the mother or infant and the practice setting. Thus, the phrase 
‘physician supervision’ is a term of art; it has different meanings depending on 
the function performed by the certified nurse-midwife. Accordingly, consistent 
with the language contained in California Code of Regulations, title 16, section 
1463, when nurse-midwives perform routine functions, such as those set forth in 
Business and Professions Code section 2746.5, subdivision (a), the term 
physician supervision includes consultation and collaboration, as needed to 
ensure the welfare of the mother or child...insofar as respondent had 
collaborative relationships with physicians and regularly consulted with them on 
an as-needed basis, it was not established by clear and convincing that 
respondent violated the physician supervision requirement contained in Business 
and Professions Code section 2746.5.” 

4. The American Congress of Obstetricians and Gynecologists and the American College 
of Nurse-Midwives published a Joint Statement of Collaborative Practice in 2011, which 
states: “Ob-gyns and CNMs/CMs are experts in their respective fields of practice and are 
educated, trained, and licensed, independent providers who may collaborate with each 
other based on the needs of their patients.” 

5. CNMA believes that Judge Schneider’s findings above reflect the legislative intent of 
supervision as understood by nurse-midwives throughout California and is consistent 
with other BRN guidance on supervision, as well as with the national professional 
standard reflected in the ACOG/ACNM Joint Statement. 

6. The Board has commented at previous BRN meetings that as long as the statute 
contains the physician supervision requirement, it is compelled to investigate and 
discipline nurse-midwives who cannot identify a “supervising” physician. CNMA 
understands this obligation and is working through the legislative process of changing 
statute to eliminate reference to physician supervision.  

Until the statute can be changed, we encourage the BRN to adopt Judge Schneider’s 
decision (referenced above) as precedential and to utilize her definition of physician 
supervision as the standard for nurse-midwives in California. This would provide clarity 
about the nature of physician supervision in California, and minimize an expensive, time-
consuming, professionally damaging and morally demeaning disciplinary process 
regarding a matter (physician supervision) that has no relevance or impact on patient 
safety. 

Sincerely,  

   
Rebecca Garrett Brown, CNM, MSN    Kim Q. Dau, CNM, MS 
President       Chair, Health Policy Committee 
California Nurse-Midwives Association   California Nurse-Midwives Association 



Comparison of Certified Nurse-Midwives (CNMs) and Licensed Midwives (LMs) in the State of California 
 
 

 Certified Nurse-Midwife (CNM)  Licensed Midwife (LM) 

Regulatory Body CA Board of Registered Nursing (BRN)  Medical Board of California (MBC) 

Practice Settings Home, birth centers, offices, clinics and hospitals.   Home, birth centers, offices, clinics and hospitals.  

Physician Supervision Required  Removed in 2013 via ACOG-sponsored legislation 

Scope of Practice Prenatal and postpartum care 
Attend normal birth 
Immediate care of newborn 
Family planning care 
Perform episiotomies, when necessary 
Repair birth-related lacerations 
May apply for furnishing (prescribing) license 

 Prenatal and postpartum care 
Attend normal birth 
Immediate care of newborn 
Family planning care 
Perform episiotomies, when necessary 
Repair birth-related lacerations 
May obtain and administer drugs that are necessary and 
consistent with scope of practice 

Education Active RN license, a bachelor’s degree, plus completion of an 
accredited Master’s degree program in nurse-midwifery. 
Nurse-midwifery programs in CA include: 

University of California at San Francisco (UCSF) 
Cal State University- Fullerton 
San Diego State University 

 Completion of a three-year postsecondary midwifery 
education program approved by the Medical Board of 
California. 

Professional Assn. California Nurse-Midwives Association (CNMA) 
california.midwife.org 
midwivespass1612.com 

 California Association of Licensed Midwives (CALM) 
calmidwives.org 

Contacts Clear Advocacy: 
      Peter Kellison, peter@clearadvocacy.com 
      Fred Main, fred@clearadvocacy.com 
      Kevin Pedrotti, kevin@clearadvocacy.com  

 president@calmidwives.org 

 

April 2017 (approved CNMA and CALM) 


