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Detailed Comparative Analysis of Clinical Practice Frameworks

This document compares the Massachusetts Midwives Alliance (MMA) Practice Guidelines, the proposed Massachusetts Licensed Certified Professional Midwife (LCPM) regulations (274 CMR 4.00),
and the NACPM Scope of the Certified Professional Midwives Credential referenced within licensure implementation discussions. The comparison is intended to identify areas of alignment,
expansion, clarification, operationalization, and divergence in a balanced and contextually accurate manner. The documents serve different functions: community guidance, regulatory framework, and
national credential scope definition.

Category

MMA Practice Guidelines

NACPM Scope of the CPM Credential

274 CMR 4.00 LCPM Regulations

Fair comparison / community context

Core philosophy

Pregnancy and birth are framed as normal
physiologic life processes, with
individualized care and minimizing
unnecessary intervention.

CPM care is described as whole-person,
integrated, accessible, equitable primary care
during prenatal, intrapartum, and postpartum
periods.

LCPMs work in partnership with clients,
promote normal birth, detect complications,
access medical care, and carry out
emergency measures.

Strong alignment. The regulation sounds
more legal, but the physiologic and relational
foundation remains visible.

Model of care

Emphasizes informed choice, shared
responsibility, client education, counseling,
and relationship-based care.

Centers continuity, client decision-making,
informed consent/refusal, shared
decision-making, and sustained relationships
with families and communities.

Requires support for client agency and
autonomy, including understandable
information, respect for refusal, and
documentation.

The values are shared. The difference is
that regulation turns those values into
enforceable standards.

Professional identity

Community-created professional guidance
for MMA members, including CPMs, DEMs,
and CNMs.

Defines CPMs as independent, autonomous
healthcare providers with broad sexual,
reproductive, perinatal, and newborn scope.

Defines licensed certified professional
midwives, protected title use, competency,
accountability, and standards of conduct.

MMA guidance reflects community norms.
NACPM and regulation frame CPMs as
autonomous licensed healthcare
professionals.

Practice settings

Primarily written for home birth and
community birth practice.

States CPMs may provide care across
settings and as part of interprofessional
teams, while emphasizing community
settings.

Explicitly permits care in homes, birth
centers, clinics, hospitals, institutions,
schools, rural clinics, and other healthcare
facilities.

Regulation expands recognized places of
practice. This is one of the clearest benefits
of credential expansion.

Scope of services

Primarily prenatal care, labor/birth,
postpartum care, newborn care, screening,
education, and transfer planning.

Includes reproductive health across the
lifespan, STI care, family planning,
contraceptive counseling, cancer screening,
preconception/fertility, perinatal care, and
newborn care.

Includes family planning, Ul support, STI
testing/treatment, menopause care, cervical
screening,
pregnancy/birth/postpartum/newborn care,
lactation, and childbirth education.

This is the largest substantive expansion
beyond the older MMA home birth-centered
guideline.

Newborn care

Includes immediate newborn assessment,
Apgars, temperature support, vitamin K/eye
prophylaxis offers, metabolic/hearing screen
information, jaundice monitoring, and
transfer criteria.

Includes care for the healthy newborn during
the first six weeks of life.

Authorizes postnatal care for the neonate
through eight weeks, including resuscitation,
routine screening assessments, and
preventative care.

Aligned in concept; regulation gives clearer
authority and extends the window to eight
weeks.

Informed
consent/refusal

Requires full disclosure of practice,
risks/benefits, alternatives, and
documentation when care is declined.

Respect for autonomy includes accurate
information, right to decline treatments, and
care plans reflecting informed choices and
professional judgment.

Requires documentation of informed
decisions and written informed refusal in
some transfer circumstances.

Not ignored. Informed refusal is preserved,
but more formalized. Concern is mostly
about legalization of a relational process.

Consultation and
transfer

Defines consultation and transfer;
recommends consultation/transfer when risk
develops or care exceeds home setting
capacity.

Plans for emergency care and transfer early;
CPM remains with client until care is
transferred, with documentation and
communication.

Creates required transfer and required
consultation categories, timelines,
documentation, EMS activation, and ongoing
stabilization duties.

The same clinical idea exists in all three.
Regulation is more prescriptive and
enforceable.




Category

MMA Practice Guidelines

NACPM Scope of the CPM Credential

LCPM Regulations

Fair comparison / community context

Transfer criteria

Includes transfer for preeclampsia,
previa/abruption, fetal distress, hemorrhage,
severe anemia, IUGR/SGA/LGA, prolonged
ROM, infection, and neonatal concerns.

Broadly supports collaboration, consultation,
transfer, and system integration when
situations exceed midwifery scope or require
specialty care.

Lists specific transfer triggers for prenatal,
intrapartum, and newborn conditions with
defined thresholds.

Many triggers are not new, but the
regulation reduces ambiguity and discretion.
This is where many concerns cluster.

Postdates

Offers fetal surveillance in the 41st week
and consultation/transfer if pregnancy
continues beyond 43 weeks.

Does not set the same detailed state-level
gestational age threshold in this scope
document.

Requires transfer initiation for greater than 42
weeks gestation.

This is a real difference. Regulation is more
restrictive than MMA guidance.

VBAC / uterine scar

Supports review of records, discussion of
home/hospital VBAC risks, and written
informed consent.

Scope document does not give detailed
VBAC criteria but emphasizes risk
assessment, legal limits, and professional
judgment.

Requires consultation for low-transverse
cesarean history and transfer for
T-shaped/vertical or similar uterine incision.

Regulation stratifies risk more explicitly. It
does not erase VBAC care, but it formalizes
consultation/transfer lines.

GBS /ROM

Offers GBS testing, prophylactic antibiotics
or transfer for antibiotics; prolonged ROM
managed with monitoring and transfer if
infection signs develop.

Scope document supports diagnosis,
treatment, medications, and collaboration, but
does not set detailed GBS/ROM thresholds.

Sets explicit ROM timelines by GBS status
and antibiotic status as transfer triggers.

This is another real difference: regulation is
more protocolized than the MMA guideline.

Emergency stabilization

Midwife provides urgent care, activates EMS
when needed, documents actions, and
continues support during transfer.

CPMs provide emergency care or transfers,
remain with client until transfer, and facilitate
safe transition with documentation.

Allows emergency stabilization within scope,
including medications/treatment for
hypovolemic shock and neonatal
resuscitation.

Regulation strengthens legal clarity for
actions many midwives already consider
core emergency competencies.

Medications and
prescribing

States midwife should not administer drugs
without prior instruction and knowledge of
side effects; prohibits Pitocin for
induction/augmentation.

Includes administering medications,
contraceptives, ordering/interpreting labs and
diagnostics, and refers to scope-specific
prescriptive authority.

Allows prescribing, medication orders, and
controlled substances designated by the
Board, within applicable law.

Major expansion under licensure and
NACPM scope alignment. This supports
integration and reimbursement but may feel
culturally new.

Surgical / operative
limits

No surgical procedures except episiotomy
when indicated, cord cutting, and
perineal/vaginal repair; no mechanical
assistance.

Scope document describes broad care but
does not override legal limits; CPMs remain
bound by competency and law.

Prohibits assisted vaginal delivery, operative
delivery, general anesthesia, circumcision,
and most surgery; permits emergency
episiotomy, repair, cord severance, and
permitted procedures.

Highly aligned on prohibiting operative
delivery. Regulation is more detailed.

Accountability and
ethics

Emphasizes documentation, HIPAA, peer
review, and careful documentation of
deviations.

Includes HIPAA, peer review,
laws/regulations, evidence-informed care,
professional judgment, and responsibility to
practice within knowledge and ability.

Adds enforceable conduct standards:
misrepresentation, discrimination,
confidentiality, impairment, fraud, abuse,
reporting, and boundaries.

Regulation adds formal compliance
infrastructure. This is accountability
architecture, not clinical model
abandonment.

Integration

Encourages sharing guidelines with
providers and improving consultation,
collaboration, referral, and transfer
relationships.

States integration improves outcomes; lists
licensure, regulation, consultation access,
seamless transfer, and integration across
settings as protective factors.

Explicitly recognizes LCPMs in multiple
healthcare settings and permits clinical
director/supervisor roles in out-of-hospital
settings.

NACPM scope strongly supports integration.
Regulation operationalizes it for
Massachusetts.

Overall reading

A community practice guideline for safe
home/community birth care.

A national professional scope document
defining the broader CPM credential.

A state licensure document translating
professional scope into legal permissions,
limits, and obligations.

They are not identical because they serve
different purposes. The better framing:
shared roots, expanded canopy, sturdier
regulatory trellis.




