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3924 E. 8th Ave #2

Anchorage, Alaska 99504

March 7, 1982
Senate and House Health, Education, and Social Services Committee
Pouch V
Juneau, Alaska 99811

Dear Sir:

I would like you to vote in favor of Senate bill It747, regarding the legel-
ization of midwives and the establishment of a midwifery board. Homebirths
and having midwives present at births is a part of our heritage. Although
this practice had diminished in the recent past, it is on the rise again.

I feel it is a beautiful way to bring a child into this world as opposed

to being plugged into a machine and being injected with drugs at birth in a
hospital.

The federal government recognizes midwives and uses them in Alaska at Elra-
endorf AFB, the Alaska Native Hospital, and throughout the State. With
proper management midwifery can be a useful and rewarding program for our
state, as it is for the federal government.

I realize that persons in the medical profession will lobby against this bill
but their®"s are selfish -monetary- interests. Please vote as the common
people in Alaska would have you represent them, in favor of midwifery ii,
Alaska.

cc: Charles Parr
Terry Stimson
Mike Coletta
Vic Fisher
Tim Kelly

AJ,0.



Alaska State Legislature

Senator Vic Fischer « Pouch V miuneau, Alaska 99811 ¢ (907) 465-4954

February 16, 1982

To:

From:
Re: Senate Bill 747 - relating to midwifery.

SB 747 creates a mechanism for voluntary licensing of "lay midwives
through a board of midwifery under the Department of Commerce and Economic
Development, Division of Occupational Licensing.

Introduced by request of individual midwives, childbirth educators, and
health care providers, this bill is primarily concerned with providing
a degree of consumer protection and information not available under
current practice.

The traditional and cultural use of midwives and the demand for midwifery
service, particularly for out of hospital births, 1is increasing in

Alaska without adequate regulation and licensing. This bill provides a
method of regulating midwifery in the public interest to assure that
users of midwifery services are aware of the competency levels of their
health care providers.

A key element in this bill is the concept of volur ,_ary licensing.
Regulatory boards are often accused of creating a "limited entry" in

their field by refusing to grant licenses. This legislation creates a
board of midwifery to test, regulate and license qualified midwives and
makes it unlawful for a person to represent oneself as a licensed midwife
or use any designation that implies that a person is licensed or certified
by the state to act as a midwife. The bill does not, however, prohibit
the practice of midwifery in the state without a license.

The concept is -imple: the state has a legitimate interest in assuring
that consumers of midwife services have the infoi-mation available to

make an informed choice of hea".rh care providers but should not hinder,
prevent or interfere with consumers exercise of free choice in childbirth
services.

SB 747 establishes experience and education levels for licensing,

permits use of certain procedures and drugs by licensed midwives, requires
ongoing education and experience, provides for apprenticeship training,
and it requires midwives to keep statistical records available to the
public. The bill establishes standards of practice and professional
conduct and subjects licensed midwives to criminal penalties or suspension
for violations of the provisions for licensure.

Committees: State Affairs, Chairman; Resources, Vice-Chairman: Health, Education & Social Services
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Kcr.a tor Charile Parr
jTr.s il "=
Pouch V

Ala

iraU®")1Chli.jr)*c In tr and all other 1le?;isha tors

i):

J a.; a mother, a twothlirr- Id-hr: and a tlill«ll;jirtlj educator in the ;Ltl;! area. J a-
In HMble;i»ifL of Sn 7/A7 " *n Act Kclai nl to Midwl f«ry", 1 Know people in this area
would Ililti”an altorna tjve to tin: hospital births available, "any arc forced to

labor !'n crowded 1labor rooms, transferor! to ilia <nvt delivery vroot:, and on
in r.i® Inn return®d to a room with a rtulhcr still In labor, how can one hope to

have a i;n0d Ppiithiup, and bonding c:\|>nritiice under these con.lilLionsV

The cedical cuz;zl:.uni tv should be here to help everyone. When they refuse their
elerv®con because a couple wants a hone, bl rth, they are not fulfilling their

obi i=1llions.

IUi;hl i. i in A1l .".ha, there 1is no way for the consumer tin juiJj;« a i.aidwiler. ability.
This 1)111 would help do this end the way it does seen:; l.air. At lend inc 20 births
in bill.i would be very b.ni and considering irost of alssl.a has a population

less than this area, it 1is very llIn.itinp,. However, 1if a person meets the standards

cYC.eptod by the liscencii committee, then i would feel they are able to handle

bilrills. .
A col Iff;c education does not. improve your value, as a midwife. It is the experience
and huowl edee ;:ained through actual hi rthin;; that nwihes a pond tnldwjf/c. Some

people aiQ born with a natural ability and desire to attend births. They may
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Fortaleza, Brazil — A pilot proj-

B-S The Anchorage Times, Sunday

p =

P

Kiineirl\/l'

'|76es'-weE

by Peterpisner -

"E v

ect that teaches basic health care to

women in Brazil's poorest region ;

may provide a Third World cure for
the disease and death that threaten

childbirth among the.world's' impov- «

erished millions. —ir- 1

."The only 'pediatrician a rew .

baby, usually - needs .is Its own

mother,” says Dr. Galba Araujo.  *:

. The Brazilian obstetrician has or-

. ganized a*.-network of traditional

rural - midwives who' are taught
methods thai blend with traditional
health care. They also learn to rec-

.cgnize warning signals.in the few

births which require a doctor’s atten-
dance. W >

“We've neverhad a woman die in
childbirth,” Araujo said in an Inter-'
view,
percent of the births were without
complications/', |

With more than 8,000 births in five
years, the project, supported by U.S.
private money and Brazilian govem-
ment funding, has also slashed the
rate of infant death in one of the
it population growth
areas. 'V.

"Underdeveloped countries have
been imitating the developed coun-
providing health care,”
Araujo said in an interview. "They

u have been adopting technology at

a* P/\y_rr

1
'
.

high cost. Blit nobody can afford to
‘o'l

DV
“The pilot prorectherestresses

. inexpensive methods whichrequire

1
n.

'

minimal training, and also provides
local training in famliy planning and

birth control— a sensitive subject in .

this predominantly Roman Catholic
country. m" o "%

U.S. population specialists, based
in Brazil, praise Araujo's work. With
two-third of the world’s people living
without adequate medical care,
these specialists' say, the project
nay have major imnlications in the

' coming decades, - "1

Araujo cited U. M. statistics which

. show that, if present trends continue,
there, will be three billion births'

- worldwide between now and the

year 2000. The statistics also indicate
that one billion of those Infants will

. die, an additional 400 million will not

reach a year of age and IW million
women will die in the birth cycle."
Araujo,
Jdatemity Hospital in Fortaleza —
an A'lantic coast city of 1.3 million
1,Shinnies north of Rio de Janeiro —

says the data he is gafhering.show at ,

least 55 percent of pregnant women

medical director of the.

"The statistics show that &1

'

%

.mailing uiiui liiuitf €. 1111t1c1 Ul sul-
geiy than a physiological act," said
Araujo, who has Sponsored interna-
tional forums on healLh care and has
lectured in the United States and
elsewhere, * e * y m

m Araujo’s project, which receives
grant money from the Ceara State

movernment, federal health officials |,

and the Kellog Foundatiori-of the
United States, has

series of regional and local health.

mlinics. He and other physicians en-/
.list the help of.traditional midwives ?
and offer them group training. trv;."v

'The'project advocates the'use of
"hirthing stools,”’,either at Home or
In"*a clinic, instead of giving birth
lying down. The birthing stools —
which can be a simple as a wooden
chair with part of the seat removed
—place the motherina squatting po-
sition so that gravity aids the birth
process. * e
mThree hundred midwives have
been trained in Ceara state) learning
about problems of infection and
nvaut modem preventive care. They

‘also are taught warning signals of
birth problems and can refer moth-
-ers tolocal "satellite clinics" for bet-
Ltercare, The satellite clinics, in turn)
can refer patients to
tals” for more sophisticated help. ',

.There are now eight satellite cen-
tcrs and three base hospitals.'Araujo
says he and the state health depart-

.ment plan to double the number by
1953, with eventual pIans to cover the
entire state.

Ceara, with a population of more
than five million, is in Brazil's
drought-stricken northeast poverty
belt. The hirth rate here is higher
. than the national rate of 35 per 1,000
and the infant mortality rate higher
ih(ﬂ) the national rate of 109 per

, 0000

.The statrstrcs at the satellite cen
ter at Aquinas, 25 miles from Forta-
leza', arc markedly better. Since the
mclinic opened on May 1, 1977, there

"base hospi-

have been 2,399 admissions and L,C(VS

.births. An additional 323 cases were

referred to the Fortaleza center and
.0ther women received pre-and post-
,natal can*. There were 25 infant
deaths among the 1,806 births, a
.death ruts of 12 per 1.900 — one-
,eighth of the national average mid
lower then the U.S. Infant mortality
rate of 15 per 1,0CO. The overall sta-
tistics L'i the Ceara prorect are siml-
,lar, Araujo said.

The coordinator of the Aquiras
,Center, Dona Tcresinha Pereira
Lins, her_?If ¢ traditional midwife,
said tiie-clinir has been ahle to con-
vince reluct. ,it local residents that

the free health service works," ».%
"1 began learning (to be a mid-

wife) from my grandmother when |

was 21," she said. "V/hen | got here,-

everythrng was different. But now,

established a '

-w.t'

everyone Is used to it and we deliver

50 to CObabiesa month.”
Araujo raid. Die
project has important lessons for
more develep'-d areas of Brazil, as
well as for countries like the United

Stales.,,  -THlft.__*—J._

northeastern



HOME BIRTH—HOW SAFE I8 IT?

oy Pobert E 3rooks. PhD., lormer orotessor ot QOuantative
Analysis. University of Southern California

One ot the most common assumptions which doctors make
when criticizing home birth is that they are much more danger-
ous than births in the hospital. Note that we say "assumptions”
because, in tact, there is no proof at all to support such asser-
tions.

According to Wegman (1973) the United States ranked 15th
in infant mortality rates for 1973. (See Table 1)

The differences between the top six countries and the US. is
quite substantial: the U.S. infant mortality rate is more than 50%
higher than the sixth placed country, Norway. Yet this can
hardlv be biamed on home birth since only about 3% of births in
the Ui. occur at home.

In fact in nearly all of the top tsventy countries most hirths
lake place in some type of hospital or maternity home. The one
exception to this fact is Holland where fully 53% of births took
place at home. Huygen (1976) in his classic paper on home
deliveries in Holland cited statistics showing the perinatal mor-
tality rate for home births in 1970 to be only 6.9 per 1000 live
births compared to 33.8 per 1000 for hospital deliveries. Since
high-risk mothers are usually referred to hospitals for their births
m Holland, one cannot conclude from these statistics that home
birth is five times safer than hospital birth. On the other hand
one can certainly conclude that it is possible to have a system

TABLE 1 - INFA

ealna per

Counlry 1000 live Births
Sweden 90
finland 10.0
ljojn 11
Netherlands 115
Denmark 1V5
Norway n.tr
Switzerland 13.2'
franco 155
Canada 130
Corinan Ocmoouhc Repub. 10.0
nvw Zealand i6,2'
Australia 10 5'
Hang Kong 16.0
Ingland 6 Wales 169
Belgium 17.0
Lneed Stales 17.7
trelaud 130
Oecnoilovakia 212
German federal Repul. 2.7
srael 22.8

Souiccs. Wegrarn. M. "Annual Survey ot Vital Statistics- tS7]
Peolatncs. 56 560-966. Decumoet .'STH

tPCO and jC\r. Maternity Care in tne World. 2nd Edition. 1975

wherein a low risk mother can have her baby at home with an
extremely high chance for a safe birth.

In addition Huygen states that he has "serious doubts about
the desirability and safety of hospital for normal deliveries.
Home births offer important advantages from an emotional and
psychological point of view. Research has made it clear that
many women prefer to have their babies at home." And regard-
ing the technology available in the hospital, "I feel that, these
advantages in technology at the same time carry with them the
risk of unnecessary intervention."

Even though the percentage of home hirths in the US. has
been small, it has experienced a rapid growth in the past few
years. Statistics on the entire population of home births are not
available. Some Studies have been done, however, which can be
gseﬁ to indicate what kind of safety one can expect from home

irths.

Dr. Lewis Mehl's analysis of 1147 elective home births in
r210rthern California revealed the following outcomes (see Table

In this study the incidence of infant mortality is less than half
as much for home birth as it is for all births in California in 1973.
While the total number of home births represented in this study
Is not large enough to statistically conclude that home birth 15
twice as safe as hospital birth, it is certainly indicative that the
physicians' assumption that home birth is much more danger-
ous must be seriously questioned.

h] MORTALITY RATES (1973)

TABLE 2

Number.
loial fluids 1152
live fisrms o 1147
fe'.ai Deaths 5
Neonatal Deatns 0
| oial flennaial Deaths 1
tow Birin Wecfst i2501c) 15

Hospital Attendee
100 Midwile

999 Doctor or Midvvtie
89.9 Doctor

47 Doctor or Midsviie
85 Midwiie tv Doctor
99.4 Midwife

99 Midwile

97 Doctor

97 Doctor

98 Doctor
100 Doctor
most Doctor

76 Midwiie

96 Midwife

98 Midwire i Doctor
97 Doctor

35 Midwile

99 Nurse-midwife
or Midwife —
100 f* Midwile

All Clliforms-

Rale” QOirth rale-1973
43 10.2
5.2 10J
9.5 i 203
1.3% 6 4%

Source L .refit "Outcome o1c 'ecfive Uonie Bum. A Series ol It-i~Car.es". mlaru Healtr. Unit, Cahtorma State Department o< Heattn. Berkeley. CA

Uirlh Soles, Vol. 2, No. 2, page 6

Ly JACHt 1970
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HOMEBIRTH

*

FILE BABE (creation date = 08-13-81).
VAR20 RATE HOSp BIRTH..XL;" )
- XCjrv..
. . RELATIVE ADJUSTED CUM
* e absolute!’ freql,: freo freql_’\ I
CATEGORY LABEL1 .-LCODE A FREQLr.V (PCt)wvY (PCT) (PCT).AI
POOR 1. 18— -1-872" 327 ©327T—
UNSATISFACTORY 2. 18Y | 8.2 32.7 65.5'AL-
UNDECIDED V.. 3% V-r~ = 1 e: 1.0 "%.Vi_*_... 1.8 67.3.
satisfact_gry‘.," y 4_ - -L-;: 16 m 16 .2Y Y 29.1 96.4
GREAT e 5. 2 2.0.7 , 3.6 100.0
NOT APPLICABLE - s. AA 4404:." MISSING 100.0
AR > F .;TOTAL . . 99 100.0.- 100.0
oy m,- . VE r - or
-MEAN - -2*3.82- -SID- ERR- . .MEDIAN. . .
MODE f.?@? STD DEV é.éég VARIANCE .
KURTOSIS -1, SKEWNESS . range .
MINIMUM 1.000 — MAXIMUM . )
VALID CASES 55 MISSING CASES 44
f
HOMEBIRTH
FILE BABE (creation date = 08-13-81)
VAR24 RATE HOME BIRTH
"l m RELATIVE ADJUSTED CUM
ABSOLUTE FREq FREO FREQ
- A"EdORY LABEL CODE FREQ (PCT) (PCT) (PCT)
SATISEACTORY 4, 8 8.1 8.1 8. |
GREAT 15. 91 91.9 91.9 100.0"
TOTAL 99 100-0 100.0
MEAN _31 | _SID_ERR. 0.02s. _MEDI AN — 6'(?%3_
MODE . STD DEV . VAR IANCE :
KURTOSIS . SKEWNESS -, range 1.000
MINIMUM 4 maximum ,
VALID CASES 99 MISSING CASES
/
/ N
KoTFERMRTHT “ - ~~~
FILE BABE -."r (CREATION DATE = 08-13-81) -
VAR25 WHO CAUGHT BABY
~ RELATIVE ADJUSTED- ““COM~
4, o> e ABSOLUTE FREo FREQ FREQ 1
CATEGORY LABEL CODE -FREQ (PCj)Y(PCT) (PCT)>
m NATURO"DR 2. YA 32.5 ‘.. 32.3 32.3
FATHER 3. 19 19.2 19.2 51.5
LAY MIDWIFE v . 4. "4 42 .4 42 .4 93.9, -
FRIEND /) 5. 113t 2 2*02.0 | 9659595
SELF 6. 3 3.0 3.0 99.0
. L < 1 e |.o" 1.0 100.0
- — H-k\—i . ,
TOTAL 99 100.0 .- 100.0 M2 -
i /o 1 "V1|- "%f.l;f;% f e '
MEAN 293 STD ERR 0 .19 MEDIAN j-ééé
MODFc . T *5TD-DEV - VARIANCF ,
KURTOSIS .ggg SKEWNESS -g RANGE :
MINTMUM . MAX MU ,

TATTD"*CASES



1] "HOMEBIRTH

FILE BABE (CREATION DATE = 08-13-81) M . -
1l x -V
VAR29 MEDICAL INSURANCE. ro* e
3ok - * e X
REUATJVE"™ "ADJUSTED cCuM
C ABSOLUTE FREq FREQ FREO -
j CATEGORY LABEL" i"Sr CODE™ J..FREQ = r  «(PCt) ~;r~ (PCT) ,  (PCT):
YLS : Ver e e le  _ * 7+7*5 4 [fe5
y <jijii ? (
C NO -r"-r-52... 7°52.5 “~>(C"52.5 100.0
C j" ________ TOTAL ,@_A?‘}ng“" 100.c 100.0
| _%. - L ] — - L ]
MEAN 1.525 qTD'ERR =27 0.050 MEDIAN 1.548
KURTOS51S -2.031 SKEWNESS - -0.103 = RANGE 1.000
c MINIMUM 1.000 MAXTMUM ——-—— 2.0007=*
TTATITrCTSET W "MISSING "CASES" 0
c V
L
HOMEBL1RTH
FILE BABE (CREATION. OATE = 08-13-81)--
f VAR30 MEDICA
Vi
RELATIVE ADJUSTED cCuM
_ ABSOLUTE FREO FREOQ FREQ
] CATEGORY LABEL CODE FREQ (PCj) (PCT) (PCT)
YES 1 13 13*%i mou 13.8
€ NO 2 81 81.8 86.2 100.0
j MISSING 9 5 5-1 MISSING 100.0
€ ) . TOTAL 99 100-0 100.0
MEAN 1.862 STD ERR 0.036 MEDIAN 1.920
$ MODE 2.000 std dev 0.347 VARIANCE 0.120
...... KURTOSIS. .2-.59.0_ -SKEWNESS -2 »170 ramgf 1-000
MINIMUM 1.000 maximum 2.000 -
0 VALID CASES 94 MISSING CASES 5
HOMEBIRTH . _
FILE BABE (Creation, date = 08-13-81)
VAR31 INCOME AFFECTS hb *
t REITATI VE““ ADJUSTED mm"CUM
iy ABSOLUTE FREq FREQ FREQ
CATEGORY LABEL - CODE FREQI (PCj) (PCT) (PCT)
YES * 1. T 10 " 1.0 170
»
B K — - 2. 98 99.0 100.0
“TOTAL 99 “T00eo0 100.0
MEAN 1990 ,STD_ ERR 0 ObO MEDIAN 1.995
MODE * TTOW STITDEV- 07107 VARIANCE 0.0T0
KURTOSIS 99.000 SKEWNESS -9.950 range 1.000
MINIMUM 1.000 maximum 2000
"VAriDTffSES- "MT5STNG~CA5E5 "
0
----------------------------------------------------- i 000 'L\
. 274 - ~)& 6



HOMEBIRTH

FILE BABE (CREATION DATE = 08-13-81)
VAR26 INCOME 1980
RELATIVE ADJUSTED
ABSOLUTE FREq FREO
CATEGORY LABEL D~ = mCODE FREO (PCD (PCT)
LESS THAN 10,000 1. o— 14 14.1 14.1
10.000 TO 20,000 2. 19 19.2 19.2
= °® TO0 30,000 3. 27 27.3 27.3
30.000 TO 40,000 * 4. “17 17.2 17.2
40.000 TO -50,000 5. 16 16.2 16.2
GREATER THAN 50.000 M .6 * 2 2.0 e 2 2.0
> 8. 2 .0 2.0
&
9. 2 2 4° 2.0
. Lo I
v TOTAL 99 100.0 100.0
MF AN 3.303 STD ERR_ 0.177 MFDI1AN
MODE 3.000 STD DEV 1.711 VARIANCE
KURTOSIS 1.679 SKEWNESS ..o 1.011- RANGF. ..
MINIMUM v 1.000 maximunm 9.000
VALID CASES 99 missing CASES 0
m i H
\ 1 » V
r
& - °
HoMEBTrTFT-
FILE BABE (CREATION DATE = 08-13-81)
VAR27 COUPLE OR SINGLE INCOME
mREITATTVE *"ADJUSTED™
ABSOLUTE FREq FREQ
CATEGORY LABEL CODE FREQ (PCj) (PCT)
"S5TNGLE"TNUUWE > 1. b~ _ 5VT 51"
COUPLE INCOME 2. 92 92.9 92.9
9. - T __E«CT 2.0°
TOTAL 99 100.0 100.0
mean 2.001 STD ERR 0.103 MEDIAN
MODE 2.000 STD DEV 1.021 VARIANCE
KURTOSIS 42.453 SKEWNESS 6.388 range
"MIN IMUM. - << 1".00"0 MAXTMUM 9vV000-
VALID CASES 99 MISSING CASES 0

CUM
FREO.:":
(PCT)
14.1
33.
60.

77.

© o0 O w

93.
96.0
«98.0
100.0

3.m
2.928

8.000 -....

"COM-
FREQ
(PCT)

5TT
98.0
100T0-

O
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Table
Neonatal and Infant Deaths of
Anchorage Residents, 1970-1979

Neonatal Infant Number Live

Deaths/Rate Deaths/Rate Res. Eirths J

1970 55 17.2 74 22.5 3285 °r
1971 36 11.6 52 16.3 3192

1972 36 11.6 5.1 16.4 3119

1973 39 13.5 51 17.5 2917 r/
1974 36 11.6 46 14.8 3J.32 - KV
1975 13 = 4.0 36 11.3 3260

1976 25 6.4 47 12.0 3968*

1977 22 5.9 43 11.6 3720

1978 39 10.3 58 15.3 3825 _

1979 39 10.3 56 14.7 3823 joor
* estimated

Resident neonatal and infant death rates dropped dramati— f '|
cally from 1970 to 1975, but have started climbing slowly
gain. Because numbers are small the effect of each change > 0
may be misleading. Until 1978 local rates were below those
of the nation. Since 1979 local rates (14.7) have exceeded
national rates (13.6). The State Health Systems Plan recom—
mends maintaining a neonatal mortality rate of no more than
9.0 per 1,000 live births, and an infant rate o0.“no more
than 15.0 per 1,000 live births. Further and careful review
of Anchorage rates 1is necessary.
Table
Neonatal and Infant Mortality for Anchorage, Southcentral
and Alaska, 1970-1979 v/
Infant Mortality Rates Neonatal Mortality Rates

Year Anchorage Southcentral élaska Anchorage Southcentral Alaska
1970 22.5 17.2 23.4 17.2

1971 16.3 20.: 18.3 11.6 12 .6
1972 16.4 16.7 17.0 11.6 11.1
1973 17.5 21.6 19.9 13.5 13 .0
1974 14.8 19.2 13.6 11.6 12.6
1975 11.3 e 13.7 14.3 4.0 9.4
1976 12.6 * 15.3 16.1 6.4 9.2
1977 11.6 13.9 14.8 5.9 8.2
1978 15.3 14.6 3.0.3 9.6
1979 14.7 147 6.1 10.3 9.1
*estimated °

71
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Home Births and Perinatal Mortality. Growing numbers of
Alaskan women are choosing to have their babies_at home or
at least outside of an acute setting. Table ! shows the
number of Alaskan and Anchorage births which occured 1in a
setting "other™ than a hospital or clinic.

*Table

Number and Percent of"Births Occuring Outside a Medical Facility

Anchorage and Alaska 19 - 1979
1976 1977 1978 1979
# % % % _ # %
Anchorage : AYVr 32 1.2 75 1.8
Alaska [“/E . 302 3.3
\Ix "C ot/ N

It is not clear at this time exactly how many women who
intended a home birth, developed complications and actually :N &
delivered .in a hospital.iJ'IndjLpatprs_ of....the. incidences....of I p».
prpblem_deJLiveries are minimal*TN® Howe-ver, Annua] Surveys of
Anchorage hospitals indicate that“from 15 to 30 percent of
.all hospital deliveries are classified (ICD-9-CM) as

V "Complicacions of Pregnancy, Childbirth and Puerperium.

A S While that classification code may_.include relatively.jninor

JV. complications, it does indicate need for medical attention

beyond that which occurs during a normal delivery. In® addi —
tion, some physicians es.timfLLe that about one of every four 1] e
women 1identified as low*risk throughout pregnancy, s
experience (maternal or fetal) complicai .ons during deli-

Novery. The inference from these data is that there is suf-

: ficient risk to mother ancrinfant during the perinatal
P (iperitbd to question the adviseability of home births.
/ eattres such as alternative birthing rooms and centers

filth
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liberal policies regarding®attendance during birth and post-—
partum care, 24 hour”~dorning-in, and shorter lengths-of-stay
are now available./ Such services are offered to create a
more personal, family-centered experience for all involved,
while assuring sound medical monitoring and treatment when
needed.

Estimates of Service Requirement and Needs

Assumptions and Methodologies. Estimates are based upon the
bed need projection formula as described below. Estimates
assume that the use rate is appropriate for this service and
that population estimates are valid. Anchorage NSCN units
serve native and non-Natives, Tfrom Anchorage, Southcentral
and the rest of Alaska. Better patient origin data 1is
needed to more realistically determine future bed needs.

For now the formula used will be:

rr.vv. : 3Civ, -
NSCN Use Rate (1979) = NSCN~ Pat. Days, 1979
Health Service Area Births (State)
Use Rate x No. State Births in 198x (1000) = Projected
~ 365 days Average Daily
Census
ADC

50% occupancy = Future NSCN Bed Need

Estimates of Service Needs. Calculation of projected need
for NSCN beds required estimating future numbers of live
births in the State. Table " shows projected state births
and beds needed applying a 1979-base use rate of 283. Since
1973 there has been an average annual increase of 5.7 per —
cent in the number of Alaskan births. That same growth rate
has been applied to projections from 1981 to 1990, although
future developments in the state may render these projec—
tions conservative.

Table
Projected Alaskan Births and Need for
N?Cw] Beds 1981 - 1990
u

Current NSCN

Alaska Births NSCN Beds Needed Beds Available
1981 10,198 16 20
1983 11,393 18
1985 12,728 20
1990 16,790 26

Current total supply of NSCN beds would appear to meet
demands generated by the service area. However, closer 1look
at utilization of the two existing units shows that the 14

4-17 3-



bed Providence unit is operating close to the 50 percent
minimum occupancy standard recommended; whereas the 6 bed
Alaska Hospital unit P- operating below 20 percent occu—

pancy

; National guidelines recommend that for maximum effi—

ciency and effectiveness minimum size for an NSCN unit 1is .15

beds.

Recommendations regarding the appropriate distribution

and supply of NSCN beds, as well as other Level I, 11 and
Il resources, are due by fall 1981 from the Perinatal
Services Technical Advisory Group. Those recommendations,

will
this

Goals

Goal

Goal

be proposed for public review, followed by amendment- to
HSP.

- ll| l_l - -
0 A_y A- /m /
1.0: Implement a regionalized system for perinatal
care.

Objective 1.1: By 1983, establish a regional
system for perinatal services with appropriate
linkages at each 1level (, Il and 111), that are
responsive to consumer needs and meet the
following criteria:

<= Average annual occupancy of at least 75% in Vvj
Level 11/111 units;

<at least 1500 annual live births in each

Lsvel 11/111 unit;

(v; ==» more than 4 intensive and intermediate
care beds per, 1000 live births in the service
earea; c,
<no fewer than 15 beds per. unit; v.

Dngoing outreach and continuing education for
providers 1in the service are" aregarding
appropriate referral procedures.

2.0: Ti"l-jprove prognosis and survival rates for high
risk mothers and babies.

v. Objective 2.1: By 1983, 1increase by 10% the
number of in-utero transports to Anchorage Level
J 11/111 Perinatal Center.

AoJﬂnﬂective 2.2: By 1983, reduce the number of'homey

[births to less than 1% of the total Anchorage ]
\occuring birvhs. . /e
Objective 2.3:" By"1982, to improve personnel %

skills with and effe.cti.ve use of electronic “fetal
monitoring in all labor and delivery settings.

vO
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Al Rushing

1403 E. 27th
Anchorage, Alaska9950
1-5-82

Carolyn Aoyama 5 - e -
Dept, of HSS MCH-1..PO .
Room 222 Mac>j6(y B] dg
338 Denali St.

Dear Carolyn Aoyama:

I have requested information from you previously on several
matters relating to jjerinatal health care and homebirths in Alaska.
I have an interest in this information on an individual, personal
basis as well as being a representative of Better Alaska Birth
Experiences. B.A.B.E. 1is an organization dedicated to providing
information regarding perinatal health care to the consumer and
improving perinatal care.

.You have fai ®d to provide this information or to contact
me, and | would I1.~Ke to be informed of the reason for this refusal
on your part. As an Alaskan resident this information should
be available to me, and as a representative of HSS it would
seem you should be able to provide the information and
cooperation.

I want to obtain accurate, honest and unbiased statistical
Avinformation and hope that you find this matter of sufficient
mErit to respond to now: ~

1) In late August and early September |1 mai/e numerous attempts

to contact you regarding the Improved Perinatal Outcome and the
Perinatal Advisory Committee investigation and eventual report

on homebirths in late October. You contacted me two weeks after |
began leaving plone mess es for you and after 1"d contacted Mr.
Dwayne Peeples.

2) When I requested information from you regarding the above
via phone you informed me that the PAC meeting was private,

not open to the public or anyone not a member, that transcripts
of the meetings were not available to the public and that any
information regarding homebirths must be submitted chrough you.

3) When I pressed the issue you said that you were initially
mistaken, that | could attend the meeting but you were not certain
of the agenda, time or place of the meeting. I informed you of a
research study that Chris Rushing and | completed in August.

The study as of homebirth couples in the Anchorage Municipality.
You responded that the information would have to be presented

by you. I alsc reported that the project was completed

under the auspices of our research methods class at UAA and with
the cooperation of BABE. You also told me that I need only list
some of the demographic and simple statistical information to
provide to you which®"l did.

4) Unable to attend the Perinatal Advisory Committee meeting my
wife Chris attended but was informed that she would not be able to
speak at the meeting because she was not a member of the Committee.



During the same meeting Liz Gollogly of Fairbanks was allowed to
speak as an "invited guest". Paula Korn was not an invited
guest but was allowed to speak because she is a nurse-midwife.
I would like to obtain additional information of this "policy".
Chris was told the "public" could speak at 4:30 but 5:00 came
around and the"public" did not have an opportunity to speak.
Do the speakers have to be married to physicians as both of these
people are ?

A
5 At the meeting you down played the homebirth study saying that
it of course was "biased". If you had knowledge of the research " *
process you would realize that doing a study in a special sub-group
like this is not necessarily biased. We conducted a random survey
done with the proper technigue under the guidance of Dr. Ender from
the University who 1is well known for his research programs. This
was not some survey thrown together; it is the only statistical
information gathered on the homebirth Z*group that has ever been done
in Alaska. I had offered to go over the original data with you
at your convenience anytime prior to the meeting. This offer was
also maifce more than a month and a half prior to the date of the
meeting. You apparently had no inclination to present an unbiased
presentation of the homebirth picture in Alaska.

6) You personally promised me, prior to the meeting, any infomation
you obtained regarding homebirths and perinatal statistics. You
have failed to provide me the results of your "investigation."

7) You- also apparently promised an objective presentation of
infromation regarding homebirths and lay midwives in the Kenia
Peninsula. I was informed that you promised information to them
which they have not received either. You presented a brief profile
of midw.Lves in Alaska at the PAC meeting. I find it quite odd that
you did not contact the midwives in Alaska that have he most
experience and do the most births. Dr. Petfijohn h done hundreds
of homebirths here in Anchorage, as have other lay midwives in the
state. You contacted only the midwives that have the least amount
of experience and background.

8 You made comments at the PAC meeting that my wife and 1 feel

are mainly conjecture or personal opinion. I would like to know

of resources that state that Birthing Centers will remove the

demand or lessen it for homebirth. You also presented the number
of birthing center births at Alaska Hospital as about 25% of the
total births. You were using the total number of births since the
opening of the ABC rather than a number per year which you quoted.
The actual births are less than 10% most months but I°m sure your -
statistics made more of an impressionl!i

9) I have repeatedly requested information regarding the 3P0 and

the PAC and its composition etc. I have also requested
notification of meetings and transcripts of PAC meetings. You
have not provided these, nor contacted me.

t

10) 1 Iso requested detailed statistical information regarding
perinatal outcome 1in Anchorage area hospitals but have not
received the information.



I hope that you will find it oi sufficient importance”“to reply to

this letter and the questions 1"ve raised, at your earliest
I promise that | will seek out this information

convenience.
through what ever means are available, with o” withoutC.y.our "mmr
assistance. “c .- -V . "
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June 17, 1977

No. 7468

This opinion is issued in reponse to questions presented
by Arleen Sergeant, R.N., M_S., Assistant Executive Director,
State Board of Nursing.

FIRST QUESTION PRESENTED
Can a person be a midwife and assist in the
?,~>rmaT delivery of children without~being first

licensed as a registered nurse and certified as a
nurse practitioner midwife?

ANSWER GIVEN
Yes .
SECOND QUESTION PRESENTED
Assuming the answer to the first question is
yes, can a lay midwife administer medications or
perform an episiotomy?
ANSWER GIVEN
No. . 1
DISCUSSION

A review of available nursing, medical and legal

literature indicates that "midwives" and "midwifery" may be
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the world®s "second oldest profession,” A midwife is a
person who assists in childbirth and midwifery 1is the art
or practice of assisting women in childbirth. Webster*s
New 20th Century Dictionary, 2nd .Edition.) *

Since, according to Webster s, a further definition of
midwifery is "obstetrics"” and obstetrics is recognized as a
branch of medicine pertaining to the care "'f women during
pregnancy, parturition and puerperiuml, a basic question
is whethrr the practice of midwifery is limited to persons
licensed to practice medicine.

In Massachusetts, midwifery 1is considered within the
practice of medicine, and its practice is limited to
persons- licensed as physicians. Commonwealth v. Porn, 196
Mass 326, 82 NE 31 (1907). The defendant in the Porn case
was a licensed nurse. However, 1in some states the practice
of midwifery 1is recognized as a licensed occupation separate
and apart from both nursing and medicine. Bowland v .

Mun. Ct. of Santa Cruz, 125 Cal Rptr 858, 556 P2d 108, (1976);
Rock v. State, 6 Md App 618, 253 A2d 401 (1969). et other
*s-taLtes_ha\Qe recognized-mjdwifgry as an occupation separate and
distinct from medicine and nursing without requiring a license
for its practice. People v. Hildy, 289 Mich 536, 286 NW

819, (1969); Banti v. Texas, 163 Cr 89, 289 SW2 244 (1956).

|
Stedman®"s-Medical Dictionary, p. 1105 (2nd ed. 1966).

However, Websters points out "obstetrics" 1is derived fronm
the Latin“"obstetrix,” which merely means midwife.



Some courts have also concluded that pregnancy 1is a
natural condition and childbirth is a normal®™ function of
womanhood and thus assisting in childbirth is not necessarily
within the practice of medicine. Bowland v. Mun. Ct. .
of Santa Cruz, supra and Rock v. State, supra. This
rationale was also recognized in 35 Op Atty Gen 1267
(1970).

Decisions referred to above concerning the practice
of midwifery in other states v'.re based upon the particular
language of the state statutes involved. None of these
decisions are directly on point, with the exception of the
Bantl case and possibly the Hildy case. Banti is particularly
on point because it is based on law which par-1llels Oregon
statutes.

Banti considered a Texas law which authorized "midwives,"
not licensed as either nurses or physicians, to sign birth
certificates and put drops in the eyes of newborn infants.

The court concluded that this constituted legislative
recognition that a person could be a midwife without being
licensed as a physician (or a nurse).

Oregon has similar statutes. ORS 432.205 and 432.210
state, respectively: *

432.205. "(1) A certificate of every birth

shall be filed with the local registrar or the

registration district in which the birth occurred,

within the time prescribed by the division, by

either the physician or midwife in attendance at the

birth or, if not so attended, by one of the parents;
provided, that any birth certificate not containing
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the name of the father or on which the surname of
the father is at variance with that of the child
shall be filed with the division and not with the
registrar of the district in which the birth
occurred.

"(2) If the mother 1is unmarried, the certificate
of birth shall not show the name of the alleged father
unless both the father ar.J mother have filed (i

affidavit of paternity with the registrar.”™ (Emphasis
added)
432.210. "If neither of the parents of the

newborn child, unattended by either physician or

midwife, is able to prepare a birth certificate,

the local registrar shall secure the necessary

information for the preparation of a birth

certificate from any person having knowledge

of the birth." (Emphasis added)

The Oregon legislature has a long history of. treating
midwifery as an occupation distinct from the practice of
medicine or nursing. In 1905 the legislature adopted the
predecessor to ORS 432.205 and 432.210, providing that:

"It shall be the duty of all physicians,
accoilchers2 or midwives in the State to report.

all births . . . which may occur under their

supervision. . . . " 1905 c. 179 83 (Emphasis added)

This act. with its reference to registration of births occurring
under the supervision of eniidwives, indicates legislative

recognition of a major role for midwives distinct from that

of other medical practitioners.

2

"Accoucher" 1is defined as "one who assists women in
childbirth; an obstetrician." by Websters New International
Dictionary, Second edition, unabridged (1959). By 1915 this"

term had been deleted from laws governing registration of
births, leaving only references to "midwives"™ and "physicians."



This act was in effect in 1911 when the legislature
created the State Board of Examination and Registration of
Graduate Nurses and made it unlawful to practice as a
registered nurse without a certificate from that board.
1911 c¢c. 32 86. While the legislature has continued to
tighten standards for licensing nurses, today requiring a

license for all persons engaged in the practice of nursing

(ORS 678.021), it has also retained statutes assigning duties
I

to midwives "in attendance at birth". ORS 432.205, 432.210.

Oregon has never required a license for midwives. From these

facts we conclude that the legislature continues to view
midwifery as an occupation distinct from nursing, and that a
oersoa engaged in this occupation need not be licensed as a
registered nurse or certified as a nurse practitioner midwife.
In reaching thisrconclusion we are not suggesting that a
lay midwife"s" services are as skilled as those of a certified
nurse midwife, or that a "lay midwife"™ has the education or
training of a Board of Nursing licensee. We hold only that
the fFegislature recognizes the practice of midwifery, that

underEpresent law midwives may assist during childbirth, and

that such persons need not be licensed as nurses- For reasons

3
The Board of Nursing has by administrative rule provided

for licensing registered nurses as Nurse Midwife jPractiticners.
OAR 681-30-001 to 851.30-003. However, we are not asked for
any opinion concerning the proper scope of practice of such

a Nurse Midwife Practitioner. A definition of such scope

by the board based upon appropriate factual determinations
would be prima facie valid.



set forth below, we interpret this assistance to be limited
to so-called natural childbirth, without the" use of drugs or
surgical procedures.

In addition ho the general question posed regarding
midwifery, we are also asked whether a lay midwife can
administer medications or perform an episiotomy. Although we
conclude that the practice of midwifery is recognized by the
legislature, it is restricted by statutes governing practice
of medicine and nursing.

In 1895 the legislature first provided that "any person
practicing medicine or surgery within the state. . . without
first having obtained the (medical) license herein provided
for. . . shall be guilty of a misdemeanor. . - _." L. 1895, p.
88. . This law was in effect in 1905 when the act referring to
registration of births occurring under the supervision of a
doctor or midwife was enacted. As noted above, Oregon has
never required licensing of "midwives.” The co-existence of
these factors strongly suggests that the legislature did not
con.sider assisting with childbirth (at least normal child—
birth). to be "practicing medicine or surgery."

Since 1895 the legislature has further defined "practice
of medicine”™ and has added a definition of "practice of
nursing". ORS 677.085, 678.410. A lay midwife, not being
licensed as either a nurse or physician, 1is prohibited from
performing tasks included within either of these definitions.

ORS 677.085(4), 678.021. We have held in previous opinions
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that administrat5.on of medication constitutes practice of
nursing. 34 Op Atty Gen 900 (1969); 37 Op Atty Gen 478 (1976).
We thus conclude that a lay midwife, not being licensed as a
nurse or physician, is prohibited from administering medications
to another person.4

OQur opinion is not changed by Health Division OAR 333-21-07 £
and OAR 333-23-134(1)(F), requiring the attending physician,
nurse or other person acting under the direction of a physician “
attending birth to immediately instill silver nitrate into
the eyes of newborn infants. Such action, no matter-how simple
the procedure or laudable its jurpose, constitutes"administration
of medication and cannot be performed by a lay midwife. However,
these rules apply only to physicians, nurses or other persons
acting under the dirsction of a physician attendi? the birth.
We assume that a doctor is usually not present a births
supervised by midwives, find in such situations tthe rules,
as -written, would not apply.

We also have no hesitation in concluding that a lay
midwife cannot perform an episiotomy. ORS 677.080, with
limited exceptions, prohibits a person from practicing medicine
-witmiw a license issued by the Eoard of Medical Examiners.
A person practices medicine if he or she offers or undertakes
4 *J

ORS 678.035 authorizes a nonlicensed personjj until
July 1, 1977, to administer noninjectable medications under
the direction of various state licensed personnel. ORS 678.150
(7)) requires the Board of Nursing, after July 1, 1977, to
adopt rules for the delegation of certain nursing tasks to
nursing assistants. While these tasks may include

administration of medications, they must be supervised by
a licensed nurse.

973



to perform any surgical® operation upon any person. ORS 677.085(3)
An episiotomy 1is a surgical incision of vaginal tissues performed.
to prevent the harder to repair natural tearing which often

occurs during childbirth. In an earlier opinion we concluded
that an episiotomy was a surgical incision of human tissue

falling within the definition of "surgical operation” for

purposes of the Medical Practices Act. 35 Op Atty Gen 1267
(1972). Consequently, such an operation cannot be performed

by a lay midwife not licensed ms"a~~phvsician or nurse.

Sr 1

* 0 c
CAMES A. REDDEN
Attorney General

JAR:A3S:DCA:am
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Home Delivery and

Neonatal North Carolina

Mortality in

Claude A. Burnet* Ill, MD, MFH: James A. Jones, MPH, Judith Rooks, CNM, MS, MPH:
Chong Hwa Chen, MS; Carl W. Tyler, Jr, MD; C. Arden Miller, MD

*« Neonatal mortality Is examined by place and circumstances of delivery
In North Carolina during 1974 through 19743 with attention given to homo
delivery. Planned home deliveries by lay-mldwives resulted In three neonatal
deaths per 1,000 live births; planned home deliveries without a lay-midwlfo,
30 neonatal deaths per 1.000 live births; and unplanned home deliveries,
120 neonatal deaths per 1,000 live births. The women whose babies were
delivered by lay-mldwlves were screened in county health departments and
found to be medically at low risk of complication, despite having demograph-
ic characteristics associated with high-risk of neonatal mortality. Conversely,
the women delivered at home without known prenatal screening or a trained
attendant had low-risk demographic characteristics but experienced a high
rate of neonatal mortality. Planning, prenatal screening, and attendant-
training wero Important In differentiating the risk of neonatal mortality In this
uncontrolled, observational study.

[JAMA 1980;244:2741-2745)

SUMMARY reports of state vital sta-

U S | N interest in home deliverr, the places
tistics have traditionally classified

and circumstances of delivery should
hefore

births os occurring in hospital and
out-of-hospital. Fetal and infant mor-
tality has also been reported using
this " differentiation. Being the best
that is generally available, such infor-
mation has been quoted in defending
the argument that in-hospital deliv-
ery is safer than out-of-hospital
delivery. However, with increasing

From the Fnmlly Planning Evaluation Olvltlon,
Cantor for Dinomgo Control,” Atlanta (Drs Burnett
and Tyler and Me Rooku); lha Maternal and Child

" Health Branch, Division ol Health Servicoa, Slain
ol North Carolina, Ralm%h (Mr Jonea); ttio DefJart-
ment ot Bloatnliutica, Emory University. Atfanta
EMgI Chan?‘ and tha Department ot Maternal and

hild Han Ih_, School ol Public Haalth, Unlverally ol
Norlh Carolina, Chapel Hilt (Dr Miller). Dr tlumolt
la currently director, Norlhenat Hoalth District,
Georgia Deportment ot Human Reaourcos, Ath-
ena. Mg Rookg la currently export consultant with
Ehco Otfice ol the Surgeon General, Wasinngton,

Reprint raqueots to Northraat Health District,
/BXCS ’\III) Millsdgo Avo, Athena, GA 30001 (Dr

urnoll),

JAMA, Doc 19, 1980- Vol 244, No. 24

be more preciselY_ classifie
attrlbut|_n? mortality risks to them,
This article provides an analysis of
neonatal mortality in North Carolina
during 1974 through 1976, with atten-
tion given to the places and circum-
stances that characterized out-of-hos-
piUt! deliveries. .
In North Carolina, the proportion
of infants horn at home has declined
from 7G% in 1940, to less than 1% in
1975 (Figure). With this shift to hos-
P|ta| delivery, maternal mortality fell
rom 50/10,000 live births in 1940 to
3/10,000 live births in 1975, a decline
of 94%. Neonatal mortality also
declined 01%, from 33/1,000 live
births in 1940 to 13/1,000 live births
in 1975, Neonatal mortality remained
more than 40 limes that of maternal
mortality in 1975, despite nearly uni-
versal hosPnaIlzatmn for childbirth.
Most of the medical profession

Neonatal Mortality— Burnett ot al

advocates hospital delivery and views
home delivery as a regressive step
that would reverse the historical
improvement in the safety of child-
birth. Most women choose to deliver
in a hospital where physicians are
able to intervene effectively in emer-
gencies, many of which cannot be
anticipated with even the best pre-
natal care. However, an increasing
number of women prefer delivery at
liome in order to he among familiar

.people and surroundintis, to avoid thc?

perceived risks of hitdilv technical
medical care, and to redurn cost

Lay-midwives legally attend home
deliveries in some counties of Norlh
Carolina. The practice of these lay-
midwives is regulated by county
health departments. Prenatal care~N
involving physician-supervised J
screening for risk factors must he (
Prowded by the health department
or each patient, and every home
delivery by a lay-midwife must be | '
approved In advance as low Tisk( J
Since 1964, no lay-midwife has been
initially certified to practice in any
North “Carolina county. Those lay-
midwives still practicing arc gradual-
ly being phased out; 25 were issued a
required 9yearly permit in 1974, eigh-
teen in 1975, and fifteen in 1976.

MATERIALS AND METHODS

This study used neonatal deal t rates as
a measure of the risk associated with the
place and circumstances of birth. Vital
records of live births and neonatal deaths
registered in North Carolina for 1974
through 1976 constituted the initial source
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Proportion o( births in hospital, neonatal mortality rato, and mnt'mnl mortality rata. North

Carolina. 1940 to JI9TE.

of information. Birth records were coded
as occurring in a hospital, in a clinic or
office, enroute to a hospital, or at home.
Infant death records are routinely linked
with their corresponding birth records in
North Carolina, making it possible to
determine mortality by birth characteris-
tics.

To estimate the risk of neonatal mortal-
ity associated with the circumstances of
home delivery, the 1,29fi home deliveries
occurring in North Carolina during 197-1
through 1976 were classified by both their
planning status and the nttendant present.
If a home delivery was chosen and a
healthy infant anticipated, it was classi-
fied as planned.

Emphasis was placed on determining
the planning status of those home deliv-
eries that resulted in neonatal death.
Misclassification of a small number of
these deaths would have had a nliable
effect on reported nc.mai®l mortality
rates. Therefore, these J"'.ths were indi-
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vidually reviewed by examination of the
birth and death ceitificates as well as by
discussion with county health department
staff and, when necessary, the attfc dant
at the home deli ‘ery.

Two simplifying assumptions were
made in classifying all home deliveries by
planning status. We assumed that all
home deliveries attended by a lay-midwife
were planned. This assumption was justi-
fied for two reasons. First, for a lay-
midwife to receive a permit to attend a
home delivery, n pregnant woman had to
be approved by a health department as
being at low risk of complications. This
was considered evidence of careful plan-
ning. Second, a lay-midwife would proba-
bly not attend an unplanned home delivery
and report it on the birth certificate
because of the risk of permit revocation.

Our second assumption was that home
deliveries of infants weighing 2,000 g or
less at hirth and not attended by a lay-
midwife were precipitate and unplanned.

No. 24

There were 51 such deliveries. These may
have been planned but were classified as
unjannqd. However, no such assumption
was made in the classification of the
neonatal deaths that followed home deliv-
ery. Therefore, any classification error
introduced by the second assumption
would have increased the apparent neona-
tal mortality rate of home deliveries clas-
sified as planned and not attended by a
lay-midwife, and decreased the apparent
neonatal mortality rate of home deliveries
classified as unplanned. .

In June 1978, birth certificate copies of
the remaining unclassified home deliveries
were sent to the health department of the
county of residence of the mother. A brief
questionnaire accompanied each certifi-
cate requesting that health department
staff determine the reason for home deliv-
ery and identify the attendant present
Four reasons for home dellver_Y were pro-
vided: precipitate, intended, failure to plan
for health care, and unknown. Field work
by county health department staff was
negessar?% when no detailed record de-
scribed the circumstances of the birth.

RESULTS

Births Associated With Home Deliv-
ery.—Table 1 shows a classification of
all 1,296 home deliveries for 1974
through 1976. Seventy-two percent of
home deliveries were classified as
planned. Of these, 768 were attended
by lay-midwives and were assumed to
be planned; 166 were classified by
questionnaire as “intended” and were
therefore considered planned. Of the
166 home deliveries classified as "in-
tended," 57% occurred by preference,
26% were frr economic reasons, 8%
were for rt-ngious reasons, and 9%
were for other or unknown reasons.

Nineteen percentof home deliveries
were classified as unplanned. The 51
infants born at home, attended by
other than a lay-midwife, and weigh-
ing 2,000 g or less were assumed to be
precipitate, unplanned home deliv-
eries. An additional 199 were classi-
fied by questionnaire as either "pre-
cipitate” or "failure to plan for health
enre" and were al" considered un-
planned.

Neonatal Deaths Associated With
Home Delivery—The planning status
of the home deliveries that resulted in
neonatal death is shown in Table 2. Of
the 26 neonatal deaths associated
with home delivery during the three
years, six (1770) followed planned
home delivery, and 30 (83%) followed
unplam.c'd home delivery.

Neonatal Mortality— Burnett ot al



Table 1.— Planning Status
, ot Al Home Deliveries’

No. 54

Planned 934 N0
Lay-midwilo

(assumed planned) 768
Classified

by questionnaire 166
Ung_lanned_ 250 19
irth weight <2.000 g

(assumed unplanned) 51

Classified
by questionnaire 199
Unknoiwn 12 9
Total 1,296 100

*North Carolina. 1974 through 1976.

Six neonatal deaths occurred fol-
lowing planned home delivery. In
three ‘instances, a trained attendant
was not present; in three others,
delivered by lay-midwives, death was
attributed to congenital anomalies.

Two of the 30 unplanned home
deliveries resulting in death were
classified as “unplanned—no alterna-
tive.” Allegedly, one mother, who
delivered a 2,800-g infant at eight
months, went to a hospital but was
turned away for lack of funds. The
other, who delivered a 1.400-g infant
at seven months, reportedly had been
told not to go to the hospital without
payment in hand. We concluded that
.these home deliveries were not
intended.

Five of the 30 unplanned home
deliveries resultln% in death were
classified as “unplanned—suspected
homicide or neglect" Three involved
unwed teenaged mothers charged
with homicide. Of the two remammg
deaths, one infant was found drowne
in a canal and the other was grossly
neglected. These home deliveries were
judged to be either precipitate or
intended without preparation for a
healthy infant. _

Neonatal Mortality Rates Associated
With Home Delivery.—Home deliv-
eries, without regard to their plan-
ning status, were associated with a
neonatal mortality rate of 30 per
1,000 live births. However, when sub-
divided by their planning status (Ta-
ble 2), a different picture emerged.
The neonatal mortality of planned
home deliveries was 6/1,000, while
that of unplanned home deliveries
was 120/1,000. The relative risk of
unplanned home deliveries was 20
times that o» planned home deliv-
eries. _

The planning status of 112 home
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Table 2.— Neonatal Mortality by Planning Slalus ot Home Deliveries*

Planned

Inlant normal
Congenital unomaly
Unplanned
Precipitate
No alternative
Suspected homicide or neglect

Total

‘North Carolina, 1974 through 1976.
INfionot.il deaths per 1.000"live births.

Table 3.— Neonatal Mortality by Place and Circumstances ol Delivery*

Home—planned, attendant physician
Home— planned, attendant lay-midwilo

Hospital

Clinic or ollice

Homo—planned, attendant not physician
or tay-midwile

Enroute

Home— unplanned

Total

'North Carolina,-1974 through 1976,
INeonatal deaths per 1,000"live births.

0 Hhs, No. (54) Births Rate t
6(17) 934 6
3{63
3(8
30(83) 250 120
23[64)
2(6)
5(14)
36(100) 1,184 30
Deaths Births Ratot
0 551 0
3 768 4
2,805 242,245 12
15 949 16
3 1001 30
12 1 68
30 250) 120
2,868 244,544 12

AExcludes 112 home deliveries with unknown planning slolus and It planned home deliveries with

unknown attendant.

deliveries remained unknown follow-
ing the questionnaire survey. If these
had been planned, the neonatal mor-
tahty rate of planned home deliveries
would still have been 6/1,000. If all of
these home deliveries had been un-
planned, the neonatal mortality rate
of unplanned home deliveries would
%\6% been 83 rather than 120 per

The efTect of possible classification
error introduced by the assu_m[imon
that the home deliveries of 51 infants
weighing 2,000 g or less and rot
attended by a Iar-m|dW|fe were pre-
cipitate and unplanned can be simi-
larly examined. If all. 51 home deliv-
eries had been planned, the neonatal
mortality rate of planned home deliv-
eries would still have been 6/1,000;
the neonatal mortality rate of un-
Blanned home deliveries would have

een 151/1,000.

Table 3 shows all neonatal deaths
for the three-year period by place and
circumstances of delivery, in rank
order from the lowest to the highest
neonatal mortality rate. The 112
home deliveries with unknown plan-
ning status and 11 planned home
deliveries with an unknown attendant
are not included in the births column
or in the denominators of the neona-
tal mortality rates. The rates ranged

Neonatal Mortality— Burnett et el

from zero neonatal deaths for
planned home deliveries attended by
a ph1y3|0|an, to 120 neonrtal deaths
Ber ,000 unplanned home deliveries.
lanned home deliveries, nrenatallv
screened as low risk and attended by
lay-midwives. were associated with a
neonatal mortality rate of 4/1.000 live
births, However, all three deaths fol-
lowing de||ve_r¥] hv lav-midwives worp
assoclated with congenital anomalies
and may not, have been preventahle.
Hospital deliveries, including high-
risk p_re?nanmes and  low-hirth-
weight infants, were associated with
a neonatal mortality rate of 12/1,000
live hirths. After excludm%_ infants’
Welghm(r; 2,000 ? or less at birth, the
neonatal morlality rate for hospital
deliveries was 7/1,000, while that
for lay-midwife home deliveries re-
mained 4/1,000. This difference was
not statistically significant. ~ —-
Three groups of home_deliveries
can be distinguished from Table 3: (1)
unplanned; SZ) planned  without
known medica screemng and without
a trained attendant; an $3) planned,
selected based on medical screening,
and with at least a minimally experi-
enced attendant (grouping home de-
liveries by physicians and lay-mid-
wives toge_ther{ Group 1 had 4 limes
(95% confidence limits 1.4 to 11.4) the
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Table 4.— Percent Distribution ol Births by Selected Maternal Characteristics*

Home La{}-Mldwlle,
0

Age, yr

g<2¥ 40

20-24 34

25+ 26
Raco

While 4

Nonwhile 96
Marital statue

Married 56

Unmarried 44
Education, yr

<12 69

12 29

>12 2
Prenatal visits

0-2 5

3-7 68

8+ 21
Birth weight,

82.000g ! 0

2.001-2.500 6

2,501-3.000 20

>3.000 74
N 467

Horn# deliveries b Iag-midwives vs all deliver!.

Carolina, 1975 through 1976,
tNeonatal deaths per 1,000 live births.

neonatal mortality rate of group 2
Group 2 had 8 times (95% confidence
limits, 22 to 31.3) the neonatal mor-
tality rate of group 3.

Lay-Midwife  Deliveries—Table 4
compares the maternal characteris-
tics of the 467 women delivered by
lay-midwives with all 159,333 deliv-
eries occurring in_ North Carolina
during 1975 and 1976. The table also
shows the neonatal mortality rate for
all deliveries relative to maternal
characteristics. The distributions for
the demographic variables of age,
race, marital status, and education
reveal a preponderance of mothers in
hl_?h-rlsk categories among lay-mid-
wife home deliveries compared with
all deliveries. The women attended by
lay-midwives were more likely to be
young, black, unmarried, and less
educated than the average woman
who delivered in the state. Despite
their high-risk demographic profile,
these women had a relatively low-risk
medical profile. None of their infants
weighed 2,000 g or less, and their
neonatal mortality rate was one third
that for all deliveries.

Planned Home Deliveries Without a
Trained Attendant.—Contrasted with
women delivered by lay-midwives,
women who delivered without a
trained attendant had a low-risk

2744  JAMA. Dec 19. 1980- Vol

All Deliveries. Neonatal Mortality Ratef
-All Deliveries
24 14
35 1
41 10
69 1IC
R 15
84 10
16 16
36 14
42 10
22 9
3 65
19 28
78 5
3 288
5 24
18 5
74 2
159.333

.nnd noonntnl morlalily ralo tor ell deliveries Norlh

demographic profile: 5% were young-
er than 20 years, 78% were white,
90% were married, and 48% were
educated beyond high school. While
they were at hl%h risk with respect to
prenatal care (38% with two or less
prenatal visits), their deliveries were
at low risk with respect to infant
birth weight %only 2% of the infants
weighing 2,000 g or less). Even with
these favorable characteristics, their
neonatal mortality rate was el?_ht
times that of lay-midwife home deliv-
eries.

COMMENT

This study showed that the out-
come of delivery varied importantly
bY both the place and circumstances
0 d_ellvery. In-hospital vs out-of-
hospital classification does not ade-
quately group births by risk of neo-
natal mortality. Even more specific
designation of the place of birth does
not suffice to describe risk. Deliveries
occurring at home ranged from low-
est to highest risk of neonatal mortal-
ity depending on planning and the
aftendant present.

Medically selected women deliveretlL
at home b?]/ lay-midwives were at high
demographic but low medical risk.
The screening process carried out
through physician-supervised prena-

244. No. 24

tal care at local health department
" was apparently effective. B
Incontrast, planned home delii
eries without known medical screei
ing and without a trained attendar
resulted in _h|(_1h neonatal mortalit
despite their low-risk demograph:
profile. Having less prenatal care an
not having a trained attendant |
delivery appears to have lessene
the demographic advantage for thi
group and predisposed their infant
to higher mortality.
Unplanned home deliveries wet
associated with neonatal mortalit
even hlﬂher_than deliveries en rout
to the hospital, a_lth_ouHh the diffei
ence was not statistically significan
After analyzing 100 consecutive case
of unattended home deliveries !
Enﬂl_and, Fraser' concluded tha
“while precipitate labour is an impor
tant factor, inadequate preparatio
and instruction of the patie it are th
commonest causes" of unattended
home delivery.
,Ade?uate prenatal care and provi
sion of care appropriate to medica
risk has been repeatedly associate!
with lower neonatal mortality. Mont
gomery3and later Levy et allshowei
that a nurse-midwife program, whicl
ethasued prenatal care for a medi
cally underserved population, wai
associated with a notable decline ii
neonatal mortality followed by i
sharp rise after discontinuation ¢
the program. Zackler et al* havi
reported that a maternal and infant
care project, which provided prcnata
care to girls who conceived when the}
were younger than 15 years, was
associated with lower neonatal mor
tality compared with a populatioi
that did not receive proHec_t services
In large-scale studies of vital statis
tics data, Kessner et al* in New Yorl
and Dottand Fort* in Louisiana fount
that adequate prenatal care was asso
ciated with less risk of low bhirth
weight and neonatal mortality.
Several limitations of this stud}
suggest cautious interpretation of it:
findings. Inferences regarding tht
safety of home births should await
prospective controlled studies. Poten:
tial deficiencies of this study include
the following: home delivery practices
in North Carolina were not necessari
ly representative of practices in othei
states; there was a small number ol
neonatal deaths in the study; there

Neonatal Mortality— Burnett ot al



were possible errors in classifying the
true place and circumstances of birth:
underrePortmg of home birl'-s and
neonatal deaths may have occurred.

Two factors restricted the scope of
this storiy. First, home deliveries and
hospital deliveries attended by nvrse-
midwives were not represented, but
are an increasing proportion of deliv-
eries in other states.l Second, Ia?{-
midwives practicing in North Caroli-
na during the study were initially
certified in 1964 or hefore and had at
least ten years' experience with home
deliveries.

Despite including all births in a
three-year period, the number of
home .deliveries_in this study re-
mained smalL There were so few
neonatal deaths that the neonatal
mortality rates of subgroups of home
deliveries could be substantially al-
tered by the addition or rer'assifica-
tion of several neonatal deaths. The
findings need testing where home
delivery is more common. _

Retrospective dassification of birth
regarding intent to deliver in the
place and circumstances in which
delivery actually occurred is difficult
at best Intended home deliveries fol-
lowed by neonatal death may have

L Fraser A: Unexpected home confinement.
Br Med J. 1969,3:646-649.

2 Montgomery T: A case for nurso-midwivcs.
Am J Obslet Gvnccol 1969;105:309-313.
v3. Lewy R Wilkinson F, Marine W, Reducing
neonatal mortality rate with nursc-midwives.
Am J Obstci Gvnccol 1971;109509-£5£- m-</
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been misclassified as ﬁrecipitate and
unFIanned. Women who chose home
delivery but developed a problem dur-
mlq labor may have gone to the hospi-
tal to deliver. Hospitals are appro-
ﬁ_natel_y the intended place for most
igh-risk dei.veries. This fact con-
founds comparison of the neonatal
mortality of hospital and home deliv-
eries.

Some home births may not have
been reported to state reglstrars,
especially if the infant died. Possibly
such underreporting was more fre-
quent in planned home deliveries
when a preventable death caused
guilt feelings. However, because lay-
midwives need a permit for each
home delivery and have a reputation
to maintain, such underreporting is
probably less likely than for home
deliveries that did not come to the
attention of the health department
before delivery.

In conclusion, there has heen a
dramatic shift from home to hospital
delivery in the last 40 Years in North
Carolina. The potential risk of deliv-
ery at heme may be unacceptable to
most women. However, some women
still prefer or economically need an
alternative to a high cost physician-
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hospital delivery. Indeed, cost and
preference accounted for more than
three fourths of the reasons for the
dangerous planned home deliveries
not attended by a physician or lay-
midwife. _

Poor women in some rural areas
are still experlencm? high levels of
preventable neonatal mortality be-
cause of lack of medical attention. To
extend adequate prenatal and deliv-
ery services to these women, economi-
cally realistic alternatives should.be
developed hefore existing traditional
services are (fhased_ out For prena-
tally screened low-risk women, deliv-
ery by a trained nurse-midwife under
Ehysman supervision, perhaps in a

irthing center with hospital backup,
may have a cost advantage over phy-
sician-hospital delivery without unac-
ceptable risk of maternal or neonatal
mortality. Whatever program a com-
munity ~ develops, monitoring the
quality of prenatal care, adequately
identifying  high-risk  pregnancies,
and training competent birth attend-
ants all require the knowledge, exper-
tise, and support of the medical com-
munity.
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Chapter Four

Preparing for the Birth

YOUR BIRTH ATTENDANT

Thelmportance of a Skilled
Birth Attendant

Although 95 percent of low-risk births proceed com-
pletely normally without intervention, for the other 5
percent a skilled birth attendant is invaluable. She can
help recognize the early signs of danger, offer advice

about going to the hospital, and help with an emergen-

cy in the small percentage of eases when one arises. For
even though prepared couples understand more about
birth than couples previously have, it is still difficult,
without extensive theoretical and practical skills and
experience, to tell which situations are within the broad
range of “nonnal” and which require medical attention.

Thus ina normal birth an attendant can help keep a
homebirth at home through reassurance that everything
is all right and by handling some situations which re-
quire attention without the need to go to a hospital. She
can also help with coaching, especially when the father
needs to eat or rest. And she can share her skills and
compassion gained from attending many births and
having had children herself (if your attendant is a man.
it is still beneficial to have such a woman pu-ent as
trusted friend, labor coach, etc.).

And having a skilled atlendant can be especially im-

portant if something does go wrong; you have another
opinion hased on greater experieni  vith birth and you

can often save valuable time by early detection and ac-

tion. In the event of a real emergency, your birth at-

lendant should be skilled in emergency first-aid mea-

sure;; and may bring emergency equipment. In such a
situation, having someone present who is skilled and
experienced in bnth and at the same time attuned with
the current situation can be an invaluable and | e-sav-
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ing combination. | strongly urge that you find and use a
skilled birth attendant, without giving up your respon-
sibility to her, to help reduce the risks of homebirth to
the inevitable minimum of nature.

Different Kinds of Attendants

Depending on where you livg. you may have many
kinds of birth attendants to choose from. If there is a
doctor in your area who has a homebirth practice,
make an appointment to talk with him, find out who he
isand what his practice involves. The advantages of a
doctor are continuity of care (in ease of emergency he
should have hospital privileges), greater familiarity
TVITV) emergency equipment and procedures, and the
ability to handle certain complications at home (sutur-
ing, etc). The disadvantages can be less familiarity with
normal birth and more tendency to intervene or to want
standard procedures such as propping, enema, etc. And
few doctors are willing to become involved in your
labor asa midwife does.

In some stales chiropractors are licensed to do dfliv-
eries. and osteopaths are able to do births in many slates
and may be more open to homebirth than M.D.s.

Mam states license certified nursc-midwives to do
deliveries as part of an obstetrical team. You may find
them doing homebirths under a doctor's auspices or
working in a birth center. Midwixes have the orienta-
tion of helping a woman throughout pregnancy, labor
and delivery, and if they are doing homebirths they
probably haven't lost their orientation to normal birth
during their training. Thev arc-able-taadm inislf*_drugs
for hemorrhage; thev can do cpisiotomics. suturing.
etc.. and thev are trained in other emergencies, sudl as
infant resuscitation.Jk-cause they are usually doing
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homebirths under a doctor's guidance, they have emer-
gency backup and could remain with you ir the hospi-
tal should, any complications arise.

Lav or empirical midwives, arg. w men, who arp
skilled in birth without first becomii a a nurse. Al-
though training programs are beginning to develop in
several states, most empirical midwives have gained
their training through self-study, apprenticing with an-
other midwife, and through experience (hence the de-
signation empirical'. Laws in individual states mav de-
termine whether a lav midwife is able to practice open-
ly, has doctor backup, carries emergenc*' equipment.
charges tor her services, etc. Advantages tend to be an
orientation toward normal birth, involvement in the en-
tire labor and delivery, respect lor the parents’ decisions
and experience; disadvantages can be lack of experience
with complications, lack of good backup, and needing
to go to the hospital for situations such as suturing.

Lay midwjves are allowed to practice openlv in
twenty states” Alabama. Alaska. Arkansas. Arizona.
Delaware, Florida, Hawaii, Louisiana, Maryland,
Minnesota, Mississippi, New jersey. New Mexico, North
Carolina, Oklahoma, Rhode Island, Tennessee, Texas,
Washington and Wyoming. Some of these states have
requirements for certification; others make no mention
of midwifery. To find out the status of nurse and lay
midwives in your state, you can contact your local
health department.

If no one is openly doing homebirths in your area,
you will have to do some searching to find your birth at-
tendant. But with a bit of effort, s surprising what re-
sources you can discover.

How to Finda Skilled Attendant

Your first lead might be to talk with childbirth educa-
torsand La Leche League leaders and asking who is do-
ing homebirths, which doctors are sympathetic for
prenatal care, and so forth. (La Leche League has the
official policy of timer endorsing or recommending
anything, but leaders tend to know everything that's
happening in a community). Get their numbers from
doctor's offices, hospitals, or the Red Cross.

In-my opinion, it is good to talk to doctors about
homebirth—it lets them know what consumers want.
But remember that you are doing it as a service to them
and don't be discouraged In the lectures you may
receive. And who knows, you may be the one to radical-
ize ndoctor, especially if lie comes to know you through
prenatal care first,

Next, talk to everyone you meet who looks like they
might be involved with homebirth. M ybe they'll know
someone. You can write up index cards stating some-
thing like. "I'm having my baby at home and would
appreciate information from women who have had

Preparing for the Birth

homebirths. or from anyone who has experience with
births." Put these up in health food stores, free clinics,
bookstores or wherever there are appropriate bulletin
boards.

You may feel as if you're the only person in your
area who cares about homebirth, but it isn't true. | a.
convinced that if you have strong intention and put oui
the energv you will be given exactly the help you need.
For exanp. when | first came to Boulder, Colorado,
no one knew of anyone except one osteopath who was
openly doing iome deliveries. Within a few months of
teaching class, j, | had discovered two foreign-trained
midwives who had each delivered 5,000 babies, ano
other people who would help at home deliveries includ-
ing three obstetrical nurses, two physician's assistants,
three lay midwives, and one M.D. who would occasion-
ally do homebirths.

What if you don'tfi; d any help? You might be satis-
fied with delivering at a birth center or doing a hospital
delivery with a sympathetic doctor and then going
home a few hours after the birth (signing yourself out
"against medical advice" if necessary). Athough 1can't
recommend homebirth without a skilled attendant. 1
recognize that some couples will be determined to do it
even though they haven't found help. (Most unattended
homebirths are not due to the couple's neelieence, but
result from the fact that doctors and Jegislators in manv
states refuse to recognize the rights of couples to give
birth in their own homes with competent medical aid
and emergency backup.) My advice in this case is that
you please don't attempt it with just the two of you.
There's too much to know and do, even in a normal
birth, for the hushand to be able to handle everything
comfortably. And if complications occur, you can be in
real trouble. At the very least involve friends, including
women who have given birth, so that there will be help
with coaching, cooking, looking after children, and so
there will be help in an emergency situat n (like taking
the mother to the hospital in the knee-ehest position,
watching the baby if the mother has third-stage compli-
cations. etc.l. And asa group, meet together often, study
and prepare yourselves as much as possible. Be as re-
sponsible as you can. and don't stop looking for the help
and information you need!

Skills of aBirth Attendant

With diligence and clear intention, most couples are
able to find several sources of possible help. Having an
experienced birth attendant is important, but it's equal-
ly important that you have a realistic appraisal of your
attendant's skills and orientation toward birth. Qur cul-
tural conditioning is to accept unthinkingly the superi-
ority of the expert and to discount our own knowledge
and intuition. Doing this at a birth, whether the "ex-
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pcrt* isan obstetrician or your next-door neighbor, will
verv likely lead to disappointment or disaster.
At a minimum, your birth attendant should be able

> Recognize which prenatal factors plare a woman
or baby at risk and may contra-indicate a home

deliverK.
2. Know how to monitor labor, including checking
dilation, the position of the baby, fetal heart tones and
maternal blood pressure.

3. Recognize variations from a normal labor and
know whether they can be managed at home or require

hospitalization. (She also needs to participate in formu-

lating your emergency backup plan.)

4, Know how to help the head to Le born w'thout
tearing the perineum or vagina. She should know how
to recognize degrees of tearing, should they occur, and
be able to get them handled.

5. Check the placenta, umbilical cord and mem-
branes.

6. Check the uterus for cortraction after the birth
and be able to recognize and handle hemorrhage.

7. Know how to check the newborn and recognize
health problems.

8. Know how to handle critical emergencies such as
shock, hemorrhage, shoulder dystocia, and how to give
cardio-pulmonary resuscitation to the baby.

ldeally, there should be an almost telepathic sense of
unity with your birth attendant. After all, you are going
to Ix* sharing one of the most intimate experiences of
your life with this person.

Selecting a Skilled Attendant

Once you have found someone who is helping with
home deliveries (or who has the necessary skills and
might be persuaded Jo help you), it is a good idea for
you and your partner to meet with her or to invite her to
your house for dinner. Find out who she is—what her
e\[XTience is. what her attitude is, what her procedures
arc—and let her find out who you arc. If it is a doctor
who has a homebirth practice, you may have to make
an appointment for an interview first, Cel to know each
other so you can both decide if it isappropriate for you
to be working together.

Ol course, your prospective birth attendant will also
he getting to know you, too. And she may even decide,
for whatever reason, that she dosn't want to be working

with you. It can Iklquite discouraging, after finally lo-

cating a potential source of aid, to have her not come
tluough or refuse you. But in fact, if a birth attendant
does not want to work with you, you are better off not
working with her.

The following points certainly can't all be covered
in a single meeting (don't give her the third degree!), but
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prior to your delivery you should know the following
about vour attendant.

(\. Training and Experience®

What training has she had? How much home and hospi-
tal experience? What is her orientation toward birth?
(Has she ever apprenticed with a midwife? Why does
she do home deliveries?)? How many births has she at-
tended, and at how many was she the primary attend-
ant? There are differences between a friend with some
birth experience, someone who has caught ten babies,
and someone who has caught 100, 350 or 3000. Some
sources say that your birth attendant should have had
experience at some minimum number of births, but 1
feel that, rather than relying solely on numbers, you
should gain a realistic appraisal of this person’s level of
experience (as well as an intuitive estimation of her abil-
ity to act with calm and clarity in any situation) and
evaluate her skills against what you feel are the risks
and what you feel you need from a birth attendant.

~2~ Complications and Emergencies®

—

Find out what complications and emergencies she has
seen, and how they were dealt with. Find out what she
can handle at home. She should be able to recognize
danger signs and know what is beyond her ability".
What would she do if you were bleeding and went into
shock? What would she do if the baby was born white
and limp and didn't start to breathe? Can she do sutur-
ing? Get a realistic idea of her areas of competency and
inexperience.

3. Medical Backiijh”®

If your birth attendant isan M.D. or osteopath, does he
have hospital privileges? If a midwife, does she have a
doctor whom she can call with questions or who will
meet you at the hospital? If not, you should have your
own backup (through prenatal care) and/or be familiar
with the emergency room procedures of your hospital
(sec Emergency Backup, p. 50), Will she be able to ac-
company you and serve as consumer advocate at the
hospital, or does she need to leave you once you are on
your wa\ to the doctor's or hospital? Does she have a
pediatrician for backup (or do you)?

AL Etidipiiwiu®

What equipment docs she bring? She should have a felo-
scopc, bulb syringe for suetinning the baby, cord
clamps or ties (or hemostats for emergencies), a disin-
fecting agent for scrubbing up, and sterile gloves. What
does she expect you to have on hand? What emergency
equipment does she bring: Oxygen? Ergotrate tablets or



methergin to handle postpartum hemorrhage? Any
other herbs or medications? Does she bring a scale for
weighing the baby? Does she have silver nitrate or Il-
otyein for the baby's eyes?

A1T Procedures)

Does she bring an assistant? Some doctors and mid-
wives have a very medical view of birth and bring lots
of equipment (see Seth’s birth account). When does she
cut the cord? Will she let your hushand assume an ac-
tive role in the deliver)' if that's what you want? In what
capacity are you having her be present: To advise you if
anything iswrong? To actually deliver the baby? If you

want to use LeBoyer's or other special means of wel-

coming your baby, does she understand and is she in
agreement? What percentage of the women she orks
with tear and require stitching?

6. Fees?)

Does she charge a fee? Do you tnink it is reasonable?
When does she want payment, and is it to be in cash or
supplies or some kind of trade? What if she doesn't
make it to the birth? What if you end up having to go to
the hospital? If the fee includes prenatal care, deliver)'
and six-week checkup, it should be quality prenatal care
as described in Chapter Two. If she does not provide her
own prenatal care, she should be involved with your
records and lab results and should meet with you sev-
eral times prior to the birth. When does she want to be
notified and when does she come during labor? Does she
visit you in the days following the birth? How much is
she willing to invest in you and your well being?

Q Conmntuication)

Communicate with her about who you are and what
you expect from a birth attendant. Some birth attend-
ants arc encouraged bv the fact that you are taking re-
sponsibility and wouldn't agree to be there under any
other conditions; others who are used to being in charge
may want a more "professional” relationship.

Also try to feel how open and willing she is to com-
municate with you, now and during labor and deliver)'.
How involved will she be in your labor, or will she be
primarily focusing on the birth? See how willing she is
to explain things to you, to help you see the conse-
quences of your choices, but to let you make your own
decisions. Does she teach childbirth preparation classes
or recommend someone with whom you can work?

If she is bringing an assistant, can you get to know
her as well? It's also important that all of the people
who will be present meet with your attendant(s) and
with each other to get to know one another and so you
can discuss what is important to you. Share th.s book

with your attendant so she understands part
preparation.

8. Attitude.

What is her attitude toward birth? Does her attitude
mesh with yours? Is she warm, confident and caring?
Does her spiritual orientation mesh with yours? Do you
Ibikehr;er and feel good about her participating in your
irth?

You won't be able to find the ideal birth attendant
(the one of your best imaginings). Instead you will find
real men and women who are concerned with the qual-
ity of birth and are, either tentatively or boldly helping
with homebirths. The more you can communicate with
your attendant, the better friends you will become, and
thelgewer surprises \ou are likely to have at the birth
itself.

No Praise and No Blame

Many times throughout this book | stress the impor-
tance of parents maintaining responsibility for their
own birth, and of not entering into a dependent rela-
tionship with their birth attendant, their pediatrician,
or whomever. More than this, | advocate a sense of
friendship, trust and unity among all the people present
at a birth. If this ismaintained, there will be the sense of
a group of people united ina common effort, each con-
tributing what he or she has to offer, all participating in
a group process which isunique to that moment.

This shared sense of everyone doing his or her best,
combined with the recognition of the uniqueness and
non-repeatability of each situation, could, 1 am con-
vinced. go a long way towards eliminating the aura of
fear, blame and guilt which is unfortunately so preva-
lent inour health-carc system today. It might reduce the
fear of lawsuits, censure, and astronomical malpractice
insurance which keeps many doctors from being in-
volved in homebirth and leads to such a high cesarean
rate in our hospitals.

' Likewise, the recognition of the uniqueness of each
situation should help to keep us from comparing, from
saying. “ If only I'd had my baby in the hospital" or * If
only I"d had my baby at home." The woman who says,
“1 hemorrhaged after the birth in the hospital. If 1'd
been at home, | would have died" doesn't realize that
had she been doing a homebirth, the situation would
have been completely different (e.g., she wouldn't have
had any drugs, her birth attendant would have been dif-
ferent, delivery of the placenta would have been man-
aged differently, etc.). The same is true when some dif-
ficulty arises at home. It's impossible to say whether it
or some other situation would have arisen in a hospital
delivery; everything would have been different.
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la making the decision to be alive and have a baby,
von are admitting that there are no guarantees, either at
home or in the hospital. Life is an inherently risky ven-
ture into the unkno vn. You can reduce risks as much as
possible by being as responsible as you can. And whom-
ever vou ask to help you, whether an obstetrician, a
midwife or a group of friends, you must know that all
W people present are sharing and doing their best,
based on their experience and their ability to be aware
(and to keep each other aware), and that the "results”
are dependent on something higher than ourselves, and
hence go beyond p. aise or blame for the individuals in-
volved

PLANNING YOUR EMERGENCY BACKUP

Unless vou can find someone who is able to give you
continuity of care (prenatal, home delivery, and hospi-
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tal pr ileges), you will also need to think about what
you will do in case your delivery is among the small
percentage requiring hospital care. It's important to
think about these things now, so in case of an emer-
gency you will have worked out all of the details and
can quickly get the help you need.

It is helpful if your birth attendant has hospital priv-
ileges, or is a midwife with her own doctor, but you
should still go through the following two pages so you
will have all the information you need should your
birth attendant not make it to the birth on time ‘lost
homebirths proceed without incident, but bein'-  espon-
sible means having considered all of the possi' uities.

To help >ou with your emergency backup plan, fill
in the following worksheet, and then fill in the numbers
you will want to h. e posted b?/ your telephone, and
tape them to the wall @ month before your due date.



HOUSE RESEARCH AGENCY
Pouch Y - State Capitol
Juneau, Alaska 99811

465-3991
T0: Representative Joe McKinnon January 14, 1980
FROM: Christine Johnson, Research Analyst a

House Research Agency

THROUGH Duncan L. Read, Director
House Research Agency

SUBJECT Comparative Analysis of Midwife Statutes
Research Request No. 10

Enclosed please find statutes from twenty-one states pertain-
ing to the licensing of midwives. We have included several
pages cf charts which indicate by state the types of midwives
(ie., lay, professional or nurse-midwive'-) who are licensed

to practice, the range of their responsibilities, and any
special provisions the statutes contain. The chart can be

used as an index reference for the statutes', all of which are
attached in full.

If you need further information on this.or any other matter,
please do not hesitate to contact us.

Cl/bf
Enel.s



STATUTORY PIIOVISI ONS PER-
TAIN IMG TO LICKUSING

OF HIDHIVES

NURSE-MIDWIFE

Deflinllioni

Registered
lies
practice to
of mothers
through tho
cyclo.

nurso

the care

PROFESSIONAL MIDWIFE

Definitioni

An individual
received formal
fessional training
as a mldwlfa .

LAY MIDWIFE
De f1llltion i

An individual
practices as
but has not rocolvod
formal professional
training.

who

who
expanded his/her

and bhabies
maternity

who has
pro-

a mldwlfo

Requirements

Limltationo
on
Practlco

"Special
Statutory
Provisions

Requirements

Limitations
on
Practice

Spocial
Statu tory
Proviaions

Roquiromon to

Limltationo
on
Praotloo

Special
Stntutory
Provisions

(Professions

ALABAMA

and Businesses

4.34-19-1-.34-19-10)

Licensed register!d nursoj certificate from school for

Cases ,of normal childbirth; physician's supervision noce
1 .

All deliveries .must be plannod to take place in hospital.

Lay mldwlvco

aro

rnvokod by Hoard

of

Health.

holding health department

"l

permits

may continuo to

nursc-midwives,

ssary.

practlico

until

permits,



STATUTORY PROVISIQHS PEn-
TAINTHU TO LICENSING

OF MIDWIVES

NURSE-MIDWIFE

Delinitloni
Registered nurse who
has expanded his/her

the care
and babies
matarnity

practice to
of mothers
through the
cyclo.

PROFESSIONAL MIDWIFE
Dullnitioni
An individual who hna
rocalvod formal pro-

cessional training
asamldwlfo.

LAY MIDWIFE
Dofinllloni

An Individual
practices as a midwife
but has not rocoivod
formal professional
traln Ing.

who

Roqu lronton to

Limltatlons
on
Practlco

"Spaclal
Statutory
Provisions

Ragulromonts

Limitations
on
Practlco

Spocial
Statutory
Provlolons

Roqulroman to

Limitations
on
Practlco

Spocial
Statutory
Provisions

CALIFORNIA

WDuslneos and Professional Codes 2.5.2746 2.5.2746.1)i 12.5.2350-1.7.5.2359)
Practlco supervised by physician or surgeon (pliysician'a presence not required)i casco
of normal childbirth. Authorized to provide family-planning caro. Shall not use In-
struments, or artificial, forcible, or mcchapical moans to assist childbirth, nor per-
form version; shall refer complicated casao to physician. Shall not porform abortions.
Requirements for censure are left up to appropriate boards and commlttoan. In gcnural
California's statutes establish the confines of the practice.




STATUTORY PROVISIOHS PER-
TAIN 1110 TO LICE USING

OF HIDWIVRS

HURSE-HIDWIFE

Dcllnitioni

Rogistored nurso who
has expanded hia/har
practice to tho core
of mothers and habloa
through tho matornity
cyclo.

PROFESSIONAL MIDWIFE

Delinitiont

An individual
rccoivod formal pro-
foHsionnl training
asnmidwlfa.

LAY MIDWIFE
Dofln 1lioni

An Individual who
practicoo an a midwife
but has not rccuivod
formal profoaalonal

training.

who hao

Requiromonts

Limitations
on

Practlco

Spaclal
Statutory
Provialono

Roquiremanto

Limltationn
0il
Practlco

Special
Statutory
Provisiono

Roqulrnmants

Limitationo
on
Praotico

Spaclal
SlLatutory
Provialonn

CONNECTICUT

j (377.20-75)
i
t
Graduate of school of midwifery.
Canon of normal labor (uncomplicated vortex or head presentation). Shall
instruments, nor parform version or attempt to remove adherent planconta.
womgn in labor until after ouvcnth month of gestation.
1
Examination required for licensing.
« » .
1
1

n

ot
Sha

u
|

uo drugs,

not attend



STATUTORY PROVISI OHS PER-

TAININti

HURSE-HIDHIFE

Definition!

Registered nurso who
has expanded his/her
practice to the caro
of mothers and babies
through tho matornity
cyclo.

PROFESSIONAh MIDWIFE
Dofinltioni

An individual who has
rocolvod formal pro-
fessional training
as n mldwlfo.

[.LAY MIDWIFE
Duflnitloni

Ail Individual who
practices as a mldwlfo
but has not rncoived
formal professional
training.

TO LICi HSIHG
OF MIDWIVE S

Requirements

[.imitationo
on
Proctlco

"Spocial
Statutory
Provisions

Requirements

Limitations
on
Practlco

Spaclal
Statu tory
Provisions

Requirements

[Llroitntions
on
Practlco

Spocial
Statutory
Provisions

FLORIDA

r (30.405.011 30.405.0091)
i i
Diploma from school for midwlvosi sponsorship by two practicing physlciansi ability to
road manual intelligently and write legibly (this may be waived).
Canos of normal labori shall not use drugs, instruments, nor assist labor in any artificial,
forcible, or mechanical manner, nor attampt to removo adherent plancenta. Shall nut .use
poisonous drug or herb modlcino, nor attempt trcatmont of diueasc whan attendance of
physician cannot be secured.
i
!
- — t 1 .
Attendance, undor tho supervision of a physician, at not less than fiftoon cases of labor
and the care of fiftoun or more mothers and newborns for periods of at loast ton days oachi
sponsorship by two physicians* ability to roAd manual Intelligently and writo legibly

(thin may bn walvad).



STATUTORY PROVISI ONS PER-
TAIM I11G TO LICE NSING
OF HIOHIVES

NURSE-MIDWIFE Requirements

Definition;
Registered nurse who Limltations
has expanded his/her on
practico to tho caro Practice
of mothers and babhios . ,
through the maternity Spocial
cycle. ° Statutory
Provisions

PROFESSIONAL MIDWIFE
Requirements

Definition:
An individual who has
rocolved formal pro- Limltations
fessional training on
as a midwife. Practice
Spocial
Statutory
Provisions
AY MIDWIFE RoqulremontD

Doflnitioni

Alt individual who Limltations

practices as n midwife on

but has not received Practlco

formal professional

training. Spocial
Statutory

Provisions

INDIANA '

I (25-22-1-5,22-22-1-6; Admin. Rules (25-22.5-5-5)-1, (25-22.5r5-5)-2
1 g |

Diploma from school of midwifery which has proper equipment to
hygiene, nntlccpais, neurology, toxicology, and the proper management of
school education; ability to rend and write the English language*

*There arc few schools in this country which train mldwlvos who arc not
‘'mmany prn fpnnInn/il miilulven uere educated nt fnrclsn institutions, some
necessary to require proficiency |In

teach anatomy, physiology,
labor; high

nurses. Since
spates feel s
English.

AStatutes pertaining to midwifery In Indiana' date to the late 1800's. Midwifery in the

state Is presently controlled by administrative code. Doth the statutes and codes have
been Included.) . . ' B . . o
Examination required for licensing. Gratuitous services in an emergency not prohibited

1
I

1



STATUTORY PROVISIOUS PER-
TAININU TO LICEUSING

OF MIDWIVES

NURSE-MIDWIFE .
Requirements

Definition)
Registered nurse who Limltations
lies expanded his/her on
practice to tho caro Practice
of mothers and babios . ,
through tho maternity Spocial
cycle. Statutory
Provislons

PROFESSIONAL MIDWIFE
Requirements

Deflnllioni
An individual who has
roceivod formal pro- Limltationo
fessional training on
an n midwlfo. Practice
Spoolal
Statutory
Provisions
LAY MIDWIFE Roquiremaonts
Dofinltioni

An individual who Limltations
practices an a midwifo on

but has not .received Practice
formal profonniocal
training. Spaclal.
Statutory

Provisions

MARYLAND
(Art. 43 .82-94)

Certified by American College of Nurse-MidWlves as a nuroe-midwifo.
Norma'L casco of prognancyj cannot practice modiclno or prescribe drugs. Shall not induco
laborl.or produce abortion, !
Person' who isnot licensed midwife may practice under tho porsonal and direct supervision
of a physician'.
Subtitle docs not restrict physician or porson volunteering service in an emergency.

I

1

m' i *

1
Maryland midwifery laws updated 1970. Previous lawn licensed midwlvos determined
qualified by two practicing physicians. (Those statuton have bean Included).



HINNESOTA

STATUTORY PROVISI OHS PER-

TAINING TO LICENSING ji (140.30 149.32)
OF MIDWIVES t -
*
NURSE-MIDWIFE .
Requirements
Dcfinitioni
Registered nurse who Limitations 1. . |
has expanded hin/hor on ot
practice to the caro Prnotico
of mothers and babios . ,
through tho matornity Special
cycle . Statutory
Provisions
PROFESSIONAL MIDWIFE Diploma from a school of midwifery.
Requirements
DcCinllion m
An individual who has
rocoived formal pro- Limltationo .
fessional training on
an a midwife. Practlco
. »
Spocial
Statutory
Provisions
1 . =1 —
Consent of oovon momboro of tho Stnta hoard of Modical
LAY MIDWIFE Rnquiromants of condidnto. .
i
Dutinitioni
An individual who LImitattons
practicon as n mldwifo ol
but has not .received I'raullco
formal professional
training, Special
Statutory

Prov loiono

........ " -

Examinnro givon after oxamination



STATUTORY PROVISIONS PER-

TAIN ITHO TO LICENSING I
OF MIDWIVES

UURSE-KIDWIFE

Dot Ini tioni

Registered nurse who
has cxpandod his/her
practico to tho cars
of mothers and babies
through the maternity
cycle.

PROFESSIONAL MIDWIFE
Deflnltioni

An individual who lias
rocclvod formal pro-
fessional training
asamldwlfo.

LAY HIDWIFK
Dofln 11loni

An Individual who
prnclicon as a midwife
but has not received
formal professional
training.

1

[ "

Certificate in nurBo-midwifory
Requirements

Limitations 1 o
on
Practlco , *

‘Spocial
Statutory
Provisions

Rogulromonts

Limitations
on
Practlco

Spoci al
Statutory
Provloions

Roqulromonta

ILImlcatlons
on
Practiao

Special
Statutory
Provisions

from

MONTANA
(06-1246)

the American College

of

Nurse-Hidwives.

—b—



STATUTORY PROVISIOHS PER-
TAINIMG TO LICE NSING

OF MIDWIVES

NURSE-MIDWIFE

Dcfinition >

Registered nurso who
has expanded his/her
practice to the care
of mothers and babios
through tho mntornity
cyclo.

PROFESSIONAL MIDWIFE
Dcfinltionm

An individual who has
racolvod formal pro-
fessional training
no a midwifo.

LAY MIDWIFE
Doflinillon m
An individual who
practlcoo os a midwifo
but has not rocoivod
formal professional
training.

Roquiromonts

Limitations
on
Practlco

"Spocial
Statutory
Provisions

Roguiromonts

Limltations
on
Practlco

Spocial
Statutory
Provisions

Roquiromonts

[.iml tations
on
Practlco

Spocial
Statutory
Provisions

HEW JERSEY
(45010)

Certificate from school of midwlfory, or maternity hospital granted aftor
instruction in not loss than nine months. .

Curtificato from foreign school of midwifery of equal requiromonts.
Endorsement by physician.

Shall not perform criminal abortion. Normal labor casoo. only.
.Examination required. Topics covered by examination specifically laid out
Chapter does not restrict physlaian nor gratuitous sorvico in an omorgoncy.
Now Jorsoy midwifery laws similar to Washington's.

1000 hours

by statute,

of



STATUTORY PROVISIONS PER-
TAIHING TO LICEUSING

OF HIDHIVES

NURSE-HIDHIFE .
Requirements

Definitioni
Registered nuroo who Limitations
has expanded his/her on
practice to the care Practlco
of mothers and babios . )
through tho maternity Special
cycla. Statutory
Provisions

PROFESSIONAL HIDHIFE
Roquirpmonts
Doflnitioni

An individual who has

rcceivod formal pro- Limitations
fessional training on
an a midwife, Practice
Specie i
Statutory
Provisions
LAY MDWIFE Requirements

Dafinitio'. i

An Indlv.dual who Limltat! mu

practices as a midwife on

but has not .racalvud tract, -0

formal professional

training. Spocial
Statutory

Provisions

[ ]
1

OHIO
(4731.30-4731.34)
nurse-midwlves

Diploma from college for

Practice under direction and supervision of physician.
Shall-not perform version, treat breech or face
abnormal condition, except in- emergencies.
Examination may bo required.

presentation,

usj

inotrumentB.or

treat



STATUTORY

PROVISI OHS

PER-

TATitINC TO HCL USING

OF MIDWIVES

HURSE-MIDWI1FE

Definition:

nurso who
his/her
the caro
and babies
matornity

Registered
has expanded
practice to
of mothers
through the
cycle. '

PROFESSIONAL MIDWIFE
Definition m

An individual who has
rccoivod formal pro-
fessional training

as a mldwlfo.

LAY MIDWIFE
Definition m
An individual who
practices an a midwifo
hut has not rccoivod
formal professional
training.

Requirements

Limltations
on

Practice
Spocial

Statutory
Provisions

Requirements

Limitations
on
Practlco

Spocial
Statutory
Provisions

Rogquiromnnto

Limlto tiono

on
Practlco
Spocial

Statutory
Provisions

ot

UTAH

: (5B-44-1 - 58-A4-11)

Completed approved certified nurBC-mldulfcry iducation program.

Under this set, may also provide normal gynecological services.
*

Establishes.committee to supervise practice or nursc-mildwifery. Examination required.
Act does not affect rights of parents to deliver their baby, where, when, how and
with who they choose regardless of certification.

i

1
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STATUTORY PROVISI ONS PER-
TAIN INO TO HCt NSING

OF HIDWIVES

NURSE-MIDWIFE Roquiremonts

Definitioni
Registered nurse who Limitations
has expanded his/her on
practice to the care Practice
of mothers and babies .
through tho maternity Spocial
cyclo. Statutory
Provisions

PROFESSIONAL MIDWIFE
Roquiromonts

Dofinltioni
An individual who has
received formal pro- Limltations
fessional training on
as a midwifu, Practice
Spocial
Statutory
Proviaions
LAY MIDWIFE Requirements
Doflnillonm
An Individual who Limltations
practlcon an a midwifo on
but has not rocoivod I'rnollco
formal professional
training. Special
Statutory

Provinions

WASHINGTON

] (10.50.090 10.50.110)
1 J
|
Diploma from legally Incorporated school on mldwifary in good standing, granted after at
leant 2 courses of instruction of at loast novnn months each in dlfforonl; calendar years.
Diploma from foreign Institution on midwifery of equal regulromanto.
Shall not proscribo any druga or medicine except nomo household remedy.
Examination required. Topics covered by examination opocllicnlly laid out hy statute.
Gratuitous wuorvica not prohibited hy chaptar,. Washington's midwrtory laws similar to
New Jersey *s. . .
S Ul m -in e -mi. e -



STATUTORY PROVISI ONS PER-
TAINIMG TO I.ICE USING

OF HIDWIVES

NURSE-MIDWIFE

Drillinitioni

Registered nurse who
has expanded hls/hor
practlco to tho caro
of mothern and babies
through tho maternity
cyclo.

PROFESS IONAI, MIDWIFE
Duflin 1lloni

An Individual who has
rccoivod formal pro-
fcnnlonnl training

an a midwifo.

LAY MIDWIFE
Doflnltioni

Aii Individual who
practlcvr an a midwife
but has not .rocalvud
formal profonnlonal
training.

Requlromanta

Limltationo
on

Practlco

"Spocial
Statutory
Provisions

Roqulrononto

Limltations
on
Practlco

Speclal
Statutory
Provisions

[logqui romontn

Limitations
on
Practlco

Spoolal
Stacutory
I'ruv 1s lonn

WEST VIRGINIA
(30-15-1 -30-15-8)

Graduato of school of mldwiforyj cortifiod by Amorican Collugo of Nurso-Midwivus.

Practlco wunder tho supervision of or In association with physician engaged in family
practice or speclallzod -ficl<J of gynecology or obstetrics.

]

Porcons holding liaonsoe iasuod boforo ourront laws onacl.ud may continue to practice
until oxplration of liconoos without privilege of ronowal
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Original sponsors: Rogers and Vaska Offered: 5/22/81
Referred: Finance

IN THE HOUSE BSYOCTI|:|AEL ?EQHCHE’SEDCUOCIVIAI\]I-IHQTNEEAND

CS FOR SPONSOR SUBSTITUTE FOR HOUSE BILL NO.11 (HESS)

IN THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE - FIRST SESSION
A BILL
For an Act entitled: "An Act relating to midvrifery.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF.ALASKA:

* Section 1. FINDINGS AND INTENT. The legislature recognizes the unique
physical and emotional aspects of childbirth, and the need to protect and
enhance the religious, cultural, and individual freedoms in .ne manner,
setting, and cost of childbirth. The legislature finds the., tie 1. ‘.tional
and cultural use of midwives continues and that the demand for midwifery
service is increasing in Alaska “without adequate regulation and licensure”®
Therefore, the legislature intends that midwifery be regulatud in the public
interest to assure that users of midwifery services are aware of the com-
petency levels of their health care providers, and that licensing of mid-
wives does not remove from the parents the responsibility for choosing
where, when, how, and with whom to deliver their babies.

¥ Sec. 2. AS 08 is amended by adding a new chapter to read:

CHAPTER 69....MIDWIFERY.

Sec. 08.69.010. LICENSED miowire PRACTICE. Aperson who practices
as a licensed midwife shall obtain a_license granted by the Department
of Commerce and Economic Development»as provided in this chapter and
shall practice midwifery in accordance with this chapter.

Sec. 08.69.020. UNLAWFUL REPRESENTATION. It is wunlawful for a
person to represent oneself as a licensed midwife or use any designation

s that implies that the person is licensed or certified by the state to

act as a midwife unless the person is currently licensed under this
chapter. A violation of the provisions of this section is a violation

-1- CSSSHB 11(HESS)
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as described in AS 11.81.250(a)(6).
Sec. 08.69.030. DUTIES OF THE DEPARTMENT. The departmentl, shall
(1) license persons to practice midwifery; *
(2) prepare and administer examinations which test compe—
tence in midwifery;? X

SILT

(3) prescribe a mbierrfMrai license fee for licensed midwives

not to exceed $25;

(4) develop, publish, and make available to interested
parties at a reasonable cost, a bibliography and guide to the examina—
tion administered to applicants;

*-5-)  requi-r-e—t-he—eompliance-"of—licensed -mi-dwives-with—vital

r-ecording-requirements;

(6). require-]icensed"midwives-to- maintain-._statistics relating
A7>-births*~they “attend-1*

Sec. 08.69.040. LICENSURE AS A MIDWIFE. A person is eligible for
licensure; as a miawife 1if that person

(1) is at least 18 years of age;

(2) furnishes proof of having a,".tended at least %I'((I)Tbirths as
a (midwife in) the Lw-ycai- prari-od* HntfftiTaga}’y preceding the date of
application or has completed a midwife apprenticeship under AS 08.69.-
150; proof is by affidavit of the applicant for births whichloccurred
befogc damnvy 1] 1Q82<

"3) passes an examination administered by the departmentY*
meeting the requirements of AS 08.69.060;

(4 pays the license fee prescri ad in this chapter.

Sec. 08.69.050. LICENSURE BY ENDORSEMENT. A person who is li-
censed as a midwife by another state™may be licensed as a midwife if
the requirements for that license are essentially the same as the

requirements for licensure under AS 08.69.040.

-2- CSSSHB 11 (HESS)



Sec. 08.69.060. EXAMINATION OF APPLICANTS. (@ The examination
for licensure as a midwife shall be administered at times and locations
selected by the departmentTL

() Subjects examined by the examination shall include, and are
limited to, N&JQ"GOOTV <& »Tu \O f\

(1) anatomy of ..the pelvis and female genital organs;
(2) physiology.of the female genital organs;
(3 recognition and management of pregnancy;
@) understanding fetal presentations and positions;
, - (5) mechanisms and management of normal labor;
(6) management of puerperium;
@) injuries to the genital organs following labor;
(8) sepsis and antisepsis in relation to labor;
(9) preparation and management of the delivery site and
lying-in area;
(10) hygiene of mother and infant;
(11) asphyxiation, convulsions, malformation, and infectious
diseases of the newborn;
(12) causes, effects, and prevention of opthalmia neonatorum;
(13) emergency occurrences requiring the attention of a
physician; ~
(14) requirements of vital statistics law relating to report—
ing of births and infectious diseases of the newborn;
(15) the pharmacology of drugs used in emergency maternity
care for both mother and infant following childbirth;
(16) nutrition as it relates to the prenatal, partal and
postpartum period;

(17) management of breast feeding;

(18) knowledge of the bonding process and family interrela-

-3- CSSSHB 11 (HESS)
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tionships;
(19 knowledge of conscious control techniques for
management.

Sec. 08.69.070. RENEWAL OF LICENSES. (@ A midwife"s license is
renewable bagfr£g11>" on June 30.

(b) Notice of renewal will be mailed to every currently licensed
midwife on or before May 1 of each even-numbered year.

(c) A license not renewed by June 30 will lapse on July 1 or be
placed on the inactive list at the request of the licensee.

(d A lapsed license will be reinstated within 90 days of lapse
upon receipt of payment of the license renewal fee and satisfaction of
other renewal requirements.

(e) Th:; departmentx»shal 1 establish requirements which must be met
before a license may be renawed, which must include a requirement that
an applicant for renewal has attended £$ births in the previous two
yiwc and has completed 28 hours of continuing education. Continuing
education shall 1include childbirth-related postsecondary coursework,
workshops, or any combination of training and experience or a combina—
tion of experience and continuing education. LOtKE . A?p0AJIEYNILE

Sec. 08.69.080. DISCIPLINE, DENIAL, SUSPENSION, OR REVOCATION OF
A LICENSE. (@ The department»shall revoke or suspend the license of
a midwife, or the licensee may be reprimanded, censured, or disciplined
if the department findB after a hearing that

(1) the midwife has obtained or attempted to obtain a license
under this chapter by fraud or deceit;

(2) the licensed midwife has wilfully violated a provision
of this chapter;

(3 fthe licensed midwife hts engaged 1in unprofessional
conduct; or *?)

-A- CSSSHB 11 (HESS)
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(A) ~the Jlicensed midwife has engaged in intentional or

negligent conduct that results in a significant risk to the health or

safety of a client or that results in injury to a client. *7")

0
) The department._shall afford a midwife whose license has been

denied or revoked the opportunity to have the license reinstated by

demonstrating ability to resume the competent practice of midwifery

with reasonable skill and safety.

Sec. 08.69.090. SCOPE OF PRACTICE. (@) A midwife licensed under

this chapter may perform functions within the scope of practice. The
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scope of practice for

@
care;
(2) preparation and management of the delivery site and
lying-in area?
(3 management of the birth process and delivery of the
infant;
(A) clamping and severing the umbilical cord;
(5) delivery of the placenta, with anti-hemorrhage tech—
niques ;
(6) recognition of an -mergency labor or delivery situation
involving the mother or infant;
(7) emergency procedures for asphyxiation, convulsions,
malformation, and infectious diseases of the newborn;
(8) administration of preventive prophylaxis for ophthalmia
neonatorum;
(9 postnatal care of mother and infant;
(10) suturing;
(11) routine laboratory investigation for norma] prenatal
care.

licensed micjwives
r,\elzggé)nbiﬁén ent{ng]r\égn%(nQyngDd management of prenatal

includes

CSSSHB 11 (HESS)
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(b) In a nedical emergency the scope of practice, to the extent
needed for the emergency includes
(€H) intramuscular injections for maternal hemorrhage;
(2) penetration of human tissue for emergency episiotomy,
repair, and severing the umbilical cord;
(3) oxygen use.

(©) (The department?shall designate the medications, therapeutic
agents, and techniques v-hich a licensed midwife is authorized to admin—
ister and the circumstances under which those medications, therapeutic
agents, and techniques may be administered.”™ /\

Sec. 08.69.100. INFORMED CONSENT FORM. (&) The department?shall
develop an informed consent form which the Ulicensed midwife shall
provide for clients at their initial meeting. The form will describe
the licensed midwife"s A,

(1) philosophy of practice;

(2) education and training;

(3) experience;

(4) services and fees;

(5) procedures for meeting medical emergencies.

() The licensed midwife shall inform the client that the statis—
tical information required by AS 08.69.110 is maintained by the licensed
midwife and is available for inspection.

Sec. 08.69.110.  STATISTICS. (@ The department®shall determine
the 1information concerning the practice of midwifery which must be
collected and retained. ThiG information is subject to audit by the
department. The information is required to be retained in statistical
form and shall 1include

(1) infections;
(2) hemorrhage;
-6- CSSSHB 11 (HESS)
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(3 hospital transfers;

(4) malpresentations;

(5) normal deliveries;

(6) ~absence of physical examinations performed by a physi—
cian and the reason examinations were not performed. ? %
— >(b) The statistical information required shall be ~iled with the
department*?every (iwt)months on a form prescribed by the department.

fSec. 08.69.120. MEDICAL HISTORIES. (@) The department”shall

require licensed midwives to maintain a comprehensive medical and
obstetrical history cf each client. The history shall include

(1) the mother®"s name and address;

(2) the mother"s date of birth;

(3) the mother®s gravidity and parity;

(4 progress in pregnancy, including routine laboratory
investigation;

(5) progress of mother and infant in labor and delivery;

(6) characteristics of placental delivery and cessation of
bleeding of mother;

(7) APGAR administered to infant;

®) immediate postpartum progress of mother and infant;

(9 genera] health of mother and infant at the time the
midwife services terminate;?)

«10) othe»-infowiMdjkHimmquired by Linj™llepdTtHFeITC.

Sec. 08.69.130. PRACTICE OF A LICENSED MIDWIFE. A person licensed

as a midwife under this chapter must

((1) ensure that 1if reasonably possible before the onset of

labor the mother has received a general physical examination by a
. .. 0
physician or a nurse midwife; , )

(2) recommend that the mother be transferred to the care of

-7- CSSSHB 11 (HESS)
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a physician i1f a medical emergency is indicated; and

(©) have transportation reasonably available during
and delivery to transfer the mother to a hospital or physician if a
medical emergency requires it.

Sec. 08.69.1A0. POSSESSION OF DRUGS. A licensed midwife may
possess and administ tX in accordance with a prescription from a consult—
ing ("Sys-irSha”gents used to stop maternal hemorrhage, oxygen, and
antibiotic eye drops.

Sec. 08.69.150. MIDWIFE APPRENTICESHIP. (@ A person may com—
plete a midwifery apprenticeship by observing and assisting in the
management and care of the mother and infant in at leas”-SO 1births. In
the course of(”~)of those births, the apprentice must assume primary
responsibility, under the supervision and observation of the sponsor,
for the prenatal, intrapartal, and postpartal management and care of
the mother a.id child. ( A person undertaking a midwifery apprenticeship
sha 1 register with the departmen{E%t the beginning of the apprentice—
ship. )

(b) A midwife apprenticeship must be under the immediate super—
vision of a sponsor. A sponsor may not supervise more than three
apprentice midwives simultaneously. The sponsor shall secure the
compliance of the apprentice midwife with this chapter.

Sec. 08.69.160. DEFINITIONS. In this chapter

(1) “department'™means the Department of Commerce and Eco—
nomic Development;

(2) "medical emergency” means a situation of a serious
nature which develops suddenly and unexpectedly and demands immediate
action during pregnancy, labor or delivery;

(3 "normal childbirth™ means a normal physiological state
of health in which the expectant mother is in a stable condition with-

-8- CSSSHB 11 (HESS)
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H Alaska State Legislature

Senate Committee on State Affairs
Vic Fischer, Chairman « Pouch V « Junesu, Alaska 99811 * (907)465-4954

Official Business

March 3, 1982 I

Kathleen Stier \ "
Box 1136 “-
Homer, Alaska 99603

Dear Kathleen:

Thank you for your eloquent and compassionate letter regarding midwifery
in general and House Bill 11 in particular.

I am enclosing a copy of Senate Bill 747. House Bill 11 has been replaced
with a Sponsor Substitute identical to SB 747. | believe this legislation
addresses the concerns expressed in your letter.

The complexity and awkwardness of the bill you sent resulted from attempts
to assure midwives were not regulated by the medical or nursing board
and to avoid establishing a costly new regulatory body.

I was asked to introduce SB 747 by midwives and consumers after HB 11
sponsors became convinced a self-regulating board of midwifery was the
only reasonable way to go under current practice and law.

HB 11 will be heard before the House Finance Committee tommorrow. When
it passes it goes to the floor of the House for a full vote. SB 747
will be scheduled before the Senate HESS Committee, chaired by Senator
Charlie Parr, within the month.

The money needed to establish and operate the board will be a major
stumbling block for this legislation. The first controversy will be
over dollars. The next will be, of course, hostility of other health
care providers towards lay or empirical midwives.

I would appreciate it greatly if you would send your comments on this
legislation and solicit input from your acquaintenances and clients. |1
am working clc-rely with Representatives Vaska and Rogers and will share
any information or correspondence with them. ~

Thanks again and please keep in touch.

Best regards, /

I -

Senator Vic ticcher

cc: Representative Vaska
Representative Rogers

Senator Parr
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When | o ened mygractrce in Homer, in 1968, | .occasionally

Woul cal ed a cabin or an isolated frshrng site to do,
r he Ip with, a delivery. Ovey the years | have  had occasion

to do deliverigs in cabins, a fishing boat, an airplane, a

winnebago, and a pick-up truck

om

Initially myh e deIrverg experrence Was attendrnq emergenc
births in uhexpected situatjon However, the las year

| have done hetween gne and four planned home births a Year

on carefully selected low-risk patiepts. | have never lost an
Infant in home delivery, nor have | had an untold event or
Perro sly distressed rntant. I attrrbute éhrs somewhat to good
ack, but mostly tq caretul, preﬁaratron and unrepentant cowardice
on mygart | insist that anhy home birth | attend immediately
move to the hospital with the slrgh est sign of complrcatron
and that | will “only do a ome b_rrt wh(en hgre are no known
risk factors. For “every home birth | do,| decline at least
two others because [ feel the risk is too great.

I feel that home delrverres can be safe. | can attest that a
home |rth |?] one of the most enc antrng and rewar Ing of
medical and uman experiences. They alSo tend to be quite
fattenin é Et It is a rare home birth, rndeed, that IS
not acco anre an |nord|nate amount of goodies to sustain
blrtHpsysrcran and rieaccomprces aAong the“way. | like home

and hope to keep on doing t
Although | have been willing to do home births on selected

eoPIe, | by no means do the majorrty of home births in our area.
ost are dona b¥ a varretoy midwives of different skills.
Some of whom | Tespect mdre than others, and none of whom |
eel are really safe.

— —_
QD S
=
D L

irth traqedr s at
stetrrca experie
help_of our loca
en 77 home elr(\{
a
t
e
I_

T
— —O

e
e

D
<< —+

[

! | §S|XV%r§ recé’t [
th h ?rosprtat eliver
th at home births can be a very wonderful experience,
home %rrths can bhe done in Aylaska F ? 1 ;()
ttlere IS Nno glace for Ia ){ midwives In a home irth
el they are angerous dilettantes, who cause great

e
idwives are filling a need in this state: but t
at great risk to the mother, and an even greater
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Peo li have the rrght to seek health care as they would, free
interference rm an rson or agencg It"is one thrn
When a consentrnr};]S ult d ecr es on a cours o action which
|

be hazardous to health and well- berngf It 1S another mat)er
when an infant, who has no say and no defense, is placed in
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t uld ever bhe enacted to force
ne to seek medical attention, or to force a person into
uation aga|nst their HI Yet am bothered by the
Who Speaks for th 0r should anKone° Where” do

yhts of an infant lie? "Do parents avethe Hﬁht to

their unborn child's life and well-bein
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nysical needs of the child?
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David and Penelope Schneider
Box 424
Homer, Alaska 99603

March 17, 1982

Dear

In reference to Senate Bill 747 "An Act Relating to
Midwifery" we, David and Penelope .Schneider, would like to en-
courage you to support its passage. We feel this proposal
is a progressive step in giving parents responsibility of their
health care in the' natural birth process. W also feel our
supportive position of this act reflects the wants and needs of
our peers in Homer and in many communities around Alaska and
mthe United States as well.

Our personal experience as parents of two children born in
Alaska, one child in the hospital with a medical doctor and
the second in our home with a lay midwife, has made us see the
need for having midwivesavailable in all communities for
those of us who choose to care for ourselves with the assistance
of these fine ladies. The quality of care in terms of education,
intimacy and the allowance of the natural birth process is uncom-
parable for we who relate to life in this gentle way.

The provisions in the bill for the "Board of Midwifery" for
maintaining competent midwives is adequate and receives our
support for any tax dollars needed.

The issue is essentially this: we people who want home
births will have them; we want to be legal and have our lay

midwives in attendance. It is ourright. It is fact that the
"professionals” have the money and power to loby against this
bill, it is in their financial interest.

Please accept our most sincere support in Senate Bill 747
and allow our lives to be enriched in its beginnings.

Sincprelv,



American
Academy of
Pediatrics

At?ﬁ%gpter

Chairman

Marian T. Wilt, M.D.
3300 Providence Drive
Anchorage, 99504
907/279-6461

March 10, 1982

Health, Education & Social Services Committee
State Legislature

Dear Sirs:

The Alaska Chapter of the Academy of Pediatrics feels obligated

to comment on Senate Bill #747, an Act entitled, " An Act

Relating to Midwifery". In this Act, there is an apparent attempt
to license midwives, however, in reading the Act, it becomes clear
that it is also the attempt to license "lay" midwives. That is,
this Act would Iegfltlmlze the attendance of birth by people who
have had no formal medical training, which is quite clear when
the rqulrements which this Act would establish for licensure are
reviewed.

The Health, Education & Social Services Committee should be aware
of several factors which are important con3|der|n? a bill such as
this. The impetus for such licensure seems clearly related to the
|ncreas|nﬁ ﬁopularlty of home births. Although, programs for

home birth have been established in other areas of the country and
also in the world, these programs are always coordinated with™ti >
established medical services in the area. First of all, well
trained, licensed medical professionals (either physicians or
certified midwives) are in attendance at these births and secondly,
there is a good cooperative system established with the hospitals
and ambulance services in the area to insure that unexPecte
comﬁllcatlons can be quickly and adequately handled. In Alaska,
neither of these conditions exist. This IS not to say that sometime
in the future, a more favorable environment for considering home
births might not exist, but this is certainly not the case today.

The Alaska Chapter of the Academy of Pediatrics strongly urges you

to reject further consideration of this Act which we feel would be
contrary to the interests of newhorn infants and children in Alaska.

Sincerely,

Marian Witt, M.D.
MW/sgw



PAUL L. ENEBOE. M.D.
A Professional Corporation

p.0 00X 194
HOMER. ALASKA 99603

Telephone 235 8586

March 2, 1982

Senator Vic Fischer
Alaska State Senate
Juneau, Alaska 99811

Dear Senator Fischer:
Greetings from Homer!
It has recently come to mr attentlon that you . are sponsorlng

Senate. B.ill 747 to. requlafe and |cense m| wWives m a
Certtl?led Nurse MIdWPf - license |n Aas rovide m|3

Wi car opposed to a hich creaPs apd.requlates
a newyleve? healtrﬁ)pcare rovu?er wWen there a?rea 3{ ex%ts
an avenue for Ilcensure as a professional Midwife in this state.
Nurse- M|dW|ves have heen workmq in the U.S. since 1925, and-

resently active In S birth center an home e-
FlveP|es thrgu hout the couﬁ The American Coql

e Nurse-
Midwives, our pro essional orﬂamz?tlon has care q developed
core competenmes In edacatm sate standards of maternal and

newhorn care, and guidelines for practice.

| realize it is frystrating for

glrth attenda ts ho supgort al
0 support and offer my clients

native, but ¢ nnot SU P ort.unqu

As an advanced Nurse Bactm

| must provide ewdence 0f:

2. Graduatmn rom an acc
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consumers (families) to,
natives In birth setti
me birth as a reason
and unsupervise
oning as a Nurse
sure” as 3n R.N. |
year advanced cli
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o ractice, a
et | plF
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thge Ub|lg of minim
dw

"
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acad em|c rogram, 3.
D, With P/SICIan and 9
the Boar Nursin These are s
icensure, as they should be fo assure
tandards of ducat|on of and care by Midwives.
q marz, would be redquant to regulale dif ereﬂt levels
Midwives; and | squest that as mni Midwives see tra|n|n
n. Nurse-Midwi. ter look forward to working with pro essmnal
Midwives to ffe safe alternatives in childpirth in a responsible
manper.  Our mo th ers and babies deserve the best. Let us not
legislate Iess th n that.
Yours,
fV\CsAM L&u. i ( w
Mary Lou Kelsey, Certlfled Nurse Midwife
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~Statistics For

Total Births

Single Mothers

Non-Farm Residents
First-Time Mothers

Doctor present at home birth
with midwife delivering
Doctor deliveries at home, hospital.
or Farm Maternity Clinic (FMC)
Delivered at home

Delivered at FMC

Delivered at hospital, by doctor
0" midwife

Vertex presentation

Face up presentation

Brow presentation

Breech Presentation

Footling Presentation
Tranverse lie presentation
C-Sections

Forcep dePveries

Birth with anesthesia

Induced Deliveries

Death in utero (Pitocin 1V)
Mild pre-eclampsia (snorted
pitocin at FMC)

Early rupture of membranes
(used pitocin)

Castor oil

Breeches

Home

FMC

Hospital

By C-Section

With anesthesia

Without anesthesia

Frank breeches

Footling breeches

Complete breeches

With episiotomy

With tear

Without episiotomy or tear
First-time mothers

Mothers over 30

Average weight breech baby
Largest breech bahy
Premature and breech
External versions breech to vertex

Premature (at least 4 weeks)
Home

Hospital

FMC

Doctor deliveries at home
Breech

Prolonged second stage
Twins

Pudental block
Pre-eclampsia, indi ced
Other1
Reasons for transfer to FMC
Breech

Suspected breech

Twins
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1200 Births Managed By The Farm Midwives
October 8, 1970 to July 20, 1980
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3.5%
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1.9%
1.7%

3.5%

3%

1.3%

4.1%

Suspected twins

Suspected premature

Mild pre-eclampsia (induced)
Uterine infection

Premature separation of placenta
Flu *
Mother's choice

Fetal stress

Video

Mother anemic

Mother thin

Mother handicapped
Prolonged first stage

Reasons for transfer to hospital
Breech

Pre-eclampsia

Abruptio placenta previa

Marginal placenta previa

Cephalo pelvic disproportion
Prolapsed cord

Mother had infection

Mother had previous ut'-'ine surgery
Mother had previous C-Section
Mother had previous C-Section
baby delivered naturally

Fetal distress

Prolonged second st;;, -

Suspected multiple t'.estation
Mother had fever in labor
Premature

Death in utero

Anencephalic baby

Failure to progress, with

meconium staining

Failure to ?rogress, with premature
rupture of membranes

Other2

Complications of Pregnancy

Polyhydramnios

High-blood pressure
Pre-eclampsia

Endometriosis

Bleeding during pregnancy
Glucose in urine

Anemic, iron therapy did not work
Severe edema

Toxemia

Severe va icose veins

Kidney inlection

Incompetent cervix

Uterine infection

Previous uterine surgery
Infection

Placental insufficiency

Hernia

Malnutrition

Parasites in mother, treatment
postponed because of pregnancy

Other Maternal Conditions

of Pregnancy

Congenital epidermolysis bullosa
Congenital epidermolysis bullor

and handicapped
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Footnotes
1. One was our midwife at our Wisconsin Farm. There was no other
midwife available. Two Mennonite ladies from our area were delivered
by our doctor. Now they are delivered by our midwives.
2. Normal term delivery by midwife. The doctor w*nted it done in a
hospital because of drugs he had given earlier to stop premature labor
3. Many hospitals and clinics would not include in their statistics tho'C
cases which were transferred to another institution. Of the 1145 babus
delivered at home or in the FMC, there were 9 perinatal deaths, arate of
.79% (3 fetal deaths and 6 neonatal deaths, 2 of which were lethal
congenital defects.)
4. Perinatal Mortality was calculated as the sum of neonatal deaths
(those babies living up to 7 days greater or equal to 500 grams) and the
number of fetal deaths (greater tnan or equal to 500 grams) divided by
the sum of live born and fetal deaths.

Ladies of other countries or cultures delivered by Farm Midwives

11
1

Penabscot Nation
Mennonite

2 Puerto Rico 4 Holland
2 ltaly 1 Mozambique



REVISED POSITION PAPER
SENATE BILL NO. 747

"An Act relating to midwifery."
WHAT THE BILL DOES

This bill creates an examining and ||cen5|nq_ Board of Midwifery and estab-
lishes criteria to be used in issuing such licenses. However,” since a license
would not be required to practice midwifery, it would create three levels of
midwifery care: (a) certified nurse (under 12 AAC 44.400), (b) licensed
midwife,” and (c) unlicensed midwife.

DISCUSSION

Historical Background - Alaska, like many states, had existing policies and
procedures concerning lay-midwifery practice in the early part of this
century. Before W|desPread availability of medical facilities, adequate
transportation and professional providers, this Department promoted training
for birth attendants in remote village areas through maternal and child
health nurse consultants. In 1968, specific training was discontinued because
of the establishment of the Community Health Aide training grogram. by the
Alaska Native Health Service. This ro?ram emphasizes the Community” Health
Aide's collaborative relationship with the Alaska Native Health physicians,
which has resulted in movm(% the vast majority of village home births to
the protected environment of hospitals.

Current Situation - While it is difficult to summarize the states' laws
In this area, it can be stated that 13 states have licensure statutes for
lay midwives. Some of these, while remaining on the books, are not oper-
ational in terms of issuance of new licenses. Of the remaining 37 states,
aRproxlmately_S have statutes which prohibit practice of lay midwifery.
This information is summarized from a survey of states' laws printed n
Mothering, Fall 1981, p. 63, There are three states (Washington, South
Carolina, and New Hampshire) that have passed legislation within the last
year dealln% with this issue. These states have established mldW|fer¥ _
regulatory oards which have the authority to establish licensure criteria
and procedures. Typically, these boards ‘include physician(s), certified
nurse midwives and “consumers in addition to lay midwives.

Problem areas of this bill - Assisting withchildbirth is bothanart and
a science. In most instances the process proceeds to a normal outcome with
nothing more than artful support and non-intervention. In some instances,
however, the process requires utmost scientific knowledge and skill.  Since
it is not possible to know in advance which cases will Tequire this higher
level of care, it is in the best interest of Alaska's citizens to require
quality care In as many births as possible. The licensure criteria in this
bill are simply not adequate to assure thatthe licensee would have the
judgment needed to recognize and refer the problem cases.

These deficiencies are in both formal education and in practical supervised

traininy and experience. A reguwe_d period of 9 months of formal training

and participation in at least 60 births have been suggested b¥ the National

I}/I()lgwblvetshAssomatlon. The Washington law calls for 3 years of training and
irths.
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This Department has recently been appraised of the problem that lay mid-
wives ore having in getting prenatal blood tests performed. AS 18.15.150
currently addresses the legal issues in this matter. This bill (p. 5,

line 28) will solve this problem only for the licensed midwife. This illus-
trates a much larger problem - that of the collaborative relationship between
a lay midwife and a physician to whom any problems would be referred. This
relationship is required for physician's assistants and for certified nurse
inidwives. Once a woman in labor develops a problem requiring referral there
is not sufficient time to start searching for a physician with whom to consult
One of the basic tenents of midwifery practice is to handle only normal or
low risk clients. This risk assessment can best be approached through a
collaborative relationship with a physician. The collaborating physician
should be protected by statute from liability related to the care of a client
not directly under his supervision.

POSITION

This Department is opposed to passage of this bill as written. Inclusion
of requirements for formal as well as practical training and a requirement
for a collaborative relationship with a licensed physician are essential
features. In addition to the Board members stated in Sec. 08.69.030(a),
there should be a licensed physician who is a practicing obstetrician and
a certified nurse midwife. Any contemplated legislation should include
requirements for these practitioners to comply with AS 18.15.150 and AS
18.15.RUG regarding prenatal blood work and newborn metabolic testing
respecti vely.

Kecoinmenred by:
T. S. Kabeau\ M.D., Director
D ision of Public Health

Date:

Approved by:
Helen D. Beirne, Commissioner!
Department of Health and
Social Services

Date: 3 = Pa.
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4/6/82

Original sponsor: Fischer

BY THE HEALTH, EDUCATION AND
1 IN THE SENATE | SOCIAL SERVICES COMMITTEE
2 CS FOR SENATE BILL NO. 747 (HESS)
3 IN THE LEGISLATURE OF THE STATE OF ALASKA
4 TWELFTH LEGISLATURE - SECOND SESSION

5 A BILL
6 For an Act entitled: "An Act relating to midwifery."

7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

8 * Section 1. FINDINGS AND INTENT. The legislature recognizes the unique
9 physical andemotional aspects of childbirth, and the need to protect and
10 enhance the religious, cultural, and individual freedoms in the manner,

I setting, and cost of childbirth. The legislature finds that the traditional
D and cultural use of midwives continues and that the demand for midwifery
3 service is increasing in Alaska without adequate regulation and licensure.
4 Therefore, tt  legislature intends that midwifery beregulated in the public
5 interest to assure that users of midwifery services are aware ofthe com-
16 petency levels of their health care providers, and that licensing of midwives
I does not remove from the parents the responsibility for choosing where, when,
18 how, and with whom to deliver Lheir babies.

19 Sec. 2. AS 08.01.010 is amended by adding a new paragraph to read:
0 (24) Board of Midwifery.
2 = Sec. 3. AS 08.03.010(c) is amended by adding a new paragraph to read:
2 (21) Board of Midwifery (AS 08.69.030) -- June 30, 1987.
22 % Sec. 4. AS 08 is amended by adding a new chapter to read:
2 CHAPTER 69. MIDWIFERY,
25 Sec. 08.69.010. MIDWIFE PRACTICE. (a) A person who practices as
2 a licensed midwife shall obtain a [*ense as provided in this chapter
2 and shall practice midwifery in « cordance with this chapter.
28 (b) / |§Idth/ir\g in thjys sectio'\" prohibits \the practice of midwifery in
8 the state" without a, license.

-1- CSSB 747 (HESS)
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Sec. 08.69.020. UNLAWFUL REPRESENTATION. It is unlawful for a
person to represent oneself as a licensed midwife or use any designation
that implies that the person is licensed or certified by the state to
act as a midwife unless the person is currently licensed under this
chapter.

Sec. 08.69.030. MEMBERSHIP AND TERM OF OFFICE OF THE BOARD OF
MIDWIFERY. (a) There is established the Board of Midwifery consisting
of five members. One member shall be a physician licensed to practice
medicine in the state. Two members shall be licensed under this chapter
or eligible to receive licenses under AS 08.69.050(1) - (3). One member
shall be a person who has received or paid for the services of a midwife
licensed under this chapter or who has received or paid for the services
of a midwife eligible to receive a license under AS 08.69.050(1) - (3).
One member shall be a person with no financial interest in a health care
facility or an occupation that provides services to pregnant women or
services related to childbirth.

(b) Members of the board are appointed by the governor after
consideration of recommendations submitted by childbirth consumer educa-
tion groups, persons who provide health care, or persons who have re-
ceived or paid for the services of a midwife. Each board member serves
for a term of five years and until his successor is appointed and quali-
fied. An appointment to a vacancy is for the unexpired term,

Sec. 08.69.040. DUTIES OF THE BOARD. The Board of Midwifery shall

(1) approve the licensure of persons to practice midwifery;

(2) prepare and administer a comprehensive examination that
tests competence in all aspects of the practice of midwifery;

(3) prescribe a biennial license fee for licensed midwives
not to exceed $25;

(4) develop a bibliography and guide to the examination
-2- CSSB 74T(HESS)



administered to applicants and make it available at a reasonable cost;
(5) require the compliance of licensed midwives with vital
statistic recording requirements;
(6) require licensed midwives to maintain statistics relating
to births they attend,
(7) hold hearings and order disciplinary sanctions under
AS 08.69.100;
(8) adopt regulations necessary to carry out the purposes of
this chapter.
Sec. 08.69.050. LICENSURE AS A MIDWIFE. A person is eligible for
licensure as a midwife if that person
(1) furnishes proof of having received a high, school degree
> or its equivalent and of having completed two years of nursing training
or its equivalent;
(2) furnishes proof of having attended at least 20 births as
a midwife in the two-year period ‘inmediately preceding the date of
application or has completed a midwife apprenticeship under AS 08,69.-
170; proof is by affidavit of the applicant for births that occurred
before January 1, 1982;
(3) passes a comprehensive examination administered by the
board that tests competence in all aspects of midwifery;
(4) pays the license fee prescribed in this chapter,
Sec. 08.69.060. LICENSURE BY ENDORSEMENT. A person who is [i-
censed as a midwife by another state or country may be licensed as a
midwife in this state without taking an examination if the requirements
O for the out-of-state license are determined by the board to be at least
equivalent to the requirements for licensure under AS 08.69.050.
Sec. 08.69.070. REEXAMINATION. A person who fails an examination

offered under AS 08.69.050(4) may take the examination again if
-3- CSSB 747(HESS)
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(1) the applicant presents proof satisfactory to the board of
having served as a midwife for at least 10 births while under the super-
vision of a sponsor during the year preceding application; and

(2) at least one year has passed following the date the
person last failed the examination.

Sec. 08.69.080. RENEWAL OF LICENSES. (a) A midwife's license is
renewable biennially on June 30. Notice of renewal shall be mailed to
every licensed midwife on or hefore May 1 of each even-numbered year.

(b) A license not renewed by June 30 lapses on July 1 unless the
licensee is granted inactive status under AS 08.69.090.

(c) A lapsed license shall be reinstated if the licensee complies
with renewal requirements within 90 days after the license lapses.

(d) The board shall establish requirements that must be met before
a license may he renewed, including a requirement that an applicant for
renewal has attended as sponsor or midwife during 10 births in the
previous two years and has completed 20 hours of continuing education,
Continuing education may include childbirth-related postsecondary course
work, workshops, practice in association with another midwife, a combi-
nation of training and experience, or a combination of experience and
continuing education.

Sec. 08.69.090. INACTIVE STATUS. A midwife licensed under this
chapter may apply to the board for inactive status for a period not to
exceed two years. A midwife licensed under this chapter who is granted
inactive  status isnot required tocomply with AS08.69.080 until the
inactive  status isterminated.

Sec. 08.69.100. DISCIPLINE, DENIAL, SUSPENSION, OR REVOCATION OF A
LICENSE. (a) Theboard may revoke or suspend the license of a midwife,
or the licensee may be reprimanded, censured, ordisciplined if the

board finds after a hearing that the licensee has
-4- CSSB 747(HESS)
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(1) obtained or attempted to obtain a license under this
chapter by fraud or deceit;

(2) wilfully violated a provision of this chapter;

(3) engaged in unprufessional conduct; or

(4) engaged in intentional or negligent conduct that results
in injury to a client or significant risk to the health or safety ofa
client.

(b) The board shall afford a midwife whose license has been denie
or revoked the opportunity to have the license reinstated by demonstrat-
ing abiliny to resume the competent practice of midwifery with reasonable
skill and safety.

Sec. 08.69.110. SCOPE OF PRACTICE. (a) A midwife.licensed under
this chapter may perform functions within the scope of practice. The
scope of practice for licensed midwives includes

(1) recognition of pregnancy and management of prenatal care;

(2) preparation and management of the delivery site and
lying-in area;

(3) management of the birth process and delivery of the
infant;

(4) clamping and severing the umbilical cord;

(5) delivery of the placenta, with anti-hemorrhage tech-
niques ;

(6) recognition of an emergency labor or delivery situation
involving the mother or infant;

(7)  emergency procedures for asphyxiation, convulsions
malformation, and infectious diseases of the newborn;

(8) administration of preventive prophylaxis for ophthalmia
neonatorum;

(9) postnatal care of mother and infant;
-5- CSSB T4T(HESS)
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(10) suturing;
(11) routine laboratory investigation for normal prenatal
care.

(b) In a medical emergencythe scope ofpractice, to the extent
needed for the emergency includes

(1) intramuscular injections for maternal hemorrhage;
(2) penetration of human tissue for emergency episiotomy;
(3) oxygen use.

(c) The board shall by regulation designate the medications,
therapeutic agents, and techniques that a licensed midwife, is authorized
to administer and the circumstances under which those medications,
therapeutic agents, and techniques may he administered.

Sec.08.69.120.  INFORMED CONSENT  FORM. (a) Theboard shall
develop an informed consent form that a licensed midwife shall provide
For clients at the initial meeting. The form shallL recommend a physical
examination of the pregnant woman by a physician and inform clients of
vital statistic reporting requirements. The form shall also describe
the licensed midwife's
) philosophy of practice;

) education and training;

) experience;

) services and fees

) procedures for meeting medical emergencies.

(b) The licensed midwife shall inform the client that the statis-
tical information required by AS 08.69.130 is maintained by the licensed
midwife and is available for public inspection.

Sec. 08.69.130. STATISTICS. (a)The board shall determine the
information concerning the practice of midwifery that must be collected

by a licensed midwife. The information is required to be retained in
-6- CSSB  747(HESS)
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statistical form and shall include information on
1) infections;

2) hemorrhage;

3) hospital transfers;
A) malpresentations;
5) normal deliveries;
6) absence of physical examinations performed by a physician
and the reason examinations were not performed.

(b) The statistical information required under (a) of this section
shall be filed with the Department of Commerce and Economic Development
every six months on a form prescribed by the department and made avail-
able for public inspection.

Sec. 08.69.1A0. MEDICAL HISTORIES. (a) The board shall require
licensed midwives to maintain a comprehensive medical and obstetrical

history of each client. The history shall include the following infor-

(
(
(
(
(
(

mation .
(1) the mother's name and address;
(2) the mother's date of birth;
(3) the mother's gravidity and parity;
(

A) a description of the mother's progress in pregnancy,
including routine laboratory investigation;

(5) a description of the progress of mother and infant in
labor and delivery;

(6) a report of the characteristics of placental delivery and
cessation of bleeding of mother;

(7) a report of the immediate postpartum progress of mother
and infant;

(8) a statement of the general health of mother and infant at
the time the midwife services terminate;

-7- CSSB 7A7(HESS)
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(9 other information required by the board.

Sec. 08.69.150. PRACTICE OF A LICENSED MIDWIFE. A person licensed
as a midwife under this chapter must

(1) ensure that if reasonably possible before the onset of
labor the mother has received a general physical examination by a physi-
cian;

(2) recommend that the mother be transferred to the care of a
physician if a medical emergency is indicated;

(3) ensure that a physician licensed in the state agrees to
be available for consultation regarding the practice of midwifery and
agrees to be available to render medical treatment during emergencies on
a standby basis unless, due to extraordinary conditions., the hoard
exempts the midwife from the requireme: .s of this paragraph.

Sec. 08.69.160. USE OF DRUGS. A licensed midwife may, in accor-
dance with regulations of the hoard, possess and administer oxygen,
antibiotic eye drops, and drugs used to stop maternal hemorrhage. The
board shall designate by regulation drugs that may be administered under
this section. The administration of oxygen or drugs by a licensed
midwife under this section is not the practice of medicine under
AS 08.64.

Sec. 08,69.170. MIDWIFE APPRENTICESHIP. (a) A person may com-
plete a midwifery apprenticeship by observing and assisting in the
management and care of the mother and infant in at least 20 births under
the supervision of a sponsor. In the course of 10 of those births the
apprentice must assume responsibility for the prenatal, intrapartal, and
postpartal management and care of the mother and child. A person under-
taking a midwifery apprenticeship shall register with the board at the
beginning of the apprenticeship.

(b) A sponsor may not supervise more than three apprentice mid-
-8- CSSB T4T7(HESS)
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wives simultaneously.
Sec. 08.69.180. DEFINITIONS. In this chapter

(1) "board" means the Boara of Midwifery;

(2) "medical emergency" means a situation of a serious nature
which develops suddenly and unexpectedly and demands immediate action
during pregnancy, labor or delivery; ¥ )3

(3) “"sponsor" means a physician or a midwife licensed to

| practice inthis state and authorized to act as a sponsor by the board;

(4) "unprofessional conduct" includes the habitual overuse of
alcoholic beverages or depressant, hallucinogenic or stimulant drugs, as
defined in AS17.12.150(3), or  addiction to the useof narcotic drugsas
defined in AS17.12.230(13).

Sec. 5. AS 17.15.030 is amended by adding a new subsection to read:
(b) AS 17.15.010 and 17.15.020 do not apply to the sale at retail

by pharmacies to midwives licensed in the state to possess and admin-

ister drugs designated by the Board of Midwifery under AS 08.69.160.

* Sec. 6. AS44.62.330(a) is amended by adding a new paragraph to read:

(52) Board of Midwifery (AS 08.69.030)

-9- CSSB 747 (HESS)
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Box 27

. b0 92
ingham, Alaska 99576
18, 1982

Dillin
March

Dear Senator Parr,

| am writiing-:you to voice my support of S.B. No. ™47 entitled
"An Act Relating to Midwifery". This bill is more definitive
towards the needs/offb'oth; the'consumer and the;.lay.Midwives
than H.B. 11 and should replace it. | have been involved in
home birth as an apprentice Lay Midwife and have a first hand
knowledge of the specific needs of people who want to have
their children in a natural environment.

Presently due to existing pressures of the Allopathic medical
community, there is a real danger for women who want to deliver
at home. This danger lies in the denial of lab work for preg-
nant women,.and the denial of back up support systems at local
hospitals for the .Lay.".Midwives who attend .-these mothers wanting
home births. This is happening now in Alaska. There have been
many cases, where.-in emergency situations, both the mother, the
father, and the Midwife have met with uncalled '.or and unnecess-
ary sub-professional treatment by un-othical medical staffs in
hospital emergency rooms. This is due to arrogant egotism based
on ignorance.

Statistical studies within the last 10 years of the resurgence
of home birth in America have proven that not only are home
births safe when- attended by a trained Lay Midwife, but pre-
ferred in comparison v/ith hospital births. Prior to ro years
ago. most women delivered at home attended by Lay Midwives or



Family Practitioners. Why then is there this sudden shift in
thought to make people believe that it is dangerous? Human
birth is a natural process, not an illness, and should be cen-
tered in the home, and not in the hospital where there are
sick people. Today the majority of people in the world are
still being born at home.

Since a positive experience of natural home birth has been
proven to be of supreme benefit to the whole family, and since
the family is the nucleus of a good and healthy society, it

IS necessary that support of home birth be made availab.le and
encouraged in Alaska. Couples who want this experience in
life should have the -choice made available to them, and have
compassionate, supportive and trained attendants. The manner
in which a woman chooses to deliver her child must not be-
dictated by an economically motivated group of practitioners.

Taking into consideration the recent budget cuts involving
hospitals (therefore affecting the quality of care provided)
and the soaring costs of medical care, it is unjust for preg-
nant coupled to he forced to accept a hospital birth as the
only choice. Here in Alaska, geographically it is unfeasable
to assume that the existing medical community can attend
pregnant women in remote areas. Various countries in the
world in developed nations such as Holland and Denmark, and
undeveloped nations such as Latin America have encouraged the
training of Lay Midwives for the benefit of pregnant women.
Lay Midwifery is encouraged and endorsed by the World Health
Organization,

The key is good health care for mother and child. It is my
sincere wish that you give S.B. No. 77 your full support
for Lay Midwives, birthing couples, and a healthier Alaska.

nagralv
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nator Charlie Parr
SS  Committee

uch-vV%
uneau,- Alaska

99811 _
Senator Charlie Parr and all other Legislators

S
H
P
J

Sir:

| am xn support of 3B 7°7 "An Act Related to Midwifery".

| feel that pregnancy and childbirth is a natural physiological
process and, in as much, a state of wellness rather than disease
For that reason, | feel that safe birthing alternatives such as

midwifery within birthing center and home deliveries be offered
as options as well as the hospital settings.

| urge you and other legislators to support passage of this hill
so families might exercise their freedom of choice in matters
relating to safe, healthy childbirth.

Sincerely,



Senator Charlie Parr
HESS Committee

Pouch «V | oo
Juneau: Alaska

99811
Senator Charlie Parr and all other Legislators

Sirs

| am in support of SB 777 "An Act Related to Midwifery".

| feel that pregnancy and childbirth is a natural physiological
process and, in as much, a state of wellness rather than disease.
wor that reason, | feel that safe birthing alternatives such as

midwifery within birthing center and home deliveries bhe offered
as options as well as the hospital settings.

| urge you and other legislators to support passage of this bill,
so families might exercise their freedom of choice in matters
relating to safe, healthy childbirth.

Sincerely,
>)

koca( napsacC
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P.O. Box 2792
Dillingham, Alaska 99576
March 18, 1962

I am writing you to voice my support of S.B. No. 777 entitled
"An Act Relating to Midwifery". This bill is more definitive
towards the needs of ."both the consumer and the .Lay Midwives
than H.B, 11 and should replace it. I have been involved in
home birth as an apprentice Lay Midwife and have a first hand
knowledge of the specific needs of people who want to have

their children in a natural environment.

Presently due to existing pressures of the Allopathic medical
community, there is a real danger for women who want to deliver
at home. This danger lies in the denial of lab work for preg—
nant women, and the denial of back up support systems at local
hospitals for the Lay-.Midwives who attend-these mothers wanting
home births. This is happening now in Alaska. There have been
many cases, where 1in emergency situations, both the mother, the
father, and the Midwife hove met with uncalled for and unnecess—
ary sub-professional treatment by un-ethical medical staffs 1in
hospital emergency rooms. This is due to arrogant egotism based

or. ignorance.

Statistical studies within the last 10 years of the resurgence
of home birth in America have proven that not only are home
births safe when attended by a trained Lay Midwife, but pre—
ferred in comparison with hospital births. Prior to tJ0 years

ago, most women delivered at home attended by Lay Midwives or



Family Practitioners. Why then is there this sudden shift 1in
thought to make people believe that it is dangerous? Human
birth is a natural process, not an illness, and should be cen—
tered in the home, and not in the hospital where there are

sick people. <Today the majority of people in the world are

still being born at home.

Since a positive experience of natural home birth has been
proven to be of supreme benefit to the whole family, an_ since
the family 1is the nucleus of a good and healthy society, it

is necessary that support of home birth be made available and
encouraged in Alaska. Couples who want this experience 1in
life should have the chcice made available to them, and have
compassionate, supportive and trained attendants. The manner
in which a woman chooses to deliver her child must not be-

dictated by an economically motivated group of practitioners.

Taking into consideration the recent budget cuts involving
hospitals (therefore affecting the quality of care provided)
and the soaring costs of medical care, it is unjust for preg—
nant coupled to be forced to accept a hospital birth as the
only choice. Here in Alaska, geographically it is unfeasable
to assume that the existing medical community can attend
pregnant women 1in remote areas. Various countries 1in the
world in developed nations such as Holland and Denmark, and
undeveloped nations such as Latin America have encouraged the
training of Lay Midwives for the benefit of pregnant women.
Lay Midwifery 1is encouraged and endorsed by the World Health

Organization.

The key 1is good health care for mother and child. It is my
sincere wish that you give S.B. No. 777 your full support

for Lay Midwives, birthing couples, and a healthier Alaska.

Sincerely.

Camille Martinez



N urses

.Association

5S#xJTOWxSte5*xBbOTIDI 237, E. Third Avenue
*jdxBBcnx34iMIEx:£2acH  Anchorage, AK 99501

.. .a constituent of American Nurses' Association

March 18, 1982

The Honorable Vic Fischer, Senator

Member, Committee on Health, Education
and Social Services

Pouch V, MS 3100

Juneau, AK 99811

Dear Senator Fischer:

On behalf of the Alaska Nurses Association | would like .co
thank you for your support of SB 660 which will fund the Family
Centered Birth, Ini. of Juneau. The Alaska Nurses Association
heartily endorses this bill,

| hope that you will continue to support this bill when it
comes to the floor. | look forward to working with you on health
care issues in the future.
Sincerely,
ALASKA NURSES ASSOCIATION
yyic i*Lcu  A-

Melinda Law, RN
President

ML:m

cC: Margaret Crawford
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P.0. Box 2792
Dillingham, Alaska 99576
March 18, 1982

Dear Ms. Bairn,

I am writing you to voice my support of S.B. No. 747 entitled
"An Act Relating to Midwifery". This bill is more-“definitive
towards the needs of/both the Tonsumer and the:.Lay Midwives
than H.B. 11 and should replace 1it. I have been involved in
home birth as an apprentice Lay Midwife and have a first hand
knowledge of the specific needs of people who want to have

their children in a natural environment.

Presently due to existing pressures of the Allopathic medical
community, there is a real danger for women who want to deliver
at home. This danger lies in the denial of lab work for preg-—
nant women, and the denial of back up support systems at local
hospitals for the-Lay:Midwives who attend-these mothers wanting
home births. This 1is happening now in Alaska. There have beon
many cases, where 1in emergency situations, both the mother, the
father, and the Midwife have met with uncalled for and unnecess —
ary sub-professional treatment by un-ethical medical staffs 1in
hospital emergency rooms. This is due to arrogant egotism based

on 1ignorance.

Statistical studies within the last 10 years of the resurgence
of home birth in America have proven that not only are home
births safe when attended by a trained Lay Midwife, but pre—
ferred in comparison with hospital births. Prior to "0 years

ago, most women delivered at home attended by Lay Midwives or



Family Practitioners. Why then is there this sudden shift in
thought to make people believe that it is dangerous? Human
birth is a natural process, not an illness, and should be cen
tered in the home, and not in the hospital where there are
sick people. Today the majority of people in the world are

still being born at home.

Since a positive experience of natural home birth has been
proven to be of supreme benefit to the v/hole family, and since
the family 1is the nucleus of a good and healthy society, it

is necessary that support of home birth be made available and
encouraged in Alaska. Couples who want this experience in
life should have the choice made available to them, and have
compassionate, supportive and trained attendants. The manner
in which a woman chooses to deliver her child must not be-

dictated by an economically motivated group of practitioners.

Taking into consideration the recent budget cuts involving
hospitals (therefore affecting the quality of care provided)
and the soaring costs of medical care, it is unjust for preg—
nant coupled to be forced to accept a hospital birth as the
only choice. Here in Alaska, geographically it is unfeasable
to assume that the existing medical community can attend
pregnant women in remote areas. Various countries in the
v.-orld in developed nations such as Holland and Denmark, and
undeveloped nations such as Latin America have encouraged the
training of Lay Midwives for the benefit of pregnant women.
Lay Midwifery 1is encouraged and endorsed by the World Health

Organization.

The key 1is good health care for mother and child. It is my
sincere wish that you give S.B. No. 7k7 your full support

for Lay Midwives, birthing couples, and a healthier Alaska.

Sincerely

Cajtille MartLTre”z
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M i1dwifery

law s

by Carol Murkowsld

TFmaaVrhec

T he ancientart of midw if-
ery — assisting women
hiprenatal care and de-
livery — lives in a
strange state of limbo in

Alaska.

The state hasno law against mid-
wifery, but no requirements for li-
censing or regulation. Neither s
there a law against home births, but
those who want their child delivered
athome may be tripped up by the re-
fusal of some medical professionals
towork with lay midwives.

But a bill introduced to the state
Senate Feb. 11 would provide a li-

censing and examination structure .

for mJdwives and, Its supporters
hope, allow midwives to work side
by side with obstetricians, labora-
tory technicians, and other medical
professionals.

Senate BUI 74", Introduced by
Sen. Vic Fischer Is a less stringent
versl.nofoneir'reduced to the state
House last year ->yReps. Brian Rog-
ers (D-Fairhunki) and Tony Vaska
HMBethfVv).

It dots not reqtire all midwives
to be licensed, but >etsup a Board of
Midwifery ic license, test, and disci-
pline midv/lves; sets standards for
apprenticeships, testing and discipli-
nary action; outlines the scope of
practice for midwives, including pre-
natal care and emergency situa-
tions; requires midwives to keep sta-
tistics, medical histories, have cli-
gnts sign an "Informed consent
form," and administer *v limited
numberofdrugs forchildbirth.e,

"It's not forbidding mldwifing
«and it's not encouraging it," said a
member of Fischer's Btaff. "It's
simply providing a method for li-
censing topractice asa midw ife.".

The mostvocal supporters of the
bill are members of Better Alaskan
Birth Experiences (BABE), a group
which supports birthing alternatives
ranging from hospital birthing cen-
terstohomedelivery.

“I don't advocate home birth for
everyooe, or even for every normal

hirth, but there should be alterna-

tives,"onemembersaid.

BABE members hope that by 11-

censing midwifery, consumers who
want theirchildren bom athome will
be able to select the person best
qualified to do so, and can receive
lab workand prenatalcare presently
being denied bymany physicians.
Rick Urion, lobbyist for the
Alaska State Medical Association,
said his group will meet March 13 to
discuss their stance on the proposed

I

[ém alin

bill, but “they're notwild about mid-
wifer ~ The Times was not able to
[)each medical association officials
Ypresstime.

Al and Chris Rsvfcing, a husband
and wife who are both registered
nurses, say theirstudies of home de-
liveries in Anchorage .show many
dr mts and-laboratories will not do
prenatal testing for parents who do
notwanta hospitalbirth.

“I've talked to lab people who
said that if they know a patient is
planning a home birth, they'll refuse
care," said Rushing, president of
BABE. "We've heen checking with
physicians, and are unaware of any
who give prenatal care andor lab
work to anybody planning a home
birth.”

Mrs. Rushing, who was a labor
and delivery nurse for nearly four
years and Isnow a lay midw ife, says
she set up a lab account recently for
her patients' tesre, but was forced to
rivae it when "a person from the lab
got pressure from a physician not to
give ittome," The lab was told that
the physician would pull his account
if Mrs. Rushing was given an ac-
count, she said.

She also said municipal clinics
are refusing to do lab work for pa-
tients planning a home birth.

The Rushings agree with doctors
who argue that home births can be
dangerous for high-risk mothers and
their infants. Many doctore argue
that complications arUng during
home births can be dangerous for
both mother and child, and believe
that home births contribute to the
neonataldeath rate.

But the Rushings argue that doc-
tors who then refuse to test prospec-
tive home birth mothers for danger
signalsare partoftheproblem.

“By not doing the lab work,
you're really putting people In dan-
ger,becausethey're going to (go toa
midwife) anyway if they really want
to," Mrs. Rushing said.

GingerBalm,amemberof Fisch-
er's staff who has worked on SB 747,
seconds those statements.

“Mostdoctorshave denied prena-
tal care to any couple planning a
home birth," she said. "Other doc-
tors believe their positions as physi-
cians require them to give health
care services to people who need
them."

Many licensed health care provid-
ers hesitate to assist ina boon, birth
for fear of having their license re-
voked, Balm continued. Malpractice
and health insurance don't cover
home births, and although borne
births are not illegal, a physician or

T
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The statr iuu no laws, pro or con concerning midwifery, buta ne I

nurse doesn't have to break the law
to be disciplined by their licensing
boards.

"Doctors and nurses in the state
who do perform home births know
they're putting theirentire careeron
the line if anything goes wrong,"
Balm said.

Fischer's office reported that al-

though they have a running corres-
pondance with a few physicians who
oppose the bill, public support is
nearly 100 percent.

"The only opposition appears to
be from some physicians,” Baim
said.

Doctors questionwhy they should
give emergency care to a patient
whom they have never seen before;
“they say they're going into a blind
alley, and | agree," Mrs. Rushing
said.

"If Twere a physician and some-

one | didn't know walked in with a
problem, i'd feelillatease — butnot
if I had refused them care to begin
with," Rushing added.

While BABE members support
SB 747, they are against HB 11, the
bill introduced by Rogers and Vaska
lastyear. Rogers plans to amend the
bill to conform to SB 747. As it now
exists, BABE memberssay,oily one
person in Alaska, who happens to be
a naturopathic physician, would be
qualified as a midwife, because of
the stringent apprenticeship require-
ments.

BABE members are also against
SB 237, introduced last year by the
Senate Rules Committee at the re-
quest of the governor, wnich would

make it a misdemeanor for &
buta physician or his assistam|
tend a birth.

The Rushings fear that if it!
ery is outlawed or tight restnl
arc placed on it, midwives vl
“underground" and there will |
reliable way for those who
home births to check on their |
ences. Some midwives are "i|
ground" now, fearing theirpari
participation in home births v [
danger their regular jobs wilt|
medicalprofession.

The couple knows ofsix regl
working lay midwives In Anchrl
and about 12 more in other pel
the state, not including peo;
State vital statistics show that
five percent of Alaskans cho<{
have their children at home,
ever,a study the Rushings did
gust, 1961 showed that 25.3. pel
of home births wentunreporte<|
they believe that the statistics |
be much higher.

The Rushing's study, a proje |
a University of Alaska res]
methods class, studied
Anchorage-area families who|
home births.

They found that most far!
listed "more control over aDII
“relaxed home setting," and
medical intervention” as theij
three reasons for choosing hornl|
livery. Ofthose whohad had chi |
bom in the hospital, 182 judge |
experience "satisfactory”
“great," while home birth
judged "satisfactory” or “great |
percentofthe time.
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zitate has no law*, pro or con concerning midwifery, but a new bill in the state Senate would provide for licensing and examining of midwives

e doesn't have to break the law
e d.sciplined by their licensing
ds.

Doctors and nurses In the state
do perform home births know
‘re putting theirentire careeron
line if anything goes wrong,"
nsaid.

ischer's office reported that al-
gh they have a running corres-
lance with a few physicians who
>se the Dbill, public support is
ly 100 percent.

The only opposition appears to
rom some physicians," Bairn

octors question why they should
emergency care to a patient
n they have neverseen before;
y say they're going into a blind
and | agree," Mrs. Rushing

If Twere a physician and some-
| didn't know walked in with a
lem, I'd feel 111at ease — butnot
lad refused them care to begin
" Rushing added.
‘hile BABE members support
47, they are against HB 11, the
otraduced by Rogers and Vaska
fear. Rogersplanstoamend the
o conform to SB 747. As it now
s,BABE memberssay,onlyooe
jnin Alaska, who happens to be
ruropathic physician, would be
Tied as a midwife, because of
tringent apprenticeship require-
S.
ABE members are also against
77, introduced last year by the
te Rules Committee at the re-
of the governor, which would

make it a misdemeanor for anyone

buta physician or hisassistant to at-

tend n birth.

The Rushings fear that if midw if-

ery is outlawed or tight restrictions
are placed on it, midwives will go
“underground” and there will be no
reliable way for those who want

home births to check on their refer-
ences. Some midwives are "under-

ground" now, fearing their part-time

participation in home births will en-

danger their regular jobs with the
medical profession.

The couple knows ofsix regularly
working lay midwives In Anchorage,
and about 12 more in other parts of
the state, not including people In
State vital statistics show that about
five percent of Alaskans choose to
have their children at home. How-
ever, a study the Rushings did in Au-
gust, 1961 showed that 253. percent
ofhome births went unreported, and
they believe that the statistics may
be much higher.

The Rushing's study,a project for
a University of Alaska research
methods class, studied 09
Anchorage-area families who had
home births.

They found that most families
listed “more control over birth,"
“relaxed home setting," and “less
medical intervention" as their top
three reasons for choosing home de-
livery. Ofthose who had had children
bom in the hospital, 18.2 judged the
experience “satisfactory" , or
“great,” while home hirth was
judged “satisfactory” or“great" 100
percentof the time.

Some parents prefer to have their babies athome rather than in a bospit



University of A laska. A nchor&§E

3221 PROVIDENCE DRIVE

ANCHORAGE. ALASKA 9950A
SCHOOL OF BUSINESS

AND PUBLIC ADMINISTRATION

Marct 18, 1982

Senator Charlie Parr
Chairman, Senate H.E.S.S.
Pouch V

Juneau, Alaska 99811

Dear Senator Parr:

Chris and Al Rushing completed my UAA class BA 432, Research Methods,
in the Summer of 1981. This class completed their degree requirements.

They undertook the research p' oject "Some Factors in Choosing
Homebirth" in fulfilling the Research Methods class requirements. Their
research was initiated and completed under my supervision. They compiled a
list of all persons who met the eligibility requirements for this Homebirth
Study and provided them an opportunity to participate. Participants were
provided confidentiality and a self-addressed stamped envelope was supplied
for return of the questionnaires.

| reviewed the research methodology and results and feel that they
meet reasonable scientific research principles and standards. If you have
any questions or concerns regarding this study and results, please feel
free to contact me.

Sincerely

Dr. Pichard Ender
Associate Professor of
Public Administration

Director, Anchorage
Urban Observatory

RE:sf

ADIVISION OF THE UNIVERSITY OF ALASKA STATEWIDE SYSTEM OE HIGHER EDUCATION
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TAY: AL Miirfv."r:: fit#lll < lic:Mi

T erimnny presented at a St.ntp-wide LeleCOnferenr.p rel nting tn jmiato Pill 747

My nrt:nr? is 1.i? Co llugly. 1 am u lay midwife who hag practised 1iri Fairbanks fnr
ovur* 2 years. Previously i practised in Loui«:lana, where 1 dM currently licensed by
N te Medical BuvjnlJ. I come fruin the British Isles, w have lived 0 worked in
I (iy parts of the world. lhave 4 children who were all born in different countries,
so lhave had the opportunity tosee L experience at lirst. hand different miUwi IBry &

obstetric, practises around the world-

I am in favour of reasonable & appropriate regulation of the practise of lay
iniilwi fery, but 1 om not. in favour of this bill, S .1& /47.

1 believe that a lay midwife®"s practise should he confined to the care of women
who are evaluated as "low-risk™ rinrincj pregnancy, e that, any time durinc preynancy
that n woman moves out ol this category, she should be referred to a more appropriate

source of care. I feel that a pregnant woman should receive an adequate evaluation
by aphysician bufure a laymidwlle agrees to assume her care. I personally am aware
of anumber o! insr.anr.es inthis state, where 1lo.y inidwiyes attended women in labor,

who would have been classified as "high risk™ if they had been evaluated Liy a physic iar
lor example, a woman who was severely hypertensive, a woman who had had a previous

r.r sr ian® section, X a woman whose hairy was G weeks premature when she went 1into labor.
Iti"oro. are many situations that ran arise during preunancy, labor, birth & post-partunm,
..oere a cautious liiidwilo would best protect the health o safety of the women ¥ babies
She* fs assist inn, by consulting with /0h referring 1lu, a physician.

horne of my objections to the b 11 are as follows;
l. jljd~jlo rractise (On page 1)

If licensing is inSi.iluted it should be lor all lay midwives. Iu allow for the
prprl if< of nn . milery wrthowt a [ICUNSe suggests that a licm sod midwiie v.hu IS
[ (jitip ] ic he incompetent mav then continue to practise without a license. This
'‘nears M hr- proton'Linn lhe ‘interests of the midwives but not lhuso 0f the
eeir.iumyr,

sxilei i p ifiho fMgid (bn pws *)

Jluunosed remans ilion of [.l.e h>ird does m.rrepresent a very broad viewpoint,
f, ] .ipi 7 lay'iiiddives, | . uld surjver i lay i>ich.il-mA n nurse midwife.
C1e> n physician ‘involved in I'G ‘inatal earn, as well -r>a publit heelin nurse
I* h« con:>-.a’'.

. 1t eivemlire (Ufi pagn

1j,* roqu ire r:ure for oducul ion, training f e mperiOnce arc. iuudegn.v. <. jot* bill
_iii'd that i person may b e,ll?_lble lor lit ensure by presentln?. pro f by
cdqdifivil of thoer'nlance mio, i Liirllis.  n person who soya tnnt she lias a* tendnd
m | id |is may net he a compelenl midv.i le, may not hivo ie-ecoivcu any i.raining r,
* N0t hayo ODServed oi had tn fr=a With any Sei ions c.om.ilicritions. id, accord a
la. this bitt.  *s 1ona asshe p.'ksos on examination r s urarileda liCENSE +to
.ad ixe. may then serveasa sponsor lo trainother roidwivco. This lays a very
weak lemulation tc>r lhe training of future n.iil/i vf.s.

*.nop N| practise (Un page 4)

Inis is fiiiiideh'-ial".ply del ined. Ine'C it no ottemi't in limit the scop:: p' practise
"I Lhe care of "low-risk" women, Tlrr-re is no overall concept oi the lav middle'l

ire- i Lhi] spectrum ef maternity care providers. flor is there any *wr.;gpstinn of
a -co ilal.nir.ative re laf.ionsiiip between my midwivns v physicians.,

My oi-neral conclusion after a close reading is that tin's bill is rii."-T more at

«M " etvitl,g  lenalising the statuf. poo ri lay rnidwives currently Evagtisinn in Alosk
than at protecting lhe interests of pregnant vioven L their babies.



111 a country as sophisticated in its heal Lh care* sysLem as the Unite.; SLotos,
l'ii-vr that the consumer who is looking for safe alternatives in maternity care
srn-ves far better quality control than this bill could provide.

March ?S, 1902,

l.i 7 Collogly
411 1'uurlh Avenue
| *irbatiks , AK yJI7(J1
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Senator Charlie Parr
HESS Committee

Pouch V
Juneau, Alaska

99811

Senator Charlie Parr and all other Legislators

Sir:

I am in support of SB 7A7 "An Act Related to Midwifery"™.

I feel that pregnancy and childbirth 1is a natural physiological

process and, 1in as much, a state of wellness rather than disease
For that reason, | feel that safe birthing alternatives such as

midwifery within birthing center and home deliveries be offered

as options as well as the hospital settings.
I urge you and other legislators to support passage of this bill

so families might exercise their freedom of choice in matters

relating to safe, healthy childbirth.

Sincerely,
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THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE - UPDATE

| . REQUEST
Bill/Resolution No. SB 747
Title An Act relating to midwifery.
Requested by  Senator Fischer '‘DItT'FTPST'

[I. FISCAL DETAIL '
Agency Affected ~ Department of Commerce & Economic Development
Program Category Affected Pnhlic Protection

BRU, Pro?ram, Or Subprogram(s) Affected Rpmilatinn ft licensing nf professions

(Note: It more than one bhudget component is affected, separate line-item
amounts and funding for each component in the analysis section.)

EXPENDITURES (Thousands of Dollars)

Fy 8 FY 83 FY 84 FY 8 FY 86 FY 87

100 PERSONAL SERVICES 27.9 27.9 27.9 27.9 27.9
200 TRAVEL 9.4 in. 3 11.4 12.5 13.7
300 CONTRACTUAL ir. n. 17.4 18.9 206 _ 224
400 COMMODITIES 6 6 5 .6 .6
500 EQUIPMENT

600 LAND & STRUCTURES
700 GRANTS,CLAIMS,ETC.

2 -

TOTAL 56.6 56.1 58.7 61.5 64.5

FUNDING (Thousands of Dollars)

GENERAL FUND bfa.6 ~bi.r 58.7 61.5 64.5
FEDERAL FUNDS

OTHER (Specify Source)

POSITIONS

FULL TIME 1 -1 1 1 I
PART TIME
TEMPORARY

[11. ANALYSIS (See Fiscal Note Preparation Instruction, Section IIl)
PERSONAL SERVICES - FY'82 salary schedule and benefits.
1 Licensing Examiner |, range 12, gen.govt., 12 mos. 27.9

TRAVEL - 10% inflation factor projected.
Board of Midwifery, 5 ment>ers(anticipate 1-Anch, 1-Fbks, 1-Southeast,1-Kenai area,
and 1-Nome area); 3 meetings per year (1 ea. in Anch, Fbks, & S.E), travel costs

plus 3 days per diem @$80/day

$b ,000.00
Department staff: 1-licensing examiner to attend meetings of the

Board of Midwifery, travel costs plus per diem 1,200.00
1-reqgulations specialist to hold hearings and assist board
in promulgation of regulations, travel and per diem 1,200.00
1-irivestigator, travel and per diem costs to investigate complaints
concerning lay midwifery;, average 1 trip every 4 months (<$200/trip
plus per diem @ $80/dcy 1,000.00

V. DATE MarrB 75 1QP9 PREPARED BY Marjdrie Poland

AGENCY Division of Occupational lirpnsing
Original: Legislative Finance  PHONE 4fi 5-2£L35
cC: Budget and Management
Prime Sponsor (First Legislator Named)
33-001 (Rev. 12/81)




<ote, Oept.

of

Commerce & Economic

Development

CONTRACTUAL - 9% inflation factor projected.

Printing of new statute booklets, applications and licenses for

midwives desiring to become licensed. $ 2,000.00
Meeting notices, regulation publications, mailing costs of

application packets and statute hooklets 800.00
General operating costs including phones, computer time (pro-

rated by board), and similar daily costs. 1,000.00

Development of examination, professional services contract

basis, including updates, pool of questions for use by 5,000.00
state board, storage in in-house computer system

Licensing/Disciplinary Hearings - Anticipate three hearings
per year. In estimating one day hearings, the following
costs are considered:

Average 6 hour days:

Hearing O fficer, @$75/hr 450.00
Court Reporter, @$25/hr 150.00
10 exhibits, $.45 ea. 4.50
3 witnesses, 1/2 day ea.P $12.50 37.50
1 expert witness, 2 hrs. P $150./hr. 300.00
Transcript, avg. 210 pages P $4.50/page 945.00
1,887.00
XJ3
$ 5661.00
Room Rental for examinations:
2 exams per year., 1 day each. 200.00
Proctors for examinations: .
Head Proctor - $50/day 100.00
Monitor - $35/day 70.00

Rental Space - 1 licensing examiner position: 60 sg.ft X $1.70 X 12 mos.= 1.2

COMMODITIES

General supplies- needed by licensing examiner such as tapes for
meetings, file folders, paper etc. 5

EQUIPMENT - one time cost in FY'83.

| desk,double pedestal 60" x 30" 426.92
1 chair, posture without arms (contour) 170.57
1 typewriter, correcting selectric,dual pitch 1,028.01
1 typewriter table 101.92
1 credenza, 90" x 62" 470.90
1 side chair 95.15
2 file cabinets, 4 drawer legal 505.20

$2,799.48
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Introduction

The practice of midwifery and the attendance of
home births by midwives are much discussed issues today.
Equally discussed is the distinction between lay midwife
and certified-nurse midwife." In this paper we shall attempt
to evaluate the results of out-of-hospital practice by .

i, B} . 1

experienced non-nurse midwives. * = !

Opponents of possible licensing of non-nurse mid—

wives center on several specific concerns:

1. Midwives may provide inferior cave to that currently
available. o |

2. Lower socioeconomic status women may be shunted to
midwives in an effort to save funds.

3. Licensing midwives will be de factn approval of out-

of-hospital delivery, which 1is not safe.
Proponents of legislation®to license midwives argue that:

1. Trained, experienced midwives provide as high (f
not higher) standard of care than that which 1is
generally available, calling upon physicians for
consultation and intervention in situations exceed—
ing the depth of their skills. (Two concomitant

issues arise here: first the level of judgment



e necessary to accomplish such a task and, second,
the feasibility of creating risk groupings by
screening.

2. The demand for midwives comes largely from middle-
to upper-class women.

3. Midwives may be the best primary care provider for
rural areas, provided expert obstetrical consulta—
tion is available!

4. Home birth and out-cf-hospital birth can be safe
alternatives for screened, selected women attended

by trained, competent practitioners.

Summaries of the arguments of those opposed to the licensing

of midwives can be found in Pearse (1976), Aubry <1976,

|
1977), Hibbard (1977), and International Medical News
Service articles (1977a, 1977b). These arguments center on
contentions that studies exist proving that home birth and
midwives are unsafe (the two 1issues are usually considered
concurrently). Aubry (1977a) presents birth certificate
data from Oregon showing higher neonatal mortality rates
among out-of-hospital deliveries from 1970 to 1975. Similar
data are now available for Hawaii (Pearse, 1977) and Cali—
fornia (Emrey, 1977). Without desiring to advocate for

home delivery and midwives, we must point out that from a

research methodology perspective these data merely obscure

* * 'Y = *
I’

the basic 1issue. Two questions are not properly differen—

tiated. The first is the more important: can screened, e



selective women deliver at home with trained midwives with—
out significant increases in risk? The second is less so:
what are tha overall incidences of complications for
reported out-of-hospital deliveries? Currently, birth
certificates do not differentiate between types of out-of—
hospital delivery- home, taxicab, car, birth center, planned
or unplanned. In addition, from the standpoint of cultural
anthropology, home birth is a complex phenomenon. In con—
ducting our initial study on home birth with midwives 1in
Santa Cruz County, California (Mehl, Peterson, Shaw, &
Creevy, 1975), we learned that only 25% of deliveries were
reported to the State Health Department. Since then, we
have found ranges of percentage reported from 20% to 100%,
the least with unattended deliveries, the most with
thsiciaﬂ—attended deliveries. In one of our prospectiv%.
experiences in Madison, Wisconsin, even with strong encour —
agement on the part of the birth attendants, only 60% of
deliveries were reported within 6 months of delivery. The

e - _ - _ . . |
other sample-biasing effect is that abnormal deliveries or

newborns needing medicalrattention or dying are all repoaﬁed
[ J [ J

1

at the moment of contact with an established medical or

ot *.*’.I * '*—. > o' 2 o0 . ° K. ﬁ ,
legal institution. Emrey®"s (1977) contention that home —
birth parents "bury their babies 1in the woods"™ 1is a non-°

-1t S e " > - jio.
scientific statement with no valid basis. It would be =

extremely difficult to conceal the outcome of a pregnancy

in modern society.." Thus, birth certificate data is not a



valid source of data on intentional home birth. In this
regard, it is 1important to note that of Emrey®"s California
out-of-hospital deaths, 65% were among infants weighing less
tuan 2,500 grams. The plan(ed home-delivery-population pre—
maturity rate has been reported as 3.0% among several
northern California i1.ome-birth services (Mehl, Peterson,
Whitt, & Hawes, 1577). There were no neonatal deaths among
these prematu. infants. "Established home-birth services
consistently report low neonatal mortality rates (Taylor,
1976; Epstein et al., 1977; Berman, 1977; Carson, Felton,
Gloyd, Luehis, Mansfied, Mertz, Myers, & Rivard, 1977;

White, 1976; Mehl et al., 1977; Estes, 1977).

V7hile established services do report good outcomes,
real problems exist, in the practice of midwifery, which
cannot be currently regulated. The California Department of
Consumeri$ffairs estimates that 300 to 500.nonlicensed,mid-
wives are practicing in California (Krisman, 1977). Nancy
Mills, a well-known lay midwife in Sonoma County, California,
receives an average of 40 telephone calls weekly from women
who want to b j midwives. There are ample numbers of anec—

dotes about women who have seen one or two birthseand then

called themselves midwives, only to encounter complications
»

they were not prepared to handle or could have avoided
through adequate screening. The 1important question seems
to be how to provide legislation which would permit the rise

of competent midwives while prohibiting the practice of



inadequately trained midwives. Current prosecution has by
nature centered on the most competent midwives (Mills, per—
sonal communication, 1976; Bowland vs. Municipal Court of
Santa Cruz, 1975; Davis, personal communication, 1977;
Richwald, personal communication, 1977; Carson et al., 1977).
Responsible midwives become visible and vulnerable to prose—
cution by the act of being responsible. In accompanying
their problem patients to .the hospital during labor, in

consulting with physicians regarding problem cases, and 1in

arranging hospital and physician back-up, they 1improve the

care of their clients and become known. To be known 1is to
e : A ' , o o LFEE L LI T B O
be vulnerable to prosecution. The dilemma is obvious.

; In previous studies, we have compared two groups of
women- a planned home group and a planned hospital group-
matching them for rn®*ny of the relevant factors which would
be expected to affect delivery outcome (Mehl, 1977). We
found significantly better outcomes 1in several parameters
of maternal and xnfant outcome among the planned home group.
Canonical correlation analysis strongly suggested that these
differences were the result of obsfetrical intervention, in

* Ed & *eoe”* . v ok

a low-risk population .(Mehl et al., 1977). In this study,

we approach the question of the outcomes of midwife-attended
o eo®eo - 'm Vi . >

deliveries in a similar case-control fashion. The quest‘on

we are interested in 1is the relative*safetylgf gidwife—
. ® - ® - -
. | LX} " ' ' '

attended delivery compared to a standard of physician-

attended delivery.: . %
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Methods
mata Collection

Our institute has been studying delivery alterna—
tives since 1973. Because of the difficulties with birth
certificates as a source of subjects, our strategy has been
to iaer".ify responsible, competent midwives, utilizing them
as "index practitioners.” To select an index practitioner,
we assess the practitioner ™ knowledge and skills in obstet—
rics and pediatrics. We determine their practice philosophy
by discussing with them their management of several differ —
ent obstetrical situations. Finally® we review their records
for completeness ar i accuracy- If the criteria are met,
then we collect data on every woman contacting the midwife
between a beginning "and an ending time point.

- . Data for midwives were collected from Nancy Mills,

a previously mentioned midwife from Sonoma County, Califor—
nia, who has attended over 650 deliveries, and from midwives
from the Santa Cruz Birth Center, a group of midwives whose
activities and outcomes have been described elsewhere (Mehl
et al., 1975; Ehrlich, 1976; Lang, 1972).~7 The data were
collected for the time periods 1972 to 1975 and were
obtained by retrospective chart review. , For._.this 4s,reason it
waﬁifssentialJthaf outvianx practiti%ngrs &gre capable of
identifying complications and recording them. To test this

hypothesis we conpared their outcomes to the outcomes of



physicians attending home deliveries and found no signifi—

cant differences (Mehl, 1976).

Matching
. \

The initial study design involved matching the data
obtained from these midwifes to a hospital sample consisting
of planned hospital deliveries from one family practice
group in western Marin County also attending home deliveries

.- x !
and from two private community hospitals 1in Madison,
Wisconsin, that were also university-affiliated. While not
optimal (an optimal sample would have been drawn from San
Francisco Bay Area hospitals), it was felt that since the

. 1y 1
perinatal mortality of these two hospi Is was lower than
the Bay Area and the median income and education higher, any
sampling biases would probably favor the hospital.” Since
the population was to be matched foresocioeconomic status
and since we were most-concerned with the most basic indi—
cators of perinatal outcome- mortality and morbidity indi—
cators- subtle population effects would be small. We are
currently in the process of repeating the study with a
California hospital sample.

Matching was done for mother"s age, parity, length
of gestation, 1individual major risk factors, total risk"™ ¢

factor score, education (our choice for a predictor ofug»jj- -

socioeconomic states), and%preseitatign.' The*pertinent?7 ;

characteristics were listed on a'face éhéet without theM . ,



delivery details and, for each home delivery record, a match
was searched for in the hospital group. If no match was
found the unmatched case from the home group was eliminated
and the search was resumed for the next home case. All
women planning home deliveries at the time of onset of
labor, experiencing the occurrence of a complication neces—
sitating hospitalization and/or delivery, or needing the
ehospital after birth were included in the planned home
.group. There was- a- total of 600 planned home births and
8,000 planned hospital births for matching; 502 of the home
births had matches in the hospital sample.

- 1 For the second phase of the study, computer capabil—
ities became available, and we received data from 15% of the
hospital practitioners who were rated the "least interven—

tionist,” that is, the most likely to allow labor to pro-—
gress without interference and who had the most conservative
criteria for intervention.-." Matching was done by means of a
program written in PASCAL-on the University of California,
Berkeley, CDC6400 computer.* Matches were obtained for 421

midwife-physician pairs. LT m

Data Analysis

.. Statistical analysis on the files obtained were.?~

conduycted with_ the SPSS series of statistical programs (Nie,
;o> «, Foiww A N e

Hull, Jenkins, Steinbrenner,. & Bent,. 19.75) Version 6.5, as \

adapted by the Vogelback Computing Centern, Northwestern



University, for the CDC6000 series. The frequencies and

T-test procedures were used.

, Results

The initial analysis showed the same proportion of
results between midwives and physicians that we found pre—
viously between planned home delivery and planned hospital
delivery (Mehl, 1977). The midwife sample (which included
all births transported .to the hospital and cared for by
physicians) had significantly less fetal distress, meconium
staining, postpartum hemorrhage, birth injuries, and
infants requiring resuscitation.. >The midwife sample also
had higher mean Apgar scores. This led us to conclude that
the comparison between midwives, and hospital-based obstetri —
cians was the same comparison which had been made between
planned home and hospital delivery. The reasons for these
differences have been indicated in other research to be
related to the much greater use and indications for the use
of oxytocin, forcepts, analgesia, and obstetrical procedures
(Mehl et al., 1977).

For the subsequent analysis we used the midwife
sample and the “<low-interventionist” physician”™ sampled
Table 1" shows that there were no significant differences
between the "groups besides®"the higher 1incidence” of "planned
home births among the-midwife™ groupe Table 2 shows that the

only significant differences"among delivery complications.



were more fetal distress among the physician group and more
problems with the delivery of the placenta. They also
(Table 3) experienced more analgesia, first- and second-
stage oxytocin, anesthesia, and obstetrical procedures.
Table 4 shows that there were no significant differences 1in
neonatal complications or maternal postpartum complications.
Lastly, Table 5 shows that the only significant differences
in neonatal outcomes were borderline significantly more
Apgar scores at 1 minute less than 7 and 5-minute Apgar

scores less than 7.

. 1 Insert Tables 1-5 about here

Discussion

From these results and from other studies (Mehl et
al., 1977) it seems reasonable to suggest that the improved
outcomes reported among a large group of planned home births
(attended by competent practitioners) over planned hospital
births relaterto lesser am%uncs of*?bste;rigal in}ervention
in the planned home group. Attempted comparisons of mid—
wives with obstetricians were confounded by this relation—

ship.-

* o

- For the second analysis presented, it would seenm
re?sonable to suggest that the slight differences in out—

come favoring the midwjfe group could be due to even.Met



r- q*q_r
11, 12!

increased interventions (oxytocin, procedures, etc.) among
the hospital group.

It can be concluded that, at least among a limited H.
sample size of 421 cases, midwives did as well as physicians Hﬁ
for low-risk cases. Larger numbers of cases are required
to address questions regarding the performance of midwives

in emergency situations requiring immediate intervention or

rapid
k{mm
Also, it must be emphasized that, while the midwives
studied here were not licensed or formally trained midwives,
they were, nevertheless, very knowledgeable about obstetrics
and pediatrics, and had acquired considerable skill and com— g'
petence. Such performance attests t'o the ability of these
‘ * * * '_" * > * * 1' 3
women to learn outside of institutional settings.. Were 7
T ?

formal training made available, it would seem that all would i<
*

stand to benefit!~ * 1 gy‘
From the results of this study it would seem reason- JIf
- - d * R R i
1

able and prudent to develop and test alternative'tfaining
programs for such midwives and to establish clinical
demonstration/research programs to allow for the further

study of the outcomes of such midwives with reference to «-

e N I e o o _ .
their possibility for*legitimizing their utilization 1in

maternal and child health care delivv ry.* It must also be

¢ H e x_  .H o & e’ ~ 0D < j3
remembered, that this current study 1is by no means defini-. >3_
~21 "V i vEF. v, Co Lc/\ > K

tive. Current work is underway to develop an entirely pfl
California-based hospital sample "and to increase the'number,J =

of midwife deliveries available for study. 4
1

o



12

References
Aubry, R. "The American College of Obstetrics and Gynecol —
ogists: Standards for safe childbearing. In D. Stewart

& L. Stewart (Eds.), 21st century obstetrics now (Vol. 1).

Chapel Hill, N.C.: NAPSAC, 1977.
Aubry, R. District 1Il, American College cf Obstetricians
and Gynecologists. Position paper on out-of-hospital

delivery, District 11, ACOG, New York, 1976.

Berman, V., & Berman, S. NACHIS- a team approach to natural
childbirth. Manuscript under editorial review, 1977.
jBowland vs. Municipal Court for Santa Cruz County. 134 Cal.

630, 638, 1976. . .
- - | IR | I

Carson, M., Felton, S., Gloyd, S., Luehrs, S., Mansfield,

M., Mertz, J., Myers, S., & Rivard, S. A working lay

midwife home birth program, Seattle, Washington: A
collective approach. In D. Stewart and L. Stewart (Eds.),
21st century obstetrics now (Vol. 2). Chapel Hill, N.C.:

NAPSAC, 1977.

Emrey, M. Report to California State Health Department
Committee on alternative birthing practices, Los Angeles,
October 16, 1977.

Epstein, J.



Estes, M. A home birth practice in Mill Valley, California.
Paper presented at the annual meeting of the Nurses
Association of the American College of Obstetricians and
Gynecologists, San Francisco, September 1977.

International Medical News Service. ACOG official: home
delivery is maternal trauma, child abuse. Ob. Gyn News,

October 1, 1977.

International Medical News Serivce. Cglifornia Ob. Gyn.]s
oppose midwife bill. Ob. Gyn. News, October 1, 1977.
Krisman, M. Testimony to California Assembly Subcommittee
eon Health Personnel, Sacramento, August 1977." * o
. . : % o N *k k%o / ERNETY .

Mehl, L. E." Chrrent status of statistical outcome studies
of home birth iIn the United States. In D. Stewart and
L. Stewart (Eds.), Safe alternatives in childbirth.

Chapel Hill, N.C.: NAPSAC, 1976. ~*

Mehl, L. E. Outcomes of home confinement in the United
States. In S. Kitzinger and J. Davis (Eds.), A place to
be born. Oxford: Oxford University Press, 1977, 1in press.

Mehl, L. E., Peterson, G. H., Shaw, N. S., & Creevy, D. C.
Complications of home delivery: Analyses of a series of
287 cases from Santa Cruz County, California. Birth and

the Family Journal, 1975, 1, 123-135.
ﬁ-—m~.J;:*

Mehl, L. E., Peterson, G. H., Whitt, M. C., & Hawes, W. H.

Qutcomes of 1146 elective home deliveries. Journﬂl of

1

Reproductive Medicine, November 1977, 1in press.



Mehl, L. E. , Ramiel, J. R. , Leininger, B., Hoff, B.,
Peterson, G. H., 6 Creevy, D. C. Risk factorss 1in low
risk childbirth. Paper presented at the annual meeting
of the American Public Health Association, Washington,
D.C., October 31, 1977.

Nie, N. H. , Hull, C. H. , Jenkins, J. G. , Steinbrenr.er, K. ,

& Bent, D. H. Statistical package for the social sciences
(SPSS). San Francisco: McGraw-Hill, 1975.

Pearse, W. The American College of Obstetricians and
Gynecologists. Position paper on out-of-hospital deliv—

ery, ACOG,.Chicago, 1976.

Pearse, W. Compilation of material on home delivery.
Chicago: American College of Obstetricians and Gynecol —
ogists, 1977.

Taylor, C. A home birth practice in Oklahoma City, Oklahoma.
Paper presented at the annual meeting of the Interna-—

tional Childbirth Education 7\ssociation, Seattle, June

1976. . .
White, G. 25 years experience with both home and hospital
delivery. Paper presented at the biennial meeting of the

North American Society for Psychosomatic Obstetrics and

Gynecology, Chicago, 7”7pril 1976.



Footnotes

In the remainder of this paper we will include non-—
certified nurse-midwives and lay midwives under the simpli—
fied heading of midwives.

2
It should be remembered that there are many midwives
from the Santa Cruz area who call themselves. Santa Cruz mid—

wives but who are not associated with the Santa Cruz Birth

Center.
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HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, State Capitol
Juneau, Alaska 99811
(907) 445-3991

MEMORANDUM May 21, 1980
T0: Representative Brian Rogers

FROM: Bettj¢ Barton, Issues Analyst

RE: The Effects of Regulation on Lay Midwifery

Research Request No. 120

This memorandum is in response to your request for information regarding
the effects of State regulation on lay midwifery. At the time of your
request, you asked that we research changes in the midwife population of
various states, which may have occurred as a result of regulatory con-
trol. We have determined the existing data to be insufficient for
responsible analysis of midwifery trends. Because there is no hard data
available, we have compiled opinions concerning the effects of regulation
through telephone interviews with staff from alternative birth associations,
State public health programs, and conversations with lay and nurse-midwives
in Alaska and other states. Our interview [list is attached for your review.
Alaskan lay midwives did not grant us permission to use their names and so,
are identified in neither the text nor the attachments of this memorandum.

We have gathered what we consider to be a representative sampling of

current attitudes and experiences regarding the effects of State re-

gulatory control. However, our perspective in presenting this is that
of the midwives. We have not attempted to draw any irformation from

medical associations and obstetricians; and, consequently, should this
memorandum reflect any biases, they should be construed solely as the
opinions of the persons interviewed.

Proponents of lay mid- ery are not necessarily proponents of one anothers
politics and philosophies. Consequently, our findings regarding the
current practice of lay midwifery are varied to some extent. Lay
midwifery is a small, albeit developing,movement in the U.S. with much
internal diffusion. Nonetheless, midwives appear united in an overriding
belief that distinct advantages and disadvantages are to be realized

from regulation. When regulations embody fairly derived standards and an
adequate mechanism for attaining those standards, it is safe to say that
most contemporary lay midwives view State regulation to be worthwhile.
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However, most lav midwifery advocates feel that equitable standards have
rarely been established at the state level and thus, exercise caution in
recommending regulatory measures. Conditions vary from state to state;
and whether the general findings reported in this memorandum might apply
in Alaska could bear further investigation. Alaska has a very small lay
midwife population as evidenced by the fact that there are only two
known lay midwives practicing in Anchorage. Because of this, it might
not be in the State’s interest to pursue steps toward regulation at this
time. The subject of reqgulation of these practitioners can evoke heated
and emotional debate by lay midwives, medical professionals, and public
health administrators. On occasion, It appears that more conflict has
emerged from the process of legislative action than existed prior to the
public's attention to the matter. Part of the problem is surely due to
the new definitions that lay midwifery has assumed combined with a lack
of model legislation at the State level. Consequently, it may be wise
for Alaska to sit tack and watch the effects of other.states’ regulatory
provisions prior to adopting legislation 'of its own.

Background Information

The definition of midwifery has expanded since its inception in the

U.S. but basically still refers to the management and attendance of
childbirth., In today's society, there are three types of midwife: 1)

the traditional midwife, known as the "granny," who has obtained her
training in labor and delivery solely through apprenticeship and experience;
2) the nurse-midwife, who generally has obstetric nursing experience and
graduate coursework in midwifery; and 3) the modem lav midwife, who
generally has been trained through a combination of coursework and
apprenticeship. There are more lay midwives, including both the "granny"
and her contemporary counterpart, than practitioners of nurse-midwifery.
There are about 1800 nurse-midwives in the U.S. In Texas alone a state
which exemplifies the proclivity of lay midwifery in the South, there

are an estimated 1500 lay midwives. The predominance of the lay midwifery
population may be due to the rigorous training required for nurse-
midwifery certification. Conversely, state laws that in the past have

made it relatively easy to be certified as a lay midwife have been a factor
in the maintenance of lay midwives populations.

Most laws governing the practice of lay midwifery were adopted by states
in the first quarter of this century. These laws were aimed at the
"granny" midwife and, for the most part, set very basic standards of
control, generally only requiring a certificate of practice dispensed by
the authorized licensing board or agency. As the availability of medicine
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and professional health care expanded, the use of midwifery declined
from about 50 per cent of all births in 1900 to only 12 per cent by
1935. But many states left their lay midwifery laws unaltered, presumahbly
in deference to the few remaining "granny" midwives. The rate of decline
continued until the 1960's when a resurgent interest in lay midwifery
occurred. At this point, a number of states found themselves with laws
considered by many medical associations and health departments to bhe
outmoded by current health standards. As a result, movements were made
in some states to amend existing legislation, thus marking the beginnings
of a conflict between the medical and lay midwifery communities regarding
a mutually satisfactory interpretation of their respective roles.

At basic issue is the question of home delivery versus hospital delivery.
Births attended by lay midwives generally take place in the home or in
some instances at special maternity centers. The American Medical
Association contends that non-hospital based deliveries place undue risk
upon the safety of the infant, presumably bhecause of the mother's distance
from emergency medical equipment and professional medical staff. Conversely,
lay midwives argue that the nation's obstetricians have poorer maternal
and child morbidity and mortality rates than do lay midwives who often are
attending impoverished, high-risk patients. As an added point, lay midwife
associations offer World Health Organization data that indicate bhetter
morbidity and mortality rates in developed countries, such as Sweden and
Great Britain, where midwives are used more extensively than is the case

in the United States.

Midwives maintain that as doctors of medicine, obstetricians have been
taught to treat pregnancy from a pathological perspective rather than as
a natural condition, and consequently have developed the same reliance
upon anaesthetics and surgery as is prevalent in the medical diagnosis
of morbidity. Lay midwives further contend that such procedures as
episiotomy, a surgical incision of the perineal tissue to enlarge the
vaginal opening, have become routine obstetrical practices because they
shorten the delivery time rather than for any health function. The
medical profession, in turn, regards lay midwifery and home-births as
unnecessary regressions to a>lost era, which ignore the capabilities of
modern medicine.

In comparison to other developed nations, the U.S. utilizes midwives
to a very limited degree. In Sweden, every pregnant woman, including
those who are to deliver by Caesarean section, has a midwife. In the
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Netherlands, midwives have responsibility for all normal births as is
evidenced by the Dutch government's refusal to pay for a doctor's services,
if a midwife is available. According to an article by Christopher Norwood
in a May 1978 issue of Ms., approximately'80 per cent of the world's
babies are delivered by midwives. In the U.S., according to the National
Center for Health Statistics, only approximately 1.5 per cent of the
nation's births occur out-of-hospitals. Of these, 92% are attended by

lay midwives and others, e.g. relatives, taxi cab drivers.*

DDETERMINING THE ROLE OF REGULATION IN LAY MIDWIFERY

The need for regulation of health care personnel has long been regarded

as essential by state governing entities. Occupational licensing, as

with other professionals, is the basic component of the regulatory

process. The fundamental purposes of licensure are to control entry into

a profession and to establish and enforce minimum standards of practice.
Persons found to be deficient in, or in violation of, these basic standards
may be denied licensure; or, if already licensed, may have their licenses
revoked or suspended. It is generally regarded that this process protects
the public from the purchase of incompetent or unsafe health care services.

The degree to which regulatory controls should be employed proffers con-
troversy. In this matter, development of regulatory provisions for mid-
wifery can be especially complex because of the conflicting opinions
regarding its function..The resultant effects of the regulatory process,
according to lay midwifery advocates, have been varied.

Potential Benefits of Regulation

Most midwifery advocates interviewed concurred that licensure may he
necessary to establish minimum standards of practice, an assurance that
is apparently becoming more essential as the interest in home birth con-
tinues to grow. For example, Shari Daniels, President of the National
Midwives Association and Director of the EI Paso Birth Center, stated
that under current: Texas law, the only requirement to practice midwifery
is registration at the local courthouse. Under this relatively loose
Texas law, the resurging interest in home births has prompted a number

* The percentage of hospital-based births attended by certified nurse-
midwives is not available. However, as there are only about 1800
certified nurse-midwives in the United States, the percentage of
births attended by these practitioners is projected to bhe equally low.
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of untrained, unskilled people to register as midwives. The danger in
this, of course, is the assumption by a consumer seeking midwifery
services that she is obtaining the care of an adequately experienced
individual. As a result, amendments to the Texas law are currently
being proposed that will establish much stricter standards and guidelines
for the practice of lay midwifery, e.g. the successful completion of
State-approved training and a State-administered examination prior to
licensure.

Arizona has pursued similar measures by strengthening a lenient law with
precise regulations. In effect since 1957, Arizona's law on lay midwifery,
merely requires submittal of application to practice, establishes
conditions under which a license is revoked or suspended, and authorizes
its Department of Health Services to draft rules and regulations, which
until several years ago, had few restrictions. The Department of Health
Services now requires lav midwives to have completed an approved course
of study and to pass a State-administered examination comprised of
written, oral, and practical sections. The Department also requires
-every client of a lay midwife to retain a back-up support physician.
Ruth Beeman," the State's administering officer for the lay midwifery
program, considers these measures to have been worthwhile in providing
better assurances for the health and protection of the public.

An anticipated secondary result of state regulation is improved quality
of training in lay midwifery programs. Because a purpose of licensure xs
the establishment of quality standards, a certain degree of service
deficiency in lay .midwifery programs can exist in those states, such as
Alaska, that do not legally address alternative childbirth practice.

Although not prohibited by law to practice, neither are uiuwives actually
recognized by states such as ours. The result.is legal ambiguity clouding
the scope and, in turn, the quality of service provided by lay midwives.
An example of paramount significance concerns the relationship between
lay midwives and physicians. Because Alaskan law does not identify

the function of lay midwifery, a number of physicians will not admit as
a client any pregnant woman intending to have a lay midvmfe-attended
birth. Consider Juneau: of three clinics available for prenatal care,
one clinic refuses the admission of home-delivery patients; a second
admits alternative-birth clients but charges them a $400 set fee rather
than billing on a per visit basis (thereby automatically committing

a client to $400 worth of visits); 'leaving the third, a public clinic
operated through the State, as the only clinic admitting home-birth
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clients without restriction. Lay midwives maintain that situations such
as these would be alleviated to some extent by regulation.

One local lay midwife compares Alaska to Washington where lay midwifery

is regulated. She maintains that regulation can assist to strengthen

the relationship between lay midwives and physicians, noting that most

lay midwives in Washington perform their deliveries with emergency

transport vans and adequate back-up support of physicians. By contrast,

in Juneau, she maintains, a number of women have been forced to misrepresent
their intentions to their physicians in order to obtain prenatal examinations.
She added that because there is no licensure she is denied the use of certain
health care tools and equipment, contrasting the local situation with

those of Washington and Colorado where she would be entitled to access

to labs. Although not a proponent of licensure of lay midwifery in

Alaska at this time, she feels that regulation should be considered for

the state in the future.

Another Alaskan midwife, who asked that her identity not be disclosed,
feels that practitioners would be better protected under licensing.
Licensed to practice nursing, she feels she has had problems maintaining
her license because of obstetrical opposition to her practice of lay
midwifery. She feels her past problems could have been eased had Alaska
promulgated clear regulations regarding the role of lay midwifery.
Nonetheless, she views the degree of current bias by the medical community
to be so strong that an objective consideration of regulation is not
currently possible.

Potentially Negative Effects of Regulation

Lay midwifery advocates seem to agree that the primarv rVsadvantage of
regulatory control lies not in the concept of licence e .ut rather in
the. potential for abuse of its purpose. In other e .jj, lay midwives
believe that state regulatory laws can be merely a slimly disguised
means for the elimination of midwifery practice. Upon examination of
developments subsequent to licensure in states such as Alabama, it is
difficult to allay lay midwives'. fears. Alabama's law exempts lay mid-
wives from the licensing requirements of nurse-midwifery, stating that
these requirements shall not "prevent lay midwives holding valid health
department permits from engaging in the practice of lay midwifery as
heretofore provided until such time as said permit may be revoked by the
county board of health." In 1979, the Alabama State Department of Health
issued an order to suspend approval of any new licenses and suggested
that old licenses be proscribed from renewal. Other states, through the
process of regulation, have established standards so high that the purpose
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of lay midwifery appears violated with only "professional™ practitioners
able to meet requirements.. Arizona, with its oral, written, and practical
exams has been criticized by the National Midwives Association for its
overly .competitive admissions criteria; the Association cites the state’s
total population of only 2-i licensed midwives as evidence.

Along similar lines, lay midvives also express apprehension regarding

the basis for the minimum standards of eligibility set by states. In

this area, there appear to be two issues of concern: 1) should physicians
have a role in developing standards for lay midwifery? and 2) can a
consensus be reached concerning minimum standards? Regarding the former
issue, the InterNational Association of Parents and Professionals for

Safe Alternatives in Childbirth (NAPSAC) assume unequivocally that

medical doctors cannot give valid consideration to lay midwifery regulation
because of their philosophical opposition to the practice. David Stewart,
Executive Director of NAPSAC, views the. Association™s attitude to be
justified because midwifery is a profession distinct from that of a
physician. Juneau®s lay midwife views NAPSAC"s philosophy to be biased.
She believes that physicians can serve a valuable function in lay midwifery,
noting the support she received from medical doctors in Washington as an
example. However, she, too, expressed concern tnat the objectivity of an
occupational licensing board may be susceptible to biased philosophies

of any physicians.on the board.

Similar in nature to this 1issue, is the general area of concern regarding
minimum standards for lay midwifery. Lay midwives differ from one
another concerning what constitutes minimally acceptable experience.
Unlike certified nurse-midwives, governed by uniform standards defined

by the American College of Nurse Midwives, lay midwives operate from no
agreed upon standards. For example, David Stewart reels it is important
that lay midwifery remain distinct from nurse-m.idwifery. As spokesperson
for NAPSAC, he asserts that lay midwives want concentrated training for
all aspects of childbirth and care rather than courses of study required
in nursing programs which may be largely irrelevant to childbirth.

Shari Daniels believes in stressing practical experience in training lay
minwives, nurse-midwives, and family-practice physicians alike. In

terms of lay midwifery, she maintains that lay practitioners must have
intensive experience in all aspects of normal and abnormal childbirth in
order "to expect thd unexpected” in delivery conditions anticipated to

be routine. Unlike most lay midwifery birth clinics, her El Paso Maternity
Center handles twin and breech deliveries as well as other abnormal
births. Five per cent of the Center"s patients are classified as high-
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risk, requiring emergency transport and hospitalization. According to
Ms. Daniels, some states do not want to license lay midwives trained at
her center because of the extent of their experience. Because most
regulations limit lay midwives to the attendance of normal deliveries,
there apparently is some apprehension that lay midwives experienced with
abnormal births will not provide for emergency transport when there is
cause.

Regulatory Control; Is it Necessary?

In analyzing the effects of regulation, some consideration should be

given to the validity of licensure in general as it is currently conceived:
At the national level, recent research has questioned the appropriateness
and effectiveness of regulations. For example, there appears to be a
growing thought that occupational licensing places unequitable and
unnecessary restrictions on the mobility -of licensed professionals that
are no longer in accord with today"s transient society. The effectiveness
of licensure as a consumer protection tool has been examined in other re—
search. Dr. Patrick O0"Donoghue (a medical doctor), 1in a publication
entitled Evidence About the Effects of Health Care Regulation, as prepared
for the National Science Foundation, states the following:

Licensure stops at least one step short of actually assuring on a
continuing basis the quality of health care delivered by a paractitioner.
In other words, the real concern of a governmental licensing agency
should be the protection of the public over the professional lifetime
of the practicing health care professional. Up to the present,
however, measures of the quality of care have not permitted direct
regulation of professional activity. Therefore, the states through
their laws have attempted to assure the quality of health care by
establishing and certifying the entering qualifications of pro—
fessionals. They do go slightly beyond this initial assurance 1in
that, if a practitioner has been licensed as qualified and shows
himself to be unqualified, the law puts che police power of the

state into action in removing the dangerous practitioner from his
profession. On the other hand, . . . . the. grounds on which a
practitioner may disqualify himself are relatively narrow.

Research performed under Dr. O Donoghue®s direction leads him to a tenta—
tive conclusion that licensure may not be valid unless it employs continuing
education opportunities and routine reviews of a professional®s practices
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throughout the duration of his or her career. Dr. 0°"Donoghue notes that
the. rate of disciplinary actions by state medical licensure boards is
quite low, averaging less than 200 actions per year nationally between
1963-1967.

Commensurate with these findings, lay midwifery proponents question
apparent disparities between physicians and lay midwives in the matter

of license revocation. As one lay midwife in Alaska articulated, "A
single error in judgment by a licensed midwife in California can cause

her to be unqualified for practice, while such is rarely the case with a
physician."” Advocates feel that should licensure be employed, it must

be devoid of professional bias. Current practices weigh the responsibility-
for protection of the mother and infant over the individual rights of

the mother to exercise her own decision concerning the type of care to

be received. NAPSAC argues that this practice violates the freedom of
choice and feels that current practice must be amended to embody this
freedom in public health law. As the concept of health care expands from
traditional interpretations to new philosophies as imbued in naturapathic
medicine and alternative birth, NAPSAC maintains that a State"s regulatory
function also will require expansion and a more adaptable structure so
that freedom of individual choice in the treatment of morbidity and

health conditions may be respected.

NAPSAC recommends voluntary compliance with licensure standards combined
with a strong consumer education program. Voluntary compliance permits

the State to establish minimum standards of practice for licensure and to
penalize practitioners who falsely represent themselves as having attained
state licensure. However, voluntary compliance does not force practitioners
to seek licensure 1if this means acceptance of standards that they regard

as foreign to their philosophies of health care. With non-mandatory
licensure, the health care consumer, it is argued, has greater freedom
concerning the type of services to be pu.chased.

MODEL REGULATORY PROVISIONS REGARDING LAY MIDWIFERY

Although not requested by your office, 1in the course of our research,

we became curious about the nature of regulatory legislation 1in certain
states having recently addressed the lay midwifery issue, and felt this
information might be"useful for your purposes. We also became interested

in learning what alternative birth associations view to be model legislation
regarding lay midwifery. Only two states, Arizona and Florida, were
commended to us. Arizona"s legislation has met with mixed reaction, but
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appears to be generally regarded by midwives as representing a positive
approach to regulation. Copies of Arizona®s rules and regulations have
not as of yet been received by this office; we will transmit them to
youi office upon arrival.

In Florida, a comprehensive legislative proposal regarding lay midwifery
was developed over the past few years. However, the bill, recently died
in committee in a 9-affirmed, 10-opposed vote. It is attached for your
review. Probably the bill"s greatest significance is the standards for
licensure eligibility it contains. The bill grants authority to the
->epartment of. Professional Regulation to promulgate standards for the
uevelopment of a midwife apprentice program; proscribes apprentice lay
midwives from the receipt of compensation for the provision of services
except under the supervision of the sponsoring licensed midwife or
physician; and requires the apprentice midwife to participate in a
minimum of 50 births, 25 of which have included the "primary responsibility
for the prenatal, intrapartal and postpartal management and care, under
the observation and supervision of the sponsor.™

Although successful completion of a state-administered examination is
required, the standards permit the option for a lay midwife seeking a
license to include as evidence of experience either a certificate from a
midwifery school, a certificate of completion from a training program
approved by the administering department, or "evidence of completion of
a midwife apprenticeship program.”

Training and experience appear to be regarded as essential components of
regulatory legislation. This is of special significance in Alaska as no
formal training programs are available in the state. Consideration
should be extended to the minimum standards of eligibility , especially
in light of the varying opinions on this matter. Shari Daniels of the
National Midwives Association recommends a program of lay midwifery
training that entails a minimum of 50 births with a practicing midwife.
Although no states currently offer training for beginning lay midwifery,
she regards the following to be a model training course:

3 months prenatal care in a hospital
3 months labor and delivery, "on-floor"™ in a hospital

3 months neo-natal intensive care and postpartal care
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50 births minimum with practicing lay midwife

6 months in-class training with lay midwife, e.g., childcare
education and postpartum education

3-12 months probationary status with normal deliveries (with
lay midwife on call)

She added that lay midwifery training programs.in Europe generally place

far greater emphasis on "on-floor," practical training than do programs
offered in the United States. Arizona"s standards place more emphasis

on the amount of theoretical or academic training received, requiring

only an attendance at 15 births. Ms. Daniels regards their standards to - ~
be highly deficient.

Arizona is the only state, however, to offer a state-administered pro—
gram in continuing education for lay midwives. Offering workshops in
subject areas needing special concentration, such as treatment for ex—
cessive bleeding during intrapartal and postpartum stages, the program

has been well received by NAPSAC. A strong program in continuing education
could possibly counteract the deficiencies perceived by Dr. 0°"Donoghue in
occupational licensure of health care professionals as a public protection
me chaiiism.

We hope this memorandum has met your purposes. It is important to note

that David Stewart, of NAPSAC, and Sh? . Daniels, of the National Mid—
wives Association, were pleased to 1> m that we were conducting preliminary
research regarding regulation of lay midwifery whether or not legislation

is proposed based on our findings. In the event that legislation is
drafted, Ms. Daniels has offered her assistance in reviewing any drafts.

BB/bf
Attachment



INTERVIEW LIST

Executive Director

NAPSAC

Post Office Box 207

Marble Hill, Missouri 63764
Telephone: (314)238-2010

Dr. David Stuart:

Ms. Shari Daniels: Director President .7
El Paso Maternity Center National Midwives Assoc
1119 E. San Antonio P. 0. Box 163

El Paso, Texas 79901 Princeton, N.J.
Telephone: (915)533-8142 (Maternity Center)
(915)565-9623 (Home number)*
*After 6:00 p.m. EIl Paso time

Coordinator

Lay Midwifery Program
Department of Health Services
State of Arizona

Tucson, Arizona

Ms. Ruth Beeman:
(Nurse-miawife)

Ms. Margaret Crawford:

(nurse-midwife)

Telephone:

(602)255-1024

Greater Juneau Borough Health Clinic

Juneau, Alaska
Telephone:

Director

586-3736

Ms. Peggy Newman:
BABE
Prince of Peace Drive
Anchorage, Alaska
Tele, hone: 694-9050"
Dr. Charles Muller: Medical Director
Blue Cross of Washington & Alaska
P. 0. Box 327
Seattle, Washington 98111
Telephone: (206)361-3417

Dr. Patrick O"Donoghue:* President
Policy Center, Inc.

Denver, Colorado

*Although we did not interview Dr. O"Donoghue, we have included information
provided by him as compiled in his book, Evidence About the Effects of
Health Care Regulation.



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, State Capitol
iunewu, Alaska 998!1
(907) 485-3991

April 21, 1981

MEMORANDUM

TO: Representative Tony N. Vaska

FROM: Peter B. Froehlich
Issues Analyst

RE: Oregon Attorney General Opinion on Lay Midwives
Research Request 81-98

Your staff has asked us to analyze a June 17, 1977 Oregon Attorney
General™s opinion concerning the practice of lay midwifery. This
opinion was discussed in two memoranda to you, dated March 27 and
March 31, 1981, from Leslie Longenbaugh of this office. The opinion
itself was forwarded to you several days later.

In summary, our analysis of the opinion indicates that it is based on
Oregon statutory Jlanguage which 1is similar to Alaska statutory and
regulatory language. A strong argument can be made, therefore, that

an Alaska Attorney General opinion would be likely to reach the same
conclusion as does the Oregon opinion.

The Oregon opinion addresses two questions: 1) whether a person in
Oregon, other than a licensed physician or nurse, can legally be a
midwife and assist at a normal childbirth; and 2) if so, whether the
person (lay midwife) <can Jlegally administer medicine or perform an
episiotomy. The Tfirst question was answered affirmatively and the
second negatively by the Oregon Attorney General®"s office.

Permi ssibility of Lay"™Midwi fery

The basis for the first answer that one could legally serve as a mid-
wife without licensure as a physician or nurse hinges upon the explicit

use of the word"midwife"in the Oregon statutes requiring the filing of
birth certificates.

The Oregon statutes provide in pertinent part:

432.205 (1) a certificate of birth shall he filed with the local
registrar or the registration district in which the birth occurred

___within the time prescribed by the division, by either the physi-
cian or midwife iIn attendance at the birth, or if not so attended,
by one of the parents;.... (Emphasis added)
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432.210 If neither of the parents of the newborn child, unattended
by either physician or midwife, is able to prepare a birth certi-
ficate, the local registrar shall secure the necessary information
for the preparation of a birth certificate from any person having
knowledge of the birth. (Emphasis added)

A predecessor Oregon statute, adopted in 1905, also referred specifi-
cally to "midwives.” The Oregon Board of Examination and Registration
ofGraduate Nurses was established six years later, in 1911, to license
people who engage in the practice of nursing, without any mention of
midwives or the functions they performed.

However, like the Alaska legislature, the Oregon legislature never
defined the practice of nursing to specifically include midwifery and
never required licensure of. midwives. Thus, the Oregon opinion con-
cludes that the Oregon |legislature has recognized "midwifery as an

occupation distinct from nursing” for which there has never been a
licensing requirement imposed.

The Alaska statutes concerning birth certificates provide in part:

Section 18.50.160 Birth Registration.._.

(c) When a birth occurs outside an institution, the certificate
shall be prepared and filed by one of the following in the indi-
cated order of priority:

(1) the physician in attendance at or immediately _-fter the
birth; or in hil: absence;

(2) a person in attendance at or immediately after the birth;
or in his absence;....

Section 18.50.240 Fetal Death Registration...

(b) The Tfuneral director or person acting as the funeral director
who Ffirst assumes custody of a fetus shall Tfile the fetal death
certificate. In his absence, the physician or other person in
attendance at or after the delivery shall file the certificate of
fetal death....

Although the word "midwife is not currently used in either cf these
sections, nor indeed, in any other Alaska statute, the word 1is used
in a 1960 regulation, 7AAC 05.370, adopted under AS 18.50.150.

7AAC 05.370 PERSON RESPONSIBLE FOR FILING... When a birth occurs
outside an institution, the Tfollowing shall be the order of re-
sponsibility for preparing and filing the certificate:
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(1) physician in attendance;

(2 nurse in attendance;

(3 sub-registrar of village, if any;

(4 midwife or any other person in attendance (Emphasis added)

The broadlanguage of the statutes (i.e., "person in attendance at
the birth,"™) andthe specific use of the word "micwife" 1in the regula-
tions indicate that the practice of midwifery is recognized and per-
mitted in Alaska, as in Oregon, as an occupation distinct from nursing.
Likewise, just as 1in Oregon, there is no Alaska requirement that mid-
wives be licensed. Furthermore, the word "midwife" was used in the
Alaska statute requiring birth certificates from its first enactment
in 1917 (82 ch 35 SLA 1913) wuntil it wasrewritten more broadly in
1960 (813 <ch 18 SLA 1960) to include anyone attending a birth, and not
only midwives. The Alaska Nurses Examining Board was not established
until 1941 (ch 46 SLA 1941), and the practice of nursing was not defined
until 1949 (81 ch 28 SLA 1941). Neither enactment and none of the
several subsequent amendments to the nurse licensing statutes has
prohibited or mentioned midwifery directly or indirectly.

Scope of Lay Midwifery

The second part of the Oregon opinion ct.icluded that lay midwives could
not legally administer medication or perform episiotomies. This result
was based on Oregon statutes and Attorney Generals®™ opinions which
define the practice of medicine and of nursing to include performing
surgery and administering medication respectively.

Alaska statutes clearly also include performing surgery such as episi-
otomies within the definition of the practice of medicine (AS 8.64.
3802(e)) and therefore, a license to practice medicine isrequired by
AS 08.64.170(a). Performing surgery has been included in the statu-
tory definition of the "practice of medicine” since the first Alaska
Medical board was created in 1917 (814 ch 8 SLA 1917).

The Alaska definition of the "practice of professional nursing” includes

...the administration of medications and treatments prescribed
by a licensed physician or dentist which require substantial spe-
cialized judgment and skill based on knowledge and application of
the principles of biological, physical and social science....
(Emphasis added) AS 8.68.410(5)

Thus, some medications can be legally administered only by licensed
nurses, while other medications can be administered by anyone, 1in-
cluding a Qlay midwife. Under the Alaska Administrative code, the
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prescription eyedrops which prevent infant blindness due to maternal
gonorrhea, must be placed in the eyes of newborn infants by a "physi-
cian, nurse, or certified .(nurse) midwife.” (7AAC 27.111) 1t 1is not
perfectly clear that the eyedrops are medication that requires the
type of "substantial specialized judgment'™ which, under AS 8.68.410(5)
would mean they mjst be administered by a licensed nurse .(or physician).
Nonetheless, the Department of Health and Social Services eliminated
in 1980 any remnant of doubt by adopting 7AAC 27.111 which requires in
no uncertain terms that the drops be administered by a doctor or nurse.
Therefore, anyone other than a physician or dentist who administers
these eyedrops or any other prescribed medication which requires "sub-
stantial specialized judgment and skill™ must be licensed as a nurse
under AS 8.68.160.

In conclusion, Alaska law is very similar to Oregon law on this sub-
ject, and we believe that an Alaska Attorney General opinion would
probably reach a result very similar to that of the Oregon opinion.
Informal discussion with an Assistant Alaska Attorney General Ffurther
confirms this supposition.

Please contact us if we can provide any further information or assis-

tance. You may also wish to contact the Legal Services Division of
the Legislative Affairs Agency concerning this subject.

PF/bfT









Senator Charlie Parr
HESS Committee

Pwowwih .V ol jv

Juneau, Alaska ﬁy1-A
99811 <

Senator Charlie Parr and all other Legislators

Sir:

1 am in support of SB ?4? "An Act Related to Midwifery".

I feel that pregnancy and childb®".rth is a natural physiological
process and, in as much, a state of wellness rather than disease.
For that reason, | feel that safe birthing alternatives such as
midwifery within birthing center and home deliveries be offered

as options as well as the hospital settings.

I urge you and other legislators to support passage of this bill,
so Ffamilies might exercise their.freedom of choice in matters

relating to safe, healthy childbirth.

Sincerely,

~7 Xlad-
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Statistic/l Ojtccmis ?e UaEBiirms m ths U.S.: CirvDrr Statu*

lewli & Mehl, MO* .

Ve bt<-,n our lludles on |he ttatflHcsl| outcomes of ho’< dtll*
verlet becautr of Ill-e Irt-<nOou> rise In the number of home *ellv«rl»
or.curring icmss th* country and the lock of my jv»>'»blt ditt on
their evtco'-M. Ve had hoped to provide dm vhleh parents end pro*
fess'onsls covld use on their individual scale* of relative valve
tlong with the experiential dJtJ on emotional outcomes ti (hry weighed
the riski an* benefits to determine what kind of delivery they would
chooin.

First, | will >-00001 the ttillstlr.il outcome* of Ilbb plumed
homeb!rihs In the Sin Frmcltco Biy Area md then | will compirf thll
to ISO jltl'srly teltcted hovcltil deliveries performed by one of the

, tsm< groups o' bftyt'c'mi, This It pirt nf tome, ongoing work In which"*
vi ire attempting to acr/-mulj *e i nitched hot pi til terlet with which
to Compare the hor«* del Ivery jixtlttict.

(I Our tourert of dm (Hch|,.et el.,1976}" were the medical

'<i) * % . chart! from flve'numt deliver* tervitet In northern California. The
! ' five service* ‘'nelu**ed 3 phytlclm group* ind 2 lay mlihalfa groupt
«> follows:

(1) A ru'al-bnrd family prietice In Vetter'n Mirln County (Point
Pryrs) composed nf J family phyticlant ind } registered
nur»ri, performing both ho'°c and hospital deliveries sine*
/ I137C as pjrt of a cnmprehenslve flmily practice.
(J) An urban-based family practice In Mill Valley coeootfd of
J r'-vsiclani and 2 registered nurtes»*one a maternity nurte
prac'.itioner**fn practice tlnce 137}* '
(i) an u*ban-based group In Berkeley eoniltting of | phyilelan
. (whosr training had been In c-edlatriCj/neonatology) and 2
registered nurses, affiliated with a women"* health ceorer-
, atlve In Berkeley. Thll group did not have hospital p'lvl-
’\ + leget and performed only home deliveries, referring v-omen
requiring hospital caro to local obitetrfcl ms, They had
been functioning since early 1977
(b) 1C lay mldwlve* from Santa Crwt County, firsetloning In both
urban and rural settings without Immediate medical tuper*
+ vision, and with limited medical backup, performing blrlht
tince .
(S) A rural lay mldwilfa (Haney M 11t) from Sonoma County with
good physician backup, performing births since 1970.

ve .on the /acuj scuaraity 0f Vite mln
i Centti’ for\ﬁﬁal 0|enoe| féBarfnr t\; If) IE y'/ﬁ\/adwffyand fyo |C|ryI

and_It ther of ha it -wiiw- . dy 1 Ftyoict
" ? Bevil 1 SWI'y, an aotJu\FVII\\llvor nopeman Conp g
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*'In the latter service', reeo'ds had bron kept <h-ly fo? the 1*»> 171 of
i DIN (St Imated 500 deliveries during i five year tin* span, AH record*
‘until April 1975 ware reviwid by on* of ui fllH)- They war* Ida*
‘quately detailed regarding prenatal cart, Intrapr.jm and pot( parlum
‘Vents, and |:afant ond materna follow-u-, J«. group* represented tha
following percentage* of, the tbtal samplet ,

* |g The Point Meyaf physti.lan group: kO.kt

The hill Veil ¢« phy*t-e-len g>oupi . I,jt
(3) The'Berkeley pnysliclan-grout-t . 7.62
(k) The Santa Cr't County m.dwl.a* group! ? 30.AT
(5) The Sor.snvi County midwife! 10.02

Tha lay midwife from Sonoma County (Nancy Hills* aegan ler mid* .

vifery activities accidentally, vliltng a fflend In labor. Ot er*
learned »h« had attended a birth and asked her to their deliveries,
until she ev-ntually developed a reputation at a midwife (See t-ic
Chapter by Nancy HI Us later In this book ,fo' more details on her
"midwifery experience). Her training was sel f*acqul red through read-
ingland experience, The Santa Cm mldwlvet began functioning In much
the jame fashion, becoming mtdwlvds to meet an experienced need In tha
community* and educating themselves through discussion groups, experl*
ence, nnd rending. Their averogo fee par birth was $35.00, so thot
their motivation wat clearly not monetary, Typically, they were women
who had had an unattended homeblrth and had decided to help other wo-
men avoid their predicament. The Sonoma County midwife had good medl*
cal backup through physicians (mainly family practice residents) at
the Cemmjnlty Hospital of Santa ftosa, who,while unwilling to attend
home deliveries, werr willing to discuss problems over tha telephone
and handle complicated deliveries In tha hospital. The-Santa-Crut
group had poor medical backup, and were not abln to obtain telephone
consultation, They were often heavily criticized and condemned when,
bringing women to the hospital who needed hospital care, and had few
supportive physicians to whom they could refer women with complication!
labors Ir the Sonoma area were occasionally as far as one hour from a
hospital, although the usual distance was approximately 15 minutes,
labors In the Santa Cruz area were occasionally as far at kj minutes
from a hospital, but usually ranged from 5 to 1$ minutes. Transport
facilities for both lay midwife groups consisted of the midwifel* car
without any tpeclallxed support equipment, equipment present at del”
+lve/les+w|ih the lay mldwlvet was also minimal and typically consisted
of a bulb syringe, sterile gauze, iterlte gloves, a fetotcope, blood
pressure cuff, urine dipsticks for testing acetones, glucose, and pro*
t«In, a portable scale, and little else, Their mods of operation hat
bean described by Lang.10

The physician services brought a home delivery kit with them to
births, Typically the nurse would attend the labor from Its Inception
and the physician would arrive during the second stage for primlgra*
fldaa and late first Stage for multlgravidae. Tha physician kit fn*
eluded IV equipment, oxytocin and metherglne for usa after delivery,
othar emergency drugs, forceps to use If necessary, as well at tutura
supplies. (Howivar, ther* was no Intravenous oxytocin' 0.1 forceps
used at homa In this serial.) The only aqulpment or drugs not pretant
-tejUMIftkIfcijd.squ»in, Prmny{4Q the hospital, was whole blood, _A

1 ‘*YL * 1 -Isv
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co-[ilrtn list o< iuppllra It available on requrtt (ten sddMtt't of
authors isi.uialet) at end of book). The transport vthicle'fer tha
physician groups *&s altc the Car belonging to the birth attendant.
For tha Po.nt flayet group, thl closest hospital was 10 nlltt. for
the Berkeley and Hill Valley groups the distance from a hoipllil v»l

usually 5-10 minutes, t ,

Prenatal care wit essentially the same t'or all groups and did
not deviate from the standards recommended by the A-rlcan College of
Obstetrics and Gynecology with regard to visit frequency, laboratory
tests, and clinical assessment. The lay midwife groups required s
minimum of .two visits to a physlelan at which 1lme cllInleal pcivl:
metry, Rh status, bluod type, rubella titre, hemoglobin, hematocrit,
VORI and gonorrhea culture were determined. Nutrition, the avoidance
of prenatal indication,and the psycho-toclal aspects of pregnancy
were stressed more than It typically done In prenatal care, and vliluj
usually lasted 20-30 minutes for the physician groups Involving dis*’
cuts ions with the nurse and then the doctor, for thelay midwife
group, the visits were typically 30*60 minutes. Three worvn had no
P'jnatal care, and first presented theimelvet In labor,

There was no Uniting of weight gain. It was felt, (hat every
.woman should gain at least 20-30 Ibs. during pregnancy'and'the averag
Weight gain was In the 30-J5 Ib range. ‘'mpnen with chrnnie radical
disease were encouraged to seek a hospital, as were women who remain*
anemic. The threat of a hospital birth usually Increased patient cc-
pllance with Ilron-contalnling preparations and, as a result, the m»-tr
of wrvnen delivering at home with hemoglobins of less than 1.0 gmX wg
minimal (lest than 12), *

Intrapartum care was essentially similar *nj"5 the grourt 11

well, Tho lay midwife groups did not performbreech or twin del I*
verlet at home. The physician groups did, on occasion, although only
after explaining the problems Inherent In such deliveries. After 1}
the usual policy was to reco-mrnd Cesarean section to wexvn with lcv
breech scores (i.ytuchnl'Andres breech srore) and to attend vc*"*n *,11;‘
breech scores Indicating safe vaginal delivery at ho-e If the wo—«
So desired and requested. (Since the co-oletlon of this stud*, |hr
lay mldwlvet have begun attending sore breech deliveries at ho— b*
cause of parentsl dista> faction with the rising Incidence of Cesa-
rean section In the breech presentation.)

labor prolongatlon, of Itself, wat not treated «s a cp-plicatl
requiring hosplta)laation. Uterine Inertlawas Initially oftrn
treated with buccal oxytocin by the physician group at home, and If
results were nnt forthcoming, the woman was transported to (hr hospl
t”l for IV Oxytocin. Prolongation of the second stage of labor was
alio not treated as a compllcallonj Indeed, most of the practltlon*
felt that a slower second, stage with little pushing by the rother
(often 2-3 hours) was praftrah d to « shorter second stage (lets th

. m2 hours) characterized by an Intense pushing effort tv the mother.

Cases cf second stage arrest, however, If not retponsiv* to buceal
oxytocin ovnr a 1-2 hour period, were transported to th* hotplinl ft
foreepi del Ivory, Tha mldwlvet war* unabla to administer oxytotln

JiTu. ./r V*df .consequently, lent nor# of their patient# to the hospital Ipr
oV cpgzeaventy e e . % R
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= v'*:Ab. LAY MID-UVE5 HA\* BEGUN ATTENDING SOfTI DREEOI DELIVERIES AT

W>£ BECAUSE OF PAATS'OISSATTSFACTIal V/ITH THE RISING
*  INCIDENCE OF CESAREAN SECTION IN THE DREECH PRESENTATION.

Both groups monitored the fetal heart rale closely throughout
the first and second stage, using a fe.tal stethoscope or Doppler ul«
‘rstound fatescopci and felt that any significant drop In heart irate
requiring Intervention would be noticed. Hood pressures were checked
approximately every 1*2 hours during labor! Fetal heart tones were
checked as often as after every contraction during second stags If
lome variability had beeis ro<ed or If the mother were pushing pe-tI"

+cularly hard, but usually were taken every ‘minutes during second
'stage and every 25“X0 minutes during first stage, depending on the
character of the labor and this fetal' heart rate pattern, the fecal
heart was occasionally llst»n?d to through a contraction and for some
time afterwards to determine the presence of any abnormal pattern,

Meconium staining wl tScuC fetal heart rate Irrrgularlitiei was
not treated, (Meconl.um stalning Ul fetal heart rate Irregul rlll«l:
w*s cause.forhospltallzatlon, pnd the Infants.wlth one excep%lcn,
were treated with li'.lubat lon and lavage.) Prolonged rupture 0T menr
.branes In a term sized Infant was followed, but not treated unless
necessary. It was fell thar !f the mother did not fhow signs of
amrslonltls and had a good socloeconomlc/nutritlon background, that <«
Intervention was not necessary within 2k hours. If labor had not-f>«*
gun b*y 2k ho*urs, Induction In the hospital was usually undertaken,

» r a .

The midwives practiced prrineal massage to prevent tearing,

while the physicians typically did not, This was optimally done by

t the mother and father for the mnth prior to delivery end*was done by

the midwife during the last half of the second stage. This was not
mdone cons 11tent|y by alt parents',or all pildwlves, but It was felt by
tha mldwlvet thut It helped prevent laceratloni during delivery,

Torcept deliveries were not conducted at home, and no analgesia
or anesthesia was administered at home. If the latter was desired,
hospital transport was necessary for the woman to receive It,

The room In which the delivery occurred was kept warm and the
baby was given to the mother Imcdlotelv after delivery to hold and
nurse, with blankets being placed around the Infant to prevent heat
loss. ' Th®' uVJj'Hleal cord was not clamped until It ceased pulsating
except In Ah negative mothers, In whom It was clamped Immediately
after delivery. RhoGam was given to the Rh negative mothers within kO
hours. Sllvar nitrate was not applied routinely to tha Infants' ayas
unless lhera had been a past history of gonorrhea, or one or both' par*
enis wera unsure of th* other. Most of the Infants war* fed only by
breast without glucose or formula supplementation, and were fed ad lib,

¢+ horna visits were usually made each day for tha first three post*
'pirtumdays, and telephone contact was maintained wl th the couple, The
Infants were seen by the physicians at one s,a«k In their offices and
tgaln at fourweiks. After that point, the reconroendationa for well

J
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child care of the American Academy of Tedlairlcs were observed, Mid*
wives refenrd Infants fo* newborn care after th* first week to p*dI*T
triclans or family physicians, and continued to follow the Infants
th*ms« Ivr| for varying periods of time. All mothers had a postpirtsr*
examination from k-8 weeks by a physician, and for the lay mldwlvei,
results of this examination w*re recorded In thalr reeordss_

STUOY FOFUIATION

Ha**11* has described the demographic characteristics of th*
homeblrlh popu'atlon In the San Francisco Bay Area In a study of JOO
home deliveries from the tocloanlhropologlcal standpoint. Her subJICtl
overlapped to some extent with our sampla and were derived from tha
lame subject s'ool**5»n Tranclsco Bay Area couples planning ho-whlrth,

TABtC 1 *
'HOME rCtIVfRY STUDY FORUIATIOH

Contaclcd Delivery Services I,jk8 103.02
Screened Out, Medical Dx 55 m k. IX
teCl(fed Against 117 10.92
Alter: ted I'om* Pellveryl | > 85.02
I'Sys 1Clan» 685 53.82
M'dwlvcj - HI to, 22
Taken to l'ospi tall 136 11.32
rhyslelans + 58* 5.12

Mldwlvej . 76* 6.82

Completed I'orc Ofllvery 1,010 7k.92

* Paflents hosplta 11led .represented 8.52 of physicians'
cases, 16.91 nf mldwl ves'cases .

In llarell's study, JOT lived In typical American fashion, with tha
father gainfully employed, In a single family dwelling with one or two
cars, were not mreheri of an ethnic minority, not on welfare, and
wlihout household servants. A general characterllitic of the group was
described > | self awareness shown In a concern for nutrition, health
foods, ecology, huesanlstlc psychology, and a strong feeling for a nat-
ural birth r.ocess. Typically, the mother and father had both altendrd
collegr, but neither had graduated. The fathers' occupations were
noted to vjry through the range of occupations present In the Bay Area,
from auto rothjnle to physician to homesteader. Only one tenth were
classified as "nip," In rebellion to "normal American Values," living
In a variety of alternative styles.

In our study, patients of the lay mldwlves tended to belong eora
to tha counter-eul ture than Knell's population. In the physician
groups," more professional couples were Included. A detailed sodo*
economic Study on one of the lay midwife groups (the Sonoma County '
Iftmple) Is Currently being coordinated by on* of us (vEH), and a
psyeholog!Col/de v* lopmen tal outcome study on a lubsampi* of t'ha Santa
Cruz group Is b*Ing analyzed by two of us (LEM and CMf),
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(p. 7;) presents statistics on the selection of the
Study population. -Only 61 of those women who requested a hone del-
ivery were screened out for medical reasons (Including premeture la-
bor, toxemia, end underlying systemic dlseesj. This low percentago
Would seem to Indicate thnt wor>en seeking hone deliveries are a Self
selected healthy group, probably knowledgeable about childbirth, and
the Importance of nutrition In prr.gn.iney. Nine women with previous
fetal deaths were Included In the hemeblrth sample. Previous Obste-
trical complications (with the exception of Ce.starean section) wera

not used as screening criteria, tlr.co It was felt that the** were,
“to some extent, latrogenic,

«. lit of tha women who considered home delivery decidedmmgalnst
It for non-medleal reasons. This was highest In the lay midwife
groups and may have been related to « hesitation to deliver without
physician backup. In the pl./sicl an-dlrected services, a eonmon rea-
son cited for switching to a hospital birth was that Medleald would
covtr only hospital deliveries.

TABLE 7
o> CHAFtACTCAIST:CS Of MOTIIfAS
e Number Percent Calif 1973
g
Vo hothar's Agei 1,166 =l00.01  +100.01
< 2 EO 5.2 . 17.3
1 20—)It 10 a S?% . 77.6
* . >35 18 . S.i
|
‘ Parity! I, KD 100.01 100.01
1 para 0 _ ¢ 779 63.0 "k),)
« * para | 137 20.7 31.0
' para 2 176 12 D,b
. para ) 3k ).0 ¢ . 0.
. ' 'para »_6 10 1.6 6.)
LR Prenatal Care Oegani 1,120 100.01 100.01
Ist trymuster 707 ' 61.7 72.8
4 2nd trimester 362 31.6 ’0.2
. 3rd trimester 7K v 6.5 6.5
’ none 3 0.3 2.6*
. “Includes prenatal cam unknown e
/ *
Of the 1,]66 women beginning labor at horn; with tha- Intention

of delivering there, 1)6 (I1.31) were sent to the hospital to com-

plete their delivery for treatment of Intrapartum (lit) or postpar-
tum (0.9X) problem, 001 of the deliveries begun at homo ware com-
pleted thera. Thus, of tha Initial set of women contacting tha.homa
delivery services, 751 successfully delivered at homo,

four surviving Infants required hospl talltat lon for other than
phototherapy within ) days of dellveryi a fifth was born vary pre-
maturely In the hospital, and remained there for ona month,

Vv rolfcm W
pares them to California statistics for 1 ) 7 ) . Over 501 -er* *"
optimal childbearing age of 20-J6 years, the sverege being 2k.3 T«*f
There wss < high number (662) of prinlgravidae In this ser|ts, a-d *
Incidence of grand nulliparity of less than It, Ylrtuslly il’ 0~ 1n
woircn were trained In chi Idbtrlh classes such si Irsdlcy or lanute.
65 women attempted breastfeeding (l.e., all but | of the serlts of
i\lkl tolal) it 6 ffomhi of age 11J5 were succesifvl (lv«ee
Thesa women tended to begin prenatal care leter than the California
137) simple, perhats because they felt more knowledgeable end ih«r«-
fore, IIess of a ntid.

a
TABLC )
CKAAACTEAISTICi Of fAESCHTATION  OELIYCAT
mPresentations 1,166 ICO.0t
Vertex 1,135 J3.J1
Brow ' . 0) (0.31).
Shoulder ' (3) (o.ni
Breech \ 21 1.81
Delivery! 1,166 100.01
Cesarean 28 i
' Vaginal . * 1116 + +37.61
, Analgesia only (M (1.21)
Anesthesia only 3) (d.)1) .
Both , (6) (0.51)
Nona (1,03S) (35.51)
Oxytocins '
lit t 2nd Stag* Labor 8S 7.61
3rd Stags Lshqr 235 20.51
forcepst A
Low forceps It 1.01
Mid Torceps 6 0.51
r«rtneal lesions:
Lacerations Acquiring Aepalr 168 . 1291
Eplslotomlet .89 7.81

Table ) (above) presents statistics on the presentations »-d
deliveries, host of the deliveries were vertex presentations (ji.."
Of the 21 breech presentations (1.81) 10 delivered successfully, by
choice', at home, while Il were taken to tha hospital. The letter
were all unexpected and with lay mldwlves,

Il of the women studied had low forceps deliveries, 0.51 had
mid forceps deliveries, and 2.61 were delivered by primary Cesaro-
section. Tha California Cesarean sactlon 'rate was 9,91 In 1)7]. I'
as tha Mayo'Clinlc* found,.half of tha Casarean sections art repaV
than Callfornla'i primary lection rata would appnoxinata 501 (or <
bla) tha rata of thla atudy.
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i"-.b; Of tiie 1,1/iGimnmws cr tiis study, cxily 8X had ep:sioto-

foAdl HIEG AHD WILY ANOTHER 137. HAD TEARS IIl NEED OF REPAIR; THE
LAVEST INCIDENCE OF TEARING WAS /WON3 LAY HIWIYES, ONLY 5X,WILE
IT WAS 1cx AMDNG THE HCKEBIRTHS ATTEND® BY PHYSICIANS. ,
1 1 _ ' w1 «<mm MMM — -— | TH
Licent lons requlrlrij repair were lowest (6.61 and 5»71' In
tha lay mldwlfa groups and highest (60.21) In the physician group

with the shortest experience In performing horns deliveries without
Similarly, eplslotomles were much lower for the lay

mldwlfa groups thin for the physician group.,

* <
. TABLE 6
t NOICATICHS FOR THE Aj C-SECTIONS t FORCEPS DELIVERIES
IM THE 1,165 VOHEH OECImilNC LABOR AT HOME e

LQtf FORCEPS DELIVERY

Protracted descent

Arrest of descent *
t Oysfunctlona | labor

Brow presentation with arrest of daicant
fetal heart- drop

MID fORCEPS OELIVCRY

Protracted descent * ' 3
Arrest of descent |
Oysfunctl one | labor

fetal heart drop, occiput posterior (OP) presentation ‘r
L~ r

C-SECTIOhS D
Cephalopelvic disproportion (CPD) 16
failure to descend, OP prescntctlon, relative CPD 6
Arrest of active dilation, fetal heart drop, cord 6x neck 'i

Prolapsed cord

Breech wl th anvslon 11 1s i
Psychotic reaction to labor IR i
Acutely dropping fetal heart tones 1 . i
Toxemia . | _|_|

Analgesia and/or anesthesia were used In only 21 of the vaginal
deliveries. OurIing the first and second stage of labor, 38 women (or
J.Jt) received buccal oaytodn at home, while women (or .%,11) re-
ceived IV oaytocln In the hospital, following completion tit the third
Stage of labor, 166 mothers received oxytocic) et home (given entirely
by the physician group), 09 In the hospital. The mean length of first
stage was 10,2 hours for primlgravidae and 6.6 hours for multigravidao]|
leeond stage means were 118 an<j 65 minutes respectively, Table 6
(above) presents the Indlcatlons .for forceps deliveries and Casarran
sections .In the women beginning labor at home. Thera were 23 C-sec-
tlons for cephalopelvic disproportion,
emia, t for aaiilonltls, and | for psychotic'reaction to labor,

| for fetal .distress, Il.-.for tox-
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HOHEBIATH STATISTICS \av-

TABIC 7 COHT’O
AEASOMS fO*JJUN$?0mTIOH 10 THC.HOSPITAL t THEtAPT APPLIED-——-

AEASONS EOA TAAISPOATATIOH TO THE HOSPITAL U THEAAPY APPLIED

b Hdwve.d  Stat COMPLICATION ¢ theaapt EISGI*I HI?\IVY;V;SI glt;‘;t
COMPLICATION | THEP.APT Hsa* 1178  Slgn.t ! '
2nd State Complicalicni
lit Stage Comollcatlont Protracted detcent-
i Ax'ed with lcm forcept (I FHTY) b 2 HS
Ho prenatil care . S Rx'ed with mid forcept with FHTt 2. 1 Hi
Oehydration-1V Hydr;tlon >m -0 I Ax'ed with oxytocin S 9' HS
Severe To»emletarean “ 1 s 1
0.01 o1 Arret t o= 4 1
Prolonged rupture of embranet:Inductlon -0 6 p o | CPO-*Ce»arean tection A 2 HS
" Abnormal pretentat lcrr*Mld forcept 1 1 HS
Oyltocla lit ttage (exclud(;ng CPD) 1 0.0.001 Brow pretentat lorr~Low forcept 0 1 HS
Uterine Inertia C*vtodn 7 e
Labor prolongation withtFHT- Dropping FHT't ,
Internal monitor L Or.ytocln 0 IS i Low forcepi 1 0 . HS
Arrei t (I)fI Ollfat ic* With meconlumr-Oxytocln, Intubation 0 (% * HS
InvolvingtfHT S uterine Inertia-* . Hid forcept . , HS
Internet monitor L oxytocin 1 0 L : .' L 4a
Brew pretentat lon-0*vtocin | . 0 IS ! BleedingwOxytoClIn * o 0 1 HS
low forcest ' '
i * - e
Arrettlo\:v LfJ(';f;lenp? Inert 1»*0xytoeln . IS 3rd Stage Complication!
Arrei |-CPD, Ceureen >0 : 7 =S \ Retained ol ta-M | | |
Arret t*fHT, nuchal cord xh, C-trc 1 0- HS etained placenta-vianual remova 5 P<0.05
Herorrhage-Ojcytocln, netherglne, blood 1 A P<0.02J
Hypertenilon- Cervical lacerat iorr-Suturing . 0 1 HS
Hx'ed with magnetlun lulfate 0 :
Untreated 5 0 ' i * tumt of Complicitloni
Sleeding during labomeHo treatment . 0 S i t bated on total H't (66% A *i6l reipeetively)
eeding during labom*Ho treatmen
>»>
Armon 111t*Antlb lot lei 1 0 s PCAIMATAL QUTOOE
. . 6 p 0.05 SI* ictl of twint were iuecet»ful ly delivered it hone, bring-
fear, Qeilre for hotpl al 1 2 * ing tho total number of blrtht to 1,152. There wai no maternal nor*
Oetlre for anetthetla- - tallcy or retidual morbidity. Infant morbidity Il tiv-mjrited In
Antithetla given J z ::2 Table 6 (p. 86).

Ana Iget le only fifteen infanta, Including two J«tt of twint, weighed let! than
Sy _—— 0 HS h 20! grjmi et birth. Eleven of theie we>« over 2250 grjr*i. fourtern
llyperemeili-IV'.t and eompailn 1 1 of the lcm birthwelght Infintt were born At home.

Dropping fHT't

; ; I 0.001 . One 1))2 grem infjnt w«i born In the hotpltal following tetcni
.}::(;t;?(ee;ipi/]ecﬂgwmr applied : 1 P HS ,' Jf trlme'ilt_er b)l)egdigng end Jremained tht_ere .for * monpth. *Two of tghe _mtII-
" Cord prolapte-Cetarean 0 1 %S ) er bIb'ICt weighing 1700 end 2200 jn*i were adnited to'the ho'lpItII
With meconlumrintubation 0 X p 0.025 c with mild retplratory dltlrett tyndrone. All the low birth weight
, | bablet turvived without other poitnetAl complicatloot the thote r>*n-
Plychotle reaction to labor-Cetarean + 0 1 H ' - tloned above. ’

* tumt of compllcallont - ..
t bated on total M’s (605 6 W reipeetivdy)
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HOnES'ATH STATISTICS . -J0-
- TEIl -
GAXCIERSITICS or NOHES
Home . Hosp + .. Calif. Stat.
Jftroer Percent Humber Percent 1973 Sl gn.
Hothtr’l Age II-E* 100,02 ISO .100.02 100,02 «JI5
<20 E0 5.2 12 6.7 17.3 s
20-3<i ICE2” 33.2 . 160 89.9 77.6 HS
>35 IE I.S 6 3% 51 dy
Parity m s 100.02 100  100.02 100.02 t
para 0 723 S3.6 133 73-3 m Aj-) pe.oos
para 1 237 20.7 + 33 . 183 31.0 /m HS
para 2 us 11.2 + 3 ' 50 13.3 p<|_?25
para ) 3.0 ) .1 670 I
.para A 3 1.6 1 0.6 6:3 HS
Prentl Car* Began |IIIS 100.02 180  100.02 100.02
1st Trimes ter 707 61.7 m 6b,0 72.8 ¢ 15
2nd Trimester 32 3K6 .. - 03 35 % 20%*2 'HS
3rd Trimester 7% 6.5 " 1 0.6 .5 ne
Hon* 3 0.3 0 mC.0 . 2.At H5

* Tpr Some group! tvan age-21.9, Range-|I6*AA, Varlence-,16.8, SD-All
t Includes prenatal cart. unhnt”r

Virtually all of thr wo«n In tha planned hospl ti.l group wert
trained In childbirth classes (as .were the home group)-'iueh ai Bradley
or lamatt. A high Incidence of breastfeeding alto charaettrl ted the
planned hospital group. All women In the planned hotpltal group at* |
tempttd breast feeding txcrpt for one. For a rarlaty of reasons, two
of these women wert not successful, . .‘I

RESULTS

Statistics on the presentatlons and deliveries ate compared In
Tablt 12 (p. SO. Tht planned hospital group contained jrtjra breech
Infante, had more Cesarean deliveries, had more analgesia, received
rore onytocln during first', second, and after third stage'labor, and

had more low and old forceps deliveries and epltlotomlet. It li'lm*. t
portant to note that their attendants had the same phllosopltl at the
h delivery attendants, so that thesa differences come at a result

being In the hospital and may relate,to a lower motivation for tha
women to have natural chl'dblrth or to a more readily available anal*
gesla or to a feeling of pressure transmitted to the birth cttendents
to Intervene sooner and more aggressively In the hotpltal than In the
home. These may all rt related to the subtle effects of "atmosphere™
which are, at yet, difficult to measure,. Th* Indications given for
forcept and, Cetarctr.. eel lvertes are compared In Table 13 (p. 52), Th*
planned hospital grc.jp had rore Cesarean sections, primarily related
to CFO and have mors low forceps deliveries, llgnlflcantly more bt*
cauie of a falling fetal heart rate, ,

W v s TABLE 12 s
CHARACTER!jtICJ OF PRESENTATION 6 DELIVERY'- "

Home Hesp Statls.
"1 Humber Percent. Humber Percant Sljrsif.
Prefentatlon , has 100.02 178 100.02
Vertex .o 1125 . 982 167  93.8 p<0,00s
‘ Brow 3 (0.)) . 0 00 . aa
Shou'der 3 (0.3). 1 0.6 .oaa
Breecn 21. 1.8 * 3 s.t p*0.010
Delivery 4 has  100.02 * 178  luo.02
Cesarean ' 28 2.A 10 S.6. p.0.025
Vaginal . , “m 1118 . 37.6 © . 163 JA.A p<0.025
*  Analget la only 1 (1.2) v 9 (5.0) p«.0z5
Anestltc) la only J (0! T 1.7 ft
+ Doth 6 (0.5) i EOYG§
Hone ’, 1035 (35.5) ' 15A (86.J) 1)<0.00 1
OxytcdIn v , &
“1st t 7nJ stage 85 . 7« 9 15.) pe0.001
3rd stjge labor 235 20.S gq 30.3 p<0.005
*
forceps . # " . :
Iw forceps™ I 1.0 L7 3.5, p<0.00l
Mid f.S'cep B 0.5 2 . 0eC.00I
Psrineal Lesions )
Laceratns rtq. rapahr IA8 123 * . 26 156 , * Hi
Epislotcmles 83 . 78 A2 25.1 ps0O.00I

Table !A (p. 53) presents the comparison complication figure!
for tht planned hospital population, and compares theie results with
those obtained by the population delivering at home. The planned

. hospital group showed slgnlfleantly more second stage labor“dyitocla

(p<0.025) , more drops of the fetal htart rate (p<0.005), more post*

. partun hemorrhage (p“0.001) and less "excessive bleeding” (defined at

lets than 650 de't but more than (he attendant Is comfortable with)
postoar'.um (p*0.001). The planned hospital population had slgnlfl*
cantly more forceps dr llverles (p<0.001), eplslotomlcs (p<0.0012,

Cesarean sections (p<0.02S). and analgesia (p<0.00l), and signifi;
cantly less total unmedlcated deliveries (p<0.00l) r )

T ' RELATIVE PERINATAL. OUTCCHE

Table 1$ (p. 9L) compares the perinatal outcoma dm, Tha neo-
natal mortality and perinatal mortality results were not Slgnl fleant If
different between the planned hotpltal group and tha home delivery
group, nor was the rate of low blrthwalght Infants, or the reap length
of Infant fultcM-up. The hospital neonatal death rate was J.5 par
1000 with ||,|] perinatal deaths per 1000, ' . .
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HOMtBIRTil STATISTICS * o "35* *35* . MEMI”
* 7 TABU 15
' + “ COMPARATIVE PEAtHATAI OVTCCf-i Th» mean length of Iit
Itage labor among tha group plan*
I'ome Hoip Calif.  Stil, ning hotplta* birth wat 11.J hrt
Nuxher  Rate * Huxber Rat* j 1373 Slgn. . for prinlgravidae jn 5.* hrl

for mul llgi.'vi die.” TOI' the hom=.

Total Blrtht 18> . Iflot . group It wa: 10.3 hrt and A5 hrl

C- retpectlvely t " ttandard dt*
live Blrtht 117> 180t ta vistiont wjrt 2 and 1,) hrt,
Fetal Oeatht 5 53 *+ . 1 5.5@ MS retpectlvely, for |Ianned hotpl"

. 1S 33 VS ' tal group and 1,3 <ad 3 hrt,
Neonatal Oeatht 6 52» 1 .55 : retpectlvely, for i 'inned home
Total Perinatal ‘ S1 VA gr-up. Thit dIfff. nee wat ilg*
, Oeatht 11 9.ST 3 111  200* . ohs W nifleant at ped).0)
) CV D
low Blrthwelght 535/ NS g = The mean length of Jnd
(<2501 g) 5+ 13« 3 1.72 it a EE ’Itage labor fcr the planned hoi*
Mean length of pltal orimlpravidae wat 105.8
.Infant Fol Jow-up 11.5 mot. 11,5 mot; i1 . K min T 311.0 mIn and for xxjltigra*
[ Idae wai n,ni 283 min,
$.0, length of ) KlS o1 ¥0r the home terlel the rear,
FolltM-up  10.3 mol, 10.5 toi ) ' length of Jnd itage wat 113.'
2 Infant! Followd min 2 i0.5 mn for prinlgra/icae
to 5 TO. 83.52 81,2t * * HS * and 11,5 mn-+ J3.7 min fornul-

-*ul>é tlgravidae. The pr|mligravidae
* Includei 5 letl of twlint, T W 6 )@ difference! were |!gn|f|cant at
t Includei 2 tett of twim. . p«0.05. Multlgraw_dae were not

f'? comparable for parity and could
0 1per 1000 total blrthi . | ‘o oy not be compared. :
® 1 per 1000 live blrtht . "
v forrJ white, newi*Span!th ibfime. age 20-33 | ? % There were 15 etict of pro
longed rupture of membrtnet In
i* - S the homebirth terlet and Il In
T«bl« 15 (p. 35) pretenti Infant morbidity for 'he hotpltal'group. ﬁ] the planned hotpltal terlet (p<
.Table 17 (pp. 35*37) compare! neonitil complication), Th* planned hotpl* IO@ O.ul). There were no In'eetlvT.l
til group had ilgnifleantly more fetal hyroxla (p<0.025) and »1901 0 of the Infantt except .for one'low
fIC*otly more | minute Apgir tcoret leu than 5 (p«0.025). Among the birthwelght Infant who*« mother
homebirth terlet, the nidwivei had more Infami who received photo- developed amnionltlt. -She wit In
therapy for Jaundice than did the phyilelant (p<0.02%$). Caulet of the planned hotpltal terlet,
fetal deithj are ?onp»red In Table 18 (p. 38), 1 ,
The prematyurity rate for the population Initially ieeklng aitif
tane* from one ij the tervicel itudled wai 3.05, . ror the planned hot*
pltal population It wat 2.82. 'There was no ilgnlflcant difference!
betweer | minute Apgar tcoret ranging fron k-Q between the homebirth'
group and the planned hotpltaT group with 50 I. 7 tueh ratingi, reioec-
tively. Average Apgir tcorei for the planned ho*rllal group were 8.5 a
at | minute and 9*7 which were not *Ignifleantly different from the
homebirth group, , ! *
There wit no attcirletlon among the hotpltal group either between I* Ja
length of labor and length of lecond itage of Incidence of low Apgar Vv

tcortt'et birth or other complicatlont.
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HOMmtH STATISTICS *96* -V. 37 NEH.
TACIt 1?
COMPARATIVE NEONATAL OQUTCOMCS ¢ TASU 17 CCHTO
q - ' CCrPAAATIYC .NCOHATAL-OUTCOMCS ... J
-ty ¥V n.1)0>
—. i PLANNED STATIS.
COMPLICATIONS |M0HP 5'_#6' Mﬁml\ M2bb  PTilz. COMPLICATIONS sIC'Uf.1
olr to Mpsn  Mo-e | Tn Main 111, '
Jaundice Aeq. A* ? 0'0. T | Jaundice Acg. AX 3 NS
fetal HyponU 0 B fetal Hypoxia 3 p<0.02S
Neurological \® Neurological
Abnorma lllicit * 0 \ Abnormalitiet? 0 HS
S
Cerebral Pj|*y 0 0 Cerebral Palsy 0 Na
s
Heoojijl fTT | 0 Neonatal F|T 1 |'B
Apg.ir (| inin.Jd » 1S Apgar (1 min.)
Score < A 3 0 | Score < | 6 0e0.0’S
Score + 1-6 u / s . l-ng *Score + 1-6 7 s
|erAVI06E ]1- Calculated on the batis of home Lhospital
COMPLICATIONS Mo. Is Md]_]_ l’IXIVCI lUlgs + STATIS. Includes cerebral pjlsied Infants -
hl’.rh 0 *op | Llj_h SICMir.l ' Development at 1 year follow-up j
Jaundice Aeq. Ax 2 | 0 | s
fetal Hypoxia 0 0 0 NS % COIICLUSt% R,
Heurological ta
Abnorma 1111-sJ»J 0 c | In conclutlon, the home delivery group of wonen were a self*
Cerebral Palsey 0 NS selected group screened fOf obvious problems jnd co-plica! lens occur-
0 0 NS ring during pregnancy. -Nile the hospital group Is a similarly se-ec*
Neonatal F|T 0 0 0 s ' ted group who would haveiieen eligible for a ho-e delivery had tNy
Apg" (I min.) decided to have one. While the home delivery outcomes are ret dir* .
Score < |i ' 0 ecily comparable to Stale statistics, their outcomes are better than
Score « 1-6 9 3 NS .verage and lever than might have been expected. Ithrrsan et *1.
s have studied' 39,000 white niddle*class women In Oregjn receiving
prenatal care from private physicians and found a neonatal mortality,
t t HOVC TOTAL N-I'm rate of 12 per 1000 live births and a perinatal mortality rut of 17
'm S A MiQ” lvei H-li6l STATIS. per 1000 total-births. Interestingly enough. If one eliminates prt*
. | rGa TO ]lﬂo Home To Hpso ~ SICHIT nature Infants from Cehrman's series, the neonatal death rate wat s.a
I per 1000 and the perinatal death rate was 7-5 per 1000 which is ng;
Jaundice Acg. Ax 3 2. 10 . Statistically significantly different from the home dtllviry srrits
) p<o.ozs of this report (cf. Table IS
Trial Mycoxla 2 0 0 "S !
Heuro loglgal Another often asked question 1s that of the need for routlre
« 1 - : etal monitoring, an et al»* have studied the role of fetal roni
' Abnormal i tle|2«) 0% 9 H fetal itori Ch [»* h died th le of fetal i*
o Cerebral Palsey | : -nl ' taring In reducing lotr.-partum deaths and In a study In which patients
£ 0 0 1 H were randomly assigned to fniel monitoring, there wat no statist!*
- Neor_]atal F|T | 1 0 1 "S eally significant difference between the mo«lcored group and t*e 'cr-
B 'non-cored group. 'o Important It that an's study revealed s’
pg"' ( nin.) d Al | | hat Ch d led
N Score < | 3 Intrapartum death rate of 1,7 per I0CO In hit 1162 rx,*llprid raliems.
"ooKE Score « 1-6 Hi I 1\ 1 f:E This It not statistically significantly different from the inlrapartu*
2-000 L e 7. 8 death rate of 0.95 Per 1000 in our series of 1116 ho-* deliveries. In
] Com d on next page another study, Shenker el al.*1 reported a 0.5 per I0EO intra:ar;-,m
f cor | draih rate in nonitoreU patients/- This Is not statistically signifi-
cantly different from our series either.

fooom M y
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Shenker tt j1,15-dl«J, however, show a
significant decrease In Intrapartum deaths In
the monitored series versus the Uumonl tored
series In Be'llevue Hospital In Hew York City,
Clearly, the nursing care In Detlevue Hospital
Is not adequate, which brings us to recent
studies from the West Coast shcMing an equlyj.
‘ent success rate Ol nurses versus fetal moni-
tor, but with lass Infections raported with
tne nursas. It. Is not hard to Imagine vhlth
was the more supportive personal eare.

Other Important points can be madg; The
serlneal massage technique used by the mid,.! vet
to aid In preventing veginal lacerations during
delivery was effective, and, as the physicians
adopted this technique, their laceration rate
decreased. The Higher ut 11ltatlon, of oxytocin
after delivery by (he physicians may have re-
felcted Its availability to them and their
training o use It frequently. The equivalence
of hemorrhage and bluod loss results between
the physician and midwife group suggests that
it was not needed as frequently asnused. The lay
midwlves took women to the hospital .more fre-.
quently .than the physicians, presumably reflect*
'ng thelr decreased capabilities tp'handle spe-
ciflc compllcat lons at home and their lower
threshold level for going to the hospital pot--
slbly related to a lo-er level of knowledge,
The physicians were ablr. to treat some of Ihtlr
cases of uterine Inertia with buccal oxytocin
at home, and removed several retained placenta
at home, as well as cerrylng oxytocin and neth-
erglne to treat third stage bleeding at home. 3
The greater number of HIT problems brought to
the hospital by the mldwlvet may reflect their
greater level of anxiety In dealing with and
desire for transporting abnormal situations to
the hospital narly, .

o . *

Comparisons with the planned hospltal
group suggests that for women delivering at
hone with the philosophies and praetlees of
this particular group of practitloners, there
was no significant Increase In risk with a homa
delivery versus a hospital dellvary. In fact,
by avoidance of obstetrical medication, such as
wat used more frequrntly In tha hospital by
equivalently prepared women (presumably bdeause
of the effect of the hotpltal atmosphare on the
encouragement for obstetrical medication); the
Incidence of I<v Apgar scores was lets at home
as was tha Incidence of fatal hypoxia.

Ir*tT Tlry * '

. Awa«>
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Th- greater use of a-algesla In labor by the planned hospital
roun ma have also contributed to their greater Ineldenea of second
Stage dystocia and greater Incidence of fetal hcart-rate dross. Tht
breech Infant! did not contribute to these problems, Tha incidence
of postpar'ur-hemorrhage was greater In the planned hospital group
and may represent the greater teneeney to pull on the umbilical cord
to aid In ihr delivery |t the placenta. At home, the v-blllcal Cord
was rarely nulled to aid placental dellvary, but rather, tha natural
dxoulslva forces of the uterus wera relltd upon, This It.iubsttn*
tiated by tbe longer third stages seen In the home group, The con-
tribution of nt'-er factors sueh as lever stress In the homo environ-
.men;, alternative delivery positioys, »qr]q the like cannot be attested
In a'study suds M this, tut may be significant.

Of n>t-, as well, are the dose similarity of these findlngvlo
the hom- dellvenr statlttics in the Netherlands (persor-al communica-
tion, Jj". Xlonsterm.sn, MJ, tinlverslty of Ansttrdan) and :e hews del-
ivery statistics cc—oil-d by Gregory White, MO,11 In.Chicago, and by
Victor Crrrjn, 1*0.1 In Los Angeles. .

Generally, the response of physicians to homa delivery has been
negative. Many view homebirth as an Irretpontible risk to mother a-d
'child. They do not encourage or attend home deliveries, ah| many hire
refused to give prenatal care, advice,.or Instruction to couples plan-
ning homebirth. A dichotomy exists In obstetrics today between the
technological (rend represented by high risk obstetric i-nlis with
fetal monitt-ring and readily available medlcil and surgical Inter-
vention, end the family-centered, natural childbirth trend represented
In Its e«trr-r by couples planning home delivery without Itf ICai IVp-
po)*t. We f-r| that reduc'nglthe aMagonl sm between these divergent
poles would -nhance eare for-women choosing hospital as well as home .

dr 11lvori es.

More studies of this kind are needed before any conclusions can
be drawn. We art currently engaged In a Hu-*- In which w- arc attes-
ting to match a comparison hospital group. However, evlJtr-ce ‘'rt—
this study population already strongly suggests that home delivery Is
a safe alternative for medically screenod healthy women; they deservt
adequate care for the delivery of thalr choice. This would Include
prenatal tare by a physician, childbirth education, jnd only necessary
‘nlerventlon by attendants, Hospitals should be encouraged to adobt
those techniques of homebirth that Improve pregnancy outcome, w/tlch»
might .Include perineal massage and gentle hrad delivery to avoid
rplslotomles and lacerations, choice of the use of analgesia and an-
esthesia, and generally provide a supportive, friendly, and comfor-
table envirnnnrnt for labur and delivery,

Tlnally, what these statistics hhv* micsed Is the Imoortanes of
the spiritual and the emotional aspects of blith. tomeday, perhaps,
wo will br able to empirically validate what our ficllngs tell us Is

true, '
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child care of the American Acadt.ny of Pediatrics were observed. XH
1.'Airo, I.A., Seed, f: I<x*Incidence Cesarean Sectloni 12-year wives referred Infants for newborn care after th* first w**k-to- pidia*
i o+ experienge. (Mayo Clinie Proe.,50:365*363, 1975 triciant or family physicians, and contl/sued to folio- the Infants
, themselves for varying periods of tine. All rolhers had a postpartum
2, Jchrrvn, A.Bibson, G.S., and letsel, A.l Fatal and Mr.onatal examination from k-6 we»Vs by a physician, and for the lay mldwlvet,
Mortality In White Mddle Class Infants. An.'J, Oil, Ch|ld results cf this examination were recorded In their records.
12']'86 1.83. 5971 . .
-fV, [ o) STUDY POPULATION
Serrun, V: Corr'ant at First Annual Heating of the North A-nxi- m
can Society of Psychosomailc Obstetrics and Gynecology (HASPOC) Harelll has described the demographic character)!tles of the
Chicago, 111Inois,-April 10, 1976 homebirth population in the San Francisco Bay Area In a study of 322
home deliveries from the socioanthropologlcal stt-deolm. Her subjects
4. Chan, U.H., Paul, P.H., and Toews, J,i Intrapartu- Fetal Moni- overlapped to some extent with our sample and were derived I[0N the
toring, Ob Cyn M:7*I3, 1973 same subject pooi**San Francisco Bay Area couplet planning ho-eblTi"*.
5. Orage, J.S., Eerendes, H' Apgar Scores and Outcome of the Hew . ' TABLE |
born, Pcdiat, Clin. Il. AmerlJ:635*%643, >966 HCmC DEL I'/TRY STUDY POPULATION
6. Eastman, II,J., Hellmir L.H.! Williams Obstetrics, New York, Contacted Home Ocllvery Service: 1.JuU 100. lie
Appleton-CenturyCrofts, 1966, p. 980 c Screened Out, Medical Ox 55 *
Decided Against Ik7 100 st
7. Friedman, E.A.. Patterns of Labor as Indicators of Alik. Clin . .
OB Gyn 16:172-183, .973 Attempted Home Delivery: t lLua 8>--_t
, Physicians 1 625 S5.it
8. Hatell, L.O.i A Study of 300 Elective Homs Blrtht, Birth (the Mi(ilves = rs1 ko2
Family Jour, 2ili*I18, 1975 : , Taken to Hoipi tali 136 11.Jt
Physid ins 55' 5.U
Midwi ve i 78* 4.82

. 9- Klaus, H,, Tanaroff, A.: Carr of tha High Risk Neonate. Toronto, .
Wm Saunders Co., 1973, p. 141 Corpleted More delivery 1,010 7t.12

10. Laro A.f The Birth Book. Ben Lomond, California, Genesis * Patients hospitalised repl)resented 8.5t of physicians’
Press, 1972 cases, 16.91 of midwives'cases.

In Haiell'i study, 902 lived in typical American fashion, wlih tht
father gainfully employed, 'n a single family O-elling with o”t or t-o
senttd at the First Annual Meeting of the Horih American Soc* cars, were,not members of as ethnic minority, not cs welfare, and

. . : without household servants. A general Chiracitristic of the grcu; wit
c IAeptry”f(iB Psl)é%]oso vallc Obstetrics and Gynacology, Chicago, described at a self awareness shown in a concern for nutrition, h,|l|h

foods, ecology, humanistic psychology, and a strong feeling for a mat"
ural birth process. Ty lcaMy, th- mother and father had both attended
“college, but neither hi.l graduated. The fathers' occupation wert

noted to vary through t'.e range of occupa'. lent present In the Bar Ar*»,

11. Mehl, I.E., Peterson, G.H., White, M.C., and Hayes, V.: Outcomes
1 of Elective Home Blnhsl A Series of 1146 Cases, Paper pre*

12. Hlsvinder, A.A., Gordon, M.i The Women and Their Pregnancies,
Tha Collaborative Perinatal Study of tha Hatlonal'.lns (1lule of
Heu-ologlcal 0lteases and Stroke, U.S. Oept, HEV, Philadelphia,

W, Saunders Co. 1972, p, 43 from auto mechanic to physician to homesteader. Only cna tenth meos*
' ’ ' classified at "hip,” In rebellion to "normal American Values,” living
m(3 Shenker, |., Post, A.C., Seller, J.S.t Routine Electronic Monl* In a variety of alternative stylet.
(v V Egglonrg 058“&/“':%?"”};?%5 Rzig;sand Uterine Activity Ouring In our study, patients of the lay mldwlvet tended Co telo-g more

to the counter-culturc than Maxell's population,” In the physician

14, State of California, Oeaartment of Health, Canter for Haalth -groups, - aura p-oftis lonal couples were Included. A detailed socio-
' Statistics, 1975 ' economic study on one of the lay midwife groups .{th* Sonora County
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Abstract

I0A*6 matched home and hospital deliveries arc compared with regard to
the frequency of obstetrical procedures qtilized, incidence of mgternal and
neonatal complications, and morbidity .and mortality. Each home delivery is
matched with a hospital delivery with respect to age, parity, length of
gestation, major risk factors, and total risk factor score on the Nova Scotia
risk factor screening criteria. Educational and socioeconomic factors are
matched so that the hospital population is equally or better educated
than the home birth population and of equal or higher socioeconomic class.
Ilmé deliveries were collected from six home delivec¥ services in northern
California. Hospital deliveries were collected from two community hospitals
in Madison, Wisconsin. Results show no significant differences in neonatal
and perinatal mortality, number of ncurologically abnormal infants,
incidence of low birth weight infants, and cases of neonatal infection.
There were mote neonatal infections and more infants requiring resuscitation
in the "hospital group. The general equivalence of results arc discussed as
indicating that pre-selected women may labor and deliver at home -in the”
United States without significant additional risk,"and at a lower cost than
hospital delivery.

' t *
Key Words
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Birth injury Neonatal infection Neonatal resuscitation
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”* A continuing trend toward home delivery lias been noted recently
I)» L] L] L]
"adross many segments of the American population (Hazell, 1975; Ward
) *o Amjj
and Kard, _197G ; A 1975).. Much of the 1impetus for home delivery

lias been derived from consumer rather than professional 1initiative.

Medical reaction to this trend has been largely negative and based

t

on the contention that home deliveries presented unacceptable medi —

cal risk to mothers and infants. It has been contended that the

JJ
«mtechnological advances of recent years make hospital delivery manda-
n ) \ ' )

ﬁatory (Cox, ,1976), Vet, in the Netherlandg, a*medicallx sophisticate
113 . e

technologically advanced country, more than two thirds of all de-

elliverics occur at home with morbidity and mortality statistics that
may be favorabfy compared with those of any”nation in the world

U f)
* (Klocsterman, 1968, 1975) . In Cardiff, Wales, recent data suggests

that a change 1in the past decade from largely home to largely

*

of ¢ " A m .
hospital delivered babies has had essentially no effect, on materna

.gﬁor neonatal outcome (Chalmers, 1976Hy <b) . Given the psycho-social

advantages proposed by advocates of home delivery (Ward and Ward,

1976) and the data from the Netherlangs in home de[ivery outcome,

|
.-Is it possible that under some conditions home delivery.may be a

* reasonable alternative in the United States” Several recent report

‘ . . . . .
have indicated low levels of complications associated with home

deliveryman the United States (Mehl, et. al., 1975; Drew, 1976) . J.

*

These reports, however, have not included comparison populations”®
i 1 * i
who are delivered in hospitals. In order to more appropriately

Dsaess the relative safety of home deliveries when compared.to

.] hospital deliveries it is"neccssary to compare"™ the. home delivered



population to a hospital delivered population of equivalent age, -
parityu socioeconomic status, and prenatalomedical condition.

In jtljis study, we present a comparison study of 1046 home
deliveries with 1046 hospital deliveries, matched for age, risk

facgors, gestational Ilength, parity, education, and socioeconomic

status. This data provides needed information for the assessment
* L] L]
of the safety and appropriateness of home delivery for selected
, '»— . , .
patients. -
. v
. *

- e *Methods g

The methods of data collection for the home birth series have
- o ' - i

been described elsewhere (Mehl, 1976) and consisted of chart reviﬁws

v . »

of 6 home delivery services in northern California and one in °

Madison, Wisconsin. We found-all of the medical charts - both ho%e
and hospital - to be complete and .of a similar quality <?f observa-
.ok .
tion. Diagnostic criteria used wer% ours and were baied on'tp:sfk
defined by Friedman and Greenhill (1974). From reviewing the recort

and discussing them with all the practitioners concerned, it was ou-
impression that practices 1in"observing, diagnosing and recording

clinical findings were not different, among all the groups studiede;1
" 0 , »
This does not, of course, obviate the problem of retrospective char

|
review and the disadvantage of this technique, but indicates that
o : ; S S \Y
the disadvantages "were uniformly distributed. Statistics regarding

the hospital deliveries were collected by chart review at two;
. . ' B 'n
hospital"s”in Madison, Wisconsin, a largely upper middle class ™. *
. I
community with a median income of $16,000 per annum and from oneT<of
. m . i
the home birth practices 1in northern California. Doth were private



YCommmity“hospitals, both University affiliated, both performing

tj m
.%approximately 2000 deliveries yearly, one with a regional neonatal

1 * .
eintensive care unit and the other with a regional maternal intensive
i - *

care unit and a developing regional neonatal intesive core unit.
( Doth were staffed by nconatologists and University pediatric and

."obstetrical faculty and residents as well as private physicians. One
i *

J. hospital®s obstetrical services were also staffed by University

0 - \

b family practice residents. 90% of the hospital deliveries were from
»

mWisconsin; 10% from northern California. . - -

ir g

Risk factors were grouped according to the Ko”a Scotia Risk

«

4 .
H_Factor Screening Criteria, and for each home delivered patient, a
|

hospital delivered patient was matched for age, length of gestation,
1

J; parity, risk factor score, education and socioeconomic status, race,
presentation, and individual major risk"factors (including 1st, ..2nd,

I |

and 3rd trimester bleeding, rupture of membranes exceeding 24 hours

without labor, multiple gestation, hypertension, signs of pre-eclnmps

pre-existing maternal disease, abnormal glucose tolerance tests, and

, the like. The risk score for each home and hospital delivered pair
were equated for the time of onset of labor.
The home delivery sample included all those women planning to
deliver at home 1immediately prior to the initiationof labor,.rupturi
- of membranes, or emergence of a complication necessitating immediate
" hospitalization and delivery. All cases transferred®"to the hospital
| *k *

during or after Jlabor or meeting the above criteria are included.
* For the home birth group, of all the women contacting the home

e delivery services, 4% were screened out for medical reasons. More



may hove, bgen screened out through tglephone conversations which
would not have appeared in the medical records.
| .

Th& characteristics, philosophies, and methods of practice of
the home delivery attendants are summarized elsewhere (Meh"l, 1975,
1976; E"iscnstein, 1976; .Ettncr, 1976; Epstein, et, al., 1976; Mills,
1976; Lang, 1972),. Review70f these sources will reveal that an
inextricable complicating ;ariable in this study 1is the mode ana
philosphy of practice of theeattendants. .The home birth practitioner:
were predominantly non-interventionist and had- a highv™hreshold for
intervention than did the hospital practitionersi

Educational attainment and.socio-economic status were matched

so that the hospital group had the. same educational and/or socio-

ok

economic level as the home birth group or higher."™ Kean maternal
age was 25.2 years. 96% of the women were between the ages of 20
and 35. 22% were less than 20 and I1.E% were older than 35. 57.7%

were primigravida, 24.3% wore para 1, 10.4% were par"a 2, 2.2%.were
para 3, in@ were para 4, 0.4% were para 5, -and 0.1% were para 6.

The mean years of education for the. home birth group was 13.5 years

el
compared to 14.6 years for the hospital group. All were Caucasian
. 1
women. Data for each group are presented up to 4 days of age, the
time of hospital discharge. Follow-up data on home birth up -to a

mean of 11.5 months was available on all the home cases but not the

A

hospital births.- This is presented in Mehl (1976). 97.7% of the

deliveries were vertex with 2.3% breech and other presentations.

n * §
There wefcT*five sets of twins. 74.9% of the hospital deliveries
» 0 . t 0

were obstetrician attended; 25.1% were Tfamily physi&ian attended.
(] L] (]

L] L]
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. For thcrhome deliveries,
if .

I;“lay midwife attended; and

|
risk factor score was 10% and 92)/0 of

il

;£ the Nova Scotia criteria

« .

Table 1 presents 4
deliveries of each of the
used sigpificantly pore
In home births buccal

«f-or-tlrco*riTrg" u/Uhereas in

< ¥+
5

oxytocin.

—

hospital
V%
a nine-fold

practitioners,

il

.greater

women sustained

cervical lacerations,

3\1*
1 more frequently in

(Analgesia, anesthesia,

(Ke felt this

a summary

oxytocin,
oxytocin was”™administered

the hospital,

as well
incidence
significantly more
Analgesia and
hospitals

and forceps

2076%

6G.5/£ were family physician attended;
2.7?£ nurse-midwffe"attended. The average
each group was high risk by

*

was artificially high..).
* .

Results. ‘
*

of the procedure utilized during the

two groups. The hospital practitioners

both before

cCen”™/tmrcLUA

anq afte{ d.elivery.
’ ic -tvu
kK i1 N result-s-wer-c

women were given

- *

in;ravenous'

Many more forceps deliveries were performed by t)he

as Cesarean"” sections.

*
episiotomies,

more Despite

of hospital del v-cxed"

P

third and fourth degree and

anesthesia were also us.ed much

(with.the exception of caudal ancsthesie

deliveries were only gi".ven or

performed after transport to the hospital for the home birtuh group.)
*I' The eincidence of manual removal of the placenta was the sarme 1in
« ] . . . . =
e "* poth groups. Indications for procedures were derived from review
of charts. “ fe ¥
— 1 -A
Table 2 presents the indications for oxytocin for the two
groups. The differences were seen to emerge from greater Tfuse of
[]

j&

*** labor, first stage uterine
T * L 3
ol Mbre oxytocin was®"used 1in

Hv CU2-C of'ilta.U->0iHc'vl Kcill

-oxytocin~lh the hospifal hroup for rupture of membranes wvthout-

inertia, and for" elective 1induction.

* *

the home group for second stage "uterine

ptro.-A



inertia.ﬁhan in the hospital group. Typically, the home birth group

1

-waigm longer, occasionally longer than 24 hours, before the iqitiat

J
of oxytocin therapy.

»®

Table 3 presents the indications for forceps deliveries for the
two groups. The majority of the hosp}tal practitioners used'the
criterion of a second stage of labor longer than one hour as an
indication for forceps de%ivery. The home practitioners typically
accepted any length of second stage as long as some progress was
evident and there.were.no signs of fetal distress. This difference
in approach is reflected in the greater number of forceps deliveries
in the hospital for "p(q[onged%seponﬂ stage." The hospital prac-
titioners used occiput posterior-as an indication for forceps rota-

[ * D)) .

Fion amjiﬁd not permit any patienF to deliver OP, whereas the home
birth practitioners did not intervene in the OP.Iabor and deliver?es/
unless signs of [labor arrest#or fetal distress were present. This i
reflected in the higher number of mid forceps rotations 1in the".
hospital group.” The two groups of practitioners also defined the Sd
type of forc?ps delivery, by different—terms...For the home group, a
low forceps delivery was equivalent to a hospital practitioners out]
forceps delivery and a mid forceps delivery was. equivalent to a low

forceps delivery. The home birth practitioners definitions for

forceps deliveries were the same as Friedman and Greenhill (1974) . -

....... * . - m . —1
There were also sign:; cantly more forceps deliveries in the hospiti
rtrc-*-p* z *
d-obivBr-y for fetal distress. - .

Table 4 presents the indications given for Cesareap.sections-ﬁ

L]
1

by both groups. “The hospital group did many more Cesarean.sections



for 1st stage arrest, cephalopelvic disprooortion, and/or non-
I . .

progresaive labor than did the homg birth practitioners,.and did more
I cfw *

Cesarean sections for primi-gravidn brcebprcsentationtf and for

fetal distress. The home birth practitioners delivered breech infnntj

in the home if the parents continued to request home delivery after

rjsks.had been explained eind if. the Zatuchni-h.ndros score indicated

vaaina®™l delivery. Erog the table, it is also evident that the =

indications for Cesarean section were more liberal for the Ilhospital

group than f-or the home group.

" Some significant differences in labor length emerged i>n that Sor

para™ 0 and 1, length of first and second stages-were significantly

longer for women delivering at home (See Table 5) . *
* . Figure 1 presents significant differences in complications of
labor and delivery for the two groups. The hospital group fa~”sig-—

nificantly more 1intra-uterine fetal.distress/ elevated blocad pressure
during labor (from a non-elevated pre-labor baseline), meconium”
staining, and reported shoulder dystocia. The home group baad more
bleeding during labor and- posterior delivero” The hospitaU group

had significantly more postpartum hemorrhage.J There were mo sta—
tistically significant differences 1in the incidence of face delivcrie
first or. second stage dystocia (excluding CPD] , occult corm prglajse,
placenta previa, obruptio placenta, cord prolapse, posteri-or labcr,”
retained placental fragments, Jlate Dilation and Curettage ..after cnev

e ° e oo *

week, hemorrhagé from day 1 to day 3, hemorrhage after dayf 3, endo-

metritis, vilamentous insertion of the cord, and postpartum thro".bo-
< )

’ ’ *% * * *

phlebitis. “ - Je



Figure 2 presents statistically significant differences in the

incide%ée of neonatal complications. The hospi%al gfoup experienced
.

significantly more birth injuries, received significantly more oxyge
at 2, 3, 4, and 5 or more minutes, more respiratory distress lasting
12 hours or more among Tfull term infants, and more total non-congeni
tal neonatal complicetions. There were no significant differences
in the incidence of"total number of congenital anomalies, congenital
heart disease, DownJ's syndrome, fetal wasting, hypoglycemia, meta-

bolic acidosis, neonatal hypotension,* neonatal .hypovolemic shock,

individual neonatal infections, meconium asperation, pneumonitis,

r. i i
amniotic fluid asperation pneumoniti%, pyloric—sten%;is, pqﬂycythemi
. ' ()
CV« . ) ) ) e 'J_'o '
lung water syndrome/ 1TP,-" and 6ptic fibrosis"with meconium jjileus.;
1 .91'

From Table 5, it is evident that the hospital group neonates were;g:

more resuscitation, and had lower one minute and five minute Apgar

« (] (]

“scores "than-the home group. There was no significant difference 1in

the incidcrce of fetal,eintrapartum, or neonatal deaths, or inthe

# L] L]
incidence of neurologically nbnoraml infants. Dith injuries incluo

cephalhematomas resulting in severe anemia requiring transfusion or

hyperbilirubinemia requiring exchange transfusion, fractured clavic

branchial plexug injuries, facial nerve paralyses, skull fractures,

and hemopneumothorax. e '
. ‘ Yhy ‘ '‘'m . T U \
J - . W Disgussion"-.. )
G[vmﬂ two puerpally matchedpopulations, outcomedifferences ]
L] _l_ -
should accrue from the events occurring during labor and deliveryr
) - |
The data presented here indicatethat for }we home® delivery popu-
* L ] L ] L ] « L ]

latioh described, a group selected for low medical risk and attend*



by midwife or physician, one may expect an outcome for baby and

mother.essentia lly as good as the resulting from a medically matchcc
population delivery 1in community hospitals delivering high standard;
of medical care. The significant differences noted in the mangemcnt
of the women indicate that those hospital delivered ore more likely
to encounter oxytocin augmentation of labor, forceps delivery,*

analygesia, anesthesia, and Cesarean section. Recall that both groi

of women were matched for identical medical risk factors prior to

labor. Jn addition, 1incidence of neonatal infection was higher for
hospital deliveries. The 1incidence of maternal infection was not

*
significantly different for the two groups. * *

In this group of more than 1000 cases, "it is not clear that tin
additional medical and obstetrical*procedures rendered in hospital
resulted in improved group outcome over the home delivered group.

It therefore seems appropriate to conclude that for low medical

risk v?omen; home delivery is an alternative that cannot be dismisse

as contraindicated because of unacceptable high risk to maternal an

infant health. This data, of course® does not apply to home dclir e
in a- medically unseiected population, nor to home deliveries un—
attended by midwife or physician.

The results are, of course, limited by the Ilimitations of thee
case-control method and the method of retrospective chart review. VW
More definitive studies are needed, such as -x"rospectivc studies by
non-clinically "involved individuals 1including practitioncrs doing
both home and hospital deliveries and.with controls for obstetrical

practice philosophy, nutrition, and-others, with all of the deliver



occurring in the same geographical area. Such a study should also
include uniform examination and evaluation of the neonate by an 1,
independent examiner blind to the place of delivery.

From these results, it would seem reasonable and prudent to
plan pilot projects 1in out-of-hospital deliveries or 1in changing

*
hospital policy to create a more home-like environment and 1in

evluating them as discussed above. It would also seem of importance
L] L] L]

to identify the specific aspects of the hospital environment which

* * 1 * 1 1 .

increase risk to mothers and infarts and eliminate these aspects of

hospital deliveries. oo -
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eT7vDLE 1

Procedures Utilized

. Horr.e
Number Percent
1st stage oxytocin GO 6.6
2nd stage oxytocin 30 7 3.6
Total prepnrtur.i cases 76 7.3
3rd stage oxytocin 251 e 24.0
Mid (low) Tforceps 10 0.9
Low (outlet) forceps 3 0.3
Mid forceps rotations 3 0.3
Manual rotations « O m 0.0
Cesarean Sections 20 2.7
Episiotomy 103 9.8
.1st degree lacerations 10 1.7
2nd degree lacerations 136 13 .0
3rd degree lacerations 0- 0.7
4th degree lacerations 5 ™ T.5
Cervical lacerations 3 0.3
Pudendal anesthesia 0 0.0
General anesthesia 2 - 0.2
Paracervical block 1 0.1
Manual remoyal of plancentals 1.4
Analgesia 14 1.3
Caudal anesthesia 32 3.0

Hospi tal
eNumber Percent
159 15.2
159 15.2
173 16.5
993 95.0
205 19.6
115 11.0
40 3.0

5 0.5
06 8.2
914 87.4
10 1.7
56 5.4
44 4.3
73 7.0
"32 3.2.
655 62.6
96 “9.2
52 5.0
15 1.4
555 53.1
0 0.0

Stat. 5

CO.
* <0.

mCO
co.

<9.
<0.
*<0.

<0.

<o.
<0.
<0.
CO.

< 0.
co.

co.

Co.

00cC
00cC
.0DC
oocC

00C

00C
001
NS

05

MS*
oocC
001
00C
00C

.00C

00cC
ooc

NS

oocC

00C



Indications for Orytocin
e o Home Hospital
e Indicat3on Humber ,Humber

Rupture of membranes

without labor - 6 56
let stage uterine inertia 44 79
Protracted- descent, OP pres. 0 4
Elective induction 0 22
2nd stage uterine 1inertia 19 . 0
Partial .abruption ) 0 . . .1
Elevation blood pressure X 0 1 .

Baby died in earlylator " ON ) e 1l -



Indications

Indication

.ow Forceps
Arrest of descent
Elective
Prolonged 2nd stage

protracted descent
.Fetal distress
Piper forceps

.M1
¥
-l and/or

to ACH

Forceps
Elective
Prolonged 2nd stage
protracted descent
Fetaledistress
2nd stage arrest
Bleeding
H Meconium
] Perineal

and/or

staining
dystocia

Forceps Potation
Ele, tive, OP
il Elective, 0T
b 2nd stage arrest
> Prolonged 2nd stage and/or
111 protracted descent
Fetal distress
J 1
1 Manual Rotation
Elective
Fetal distres:

for Forceps

Home * Ilonpitnl
Humber Number Stat. Sig
0 NS
A2 p <0.0001
1 5A p <0.0001
0 10 e p <0.005
0O m 1 NS
0 63 p <0.0001
A 66 p <0.0001
A " 53 "0 <0.0001
2 0 NS
O 1 MS
0o - 1 NS
0 1 NS
0 * 30 p <0.0001
0 3 NS
0 1 ° NS e e
2 . .2 NS
1 A NS
0 1 NS
1 2 NS



N
TABLE 4 *
Indications for Cesarean Sections
Home Hor.pi tal
Indication Number Mumber
I
Hypertonic labor (after oxytocin) 0 3
i Hypotonic labor, no response to
oxytocin 0 1
.Vaginal obstruction by paraovarian -
cyst 0

History of previous difficult forceps
2nd stage arrest, CPD
{ Rupture of membranes, no response
to oxytocin
Labor longer than 24 hours total
3fPlacenta previa
Fetal distress
mRepeat Cesarean
If 1st stage arrest, CPD 1
Mu l1tigravida breech (with or w/o CPD).
Primigravida breech (as above)
Severe toxemia
Meconium at 42 v;eeks
J- Face presentation
(Transverse lie
Suspected postmaturity
; Tositive stress test -
Prolapsed cord
Fetal arrhythmia on monitor
*\ Amnioritis, no labor, no rupture
of membranes 1 0

o o
I -

O P OO0 OO RO EL NOU OO
P OFRP P NMNNPpPONNO Lo R R, -

Stat. Sio

KS

NS
KS

NS
NS
NS
NS
NS

p <0.005
NS

p <0.05
KS
MS

HS
HS

HS
HS

NS



oitir K m m m ft
T/.DLE 5
N [
Sk!o'l.l Home Jlosoi tal Stat . Slr
Dirthwcight, mean 3518 3439 135

t-
W/  Labor length

para 0, 1lst stnge 14.5 hrs 10.4 hrs <0.01
para 0, 2nd stage 94.7 min 03.9 min <0.05
para 1, 1st stage 8.5 hrs 5.9 hrs <0.01
para 1, 2nd stage 48.7 min 19.0 min <0.005
para 2, 1st stage 7.7 hrs 6.6 hrs us
& para 2, 2nd stage 21.7 min 15.9 min NS

3rd stage 21.0 min 4.6 min <0.005



TABLE 6 ~*

Neonatal Outcomes™

Home
Intrapartum death 1
Total death * 2
Neonatal death 0
Perinatal mortality/1000 2.9
Neonatal mortality/1000 0
Neonatal asphyxia 3
Neonatal resuscitations required 14
Birth 1injuries 0 .
Neurological abnormal infants 1
1 min ipnarscore 4 20
1 min Apyar score .7 . 5 6
5 min Apyar score 4 . 3

5 min 7vpgar score 7 . 1 1
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Figure

STATISTICALLY SIGNIFICANT DIFFERENCES IN

COMPLICATIONS OF LABOR AND DELIVERY
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Home Births:
Cases*

Gail H. Peterson,M.S.S_.W.,

W ariien E. Hawes, M.D.

e ¥

lintitulefor Childbirth anil Family Research
lIrrkelcy, California
and the Infant limilh Tinit. Maternal Cliidd Health
California Slate iJefit of Health, Berkeley, California

Mctlic.nl records nf 1,1-16 elective home hirths
from five home delivery services in northern
California were.reviewed. Three of the services
consisted of fami'y physicians and nurses, where-
as two consisted of lay niidwlvos without im-
mediate physician supervision. Rates of medical
complications in both groups were low. Peri-
natal morbidity and mortality were lower than
California averages. Fifteen premature infants
(1.3%) were delivered successfully. Apgar
scores were high. Four infants (0.3%) were
neurolo?ioally abnormal at follow-up. The
perinatal mortality rate was 9.5 per 1,000 total
births. There were no maternal deaths.

These figures demonstrate that in a self-
selected, medically screened, low-risk popula-
tion, home delivery with medical facility back-up
can be a reasonable alternative to hospital de-
licvery. Possible reasons for the good results
obtained arc cilcd.

|.
' Key uards: Home birth, midwife, family physi-
cians, perinatal mortality, infant morbidity.

Introduction

j I'A 'tcadv increase has been noted in recent ve-yrs
in the incidence of oot <tliveiy in rrrla.n C.difoini i
counties and presumably in other areas ol the country
as well. For the past five years, registered out-of-
hospital births in California have increased sltgulily,
at the rate of 0.1% a year.ll «This rise has been
decried by some members of the medical community

-Suptﬁorted h co tract #74- 51090

f
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t|v Stuz? from tﬁe fnfant Hea t ﬁ ﬁlternal an
Health, California State Department o H ealth.
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while supported by others. Many highly emotional
statements have been made by both sides without
data to support either position. This study is an
attempt to provide such data on 1,146 planned home
deliveries conducted by five home delivery services
in northern California. One similar study lias been
published lo date— that of Hazell,6 which was u
sociodcmographic study and did not emphasize
medical outcomes.

Methods
Sources of Data

Medical charts fiom five home delivery services
in northern California were reviewed. The five
sendees included three physician groups: (1) a rural-
based family practice in western Marin County (Point
Reyes Station) composed of three fumily physicians
and three registered nurses, performing both home
and hospital deliveries since 1970 as patl of a com-
prehensive family practice; (2) an urban-based
(Mill Valley) family practice of two physicians and
two registered nurses— one a maternity nurse practi-
tioner— in practice since 1973; and (3) an urban-
based (Berkeley) group consisting of one physician
(whose training had been in pediatrics/neonatology'
ami two logiolered nurses, aliiliatcd witli a woman's
h<aith cooperative in B# -o|e|ry This last group did
not huve hospital privileges and performed only
home deliveries, referring women requiring hospital
eare lo local obstetricians; they had been functioning
since early 1974. The lay midwife groups consisted
of (1) 10 lay midwives from Santa Cruz County,
functioning in both urban and rural sellings without
immediate medical supervision and with limited
medical backup, performing births since 1971, and
(2) arural lay midwife from Sonoma County, Cali-
fornia, with good physician back-up, performing

1 281
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H

births since 1970. (In the latter service, records
had,been kepionly for the lust 171 of her estimated
500; dellverles dJurlng a five-year time span.)

AH recordAl until April 1975 were reviewed by

: one;'of us(L.IILM.),, They Were adequately detailed

It

ri

m(3) t tie Berkeley physician group, 7.6%; (4) the Santa’
Cruz County midwives group, 30.8% ; (5) the Sonoma
?

events and Infant; and maternal follow- -up. The
groups yepresjhnUtd- the following percentages of the
total sample:~1) the Point Reyes physician group,
40.4% 2) th? M ill Valley physician group, 11.2%;

Coopty midwife”10.0%.
e e I

The lay midwife'from Sonoma County began her

midwifery activities accidentally, while visiting a
friend in labor. Others learned she had attended
d birth and asked her to be at their deliveries until
she'flventcrdly developed a reputation aS d midwife.
Her' iraining was self acquired through reading and
experience. The Santa Cniz midwives began func-
tioning in much the same fashion, becoming mid-
wives to meet an experienced need in the community
and. educating themselves through discussion groups,
cxp”~ience and reading. Their average fee per birth
Wasi'335.00,-50 their motivation was clearly not
monetary. Typ|ca||y they were women who had had
an unattended home delivery and had decided to
help other women avoid this predicament.

The Sonoma County midwife had .good medical
back-up through physicians (mainly family practice
residents) at the Community Hospital of Santa Rosa,
who,, although unwilling to attend home deliveries,
were willing to discuss problems over the telephone
ami handle complicated deliveries in the hospital.
The Santa Cruz group had poor medical back-up and
was not able to obtain telephone consultation. They
were often criticized heavily and condemned when
bringing women who needed hospital care to the
hospital and few supportive physicians to whom they
could refer women with complications. Laboring
women in the Sonoma area were occasionally as far
as one hour from a hospital, although the usual
distance was approximately 15 minutes. Laboring
women in the Santa Cruz area were occasionally as
far aa 45 minutes from a hospital but usually ranged
from 5 to 15 minutes.

Transport facilities for bodi lay midwife groups
consisted of the midwife’s eur without any specialized
support equipment. Equipment present at deliveries
I with! t{le lay rnidwives was also minimal and typically

I

consisted of a I»ulb syringe, sterile guale, sterile
gloves, a fetoaeope, blood pressure cuff, urine
dipsticks for testing for acetones, glucose and protein,
a portable scale and little else. Theirmode ofopera-
tionvhas been dcs>eri|>cd by L*apg.**

The physician services brought a home delivery
ket with them to birlhs. Typically the nurse would
attend the labor from its inception, and the physician
would arrive during the second s'agefor primigravidue
and first stage for multigravidae. The physician kit
included IV equipment, oxytocin and mctliergine
fw use after delivery, other emergency drugs and
forceps to use if necessary as well as suture supplies.
(However, there was no intravenous oxytocin or
forceps used at home in this series.) The only equip-
ment or drugs not present in their kit and usually
present in the hospital was whole blood. (A complete
list of supplies isavailable on request.) The transport
vehicle for the physician groups was also the car
belonging to the birth attendant. " rthe Point Reyes
group, the closest hospital was 2U miles. For the
Berkeley and Mill Valley groups, the distance from
a hospital was usually 5 to 10 minutes.

Prenatal care was essentially the same for all

oups and did not deviate from the standards recom-
mended by the American College of Obstetricians
and Gynecologists with regard to frequency of visits,
laboratory tests and clinical asscs-ment. The Iay
midwife groups required a minimum of two visits to
a physician, at which times clinical pelvimetry,
Rh status, blood type, rubella titer, hemoglobin,
hematocrit, VDRL and gonorrhea culture were
determined. Nutrition, the avoidance of prenatal
medication and the psychosocial aspects of pregnancy
were stressed more than is typically done in prenatal
eare, and visits usually lasted 20 to 30 minutes for
the physician groups, involving discussions with the
nurse and then the doctor. Forthe lay midwife group,
the visits were typically 30 to 60 minutes. Three
women hod no prenatul cure and first presented them-
selves in lul>or.

There was no limiting of weight gain. It was felt
tliut every woman should gain at least 20 to 30 pounds
during pregnancy, and the average weight gain was
in the 30 "0 35-pound range. Women with chronic
medical disease were encouraged to seek a hospital
birth, as were women who remained anemic. The
threat of a hospital birth usually increased patients*
willingness to use iron-containing preloarations, and,
us a result, the number of women wilh hemoglobins

The Journal of Rrjjroilucive Medicine



< than 11.0 ENm% giving birth a( home was
‘minimal (less than 0).

t

, Intrapartum care was essentially similar among
tjjc groups.; The lay midwife groups did not pcriwm
hrc'tch or twisi deliveries at home. The physician
groups did iso on occasion, but only after explaining
.theproblems inherent in such deliveries. After 1973,
the «J6ual policy was to recommend cesarean section
lo women with low breech scores (Zatuchni-Andros
breech score) and to attend women with breech scores
indicating safe vaginal deliver)' at home if the women
so desired and requested. (Since the completion
of this study, the lay midwives have begun attending
some breech deliveries at home because of patents’
dissatisfaction with the rising incidence of cesarean
sections in breech presentation.)

Labor prolongation, of itself, was not treated as a
complication requiring hospitalization.  Uterine,
inertia was often treated initially with huccal oxytocin
by the physician group rt hou \ and if results were
not forthcoming, the woman was transported to the
hospital for [V oxytocin. Prolongation of the second
stage of labor also was not treated as a complication;
indeed, most of the practitioners felt that a slower
second stage with little pushing by the mother (often
extending two to three hours) was preferable to n
shorter second stage (less than two hours) charac-
terized by an intense pushing effort by the mother.
Patients with 6econd stage arrest, however, if not
responsive to buccal ocytocin over ¢ one- to two-
hour period, were transported to the hospital for
forceps delivery. The midwives were unable to
administer oxytocin and consequently sent inure
of their patients to the hospital for dystocia.

Doth groups monitored the fetal heart rate closely
throughout the first and second stage, using a fetal
stethoscope or Doppler ultrasound fctoscopc, and
felt that any significant drop in heart rate requiring
intervention would he nuiired. Dime! pressures wore
checked approximately every one lo two hours during
labor. Fetal heart tones were checked as often as after
every contraction during second stage if some vari-
ability had been noted <r .1 the moth-r was pushing
p.ulii nhuiy hard but usii.ilij weje checked every
15 minutes during second stage and every 25 lo 40
minutes during first stage, depending on the character
of the labor and the fetal heart rate pattern. The fetal
heart was occasionally listened to through a con-
traction and for some time afterwards to determine
the presence of any abnormal patterns.

WWE,,WSH\DB]’IHJQW

Meconium staining without fetal heart rate ir-
regularities was not treated. (Meconium staining
with fetal heart rate irregularities was cause for
hospitalization, and the infants, with one exception,
were treated with intubation and lavage.) Prolonged
rupture of membranes in a term-sized infant was
followed but not treated unless necessary. It was
felt that if the mother did not show signs of amnionitis
and had a good socioeconomic and nutritional back-
ground, intervention was not necessary within 24
hours. If labor had not begun by 24 hours, induc tion
was usually undertaken in the hospital.

The midwives practiced perineal massage to
prevent tearing, but the physicians typically did not.
This was optimally done by the mother and father
for the month prior to delivery and was done by the
midwife during the last half of the s> .ond stage. It
was not done consistenly by all parents and midwives,
but tile midwivcs fell it helped prevent lacerations
during delivery.

Forceps deliveries were not conducted at home,
and no analgesia or anesthesia was administered
at home. If the latter was desired, hospital transport
was necessary for the woman to receive it.

The room in which the delivery occured was kept
warm, nnd the baby was given to the mother im-
mediately after delivery to hold and nurse, with
blankets placed around the infant to prevent hent
loss. The umbilical cord was not clamped until it
ceased pulsating except in Rh negative mothers, in
whem it was clamped immediately after delivery.
RhoGnm was given to the Rh negative mothers
within 48 hours. Silver nitrate was not upplicd
routinely to the infants’ eyes unless there had been
a hi; lory of gonorrhea or one or both parents were
unsure about the other. Most of the infants were fed
only by the breast, without glucose or formula sup-
plementation, nnd were fed ad lib.

Home visits wei> usually made each day fol the
first three postpartum days, and telephone contact
was maintained with the couple. The infants were
seen by the physicians at one week in their offices
and again at four weeks. After that point the rccom-
mend.itiuus foi well child care of the American
Academy of Pediatrics were observed. Midwives
referred infants for newborn enrr to pediatricians
or family physicians after the first week and continued
to follow the infants themselves for various periods
of time. All mothers had an examination from
four to six weeks postpartum by a physician; results of
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ihe ixaraination were entered in the lav midwives’
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Study Population

Hazell®'7 has described the demographic charac-
teristics of the. home birth population in the San
Francisco Bay Area in astudy of300 home deliveries
from the socioanthropological standpoint. Her sub-

jects jover.'apped to some extent with our sample .

and were derived from the same subject pool— San
Francisco Bay Area couples planning home delivery.

Accoiding to her study, 90% lived in typical Ameri-,

can fashion, with the father gainfully employed and
in a single family dwelling with one nr two cars;

they; were not'members of an ethnic minority, not,
on welfare and had no household servants. A general’

awareness, shown in a concern for nutrition, health

itharacteristic of the group was described as selfV

Hi
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ood;Lecology,-humanistic psychology and a strong
feeling for a natural birth process. Typically, the
mother and father had both attended college, but
neither hod graduated. The fathers’ occupations
were noted to vary through the range of occupations
present in the Bay Area— from auto mechanic to
physician to homesteader. Only one-tenth were
classified as "hip," in rebellion to “normal Amecricaji
values” and living in n variety of alternative styles.

In our study; patients of the lay midwives tended
to belong more to the counter culture than did Hazcll's
population. In the physicinn groups,*more profes-
sional couples were included. A detailed socio-
cconomiei study on one of the lay midwife groups
(thelSonoma County .sample) is currently being
coordinated bjf one of us (W.F..H.), nnd a psycho-
logi&il/devclopmcentnl outcome study on n subsample

of the Santa Cruz'group is belng analyzed by two of
us (LE.M. and G.H.P.).

Table | presents statistics on the selection of the

requested a hloroeldellvery were screened out for
medical reason* (including premature labor, (on some
services) toxemia nnd undcrlting systemic disease).
This low percentage would seem to indicate that
women seeking home deliveries are a self-selected
healthy group, probably knowledgeable about child-
i birth nnd the importance of nutrition in pregnancy.
' Nine women with previous fetal deaths were included
in. the home birth sample. Previous obstetric com-
plications (with the exception of cesnrcun section)
were- not used as screening criteria because it was
felt If(]ut they were iatrogenic to some extent.

; |
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study population® Only 4% of those women who ;

TABLE |

Homf. Delivery Study Population
Namber Porett
AContacted home delivay SErvice............ 1348 1000
Screened out, medical AX ..ovvvvvvnen 55 41
Decided against ........owevmsrmsrrsssssnnnn 147 109
Attempted home deliVery ... 1,146 85.0
LELCURUR I 1T — 136 101
Completed home delivery ... 1,010 4.9
Altcmped home deliVery .....vmmrmsrnn 1,146 100.0
PRYSICIANS oo 685 59.8
o MIAWIVES s 461 40.2
Taken to hospital ..o 136 119
PRYSICIANS  voovvvvvsvssnsrssnssnssnsnns 58* 5.1
MIAWIVES oo 18* 6.8

Datiantk Qo _— .
%}tlr%{](}\méeoa»%glem:d rep,resented B5% of physician® caeea, 16.9%

Eleven percent of the women who considered
home delivery decided against it for nonmedical
reasons. This number was highest in the lay mid-
wife groups and may have been related to a hesitation
about giving birth without physician back-up. In
the physician-directed servicer, a ommon reason
cited for switching to a hospital hirth was that
Medicaid would cover only hospital deliveries.

; TABLE ||
CitAnALTEiusncs of Mothers

Ca{ifn 2

Number Pctrtnl
. oy (

MOter's Uge .. . ovverrsrnsnnins 1,146. 1000 ' 100.0
<20 s 5.2 173
1.068 r3.2 176
¥35 | 18 1-6 51
Par|tyV Cl. l‘ . 1,146 J¥100.0 1000
(O J S "e729 " 63.6 433
1 a»t/'a»»S««lﬁl*S*’ﬂls 237 20.7 31.0
128 112 133
3 .............................................. 34 3.0 6.0
.......................................... 18 16 6.3
Premilal rare began ... 1,146 100.0 1000
Ist trimmIer s 707 617 728
2nd trimester ... . . 362" 316 20.2
3l trimester .. 74 0.5 45
NONE oo 3 0.3 2.4

'Include* prenatal care unknown.

. The Journal gfReproductive Vedicine



- TABLE BI
Characteristics 0r Presentation and Delivery

Nnte Frrrml

]P %
-Presentation ... 100.0
1 mVertex o e — 1,125  98.2
L ] (L) —— @ (03)
| 1" |- Shoulder...nnnne @  (03)
o o Breech .. Krvnmssssssnssssisss o 21 1.8
Delivery e 1,146  100.0
R0 — 28 . 2.4
Vaginal .o 97.6
Analgesia, 0nly oo s (K) (1.2
Anesthesia, onlV ..o oo @ (0.3)
0] (6) (5
None v o (1,005) - (99.9)

or.l.in

is’:nd 2nd singe Lilir . e 85 74
3rd stage 1abor . 20.5
LOW OICEPS  vvvvvvssvsmsrssrssssrsnnens 1.0
Mid fOFCEPS  vovvvrvrrsrssrssssrssrsns 0.5
LncerHlionX requiring repair ... oo 48 12.9
EDISIOLC MIES . 7.8

Ofthe 1,1-16 women beginning labor at home with
the intention of delivering there, 136 (11.9%) were
sent to the hospital to complete tlieir delivery for
treatment ofintrapartum (11%) or postpartum (0.9%)
problems. Eighty-eight percent of the deliveries
begun at home were completed there. Thus, of the
initial set of women contacting the home delivery
services, 75% successfully gave birth at home.

Four surviving infants required hospitalization
for other than phototherapy within three flays of
deliver)-; a fifth was born very prematurely in the
hospital and remained there for one month.

Table IT presents characteristics of the mothers
and compares them to California statistics for 1973."
Over 90% ere in the optimal ehildhe.-iriug age of
20 lo 23 \e,rs, and tin- average was 21.9 years.
Ten. was a high trnrhct' ((>19!) of primigrariJar
in this series nnd an incidence of grand multiparity
of less tliun 1%. Virtually all the women were
trained in childbirth classes such as Bradley or
l-amaze. All women except one attempted breast
feeding; for a variety of reasons, eight women were
not successful. .

Volume 19, Number 5INoi<end,cr 1977

Results
Delivery; Home Sample

Statistics on the presentations and deliveries are
givenin Table [11. Mostofthe deliveries were normal
vertex presentations. Of the 21 women with breech
presentations, 10 were delivered successfully by
choice at home, and 11 were taken lo the hospital.
The last were all unexpected and with lay midwivcs.

One percent of the women studied had low forceps
deliveries, 0.5% had midforcepa deliveries and 2.4%
were delivered by primary cesarean section. (The
California cesarean section rate was 9.9% in 1973.1
If, .is the Mayo Cliniclfound, half of the cesarean
sections are repeats, then California’s primary
section rate would approximate 5%, or double the
rate in this study.) The indications giver, for forceps
and cesarean deliveries are lisicd in Table V.

TABLE IV

indications for C-Sfctions and Foactrs Deliveries
in Women Becinninc Labor at Home

Nuter
Low forceps delivery
Pn-tracted dBSCENE .vvvvvvvvvvsrvssrsssnsrnsrssssssnns 6
Arrest O BSCENE .o 2
Dysfunctional 1aD0r —....v.veevecvmsrmsrssssssssrsnnes 1
Brow ﬁresentation with arrestof descent ... )
Fetal NRAt dT0P wovvvvvvsrvvssvnes v 1
1
Mid forceps delivery
Protracted deSCeNt .......ovvmvmsmsmmsmmssssnssnsnnn 3
Arrest 0f dBSCENT ..vvvvvvrvsrssrnsnsssrmsrssrsnsnins 1
Dysfunctional 1aD0r ... 1
Fetal heart drop, occiputposteriorpresentation 1
C-sections
Crplmlo>clvic dispmjHIdIUN .o 16
Failure to descend, occiput posterior
presentation, relative CPD ......... R— 6

Aires| of activ phase dilation, fcliil “ii-mt (hop,

COTd X NECK  ovvvvsrvsrrsvssssssrssssssssssnens )
Prolapsed COMt .o.vvvvomvsmvsmmsmensssesssssnen )
Bn-ech with aniiiiutdtit ... 1
Psychotic reaction 10 INOr —..ovvvvvesvvsrvsrrrsnns 1
Acutely dropping fetid heart tr-iiex ... 1
TOXEMIA v 1

= 20



Lacerations requiring repair were lowest (4.4%
and 5.7%) in the lay midwife groups und highest
(40.2%) in the physician group with the shortest
experience in performing home deliveries without
episiotomies. Similarly, cpisiotomies were lower for
the lay midwife-groups than for the physician
groups. x-y

Analgesia and or anesthesia were used in only
2% of the vaginal deliveries. During the first and
second stages of labor, 38 women (3.3%) received

mbuccal oxytocin at home, whereas 47 women (4.1%) .

received 1V oxytocin in the hospital. During the
third stage of labor, 146 mothers hod oxytocin at
home and 89 in the hospital. Mean length of first
stage was 10.2 hours for primigravidae and 4.6 hours
for multigravidae; second stage means were 118 and
45 minutes, respectively. "

Complications of labor and delivery ‘of the home
birth group are shown in Tnblc:V (individual women
may be listed under more than one complication).
Interestingly, the total percentages of complications
were comparable for primigruvidae and multigravidae
(18%). The majority of the intrapartum problems
involved first stage cystocio However, the total
incidence of protracted labor in this scries is notice-
ably low when compared to that in the literature,*
as are meconium staining and fetal heart irregu-
larities.38 There was no maternal hypotension prior
to or during delivery. .

The lay midwives took significantly more of their
patients (16.9%) to the hospital than did th-. physician
groups (8.5%). The former took more  nen to
the hospital for induction for prolonged rupture of
membranes, uterine inertia during the first stage of

TABLE V
1 Complications 01 Labor and Delivery o X

(Individual women may be |istg(d ugder more than one comglication)

Primigravidae (N~ 156/779 * 18.6%)

Conrplication Hoapital Totzjlc Percent*V
Intrapartum ' «
Dystociat 1st stage......... 27 3 6l B84~
Dystocia 2nd stage ......... 10 4 24 33
CPD s 0 23 23 32
Meconium stain, only .... 24 3 21 37
FHT I (c, t meconium) .. 6 -1z 19 20
HYpertension .....vevvevee 369 12y
Hypertension ... 3 Y6+ 9 12y
Blow (trescntution ... 1 2 304 .
Shoulder dystocia ............ N I 2 0.3
T T— o2 2003
011 1- 10 1 15
(tal oo 13 181 .
Postpartum prme e w
Hetnorrltaf, "t ..o 1 3¢ 4 05
ExceaalveIPhIeer.J) L1 -7 -0 18 25
Retainer) placenta ...c..1 10 - 4 14 19
Endometritis..... e 9 ' 2 U 15
I'P depression... . 0 """ 4 4 0.5
Total e 31 20 51

«Single rasra at <l h\dr«nuuo« amn orHt b|o %tcrélna gb:«r ra?(l)(rjl
unitary tract infectio %3 t?lnlYa(':T% pe0|p|toust

|ﬁeroent eomp||cat|una per 729 primigravidae, 417 multutqrawdae

i grUC?rae \p A 3 et me i defined aa: prolonged

r aitrated lat stage failure lo dilate; prolonged

"(on Lif »
( 15 : 1 i
Mullipa.icae (N - 78/417 -18.7%)

. Complication Hime  Hoapiul "Total1 Permitl
Intrapartum PTUvs 1
Dystocia-1st Stupe.......... 2 12« Ut 34
Dystocia 2nd stage ... 4 9 13 31
Meconium stain, only .... 11 . .1 -.12;; 2.9,
FHT j.(c, * meconium) .. 3 jj4 « 7 mll;
Precipitous labor ..1.... 7 .. =0 V.7.% ' 17

Other* . 1 572 _
 TO 8 28 Vet
- n'"e LN VRN AT ,
ire'h Bh
* . g
. Mt
Postpartum 1 'ms Il Y H
H%morrhage ....... ] ............... b sl ¥5( J I.ai
Excessive PP hired ... 9 b BB j3le
Retained placenta........ 4 mvi4. gl LI
Endometritis ......vuvnnen 3PJ1 4" 101
PP depression............. ( 1 I 02
Total o 20«10 '3

*Single canra of CI'D, ahiailder dtrh. fit, oligohyihnmnio

] 1
rmested 2nd stage, failurejto deacend

JHemorrhage |adef|nedaam<vet ja 650 ml; excraaive bleedmg al more titan normal," including th|rd -day poatpartum bleeding.' ' m |
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Complications ok Labor am> IHxiykhy
(Individual women may be listed under more than mie ctuiiplir-Hlion)

| ficyielah (N * 1SYC& —19.6+)
m(j' ' CunpliedM Number  Prru-mt
Intfapartum 'ms °
Dystociaf 15t Stage ... 47 6.9
j- - Dystocia 2nd Stage .....ovrevne 24 35
0] 2.0
Meconium stain, 0nly ... 28 41
FHT i (c, s meconium) ... 6 23
10
Brim presentation................ N 03
Shoulder dvs->0iN ....oovvvvvrnen 1 01
Polyhydramnios —.......ccuemmvsnns 101
Oligohydramnios.........uwswee 10l
't ipitoas LIbor ...oovvvsvvinne 8 12
Other" s 0.9
Tolal v 155
Postpartum -
I'"Hetnorrhaget .. S 07
Excessive bleedingt ... 2.8
Retained placenta .........owwee 2.2
o' ENdOMELITtS ooovvvvvvvsvrsvrrrrnn 15
DEPIESSION ooovvvvervrrsvrsrsrnnns 04
TOtal oo 52

«Single case* of amnionilit, _placenta previa, ahrulplo Pplacenta,
dehydration, urinary tract inTeclii i, 2nd trimester bleeding.

tPercrnl com\})lication for685 MDt'patients, 465 midwive patienlt.
See Table V.

labor, fear of completing ihc delivery at home, falling
felnl heart rote, manual'removal of placenta and
treatment of postpartum hemorrhage. The physician
groups used significantly more oxytocin afler delivery
of the placenta than did the midwives and reported
more precipitous deliveries. Complications by
midwivesinnd physicianslgroups arc shown in Table
VI,

., f| .
"There were no maternal deaths.

- ».rtr;at/il Outcome

Six sets of twins were delivered successfully at
home, bringing the tolal number of births to 1,152,

Fifteen infants, including two sets of twins,
weighed less than 2,501 grams at birth (1.3%).
Most of them (11) were 2,250 grams and over.
Fourteen of the low birthweight infants were bom

J

Vvlume 19i Niinibtr 5!Noxmbtr 1977

Micaitra tN * SYAGL - t7.«*)

CntnpJiralion Numii= ~ Prftrnl*
Intrapartum

Dystocia 15t Stage ... 6.1
Dvstocia 2nd Stage .....vwewwens ... .13 2.8
CPD s 2.2
Meconium stain, only . ..o 1 2.4
FHT I (c, s meconiuml ... ..... 10 2.2

2 04
Brow presentation ............ I 0.2
Shoulder ivsIv-ia .ovevvevven 2 0.4

1 0.2
Oligolivdramnios ........uvwrveee 102
Precipito’ s Libor v 0 0:
OtNer* s -

L] .8
Postpartum
HemOrrhage ..o 4 0.9
Excessive bleeding .....oovve. 2.6
Retained placenta............ 1 15
Endometritis . ....uvrvrnne 11
DEPIESSION ovvvvvrsvsrvsrssnren 2 0.4
TOtl s 30

"Single cases of toxemia, prolapsed cord, I Immbupblebitia.

at borne. One (1,332 grains) was bom in the hospital
after second trimester bleeding and remained there
for a month. Two of the smaller babies (1,729 and
2,154 grams) were admitted to the hospital with
mild respiratory distress syndrome.

As noted earlier, some mothers, were medically
screened out of the home delivery group because
of premature labor. There were 20 such patients.
If they are included, the lo'M premature rale becomes
women 20 to 29 was 5.3%.) All the low birth weight
babies survived without other postnatal complications
other than those mentioned above.

The average Aj "ar scores were high—8.9 and
9.7 at one and five minutes— and were usually
assessed by a nurse or lay midwife who did not
deliver the infartl. Though the scores may be in-
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it {uudxr kud&% DrIi.eryl!

Congenita] defect* .......... Vgl "52°¢
PDA m*f ... ..., : N "™> Home
Coarctation of aorta ... Hume
Omphalocgle ... ®  Home
Myclumeningoccle, thoracic < . - Home
Multiple minor anomalies Hospital
Down's Syndrome ... ... : . Home
Cerebral palsy ... 2 L7 Home
oA Home
Surgical conditions ......eeeveee 1‘ 2 L7 Hume
Low birlhwright ..o -1S".. w31  Hospital
Home
« V « ' Home
Other:  Home
LDV | T.ove t&km «
r- 'm pee e F e kit KT BRI

flaled, they probably are no more so than in thch'
hospltal where the physician delivering the Infant
assesses the Apgar.
at home and in the hospital had one-minute Apgar
scores of 4 to 6, and seven infants (0.6%) had one-
minute Apgars of3 or less nnd required resuscitation.
(Drage and Berendcs* found a 21% incidence of
one-minute Apgar scores b"
both prenatally and intrapartum, may be associated
with these relatively high scores.

« Two other surviving infants were admitted lo the
hospital during the fast three days— one for repair

of an omphalocele and one who was the result of an

una'tended (the only one) delivery with gross meconi-
um staining and fetal distress nnd who was taken

to the hospital within 10 minutes after delivery, ;
where intubation and lavage were riot performed.

This delivery was part of the lay midwife sample.

Table VII describes the cases of infant morbidity

and their outcome. .

Four infants (0.3%) were ncurologicnlly abnormal
at follow-up: two had ceiebral palsy and two wire
mentally retarded. This finding compares favorahly
with the 1.7% incidence of neurologically abnormal
infants at one year found by the National Institute
of Neurological Diseases and Stroke.10 A fifth wus
slow, albeit consistent, in developlng and did not
walk until 18 months.

Forty infants (3.5%) horn both -

7.) Lack of drugs,T « follow-up was 11.5 months.

- Infant Morbiojtv om0 » 1)
CumplKjliont Om:gme °}> > ! &
*

None Repalred surgicnyy,al one ye Hi I !
None Repaired surglca'lly]aa}/tvvo yegr'* 1 i
None Repano i*mgically at 15 hour* ; ;1) H
None Mental and motor retardation at 18 months "
HHT 1. ¢S No mental or motor returdation at one year
M .-conium Mental retardation

Do it
Meconium+++  Motor retardation '
FHT 1 L |

None Mild spastic with slow verbal developmenti’
None Pyloric stenosis reJalred at live midnight day
2nd Tri Bleed 1,332 ¢, in hospltbl bhe month, hfproblem
None 1,729 g, in hospital two weeks, mild RPS
Breech 2,154 ¢, in hospital 12 days mild HDS j
None No problem* | ; "
T " ST,

*3>|_rl
| jjr

, ¥ In addition to those Ilsted i akle VJl thega,wef? .
>21 cases (1.8%) ofjaundice requiting Jp||0tatherapyj
mOnly a few not already in the hospital'Were admitted,’
Jfor parents were able to rig up flourescenl lights over,
bassinets at home. Three babies with failure lo llirive .
were switched from breast td-bottle feeding, with
successful rcsultB. The average length ibf infap
Some childreiij are si;

~ being follow cd now"at tlirce to five years ofagc.j Ov

80% were followed at lenst six months. - T, §

The nine women with previous fetal deaths h*d
no comfplications. T SIHL
TABLE VIII "I

Pkiunaial Outcome |
.............. . [ -

* y = Sujr m Califania

NumtKr fair 'fair — 1973
i{1. [
Total DirthS®....cnn. . 1,152 1 ~Jh' i
Live Dirths* s . 1.147 ‘ v
leta) deaths ..o, om 5. 43 L 102,
6 5.2 10.3
Total perinatal deaths AVAEAN N 9. 5

I|—T 203, |
-ui-

1.3% |1I 6.4%.
1 »}

laiw hirlhweighl (<2,501 g) o 1S
*Inrludrf. *i» sett nf twin*.

PeUl and )>ctinaial dentil rtr» arC hated on 1, 000 totnl b|r|hk ||r0n|]u
death rates, on 1,000 live births. Sill,



TAULE 1IX

't - Causes or Fkmnatal Death
1 Kfrmitine Nuntwr drlivrry Gunjili< atiotu Crei- g

stnonths cat. b e . Home None Rh ineompalahilily, insisted on home delivery

55 WEEKS cor grve. A0 2 Home None Intrauterine death, unknown cause

Darinavina r 0o 1 Hospital  Amnionirit, Overwhelming intrauicrine sepsis

e 1UD in place

DUMING TAIW T s v 1 Hume None Unknown cause

2 88YS 1 Hospital  None Macrosnmia, single umhilical artery, hiluleral adrenal
[ T hemorrhage, numerous congenital anomalies

4riv e Homt None Cystic fibrosis, meconium ilius, ptisinpcrHliveperolinilis

and sepsis

T OPHTE o . Home None Gwrclalion -, aorta

tojays : Home None Cor biloculsrc

U . Home None Sudden infant death syndrome

s PR Home None aeeer SUrGery for tetralogy of Fallot

Perinatal outcome rales and the causes of fetal
and infant deaths art given in Tobies VIII and IX.
The perinatal mortality rate in this study is signifi-
cantly lower (95% confidence interval) than the
20.3% ratejor the slate of California in 1973. The
slate’s fetal death rate in that vent for white women
*20 to 29 was 8.2 per 1,000 total bird s as compared
to 4.3 in th$. home birth series. Unfortunately, there
ms no comparable neonatal death rate available fcr
t»fb specific group.

There was no association in this series between
length of first or second stage labor nnd the incidence
of low Apgar scores at birth or other complications.
Arrest of descent was weakly associated with some-
what lower Apgar scores, but this was also strongly
associated with the use offorceps, and the total num-
ber of cases was loo small to draw meaningful con-
clusions. There were 14 cases of prolonged rupture
fomembranes but no resultant infections in the
infants.

Til*- ax'rage <. tif h«omo deliveries il tin: phvs*-
ci.ti-div< led v.-rvicvs wa> irod.l fi. motli.rand u ');
fev the entire study |)oliulatioii, 5277. This was an
all-inclusive rate, covering ptcnalnl care, home visits
postpartum nnd all necessary supplies. The average
cost for total carc with hospital delivery and three
days' hospitalization was S1,450. This latter figure
is low, for it doe6 not include the additional fee for

~ o lume 19, Number 51November 1977

cesarean section. (Estimated figt es for a normal
vertex delivery in California hospitals in 1975 were
51,150 to 1,550.)

This is a self-selected healthy group of women,
screened for obvious problems and complications
occurring during pregnancy, so the data presented
here are not directly comparable to state statistics.
Still, their outcomes are better than average and the
complication rates lower than expected.

Generally, the response of physicinns to home
delivery hns been negative. Mimy view home birth
as an irresponsible risk to mother and child. They
do not encourage or attend home delivexies, and
many have refused to give prenatal care, advice or
instruction to couples planning home birth.

There is a dichotomy in obstetric thinking today.
There is the technological trend represented by
high-risk obstetric units with fetal monitoring and
tc.uiil) avail.:*.le medical ami surgical iut.-'V'-.itimi,
and there is llic family-centered, «u:ral childbirth
trend represented in its extreme by nuplos planning
home delivery without any incdici 1 support. Re-
ducing the antagonism between these divergent
ﬁoles_ would enhance care for women choosing
ospital deliveries as well as for those choosing
home deliveries.

2R9



More studies of this kind are needed before any
eonclu™Mons ean bo drawn. However, evidence from
llis isludy population strogly suggests thet home .

I delivery isa safe altermative for medically screened,
Jhealthy women; they deserve adequate care for the
miclivery nf their choice. This care would include

prenatal care by a physician, child birth education
,and lonly necessary intervention by attendants.
eHospitals should be encouraged lo adopt those

techniques of home birth that improve pregnancy

outcome., These techniques would include perineal 6. Hazell LH:AstudgofBOO elective home hirths. Birth and
massage and gentle head delivery to avoid cpisioto- * the Family 2:11-18, 1975 - -,
mies-and lacerations, choiice of the use of analgesia 7. Hazell LH: Birth Goes Home. Seattle. ICEA Press, 1975
and anesthesia and provision ofa supportive, friendly 1 8. %{l)?gr?toMWEarS]gl%eﬁé (1:8563 of the High Risk Neonate.
f.  and comfortable environment for labor and celivery. g Leng R: e Bith Book. Pulo Alo, CA, Science & Befavio
10. Niswumler KR, Cordon M: The Women and Their Preg-
Acknowledgment nancies. The Co Iobor?tlve Permat?J Study of the National
rekcomedgrent s grasttly nade w oot LUUHGILIRSERINE D
;Mndore and Deborah Wingard for their statistical WB Suunders, 1972, p 49
*and editorial assistance in the preparation of this  11. Slate of California, Department of Health, Center fur Health
manuscript Statistics, 1975 J
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nil 1?--- i P Address reprmt_re%uests to: L ewis E. Mehl, M.D., Director
Wiigh peife o of Research, Ingtitute for Childbirth and Family Research,
PG e A0S, 2522 Dana S1, Suite 20L, Berkeley, California 94704,
& R R B TRV S
1
“o*! | RV > N ]
-T. P i. AVt '(<< - Mok, kKoK J* i '
wlh’ * * &. i
fi m Pooof AV v T - x
APl [ > -
I"'t"s-v i<, b ‘MrPfr't
" *>*/' > —
p-K N <250 n 1
WS a1 ' his s
m | | Q ) _
iy m —— s.
ihitiet e M A pe 1
-' "" _ >, trx_\/
(p-JI LI i i e .Ij ‘- A ;1\‘/3 oo
for e * ik
[ # -0 fvi, e rev - w3 oro-slav-
» « A,
t 1+t 4
1.3+ W * o meivl;te s /) AR
'St < /. w It (VARS “-- 'W_* .
YHSL o et PR o) e > e i — T «
4oy | v - o e v P
flllt_T ’tr ) |&*.* > -0 (to yo N’i'
ifer "o MtX.oF b Gowa' e ] * K WA 1
I"gJi
lllAy "L - . >0 o LT v | f-*n * %

References

1. Aam LA. Srfrtl F: laiw-inridencr cesarean wt limi: 12 year
rx?renence. Mayo Clinic I'ror 50:365-369, 1975

2. Drape JS. Bejrutlr* H: Apﬁw scores_untl outcome of the
newborn. Peiliatr Clin North Am 13:635-013, 1966

3. Eastman NJ, Heilman LM: Williams Obstetric*. New York,
Appleton-Century-Croftx, 1966, p 988 _ _

4. Friedman EA: Pa%terni of labor os indicators of risk. Clin
Obstct GYnecol 16:172-183, 1973 <~ o

5. Greenltil ical Principles and

JP, Friedman EA: Biolog

%%em Practice of Obstetrics. Philadgiphia, WB Saunders,




RISK FACTORS 1IN LOW RISK CHILDBIRTHl’2

myb

I I. Differences between

home and hospital births

Vo3

rfPi
)"*.
s
“fij;

3

Lewis E. Mehl, M.D. UERKEIEY FR.i'lY ke 1]
Jean-Richard Ramiel, B.A. drq * .

o H Barbara Hoff, R.N. - AjLLB

Brenda Leininger, R.N.

Gail H. Peterson, M.S.S.W.

H*

z
e

Don C. Creevy, M.D., F.A._C.0.G. - -

Center for Research on Birth and Human Development

-l Berkeley, California 94702
. Address communication to: <
I Dr." Mehl, CRBHD

2522 Dana St., Suite 201
Berkeley, California 94704

Presented at the annual meeting of the American Pub-

Health Association, Washington, D.C., October 31;.,J#77.
0 i .

I Supported 1in part by a grant from the American ,
ndation for Maternal and Child Health, New York, New York.



Summary 4 i
&F
V. m
Previous studies with matched low-risk populations
. . . .. it il
.indicated .that a planned home delivery group did better.)on";"3ome
indicators of perinatal outcome than a planned hospital groupJ
il
Matching was done with a gase—control format so that each of the
. e
1046 women planning a home birth were matched with a counterpart if
¥
planning a hospital birth who was the same age, had thefsamf 1, ir
- - . m * L -a, : |
length of gestation, education, presentation, individual risk:1t ﬁ
i-
factors, and total risk factor scale. The planned hospital group 2 H
had significantly, more fetal distress, meconium staining, birth §jJ |
. avs evii.f.i L.
injuries,” post partum hemorrhages®; and lower Apgar scores at one ij;
i ||J ‘M| 1
and five minutes. The planned hospital groap also expenemmr@ A
|1.>
more forceps deliverjlLes, oxytocin, .and analgesia compared to ,the ji
W s & v N BN e i i 4o St
planned home group,lalong W|th exposure to more obstetrlcal mro— !
=, - ~> m . fflr- rt|f|sII

cedures. " r-ri,*i ¢ -9 .r ' .

‘ol *

Canonical correlation analysis indicated that probable
reasons for these differences did relate to the differences found®")
between the two groups" in the use of analgesia, forceps for de- ;
livery, and oxytocin-. The combination of forceps, obstetricalj j
procedures, and an aggressive management philosophy were associ-

aled with more birth injuries, fetal distress, lower Apgar scores,
1 *
resuscitation, and SL and ill degree lacerations The cohmi$— LN
gttt tH. |
ation of analgesia and- an aggresseve maeagement phflosophy waj . (
associated with %ore fetal distress, resuscitation, aHd'Jew*ApgarJE
) Voo S e *oa i

scores". Finally, the combination of oxytocin for labor and obstet-f

. . . . i [N
rical procedures was associated with more fetal distress, infant Jj

I
Y AT



2 - .V . o ffg

P ‘-L:;
o ¥ ¥ 1 Su
S m -~ « ™
resuscitation, and postpartum uterine atony, psychiatric depres-];:
sion, and postpartunm placenta problems M. a-J-");

Fomyte o 4! ] [*-*)..
The results

m '). " .S I:
of this study suggested that an aggressive

management philosophy for the low risk patient may ng} be cmmrurq -

ent with tue needs of such patients. It was also suggeﬁted that-"

: W,
forceps, analgesia, and o*mtocin have 1intrinsic risks above those
associated with the reasons for" their use. The use of aggressive = ,»

. . t*(
or active management of labor with many |ntervem=|0ns for thﬁ i
¢ 0. [ -
low-risk patient is suggested to increase risk for some patients, .. X -
H ol J
although more study 1is needed to understand how this effect is
' v [
mediated. - , '**% !/\' §
*eo . Low % A "*
.-Key words: obstetrical-procedures perimatal zoutcome :* it|
18 Cv L oV o WoF i jid
Oxytocin fetal distress _ obstetrical "inteigwemtion \

B | ij-ir



-If Introduction

o

-l
>&home deliveries with 1,.046 women planning hospital deliveries

In previous research we matched 1,046 women planning

and found interesting differences®™ in obstetrical outcome (Mehl

J * *
J wijlo77). Matching was done on a case by case basis for such
s __ I . .
parameters as maternal age., length of gestation, maternal education
*<.?** - 1 = T o

Nepresentation, prenatal risk factors and total risk factor score.

* 3

- I - L ]

gﬂ%moﬂlhom an% hospital populations were low risk and received

Ipll -i liv U K- . - o o
.~childbirth preparation. The planned hospital group was found to

ehave significantly more fetal distress, meconium staining, birth
trauma, postpartum hemorrhages, and the like. Apgar“scores .at one
<jppnd five minutes were also significantly"lower. Possible.reasons

iJII-ij 1 m . . SR .
fof this were discussed-, 1including greater use of forceps, oxytocin

;T i
if'mﬁ analgesia in the planned hospital-group as well a£ a more

aggressive interventionist attitude on the part of h6spital prac-

bl TH] " L krfe: } ) e ¥ "t M- v
itionersi. This was characterized by a more frequent us of ob-

o' il -
inptetHfEHf'procedures.
i f 1 1
fer Our interest was ip furth"er investigating these differences,
1

To "do this we choose to subject a portion of the sample to statis-

(-1 . _ i
jd;neﬂ analysis in-order to increase our understanding of what fac-

S R n?
tors might be contributing to the differences found.



@%ﬁ Methods

Sample Selection

w e * ( »

Since 1973 we have been collecting data on both planned

v . . . . - -

home and hospital deliveries. For home deliveries, we have ident-

*
> ified reliable practitioners (obstetricians, midwives, family

g ** < - - * . efe " *kkgy *

: # 0" .
pfacgitioners, etc.), with adequate record-keeping. We have spo-
R ] ;

iﬁa ken With them to understand their definition*of terms, their mode

pediatrics! We then collect data on every consecutive birth they
> e y A T V. .. '

& attend, using them as "index practitioners."” This solves one

mjl of the sampling problems involved in studying a phenomenon such as

Jl'g -. - r. / 1

| home birth. Birth certificate reporting in the United"States is
grossly underrepresented for hortie births, with a bias toward

4r¢ * * - < . = *o * * L
complicated deliveries that come in contuct with health facilities

if . - -- -

(ji being uniformly reported "(as required by law) and®"uncomplicated,

kSD * , *[i o 7 i,‘ oh , L) » * i'
successful home births not being reported. Reasons related to

m|r us by parents for this under-reporting include fear of harassment
S?A by public health authorities, fear of eliciting prosecution for
M unlicensed birth attendants, desire for nonir.voivement with the

N“established health-governmental system, lack of initiative, and.

prior to the cessation of selective service induction, a desire

*® . »

to nor provide a moar.s for the Selective Service System to locs™.e

their male child. We have found that birth certificate reporting
JL Dm 1" | * - \* " ecee™" o o ;
td ranges from 25 percent to 100 percent, with low reporting occur-

i -1 .- r-\
$| ring more with unlicensed attendants and high reporting occurring

L when births are attended by Iicensq% physiciaQsVor @idwives (Mehl
r i hoe * m w 0

e ommm ST . V,-. k/V;.;-
\jlet al., 1975; Mehl and Stewart, 1977). Because of this, birth

H .



tg t-tem

m - - | i.
certificates cannot be used to randomly select a home birth sampidJifc™”
F ' If

Neither do birth certificates differentiate between planned and , [k
unplanned out-of-hospital delivery, type and training of attendant, ;"1

and sociodemographic characteristics of the mother. Without {this;- &
) ) ) - JVEJT- 1
information, data would be" meaningless,
I
Our question of interest is if selected women can deliver

“o vt -
at home attended by competent, trained practitioners without un-

reasonably increasing .risk. * e

For purposes of. this study we included only data from jp§1y—'i-s— t

sicians, and not" from mldW|ves working mdependently of physicians ]

/* * eT-err g r s R -
(Mehl, 1976). I [ a;

. 8ir

Hone dellverydatawas taken from fourpractices:
- o Hf . J - 4, uc*u*umo. LTI 4 ',o*”-Su*r> *|n '\ﬂfr

* ° *

1 ageneralfamily pra(:tice inwestern MarlnCounty,-, e il- -

Callfornlalcomposed of three family physicians and tJhJ(I]'ee rq

n 0%

midwives; el , m /0

\H: < ?

2) a general fTamily practice in Mill Valley/ California, 1

- * = \]I* “;‘c LS ° .V_ gk *,'. P \Vj

composed of two family physicians and two midwives; !

3) a birth service in Berkeley, Califirnia, consisting

TR e | e et .. o A x| Ue . iii-
.of one neonatologist and*-two midwives; and..... ft-
> e o el >l *r--r:- v V. *qF
4) a birth.service insouthern _Wisconsin,consisting of, , [
" _l.r jI
two family physicians and two midwives. g/

The time from which those deliveries occurred ranged from

1970 to 1976. Data collection was retrospective (except in the inC;
.. e " Tesses o - 51 -1j ft
fourth practice, which waa prospe:ctive) and su.ff-ered from the'lim—,i Ia’r)*
itations of all retrospective chart review studies. —al. |
* 1 1*2 i f oo
Hospital deliveries were collected from two hospitals in j§
-------- 4 Tt X jmixf-fgp N SR e fonmnn T U ]| ER VN I -
Mad 1974- from the planned < ;

L wawm .



2>‘>j{r hospital deliveries (nhot screened-out home deliveries) of the fTirst
< i

home, birth practice. A total of 8,000 deliveries were available

I

for analysis. Both V7isconsin hospitals were private community

hospitals affiliated with university teaching programs. Details

of their function are available -in Mehl et al. (1977).

I
: Birth attendants wpre categorized as either having an ag-
?

WK » .

gressivs management philosophy or a conservative management philo7/

H:J sophy.
k

eq* <
.1 h
‘. *

: ®| _
10 ; Data Analysis
WG > . e e - e i i
17 =% I Matching was carried out as described in Mehl et al. (1977),v
p 1

) blIJt with the elimination of cases of midwives. IMatchingl criteria ;
ri* ! .
o5(1 *

’.i L _. L d . - _ . .
:Sl(j were Jrnaterr.lfal age, risk factor score, individual ma(jor risk fac-

tors,, parity, length of gestation, presentation?, and maternal edu-

AI 1

x cation. Missing data was replaced by the sample mean for age, edur
‘g |
Fe cation, and length of gestation. The incidence of this was small.

Matching was done by means of a face sheet as described in

Mehl et al. (1977) and was done so that the delivery character- -
$! .
isties wonld not be known to the matcher. Matching was random.

Cases were selected 1in chronological crder from the hospital group.
TI]A match was searched for in the home group. If no match was found,
|

the hospital case was put aside, and the search‘was .repeated for"

'M - i - o*
df. the next card. — = T e _e ¥ y:. f
' : Matched-cases were keypunched and“entered- onto magnetic

Mi- - # % : . V mm Loy me oyt
1 tape. A canonical correlation analysis®was then* pierformed for the



T- ancrjp

et
il iif
entire sample (Anderson, 1958) wusing the CANCORR procedure OP:i’Sjl

the SPSS series of.statistical programs (Nie et al., 1975) as; "l

o*

adapted for the CDC 6000 computer series (Version".5, Vogelback * if

Computing Center, Northwestern University). Analysis was perform-; Ik
.« < 1;i

ed ag the University of California, Bgrkeley Computing Center ;

on the CDC 6400 system. * SJm* =

*

A total of 94 variables -were used in the analysis repre-" a*
e e [ ] o S
senting prenatal characteristics and complications, and neonatal *
L. . . . K j*l o
and maternal outcome measures. Variables used in canonical cor- ]
F

relation analysis are already partialed out from each other, so
>, D
that variable overlap is eliminated to the extent that 1is possible.

v
i)
Results

‘>, " - L I VAt | N R
- e _Results of the a-nalysis are shown.in Table 1. T.h_t_a .Va.r-i‘:al_';_l.ii-
bles loading most highly on the first.canonical variab]e We&e ﬁﬁ.!“
the linear combinafioH of forcegs, obstetrical proceduges,landqn f
aggressive manageméﬁ%A?,.'This.group was associated with birthi'.lijnjulrlﬂ
i-."s, fetal distress/“low.Apgqr&sc?res.qt 1 minute and 5.min9tes:— Wﬁ

need for resuscitation,, and third and fourth edegree lacerations-;*

Only the hospital practitioners did ell otive forceps and the, plan-
[] o e

- - ] .. o> * i
ned hospital group had "30.%-.forcep« deliveries compared*; tavVi-.2 for-Jjv

-y . . COAY v % g
the planmeg fome group*.(Forceps, fpr -this, group werp:, uped onFA"jj:j"
m - W A - - T ek
after transport to the hospital) . The inclusion of planned,;hosp*rci
. e * - .
ital in the first,et-may*reflect-a, philosophical.difference of -
ok . * R S LS . 1 *¢ - * . Jyj ’j'
theﬂhospital pragtigionirs.in;defining;the:need_for forceps; I -
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>V

The-second canonical variable consisted of the linear com-
bination x% analgesia and planned hospital delivery 1in associa-
Sl T : - ot
tion with the combination of fetal destress, low Apgar scores at -.
M ;L hv L - I - ese
Jdi and 5 minutes and .need for neonatal resuscitation. & J& * -
I gtrit =r - - . F e F . o e<X

it
m

lw«r

u_j?

i
a

; The third canonical variable consisted of the linear com-
bination of first stage ocytocin, second stage oxytocin," "and ob-
stetrical procedures in"association with a linear combination of

newborn metabolic problems, poor infant condition, maternal infec-
izt - * pe
tlon”™ Fnfant resuscitation, fetal distress®, and transport to neo—

natal intensive care. The canonical correlation coefficients were

0.68,)J0.54,"and 0.32,- respectively. All were significant. ~

As a check on the loadings of variables on the canonical
variables, the sample was split-into two random parts. This was "A;;

done by adding the subject number and the attendant number and "e.™P"
No# . fr

then creating two groups based upon whether the last digit was v
-- ° o ' *o

even or odd. The variability of the loading“"was®™ not more "than

10 percent. e =

rim

Discussion

Our interest 1is in understanding what factors contribute

to differences in obstetrical outcome among ,a sel'iesof*populations.
' A

R S e e \/-

Canonical correlation analysis is one way of-sorting out a:series

of significant relationships from among a large, number of var-

1 y.L «

m* [ S B SN ‘ )
SfVi bl &s > Since many of the variables involved were effect coded > ..

jwTth 1*s and O*s, the difficulty of fitting these®values into a

ah

fl

i - -t o» . * © \-st -

*»
el » -

VTV
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il e I

\'m
linear equation increases. Thus, smaller canonical correlations | ﬁf

may be more significant with the use of effect coding than with .
the use of continuous variables. Because of the non-normality of
effect coded variables, discussion continues regarding the bes_t ’r'$j|
method for significance testing. One commonly accepted methc:j! fo?: ot
verification of important I;'elationships found 1s to repeat the" - n
analysis, on randomly chosen subsamples- (0,. Brillinger, personal Jif

1 J
communication,. 197 7 ) This procedure in the cur-rent sample esug- ;!

b

gested thatf at, least for. this sample, the relationships found jj--j]3

were valid, ones.". - L e Ccjme _
» » ® [} li
The.predominant .loading of outcome measures onto the selc- i ilf

- -1
ond set. of ._.the *first canonical variable , (cf. Table *1) related |to |l Hm
- - > Do - “ Doymeel( T » PR
difficulties with the infant.. These included intrapartum fetal- .:i ;
o J . ®

distress, low Apgar”scores,. a need for resuscitation, and poor, (,

infant, .condition. - 7(Poor ,ix»fant condition was a six-point iratijng eijiF |||
i i T - i fiimel 1j:
scale developed .from considering all® factors operative during | )

$

1 re ;y
.the first hours of life. ) These were associated with—the——ljnear h; 43

I!_l; LEL I

combination of planned hospital (delivery and analgesia. The plan- A
L/ - = P .‘V

ned hospital variable could aIS(; reflect population, differences. %}f

- ; il N ]§

VJomen planning out-of-hospital birth may be more attentive to ~

jrix
Poor infant condition was derived according to the fol —
lowing scheme: .-,V - * Jl i
O7 .noproblemsAcw-"1v."-r r J - - ,
1 - one minor problem, e.g., mild hypothermia or. aero- ,i. Hj.
] cY?9?sis.<E 0 r 2d ) "cibCf— ?S:
2 - several minor problenms * o) wdtmity -X;{;ﬂ'—)'; f-ig"
..3 - one or more Major problems. ., .=
4 - severe distress, need for intensive care, r”suscita-r I;="T3<

= =l ir A



"having a good di'~7 to avoiding chemical or drug exposure during
pregnancy, to not smoking, and the like. Another component of

this variable may be related to an environmental stress factor

operative in the hospital setting. All of the speculations re-
m ' ° . -

guire further 1investigation.
rift’ i i =L e e

-1 For the third canonical variables deleterious effects of

oxytocin administration begin to become apparent along with ob-
*_.P .
<) stetrical procedures. Such procedures included amniotomy, fetal

«: .l t'- .. - -
monitoring, etc.t More cases are needed to separate out exactly

L J L ] I
which obstetrical procedures affected the loading, or whether the

effects of procedures are additive. The possible similarities ” of

*

these results with the findings of Caldeyro-Barcia®s group deserve

&

- = - N

comment. In several studies.from Dr. Caldeyro-Barcials research
e

group 1in Montevideo, Uruguay, deleterious effects of artificial \

>
-
—

—=3 4

ijjrupture of membranes and .use of oxytocin have been demonstrated
Iofro i - - -
J. (Schwarcz et al., 1973, 1974a1 b, 1975; Caldeynoziarcia et-al.,

J 1o

ﬁllQ?Z, 1@74), It will be most interesting to see what factors

ﬁgsepqrate out as the important qne(s) as we continue the analysis.
[ A . ,
[ The use of oxytocin and obstetrical procedures was associ-
L] ; - .‘-‘*
ated with newborn metabolic problems Tacidosis, hypoglycemia, etc.),

v, maternal 1infections, infant resuscitation, poor infant condition,
}.

fetal distress, and transport to neonatal intensive care.

In conclusion, there seem to be reasons for the outcome

»if; . : -

differences previously found between the planned home delivery
;g i - . - S YV =
"frpatients and the planned hospital delivery patientsT*l-t 1Is ira-

eoe - »{ e ii °; - - |

mjlfportant to stress that the reasons for obstetrical procedures,

iShoxytocin, and the like have been partialed out™”to the extent posy.

r
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i = Hjj m e

sible i*hen the variables enter the analysis. Thus, 1in thif anal-i1i*
e eee . L LI, mE e _ < e M*H T-

ysis, we are seeing, to the extent the partialing was successful,:;;

o . i1 o4
the effect of procedural .variables, per se. Further research Is Wi

' L ] %
needed to better understand the relations that are beginning fto 5j

* l:{
be elucidated. Also from bur analysis of the initial hospital-

home comparison sample, (see Table 1) it would appear that analge-

;ia, forceps and oxytocin;are associated with increased infant Srir-
ISfc
problems and that their elective use should be discouraged. far™ « j-

the.r work

s . ?'m

is needed-to. understand the

K*4 *, *

relationship between benr. ..hj;

u V.

______ . ol B

risks which thq use_o&_thesq p(ocedqres Qn@ail,> i ... l:

[ ) .*-'}7(‘ i$(-

»*y, ! - «.nr
vi . - .Vli t
-5. if'-bl_qv
W
S:
. ok .- <k oy It
. ** o |
R A eV
e i e j”_
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Matched Sample

1st Canonical-Variablo 2nd*Canonical Variable $ 3rd Canonical Variable
» ' i WV
e ', Forcepéi (0.92) e ' “-1 vin = Analgesia (0.72) o> .\ " Te Oxytocin 1st stage (0.82)
° .;':.***» °. *o - K} * %
1st Set Obstetrical procedure (0.34). Aggressive management » Oxytocin 2nd stage (0,71)
11 . ) .4phi|osophy (0.2%)
Aggressive management” ! le' £ T. 4 . . Obstetrical procedure (0.63) v
i = philosophy. (0?58 * - Co
. Lo o .
Birth injuries (0.82) Fetal distress (0.44)" 1" Newborn metabolic problem
ot ' T; ! - ® LI t;" ece " eoce ° (0_44)
Fetal zdistress (0.50)" , &H*\ > Low Apgar at,I*mini (0.49)".*=  poor infant.condition (0.35)
« v . ' ' '} , ! . e - « t.
e <N Lowfpgan—'atl min. (0.46K"*" Low,Apgar at.5 min, (0.36" * m.Material infection (0.26)
. ' 10 *ox . ; L] - < _i .I R i . *
2nd Set Low Apgar at5 min. (0.39)" :- Poor infant condition (0.34). -l,,nfantj' resusoitation (0.30)
o " - o o - . - ? e __j , .‘ A B ' . t %
. »~ "Resuscitation 7 (0.37) R Rsﬁuscitation (0.32) =; Fetal distiess/(0.64)
Ilee .I
-3rd %egree lacerations (0,71) . i ot- T *Transport to neonatal
e ce o o 1 1 T
T Tt : o v " " - intensive care e (0.28)
< . 4th degree lacerations (OLSZ? et o G - - o |
- - . - e i =-_'4yi - 1KY
\»* i " -3 "o m -
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. ABSTRACT o
) LT . . . L
Medical record/s of 1,146 elective home births from 5 home delivefy

cervices in northern California vere compa?ed with medical records
of 180 planned hospital deliveries conducted by one of the same services”
and consistiné of women who met their criteria for home delivery. Three
of the services -consisted of tantily 'physicians and nursc-tnfdwives, while
two consisted of lay midwives, without immediate physician supervision.
5a.tes of medical complications*in both" groups vere low. S.ignificantly
more analgesia and anesthesia (although low) was used in the'planned
hospital group; the incidence of low Apgar scores iin this group was high-.
cr than for the planned home group. Results of both groups were better
than those of " the general p0pu|at|on P033|b|e reasons fcr this are dis-
dussed.. Most other measures of perlnatal outcome and complications were
noC significantly different between the two. groups or petween physicians
sand midwives." The neona’ 1 mortaﬂty rate vias 5. 0/1000the perinatal
.mortality rate was 9.5/1000. There were no maternal deaths, These#hg .
urcs support the conclusion that in 2 self-sclected, medically screened

populat|on home delivery'can be a safe alternative. Possible reasons for

tills are C|ted IREREY K
. * « . - ) - .
o ' o o ) o ! ! Key Words . . . [ .
R Home Birth Midwife" * Perinatal ' *
' . "’i k% % % % N , v 0 0 . ;
.+ “meonatal Mortality. *™ Infant Morbidity | e
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Jl I'ntroduction

L Ve began our studies on the statistical outcomes of home deliveries

"pbecause of the tremendous rLse
. © * [}
1

in the num?erkof.home deljveries across the
N b *

L]
L] L] L]

-j*country and the lack of available data on their outcomes.

Ve had hoped to

provide data vhich parents end professionals could use on their individual

* scales of relative value along .vith the already available experiential data

on emotional outcomes as they weighed risks and benefits to determine

.what kind of delivery they would choose to have or to attend. Thepurpose* «/

of this study was to compare the outcomes,of 1176 elective homedeliveries - *
: - . — eo " V>.' e e . > =

%vith 180 similarly selected hospitei

deliveries performed Vy one of the same
*ox . -

- v %

- |
groups of physicians involved in the homedeliveries. ;/



Methods " . * * .
_.* . - *. L ]

° &% o b *
« i l ' f
- . . . o .** » . K e * *

; Chjir sources of data for the 1176 elective home deliveries and our methods of

o o *
..I ,

analysis have been described elsewhere (Mchl, et al.,1976).

In summary these
PS n

--deliveries were collected from the medickl charts of five San Francisco éay
" # ..* *
Area servicesconsisting ofthreephysician- mldV|fe

* o

*
groups: arural-based
. »

s «
family practice in Western Marin County, an urban-based family practice in m

Hill Valley, and onurban-basedgroup consisting of one physicist (trained .

. In pediatrics/neonatology) and two"midwives; and two midvife groups consisting

aC10 lay mldV|yes in Santa Cruz County and 1 lay.midwife in Sonoma County.
-0 m :
50.2[ of the- dellverles vere performed by physicians Rnd &O 8< by lay mIdWIVCS

;Thc methods of operation of these services, their”

screening Procedures. ee T
IJ_J a oe L _J * . - ) .
“eobstetrical philosophies and practlces and the .sociodeffographic characteristics
© Efl © - © = o e . - °o
nﬁf their populatlon have all been deSCQIbed clsevhere (Mdﬂ et al.,1976). - <"
3 * 1
mli] - - T - y S B
, e * o%* r Fkk # e * . * * k o * LIPS
i " The planned hospital comparison group vas drawn from the records of the .mm
1
Point Reyes family practice and consisted of 180. deliveries. These women come ~~
.'JF - © > T * . * mm * % -
-from the same population pool as those women plannlng home deliveries and had -
many"of the same attitudinal sets. They would heNe been attended at home had
4- * R - * Tt

. they chosen v.- dellver there.

Women W|th compllcatlons of prenatal care obviating

, .
/<a,home dellvery vere excluded from this sample For the hospital comparison

ifto - - - . - - -

=il

group 8I. 2% were followed at least six months 110 of the infants and mothers

were dlscharged at the end of two hours post-delivery." n7ie hospital comparison

. T b 70 .o S - ® v (1}
group tended to be less from the counter-culturc and v-crc characterized-by a

* o X o *

Bore @niform mlddle class socioeconomic backgroupd W|th usually one or both *~

le * * N

“parents a college graduate * w7 Te T

o ok <= /



DISCUSSION .o . oo™

° *

e " e e * e

e -Each group was a self-selected health group of -women scre*Chcd for

“« ° ’ ° T &
complicating medical problems. Comparisons between the home birth group

and the planned hospital group suggests that for women delivering in the

heme with the particular philosophies and practiées of this partidular

group of practitiopers, there wags, no significant incrgase in.risk with

* L]
- * - - [ ] o
a home delivery versus a hospital delivrry. ....
e . . . . . ; - Y
Several points may be made-- that the perineal massage technigue
(next page) ° o *
DY
| L ]

oP*
ur . o



There vas no association among either group between length of ’Iabor'and—
lorgth of second stage with the incidence of low Apgar scores at birth or

vith other complications. The mean length of first stage labor*”among the
* *

planned Hospital group was 17.% hours /or prinigravidao and $Ji hours for
' ok ° * . * o* mm Foogle
Mip.tigravb.dae, <For the home group it was 10 2 hours and h6 hours, respec-

% : * o ¥ , " B ' ° * o
tivcly. mrhis difference was significant at p< 0.0%. The mean lefigth r

second, stage labor for the planned, hcspital primigravidae vas 106.8 min t * w

31.0 min and for inul+igravidae was $O.1 in i 28.3 min. For the home series :* ma

* * ] "k 7"". ) ~ ‘e o k ;d)/@/[?‘o ymjj
the mean length of second stage was 118. 2 min d: h0,$ mln for primlgravtlae

E_ E] . |* [} ((| '. . ' (8 ”) » ) Huo- ||\7|.o .
and UCb min - 23.7 min for multlgraV|dae The primigravidae dlfferences .
ro’ me < 2r-/ - ..

vtireysignificant at p< 0.0%," 3 . oo o' *. *OEFTy T
* 4 bW e e A * . * S . A '
Ll There were Ih cases of prolonged rupture of membranes in the home birth ¢ o
: ey o omr e om
series and 11 in the planned hospital series (p<CX OI) ~ There were no |nfect|ons—

in the infants except for on,\e Iow Eirth weight infant whose mother developed

ti* -
L) - e e ik " e o o . “ . r;V

signs cf amnxonitis prior to dellvery and had had multlple vaq:nal exams.

= r *-om. C.J - DR | ' < L » - :‘tl
She vas 1in the planned hospital series; Table'9 presents _some addltlonal V-

* ox x I . * .t om - T* .o ;s”
data;on thh reasons for.which home deliveries were transported to the hospital jrie

* o ;- .=V - f - - ..V

for the home birth series. - *



utiiizea oy the midawives In preventing vaginal lacerations auring ae-

1ivery did indeed function and that as the physicians adopted this

technique, their laceration rate decreased. The higher utilization
e e t *

of"oxytocin after delivery by the physicians .may'have reflecteql its

availability to them and their training tc use it frequentuly. The
equivalence of hemorrhage andblood loss results®he tween the physician

nnd midwife group suggests that it was riot needed as frequently as“used.

*

} } * H * _" e 4
The lay miduives took women to the hospital more frequently than the-

physicians, presumably reflecting t.heir decreased capabilities to handle
specific complications at home and their lower threspold level for-going,

0 ) * * o.**o ) '

to the hospital possibly relafed to a lower Ie\'/ell of knowledge. ..The.

r
0

* ®o— L J

reasons for transport which were-most sigﬁificantly different between-*
> ,1 e LI

the groups were for prolonged ruptureof membranes, uterine inertia,f
decreasing fetal heart rate, manual removal of a retained placenta, and e

treatment of postpartum hemorrhage. The physicians wereable to treat : e

.- e 0 :
some of their cases of uterine inertia vltb buccal oxyt6cin at home,-and-

" L4 - -
removed several retaf "placenta at home, as well as carrying oxytocin

K v L 7e .
and methergine to trez&t—thi*rd stage kileeding at hpme. The .,greate.r flun-?"

ber of FHT problems brgught; to the. hog_pital l{y the*midwivcs may reflect-.
(] . : :

1
w
'll

their greater level of anxiety in dealing with and desire for trans--j;

. *ook " oy L) y <
_»oorti.ng abnormal situations to the hgspitalh early. ;=1 ;X " g ._*Vr;f<_ ro
.The"planned.hospital population, wﬁile.having équivalent'.tréining -

* ** * -
1 (] © - L] *® * - (] ’*000

for childbirth, used more analgesia during labor than the home birth ~.

o . e oo *

aeries, and this may have contributed.to"their higher incidence of I o w
*

,ge minutd’Apgar scores, second stage dystocia, and greater incidence of e
0- *o ’ | H . V
fetal heart rate drops. The much lower incidence of "excessive bleeding” |

in the planned hospital group may be indicative of.the attendents lesser. m

anxiety for equivalent blood loss in.the hospital thanvin the home. The /



incidence ol postpartum hemorrhage vas greater in the planned hospital * .1

t

* xp -
g;oup and may represent the greater tendency to pul; on the umbilical. r-%r b
?ord to aid "in The delivery pf the placentg. #At home, tZe umbilical :
cord was rarely pulled to aid placental delivery, but rather, the na- o o
-, ..

tufal eipulsjve forces of the uterus were“yelied on. -This ismsub—

etantiated by the longer thirg stages seen in the heme_group..

-The failure of prolonaed §econq stage to be.associ;ted with in- »
fant pgoblems.in this ﬁeriei mﬁy relate to the slower dg;cent with*
intense pushing placing less of.a stress on the infant; or may relatf

less
[}

to other factors._ This"has beeQ found to hold@ as weII@ in the British

-Perinatal Study (1973) and by Friedman (1974). Clearly many of these

* % % " o & bl R o« =

efindings may need to be substantiated by further study in such popu-
* . - ’* . o o . » -

"lations as these..- It may be th3t much current obstetrjcal thinking is. e

- % V. o % . - . '
einfluenced by gany of the studies having been completed on welfare"popu- =

* *

lations, )Wﬁle different results may hold iii different populations. More
a * » e * e * /
york needs to be done in this-area.

-The 0.3Z incidence of heurologicélly abnormal infants at one year

a'.#‘ hd ¢ *. f hd hd

follow-up contrasts favorably with gpe "1.771 inc&dence of Qeurologically j
. . .
abnormal infants at 1 year of age found by t?ie National Institute of .=

- - - LICIE 2K T - - < . e - o - o

Neurological Diseases and Stroke (1972) . The Apgar scores in this series -
L] . o " . # vy 9 o* L]

vere scored by an attend%?t not involved in the actual delivery, and may -
* i

. o . ot . 1

be inflated here, as in the hosp}tal, where*often the physician delivering

. 5 i - _#
the infant assgsses the Apgar sgore. . -They are useful however in assessing

the accoucheur®s perception of the infant"s immediate difficulties, which N

L3 L * L L L3

in this series, seen minimal. ;The total percent of 1 roiqutc Apgar scores
- i - * o " - _ e * _* e |17
- m _;o* o . ° * VA
less than 7 was 4~ 1Z"xomparcd to al!21Z incidence of such scores:ih a non- *
%

welfare population in® the hospital found by Drage and Berendes (1966). n

The contribution of other, factors such as lower stress in ®he home cn- : 7;



vin d study such as this. mincidences of meconium staining in this group

*

\7as less than that of the general population (Klaus and Farnaroff, 1973).
This \us true as veil for labor dystocia (Friedman, 1974) and {Eastman

and Heilman, 1968), as veil as fot other complications (Eastman and

P .'*- * * P o~ _ *

eHeilman, 1968)_. ) . * **‘.‘ « e j‘ SR )
Hconata.l mortality -rate for the home delivery populatlon vas 5.2 -
- # . Leeeqe* . e
per 1000, and perinatal m9rtality*vas 9;5 per 1000. Intrapartum as-
phyxia deatha oct:urred at a}ratélo*f' .0..95 perm1000. Unfortulnately ftew .
c*tudies are a*vailable for comparison'.: .éeh*r,man et al” report a neonatal -

K * x g Kk * dky A '*J

emortality rate of 5.0 per 1000 in 39/896 non-premature®, white middle-

class pregnancies* receiving private prenatal care/ The non-premature [
perinatal r» ,e for this group ;vas-7.6 per. 1000, and”~the overall neonatal
and perinata .-mortality rates, were. 13. 8 and 17. 6 per!.1000, respectively.,..

Chan, et alilU rC-.port an intrapartum stillbirth rate-due- to asphyxia of

L) - -

1.7 per 1000 in 1162 patients recéiving random assignment fetal moni- }C
*T gy Yo * </ - & " e ;-* -,V ./ *e i
toripg at Lonia Linda University Hospltal and Shenker, et al-1* report

« 0.5 per 1000 intrapartum asphyxia! death rate in fetal monitored : = 7
* - wmr Tii-l eV KE * L3 B P
-patients.” "*The prematurity, rate of the Behrman, et al study was 478Z;

in the home* delivery series it vas 3.0Z. Thdtf'planned hospital population-~
had a neonatal mortality rate of 5.5 per 1000 and a perinatal "mortality.-/""-.

rate 11.0 per 1000. -. =*™*r/ . BV A AR B » < %
T » s - . o x = \ 7- -7
This compares favorably lo the® work of Halverkamp (1976) showing

suncrlcr results of nurse nonitorring labors compared ,to fetal monitor
* . e 3 G- 7 e . ;e &\/ . “.*re

machines. Table 10 1s included to shc-w the equivalence of physician ;
-midwife observations ,for t he, ome deliv‘e.;;y.series. gSince these samem.v 3 -

physicians were making observations®in the hospital, this-suggests”that

the quality of "observations between the two populations was equivalent.st :
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portion and had more low forceps deliveries, significantly more because of

a drop in fetal heart rate. K L, .x x - *

.; Table L{pfesents' the companison complication figures for the nome .
dLIivery populatign (1A) and thetplanned hospital group (?iB). The planned

e * s

hespital group shoved significantly more second stage Ienor dystocia (p” 0.025)

e *

more drops of the.fetal heart rate (p< 0,005), more postpartum hemorrhage4 4

(p<0.001), more forceps deliveries (p< 0.00l), cpisiotomics (p 40.001j,

™ * . -

Cesarean sections (p-c"0.0ZS), analgesia (p<0.00l), and significantly less

total unmedicated deliyeries (p< 0.001). . ; ; .*

i'm ' L 2 _. .- LI L ® o L J ° °° - - L J

Table 5 compares the perinatal outcome data. .Ine.neonataL and perinatal4 ~

nortiLLity results .vere rot significantly different"between”"the planned hospital*

o* ) * o "k g * * o

Crou%1qpﬂ the home delivery group, nor vas,4dthe atg of Igw birthveight infants;
( .
or the mean length oT infant follov-up. The hospital neonatal death rate _<'T

vas 5-5 P=r 1000 live births #ith 11.1 perinatal deaths per”1000 total births.s
Table 6 compares ;nfant morn dlty obgafned ar.d outcome, ang ;ﬁbI:;7 comperes'
nepnatal complications. The planned hospital group had significantly more4 "
fL::I hyno;ua (p< 0.025) and‘sugnufucag ~vr Pbore 7. n:nute Apgar scores less .
txan h (p< 0. 025; Among the home birth scries, Ene |0denms*hag more in;'f

fants"vho received phototherapy for jaundice than did. the physicians (p<.0.02%).

Causes of fetal deaths are compared in Table 8. , ®4* _ e *
- - r- . m .o e o . - o m. 4 4 .
04-'r * % L.
4 Tha prematurlty rate for the populatlon initially seeking assistance * .

from one of the services studied vas 3.C?,; For the planned hospital group

it V23 2.0£, There was no significant difference between one minute Apgar-

o o * * 1
flcorcs ranging from h C between the home blrth grourl and the planned hospltal
o e ‘e - —e - ® oo -
° .. L J L J " 9"t ® o .. )
group:with J0 and 7 such ratings, respectively. 4 Average Apgar scores for »7_.
r *\. e * * *° ° .: ° * o*  oF e -

tho planned hosplta group were 8.6 at one mlnute and 9.7 .at five .minutes,-
*o*£%| [C » ; ] “o* . E .

eii o "6 * e o *
rmd. were notlstat;stipally slgylflcantly dlfferent frqm.qpe hene”n[rth group.
hi m . L - . Lo >e LT L 2 -



Table | compares the statistics on the selection of the planned hospital
group vith the elected home delivery group. There vere more.primigravidce in
the hospital group ar.d fever secundipara The»o-ther differences h.eri not
3|gn|f|cant The mater#hal age vas not stat|s¥|cally d|fferent betveen groups
V|rtua|Iy all the* vooen in the planned hospital group gvere rHalned |n childbi
classcjs (as vere the home group) such as Bradley or Lallaze * A high incidence
of breast feeding also characterized”the planned hospital g5r*6up. All onn
in the planned hospital group attempted breast feeding except one, and, for

o) 1r.*

a variety ofredsons! tvo of thcse'vere not successful o * * il
O e = [ 1 .

“Statistics on the presentatlons and deliveries are compared in Table 2.~

e R o : A og ok ’7v— ke Kk Kk ©

The planned hospl|ta| group contained mofe'breech infants, had more Cesalrean
sections, had more analgesia, received more oxytocin during first stage,
second stnge, and after third stuge labor, had more lov and anid( forcepsﬂ'- p
deliveries, and more epislotdmics.* ‘She bvrve.ec_hNinf.a%h'.ts d{a not centrib/ute

to these differences vith the exception of one*Cesarean section./.it is
important to note that 1iih Ialﬁ)rdttcndcnts for Inese pldnned hospital
deliveries had the Saiic Philosophies as the home blrthnattendants 50 that
these differences presumably come as .a result of the' eff ecY f being in the *
hospital-and may relate '*to a"Iover 4m*IO'ti\/‘e\dt*ioln for the yoracn to ca'Fry e
through vith an unmedlcatcd dellvery or 't6 more’ readlly avaiTable analge3|a '
or on atmosphere more encouraging of analgesia, or to a feeling of pressure
-trnnsnjitted to the birth attendants to intervene sooner Ml more aggressively
in the hospital thanat*home. These may bhe related tothe subtle effects of
ttnbsphcre vhich arc  n3yet difficult to measure. Thelndications given for;
forceps and Cesarean deliveries are compared |n Tanle” 3 The’ plénned hospltr

AR I #T I % Lah oy Y -I?j’/c
groupgnad more Cesarean sect|or13* pr|mar||y related 0 cep anpc Yic d|spro
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ITotal Births
{*ivc Births

Fetal Deaths
Neonatal Deaths
Total Perinatal Deaths
» .

Low Birthwcight ( 25019)

Mean Length of Infant
Follow-Up

S.D. Length of Follou-Up
*ﬁ L )
t

mincludes 6'sets of "twins

** includes-2 sets of twins %

1000 total births

I*pcr _ _
er 1000 live births
or

2
3 I

Infants Followed to 6 mo3.

t"crina tal

Home
Humber

1152*

T 1147*

« 11

*

11.5 mos.

15

Date

431
5.22

9.51

©1.32

,+¥10.3 mos.

83.4%

oil

white, non-Spanish surname, age 20-29

Qutcome

California Sc

1973

Sign.

NS
NS

NS

Humber = Rate

180**

180** V* |

L] ‘1_

1
.2

3

" 5.51

" 5.52
11.11

11.6 MOS.

+30.4 mos.

.81.22

.12
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n in Women Beginning-Labor at I'ome o o
Home  Hospital

Low Forceps Delivery Humber  Humbcr

Protracted descent = - _5 0
Arrest of descent A 2 3
Oysfunctional labor - R | 0
* o t* '
Brow presentation with arrest of descent ! 0
., * * 1
Fc'tal heart drop oo " 3
- . b * +*.|.l %! . - om
Bleeding during 2nd stage : ' | 1
- ... 1 .
Mid Forceps Delivery . = m = ' & Vo e Tt !
e ° * o P S T %
Protracted descent ”&V”*I g)"f e T \
. #e Ly \%* R ey T, e e L
o Arrest of descent | ' joo"
Dysfunctional labor  j- | R S \ oy o
! ;l lW ' - | r I .* ’ W II*Vl --l--- 1
Fetal heart drop, occrput posterrorpresentatron P I 0
¢ " Fetal heart rate drop, amnionitis, maternal hypert°en#§|6n 0o
J\f © CHSections o T Tk I« LT '\ .
N IR HIE I SO W A o . -5
W-" - cephhiopellit drsproportroF Wb Py 16
Failure to _descend, occiput posterror presentatiop,- * ;y¢ 6-
relative CPD..- I ewy ']
UV ' - f/ >
Arrest of active phase dilation, fetal heart drop, "It A
cord Ax neck' oL “nk | " *?‘
e "> Ll " o vk 0\ :
r-Prola%sed cord »71\# o0’y ' / Vx/f
" Breech with amnionitis .o W7
¥ Tsychotic reaction.to labor VoM
Acutely dropping fetal heart tones ... ... 1
L To;@mia . T ‘d—lv - I T T
o W3- - )
1“ Breoch'with low breech score, poor labor progressron -0 Vv

i} ~*Trahsverse lie with one prolapsed cordi-, « o .7 * ()% 2 " 7
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Mother®s Age.* .1146 * 100.0 180
C20 m 60 5-2 12
20-34 1068 . 93.2 160
N33 18 e 1.6 0.
.. - hd L] .. _— - -
*Hcan Age 24.9 -
(] . . - .. , ° °
Range . 16-44 « R
Variance 16.8
S.D. * m . e A1
Parity 11A6 = ; 100.0 180
* » ° oo 1mm " > e Tk Kk Hk *
para 0 * e 729 7* 763.6 133 ...
[} ** () [} L S Bleee. =
.. p?ra 1 - .237 * 20.7:;". 33"
LY t N
Para 2 - "12B." 112, e 9
para 3 . - 3A 3.0 - 2 .
-para A e ~18.; 1.6 = 1
.*Prenatal Care Began 11A6 *100.0 1b0
let Trimester 707 .77 .61.7 <1 11A °
L] " o "ol ) -M
,2bd Trimester ™ . 362 T- 31.6 * : 63
.3rd Trimester ™ < 7A 6.5 18
None 3., 0.3 .. -.0.-.;.
) ) * dC L J - L J

.. loroe Hospi
Nujbcr .jArcent o Humber P

N *

*incljdes prenatal care unknown '

'K"K -F
| California  St-i *
ta allfornia t.-11.
Percent 19% Sir.n.,
. . . . =
100.0 * < 100.0 o
6.7 17.3 MS .
89.9 v 176 HS
v 3.A 5.1 HS
’. . /
0_”4*
«100.0>>*: = 100.(3*.
* 73.9 . A33-* PCOO5
** < m * '
18.3 31 .0 e HS
v * -e * ot o M Yo e K K
5.0 *e 13.3 p<C.025
. V. ' . . e ¥
LI\ g 6.0 HS
- ’ o
0.6 *7 "N_6.3 V HS 7
100.0 100.0. .
! ,f,GA'O* -72.8 HS -*\ Xi
*35.4 20.2 HS e 1
0.6 4.5 a* % V>
C 0 2.A HS S,
- ;7 *7L|
n yl 1 e -



Condi"t"iort ™ "Number

Defects
- r

Congenital
PDA

" ™oarctation of aorta

- .\ ,g*i?

Omphalocele e _
« * | * *
, 0 []
Myelomeningocele, thoracic
*'*NO | ¢ 0 [] ..
; Multiple minor anomolies

- Bouk-™oyidmein ¢

- |* 1 ke | FeXomme* l/
Cerebral palsy ; mmi 2
.
L]
surgical Conditions-,. -

Low Birthweight

‘KV- ¥ oV
Low Bipthweight,},;. j 3
L. Yoé -
. | I ) ,
Hyperviaco3ity syndrone , 1

LI R SR IS T

mRate per
1000 LB wm:L&livery

5,2
J
Heme
- Home
* < Home
Mioee
= Horae
no- "o0'
B fHosp
‘e A
...... \ Ve
horae
F; 0 o [ we
e 1.7 <" Home *
y. '*.:>-'..|* 1..-
"ele , *leelMome-
li? j’l‘ - L3
"1.7,-.." - .Home

«13,1,If* Hosp =

.®e eHoran

. Home.
- _V.
. Others: Homo
16,6 , . Hosp
“ * Hosp *.
' .-*5.5 ";"l*Hoap

Wt T

-e —">e i

Complications Outcome -

-None repaired surgically at 1 year
%None repaired surgically at 2 years .
None * repaired surgically at 15 hours *
~None " © mental 6motor retardation at 18 nonchr
*« " - A : » .
V_FI-IT\/i/.C—S ".no menta% or motor retardation at 1 yc;
»>e "\ ; ** . . e * «
Meconium emental retardation
) I-_/* l- ) LS - ' \ ‘ *
FHT",pre- motor retardation
exip®. del. " 1* .-
.o ' , **.I l)). ‘. o.| K ' '
v, ,"Nor.e < emild spastic with alow verbal developc.:
m e i-,
Norte e-Ipyloric stenosis repaired at 5 and 8 da
*, ' 1 *

2nd Tri quedgL1332 grams, in hospital 1 mopth, severe

: one J grans®, in hospita we , at r
t |~y j1729 *, in hospital 2 weck3, atld

eBreech™"y . *.2154 grans, in hospital 12 days, raild 2
f . ase »

None " No p ="blems

. E .. 7 \

FHT  prior neonatal aepoia and nmnionicis

to del. i - . :

) 2 cases mild RDS I
None ercoolvcd



AgeTat Death

e5"months est. gest. age

*

35 weeks es"c. gest.
. T

During labor. .

’i. . . Te * 1

During.labor .

» . #
2 days

k) * e

7 days

7 days 7T %

10 days
.*y | #e '

% \N.eekSC .:‘. L]

- * *k kKW

3 weeks .
) »

During "labor =~

age

Number

"DeliveryComplications
1 Home Hone .
2 e* = Homa None
1\ Hosp , = Amnionitis
: e * :1UD in place
i* L ] .* I L ]
L ] L ] I *
le “eHome .None e
1 * -mfme None
1 \ Home- “None \
.. e * * **
1~ ,» Home * ,» Nonelem.
L *
Homel None. e

1 v
1 "'Horae 1 None

1 Ilgpe = * "None

1 ** Hosp <Rapidly y FHT

Cause of Death

Tr

Rh incompatabilit.h;, insisted on home delivery

* o«

Cystic fibrosis, meconium
tinitis and sepsis™ ¢

Coarctation of aorta
Cor biloculare* .

Sudden infant death syndrome

Post*qurgery for tetralogy ot'Fallot *

Meningpcncepha]itia,.etiology unknown
1 -

er

Apiasticlcft ventricle

*

%

Intrauterine death,- unknown causa < *
oo *\ f

Overwhelming intrauterine sepsiB

Unknown caude

1 * * -

Macrosomin, single umbilical artery, bilateral

. Ee@grrhage, Eumerous.congenital' anomalies

t
ilius, postoperative

adr

« »

per



"r* % _e"V*" *I*Arimigravidae ) V*5.,-.v*rX V Multigravidae 1 =V

T,. TV (0 -52/133-39 .1%)* sy v " . ** R g - N-10/M5-22.7J - * el
1 o oo |""( s, - ) ] y ; Stat. . ;’r‘ ... ( ) Stat.
veomplication "Hospital Percent Sign.**/ CompliedCion . Hospital Percent™™ Sign,.**
intrapartum \ . "lo1F Intrapartum =~
- 1. ' * '
¢ Dystocia 1st Stage 15 11.3 & " NS <" - Dystocia 1st Stage 2 A_A NS
Dystocia 2nd. ftage 10 -7 5 p 01025, DystO(_:la 2nd Stoget, " 1 2.2 NS
CPD e ; 7 5 3 NSl— . & CPD with breech 1. 2.2
l\lifﬁ_(;:llum stain only ; A “*3.0- - NS Precipitous labor 2 A.A NS
(c, s meconium) 10 V 7.5 %p 0.005 FILIA _ Lx 1 2 9 NS
Hypert?nsmn «&, 2 {1.5 \S. Hypertension . , 1 2.2
Precipitous labor ’ 1.5:- NS e Transverse lie "o L 5 9
Ocher* 6 A5 = ] 2/ "TOTAL ° 9
. TOTAL ~ 56
[} .
|
fostpartura® Postpartum.e
’ ¥ o M - - e p et .o
Hemorrhage3 * * .5 - 3,8 .p 0.001 . . .Hemorrhage “wy- 0 NS
Excessive PP bleed3 = -2 1"1.5 =p o0.001 Excessive PP bleed . ) 5 NS*
Retained placenta. s* TLt2 "el1.5- " NS :
PR i mRetained placenta i1 2.2 NS
Egdgmetrlt_ls oo 1-7 "'fk 2.3 T'I'NS T e Endometritis 1 2.2 NS
. epression 0.8 . NS . TOTAL 3
7. TOTAL , . 13
em’single- cases of-auinionitis ohouldcr presentation, 0 «7,V***coi3pared with Tabic 5A *
ecord prolapse, cord knot, recurrent pyelonephritis,® -:*'\/ e T*Z .- *
etransverse lie., e , =, " e , 137 el ., x LT i
1. *ee " Z .. & Te INe* ] ' A Y mxox " te "
e M1t e Te ‘ ‘ »* Y o e *xo.OF . .. Lo . o oo
_ H 1 imi 1 "e e ‘o *
é Percent._compllcatlons per 133 prlmlgra\{l(iac* 5 multlg) raV|d ae "V N ‘4
r*Aa ‘e o e - le Kk [ P *e . %

Dystocia A3 used in this tabic 1o defined as: prolonged or arrested first stage, failure to dilate; *
1J prolonged or arrested *2nd otngc,. failure®to descend,, according, to Frledman nnd Greenbill (197A">.

e Ve * % b * e Tek* " *"D)ke" je e /*"6 « * e " .
,jHemorrhage is defined as more than 650 mlj excessive bleeding as "more chan normal® , and includes j~
|Ilage bleedlng after the thurd postpartum _dayi” vi'K - N A .
- . e s e .! * o i . - - 3
_____________ letste SF 4w o T e - e y me i
R p— J— — . vl “ ol 0 )
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Cesarean

* L]

ePsychotic Reaction;to Labor

c,C

ifospji.,) antd Therapy Applied

Complication MoD .
11=58
1st Stage Complications -
%
Ho prenatal care .
Dchydracion-~ 1V Hydration - 1
e severe toxemia*-?-Cesarean e . 0-
Prolonged rupture of membranes-~induction
Dystocia 1st stage (excluding CPD)
Uterine Incrtia->0Oxytocin 7
Labor.Prolongstion vithvFKT-7 1
internal monitor & oxytocin
Arrest of Dilation. “ = -
1 Involving™!® FHT and uterine
i incrtia-y int.* monitor-L oxytocin
, Brow presentation-? oxytocin 'E low forceps 1
Arrest & Uterine Inertia-?oxytocin, 0.
low forceps -e- o | "\ e * il
Arrest-~CPD, Cesarean . 10
” Arrest-?FHT nuchal cord xA Cesarean *1
- [} - -
Aypertension, Rx Zed with mag. sulfate . . 1
untreated - 5
-Bleeding during labor->no treatment* 1
oo .
Amnionitis->antibiotics - \
F.ear, desire for hospital . ,
Desire for Tanesthesia *
“Anesthesia given .l i 3
Analgesia only * ax] 1 -
Hyperernesis->lv*s and compazine. 7 II;
i 7 4 v om
Dropping FHT"s i ;
Ho therapy, monitor applied 0
Cesarean section -V 0
Cord prolapse-~Cesarcan - *: ; * 0
with roeconium-~intubation * 0

53

Midwives,

19
<0

N O

o -

oy o 0o

Stat.f
Sign.-
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m HS “.

‘hs T
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HS .

il HS -.
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e NS *
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[ 1 EMMM JI1CUJ ves Slot.

T:ﬁ?;,f - 1! - K-se ; H*78 Sign.
< . .
2nd Star.c Comnlicatlons
. e . .
HY, -
Protracted descent °
/ Rx"ed vith lou forceps (1 FHT4) * 4= 2 . . "HS
Il# Rx Tri vith nld forceps vith*FUT-~ 2 HS
jr= Rxfcd vith oxytocin . 5 e 9.: HS <*
Arrest r o .
e *CPD, Cesarean Section 4 - 2 e NS *
.. Abnormal Presentation, mid forceps . *1 1" HS
Erow presentation, low forceps e 0 - 1 HS
| * ° e = / ° *
Dcopping FHT s- -
Lou forcepse * z 1 0". HS
Vith meconium-poxytocin, intubation ..o"" 2 HS =
[ﬂid forceps N . "1 0 = /° HS
‘e " o* A - * °-
Bleeding-? oxytocin - .. - 0~ i . NS j(’ .
od " e ey e ** o >* H» * °
3rd Stage Complications- e *e BT P o M**-’Hi *>‘k o« o *
Retained placenta-~-manual removal;-~ rif-=702 * | e5 p<0.05
Hemorrhage-?oxytocin, mcth., blood - o 1; | ix.0.025
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ny " e« © -
i! 3 _° * Kk
a sums of complications m m 9 . .
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ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch V, Stale Capitol
Juneau, Alaska 99811

EZE:

(907) .<650991

March 27, 1981

MEMORANDUM
TO: Representative Tony Vaska
FROM: Leslie Longenbaugh

Research Staff

RE: Lay Midwifery in Oregon
Research Request Number 81-89

You have asked that we 1investigate the history and consequences of the
Oregon Attorney General®s opinion of June 17, 1977 regarding lay mid—
wifery. Specifically, you asked about 1) the Ilegal rationale used by
the Attorney General in his opinion; 2) how the legislators who oppose
lay midwifery happened to forego the opportunity to legislate against
the practice; 3) whether Oregon has been held liable for health problems
or deaths resulting from lay midwifery; and 4) whether Oregon keeps a
register or other list of lay midwives.

Linda. vaska asked that we relay the information to your office in in—

stallments, if necessary. This memorandum presents the preliminary
results of our research.

We spo!;.: with Marianne Remy, of the Oregon Department of Healthl, who
was able to answer your questions as follows.

1. What was the legal rationale used by the Attorney General®'s off,:e
in his opinion?

Oregon law apparently provides that only those medical procedures de—
fined as involving a "disease state" require the presence of a physician
or registered nurse. Childbirth 1is not defined by the Attorney General
as a "disease state,” or as an intrusive and surgical procedure, and
therefore is not a precedure that requires the attendance of a licensed
medical practitioner. The Attorney General®s opinion prohibits lav
midwives from administering medication and from performing episiotomies.2
In the case of an emergency during a delivery, a lay midwife either calls

Marianne Remy, Oregon State Department of Health, Portland, Oregon;
phone: (503) 229-5806.
2)\ccording to Ms. Remy, lay midwives rarely violate these prohibitions,

in large part because of the "nonintrusive”™ philosophy that informs
their work.



Representative Vaska
March 27, 1981

Page 2

a local physician or transports the mother and child to the emergency
room of a local hospital. The question of whether Jlay midwives may
cut the cord of an infant has not been addressed, either in the opinion

or in the enforcement of the opinion®s prohibition against surgical
procedures.

2. Why have Oregon legislators who oprase lay midwifery notattempted
to pass legislation to restrict or limit the practice?

Ms. Remy vreports that the members, of the medical community and legis-

ators who oppose Tay midwifery and home <childbirth were not aware of
the extent of lay midwifery that was practiced 1in Oregon at the time

of the Attorney General®s opinion. Now that lay midwives have formed

associations and have become quite visible in the state, such organ—
izations as the Oregon Medical Association have begun to press for

legislation to restrict attendance at a childbirth to Jlicensed phys—
icians and nurses. In fact, such a bill apparently has been introduced

during the current session of the Oregon Legislature.

3. Has Oregon been held liable for illness or death attributable to
the practice of lay midwifery?

Ms. Remy 1is not aware of a..j suits charging that the state 1is liable
iri cases of complications resulting from childbirth through lay mid-—

wifery. She indicated that this question could be better answered by
the Attorney General®s office.

4. Does Oregon keep a register of lay midwives?

There is no list of midwives compiled by the state.

The member of the Oregon Attorney General®s staff who wrote the 1977
opinion will not be in the office until Monday, March 30; we will call
him then, and send vyou additional information based on this conversation.

Ms. Remy is sending us a copy of the Attorney General®s opinion.
The Oregon Public Health Association has recently formed a resource
committee to study the 1issue of alternative childbirth; Ms. Remy 1is a
member of this new committee. The committee plans to study the out-—

comes of several types of childbirth, among them lay midwifery.

~David Spence, Director, Family Health Section, Division of Public
Health, Department of Health and Social Services; phone: 465-3100.
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In Alaska, David Spence 1is the Director of the Family Health Section
of the Division of Public Health in the Department of Health and Social
Services.3 He might be able to give more information on lay midwifery,
not only in Alaska and Oregon but for other states as well.

If you would like us to analyse the opinion in light of Oregon and
Alaska law, please call on us.

LL/dp



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y. Slate Capitol
Juneau, Alaska 99811

(907) 465-3001
March 31, 1981
MEMORANDUM
TO: Representative Tony Vaska

FROM: Leslie Longenbaugh
Research Staff
I
RE: Lay Midwifery in Oregon, Additional Information
Research Request Number 81-89

In our memorandum to you of March 27, we mentioned that we would be
contacting the authorof the Oregon Attorney General®s opinion on lay
midwifery. We spoke this morning withArnie Silverl of the Oregon
Attorney General®"s office, who offered a somewhat different perspective
on lay midwifery in that state.

Mr. Silver described his legal approach in writing the opinion as one
which employed not only the "disease state" criterion alluded to by Ms.
Remy (see our March 27 memorandum), but also an old Oregon statute
that allows a midwife to sign a birth certificate. He interpreted
this law to mean that the Oreqon Legislature had intended to allow
lay midwives to deliver babies.”

Mr. Silver 1is of the opinion that strong opposition to lay midwifery
does not exist in Oregon, except among members of the medical community.
He feels that, owing to Oregon"s strong "naturalistic” movement, many

people support the notion of "natural™ childbirth performed at home
under the guidance of a lay midwife.

Ip answer to your question concerning the state"s legal liability, Mr.
Silver believes that his state has no legal responsibility whatsoever

in the practices of lay midwives, as Oregon does not participate in
any licensing or training.

The copy of the Oregon opinion sent to us by Ms. Remy has not yet
arrived; as soon as it does, we will Torward a copy to your office.

If we can be of furthe*- assistance, please call on us.

1Arnie Silver, Assistant Attorney General, Portland Division; phone:
(503) 229-5725.

AMr. Silver mentioned that the opinion was requested by the Oregon Board
of Nursiny, which wanted to know “hether lay midwives were practicing
nursing, and therefore would come withing the purview of Oregon laws
governing nu-sii g.
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