


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 #747, 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 Elm-
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 ® are selfish -monetary- interests. Please vote as the common
people in Alaska would have you represent them, in favor of midwifery in
Alaska.

Sincerely
Thomas Malone * HMQ%

Ka"”~Ma” one

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



JUNE-DECKMBKH
Box 80929
College. AK 99708
Ph. <07-179-12.14

Alaska "tatc legislature

House 0]
WHILE IN SESSION:
PouchV
. . Slate Capitol
o , Representative Ken Fanning Juneau. Alaska 99811
Official Business Ph. 907-465-18.U

MEMORANDUM

T0: Senator Charlie Parr
Chairman, Senate HESS Committee

FROM: Representative Ken Fanning
DATE: April 9, 1982

RE: SB 747

Attached is a copy of a letter | received from Al Rushing, the
President of B.A_B.E. (Better Alaskan Birth Experiences). In the
letter, he expressed dissatisfaction with both the House and Senate
HESS committees as he had specifically requested notification of
hearings on this legislation, and he has not been so informed.

I would simply like to request cn his behalf that he receive
adequate notice of any additional hearings your committee may hold on

this bill.

Thank you for your cooperation.

Paid for By Private Fund*
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April 16, 1982

Al Rushing
P.0. Box 4-381
Anchorage, AK 99509

Dear Al:

Today we received a letter from Ken Fanning v/ith a copy of
your letter of March 26, 1982. I have to say that t am very
distressed at your implications that the Senate HESS
Committee has excluded you from testifying on SB 747.
Ginger Bairn and myself have worked for months on this
project, have spoken to you at length on several occasions,
have provided your written information and research to our
legislators, have searched for legal opinions on midwifery,
have lobbied the medical community and state departments on
behalf of the midwives and have carefully rewritten this
bill again and again to insure its passage.

I"m sure you must remember the video teleconference we had
in March 1in which you were a par.. cipant. You must also be
aware that Committee meeting schedules are developed a
minimum of 5 days in advance, are published in the
newspaper, and are available at all Legislative Information
Offices. In addition, I know you have had weekly contact
with Ginger and 1 feel you have little reason to suggest to
other legislators that we have undermined your rights as a
citizen to have input in the legislative process.

Sincerely,

Nancy Deitrick
Senate Aide

ND :sr



Pouch Y, State Capitol
Juneau. Alaska 99811

(907) 465-3991
Hay 18, 1981
MEMORANDUM
TO: Representative Terry Martin
FROM: Betty Bartorf~
Research Staff
RE: Funding Alternatives to Abortion

Research Request No. 81-116 (Additional Information)

As a component of your request on alternatives for women encountering

problem pregnancies, you asked for information on the amount of State

expenditures for abortion-related services costs. In a previous memo—
randum, we indicated that information regarding abortion-related expen—
ditures under the State®"s public assistance program had been compiled

for processing and analysis. We recently learned from Jeff Hubbard,

who 1is responsible for the project at the Department of Health and
Social Services, that the information will not be available until

mid-June.

Consequently, we are only able to provide you with data concerning ex—
penditures reimbursed to physicians for abortion-related costs under
the Medicaid and General Relief Medical programs. From July 1979 to
October 1980, there were 268 abortions reported with $81,434"reimbursed
to physicians. According to Jeff Hubbard, between 14 and 20 public
assistance clients per month received abortions with physician” costs
avera9ing--$300~pen-case. TFTisT"cfoes hot take 1into account hospital

costs or pharmacy expenditures.

We are sorry that we were unable to obtain additional information for
you at this tinme. When the Department of Health and Social Services
has completed its analysis, we will forward a copy to your office.

BB/bf



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Touch Y, Stale Capitol
Juneau, Alaska 99811

(907) 465-3091
April 24, 7981
MEMORANDUM
TO: Representative Terry Martin

FROM: Betty Barton
Research Staff

RE: Funding Alternatives to Abortion - Research Design
Research Request Mo. 81-116

The purpose of this memorandum 1is to present a suggested design for
your research request regarding funding alternatives to abortion. You
have asked that we address the level of service available to unmarried
mr economical ly disadvantaged women with pregnancies they wish to
carry to term, and that we determine how the State can better meet the

needs oi these women. To fulfill your request, we have determined
that our assistance might best be provided in a 5 to 7 page memorandum
presented in two parts: 1) An identification of current gaps in ser—

vices available to pregnant women; and 2) A discussion of innovative
programs to assist unmarried or disadvantaged pregnant women.

Gaps in Service Coverage to Pregnant Women

In submitting this research request on your behalf, Bill Moffat has
commented that current State programs may be providing a disproportion—
ate level of assistance to women seeking abortions compared to the
services available to those women who wish to carry their pregnancies

to ternm. He has asked that we research this subject to determine the
amount of State dollars that are spent both directly and indirectly on
abortion-related costs. Our preliminary research has indicated that

much of this data is unavailable. Although data on some of the direct
assistance is available, such as medicaid funding for abortions, many
costs cannot be isolated within a specific problem category.l Costs
borne by the State for counselling services, for example, may be attri—
butable to a variety of counselling needs ranging from family conflicts

1 The Department of Health and Social Services®"™ Division of Public
Assistance, is in the process of compiling data for physician,
hospital and pharmacy expenditures attributed to abortion-related
costs in the Medicaid and General Relief Medical programs. According
to Bob Ogden, a deadline of May 15 has been established for the data
compilation.



Representative Terry Martin
April 24, 1981
Page 2

to economic difficulties. Counselling administered to the client for

a problem pregnancy may be a service that overlaps with a number of
other counselling services.

Taking this into consideration, we have revised this component of your
request in an effort to establish a subject feasible for research

which will accommodate your needs. We suggest a review of the Public
Assistance program to determine what services are currently extended
to eligible clients 1iIn need of pregnancy-related services. To the

extent that cost data is available, we will be happy to provide it.
Program Innovations in Assistance to Pregnant Women

This section will introduce several concepts in the areas of social ser-
vices, medical assistance, and education/information services for the
disadvantaged or unmarried pregnant woman, which could be considered
for program development in Alaska. To research this subject, we will
first, contact other states to review innovative programs that may have
been implemented elsewhere 1iIn the U.S. Additionally, we will review
selected programs in Alaska to determine whether the needs of pregnant
women coulld be accommodated through the expansion of existing programs.
We have tentatively identified the following concepts for study:

Maternity Homes/Birth Centers. Some unmarried pregnant women may choose
not to bear a child due to the stigma of illegitimacy which they fear
they will encounter during pregnancy. Traditionally, the response to
this problem has been the establishment of unwed mothers® homes where
women could Ulive until their childbirth. For the most part, these
homes for unwed mothers have been developed in an institutional setting.
We will explore this area to determine what innovations are being con-
sidered to establish more humanistic settings far unmarried pregnhant
women. This might include, for example, any efforts that are being
made to allow young women to continue their education during pregnancy.

Public Information Program. Some pregnant women may be unaware of the
services currently available to them, e.g., adoption programs or pre and
postnatal care programs. This segment of our research will explore
potential solutions to increasing women"s awareness of the availability
of services.

Grants and Loans Programs to Individuals and Agencies. F.conomic consid-
erations may cause some women to abort rather tiian bear a child. A
grants and loans program could be extended to eligible women who have
no other funding assistance for their pregnancy needs. These grants
couTd be established in recognition of the special needs of pregnant
women and could be extended to cover such costs as maternity clothing.



Representative Terry Martin
April 24, 1981
Page 3

In turn, a grants and loans program could be established for eligible

not-for-profit organizations to augment services provided to pregnhant
clients.

We hope this research design will meet your needs. We anticipate com-
pleting the second part of this research for you by May 1. The Tfirst

segment, concerning existing service coverage to pregnant women, should
be finished no later than May 8.

BB/bf



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, State Capitol
Juneau, Alaska 99811

(Q07) 465-3001
May 12, 1981
MEMORANDUM
TO: Representative Terry Martin

FROM: Betty Barton”
Research Staff

RE: Funding Alternatives to Abortions
Researcn Request 81-116

You have asked for information concerning funding alternatives to
abortion.This memorandum explores possible options for expanding
the State"s role in assistance to pregnant women. For the purposes
of this memorandum, we are Qlimiting our focus to those women who
may be contemplating abortion because of the socio-economic problems

associated with carrying their pregnancies to term. Consequently,
we will address the service needs of the client who is experiencing
a so called "problem pregnancy.” You have also asked for information

concerning the level of State expenditures for abortion-related
costs; we willrespond to this part of your request in a separate
memorandum.

Our research is based upon telephone interviews with service providers
located both in-state and out-of-state. To gain an understanding of
the current service needs and problems for pregnant woin?n in Alaska,
we have contacted agency representatives of several Anchorage-based
programs: Ms. Pat Petit and Ms. Jo Brosatner, co-directors of Birth-
right iIn Anchorage; Lt. Gene Ragan, director of Booth Memorial Home;
anii Ms. Norma Jean Elgas, an information and referral worker for the
Anchorage Women®s Resource Center. We have also contacted Mr. John
Pugh, Mr. Dwayne Peeples and Mr. Gordon Landis of the State Department
of*Health and Social Services. To attain a perspective on programs
outside of Alaska, we contacted Mrs. Lore Maier, executive director
and cofounder of Alternatives to Abortion International; Ms. Maxine
Cunningham, program analyst for the U.S. Department of Health and
Human Services®" Office of Adolescent Pregnancy Programs; Ms. Winnie
Schoefer, director of Concern for Health Options; Ms. Ann Grey,
editor of the Maternal and Child Health Legislative Alert Newsletter;
and Ms. Susan Harding, co-director of the Addison County Parent/Child
Center in Middlebury, Vermont.



Representative Terry Martin
May 12, 1981
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STATEMENT OF PROBLEM

In the U.S., approximately 249,000 single women and girls under the
age of 20 gave birth to children in 1978. This figure represents
a significant increase above the figure of 199,000 in 1970, and is
nearly three times greater than in 1960 when 91,700 births were re-
corded. According to an article in Today"s Education, approximately
1 out of 18 girls will experience childbirth before she reaches the
age of eighteen. Many u these girls will encounter problems during
their pregnancies as a result of their young ages, economic status,
or other socio-economic factors.

In Alaska, 12 per cent of the births are to women between 15 and 19
years, 37 per cent of whom are unmarried. The reported average age
of a client at Booth Memorial Home, the only residential care facil-
ity for pregnant women 1in the Anchorage area, is 16.5 years although
the range in ages is between 13 and 18 years. However, many of the
women in Alaska who encounter problems are married and are older,
according to staff at Birthright. Typically, these women may be
experiencing financial problems or TfTamily difficulties concerning
their unborn children. Generally, however, pregnancy clients are
adolescents, financially needy, and lacking in employment skills.
At Booth Memorial Home, between 30 and 50 per cent of the residents
have become pregnant as a result of incest.

To illustrate, the complexities of the service needs of many clients,
Pat Petit of Birthright described a recent case involving a pregnant
16 year old girl. The girl had no knowledge of childbirth from evert
a conceptual standpoint and did not speak or understand English.

SERVICE NEEDS FOR PROBLEM PREGNANCY CLIENTS®™IN ALASKA

Resource persons we contacted identified four problem areas regarding
the current level of care available to women with problem pregnancies
in the state:

Shortage of emergency housing and foster home Tacilities;

Inaccessibility of medical care;

Inadequate public assistance programs;

Deficient postnatal care services.



Representative Terry Martin

May
Page

7, 1981
3

Emergency Housing and Foster Home Facilities

In the Anchorage area, a woman with a problem pregnancy has few avail-
able options for housing: She may stay in one of the 3 bedrooms at
Birthright; she may stay within a foster home if one can be located
for her; she may stay at the Booth Memorial Home if she is in the
custody of the State (or if she has the financial resources to pay
for her care); or, if she has been physically abused, she may seek
emergency housing at McKinnell Emergency Lodge for Women (for a

period not to exceed 30 days). IT her family conditions allow it,
she can remain within her own home, receiving necessary intervention
services on an outpatient basis. For many of the women, however,

remaining at home is not a feasible option.

More commonly, according to Booth and Birthright staff, women are
placed on waiting lists until housing arrangements can be made avail-
able. Currently Booth Memorial Home is maintaining a waiting list
of about 15 names and will be unable to provide space for another 6
months. Birthright, which 1is serving about 50 clients monthly, 1is
able to house only 3 clients and is maintaining a list of 5 women in
need of shelter. To the extent possible, Birthright staff arrange
for temporary housing in private homes but as Pat Petit noted, "It
is generally difficult to find someone who is willing to house a girl
who may have been recently released from Ridgeview [Correctional
Center] for theft and prostitution.”

Inaccessibility of Medical Care

There 1is no available source for low-cost prenatal care in the Ancho-
rage area. Several years ago, staff at the Neighborhood Health
Center in Anchorage attempted to provide prenatal care at a cost
determined by the client"s ability to pay. However, the Center"s
staff were unsuccessful in finding the resources to provide a physi-
cian licensed to practice obstetrics. In an effort to work around
the problem, the Center at one point adopted an operational policy
where clients received prenatal care at the Center and were advised
to go to hospital emergency rc ms for their deliveries as hospital
admittance staff will not refusl treatment of the financially needy.1l
The Center®s policy was unfavor, bly received by the medical community
and, consequently, was gradually discontinued. Prenatal care is
no longer provided at the Center.

1 Pat Petit, co-director of Birthright, emphasized that emergency
room deliveries may not be a wise alternative for a high-risk
pregnancy. Research suggests that there 1is an added risk it
terms of increased maternal-child morbidity and mortality rates
in emergency room deliveries.
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According to the staff at Birthright, prenatal care and delivery
costs currently range between $800 and $1,000 for physician®s fees
and between $1,500 and $2,000 for hospital costs. Obstetricians in
the Anchorage area require payment in advance for prenatal care; the
cost for the first visit ranges from $100 to $200 with subsequent
visits carrying a lesser fee. Agency representatives have noted
that the payment provisions of the medical community preclude many
pregnant women from seeking prenatal treatment. Staff at Birth-
right noted that there are a large number of women, who while unable
to qualify for Medicaid and General Relief Medical programs, cannot
afford the costs of obstetrical care.

Medicaid and General Relief Medical assistance present an added
difficulty ter many pregnant women. According to Duane Peebles of
the State Department of Health and Social Services, some members of
the medical community are unwilling to accept public assistance
patients because of delays in reimbursement for services and in-
sufficient compensation for the true costs of providing treatments.
According to Jo Brosamer, only one obstetrician in the Anchorage area
routinely accepts Medicaid or Medical patients; two obstetricians
occasionally admit public assistant clients; the remaining members
of the obstetrical community rarely accept such patients, and when so
doing, some physicians often treat their assistance as donated ser-
vices rather than seek reimbursement from public assistance programs.

Postnatal Service Needs

Our research indicates that several postnatal service needs are
currently unmet. Ms. Norma Jean Elgas of the Anchorage Women®s
Resource Center has noted that although pregnant women and their
families have a number of alternatives for counseling and support
services before childbirth, there are no regularly available re-
sources for these women®s postnatal needs. As an example, Ms. Elgas
cited the absence of counselling services in parenting skills. Ado-
lescent-aged parents often lack the maturity and experience to under-
stand the responsibilities inherent in childbirth. To illustrate,
Susan Harding, co-director of the Addison County Parent/Child Center
in Vermont, spoke of a young couple 1ir. her program who left their
five-month old baby in his highchair all day. The couple considered
themselves to be exemplary parents, not recognizing that by depriving
him of the opportunity to lie oi his back and stomach, they were
creating the potential for permanent developmental disabilities. Ms.
Harding has found that parenting problems in general do not begin to
surface until the newness and excitement of a now baby have subsided.
As a result, Ms. Harding®"s program offers classes and support groups
in parenting to couples and s ngle parents until their children are
3 years of age. She believes that the front-end costs of this ser-
vice will result 1iIn a proportionately larger cost-savings in the
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long term by diminishing the need for educational programs and social
services at a later time.

An additional area of postnatal services which appears to be lacking

is in employment placement and vocational training. According to
Birthright staff, the majority of their clients lack the vocational
skills and job histories which would make them employable. Profes-

sionals reoard employment training to be an important area so that
women without Financial resources may become economically capable of

caring for themselves and their children without recuiring Ffurther
public assistance.

Inadequate Public Assistance

Under current law, socially and economically deprived pregnant women
are entitled to medical assistance when they meet eligibility cri-
teria established under the State"s Aid to Families with Dependent
Children and General Relief programs. Eligibility is determined, in
part, by assessing the amount of income and financial resources avail-
able to a woman in her home. Consequently, if a woman is living with
a non-needy parent or relative, she may be denied eligibii ity because
of the parent®s or relative®"s perceived abilities to pay for her
care. Some professionals noted to us that pregnancy-related costs
are often regarded as a special category of expenditure frequently
not included in a family®"s personal budget or health insurance plan.
Some individuals believe that this occasionally results 1iIn women
moving out of their family homes in order to gain eligibility for
State-provided medical care. This aspect of the public assistance
program is viewed by some professionals as a disincentive for fTamily
solidarity that can create additional stress for the pregnant woman.

AFDC once provided cash assistance to eligible pregnant women, but
this was discontinued several years ago. Under current law, some
pregnant women are entitled to financial assistance under the State"s
General Relief program®s regular guidelines. However, some indivi-
duals we contacted regard this source of financial assistance to be
insufficient, noting that pregnant women generally encounter signifi-
cant increases in their cost-of-living due to added needs precipitated
by their condition. An article in a December 18, 1980 issue of the
Hew York Times addressed the "rising costs of having a baby" and cited
examples of special needs affected by inflationary costs, including:
maternity clothing, transportation services and Tfuel, infant acces-
sories, and food to satisfy the increased nutritional needs of a
woman and her child. According to Anchorage agency representatives,
women experiencing problem pregnancies would be greatly assisted by
the expanded availability of financial assistance programs.
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POTENTIAL OPTIONS FOR THE STATE IN PROVIDING SERVICES

Our research has 1indicated that pregnancy programs outside Alaska
traditionally have been offered primarily by federal and private

non-profit organizations. In turn, funds for these programs generally
appear to come from private donations and from federal, rather than
state, sources. Dr. Sharon Alexander c. the National Association of

State Boards of Education has noted the absence of State policy
regarding the service needs of women with problem pregnancies, attri-
buting it in part to the inherent problems that limit a state"s
effectiveness in providing a comprehensive program of services. As
examples of these deficiencies, she cited the absence of systematic
data collection regarding this target population, impairing a state"s

abilities to identify service needs and to develop policy. Dr.
Alexander also noted that categorical funding aimed directly at
problem pregnancy services 1is rare. An article in Children Today

elaborates:

Frequently, state agencies have not developed policies in this
area because the target population has been subsumed in other
programs which already have policies in place. Often, too, the
staff members responsible for this issue are far removed from
the agency®"s policymaking Ilevel which diminishes the potential
for change in agency policies.”®

In the course of our research, we learned of no states that have
assumed an active role in the development and implementation of
comprehensive services for categorically designated problem pregnancy
clients. As a result, if policymakers are to consider various means
for the State of Alaska to expand its service capabilities in this
area, it appears that they cannot look to other states for direction.
Nonetheless, as a result of our conversations with agency representa-
tives located both inside and outside the state, we were able to
identify some program concepts that could be developed within Alaska
in order to Ffill current gaps in service.

Prematernal Home/Birth Center

As a response to the combined problems of insufficient emergency
housing and inaccessibility of medical care, the State could explore
the feasibility of establishing a prematernal home and birth center

2 Carlos Salguero, ™"Adolescent Pregnancy: A Report on ACYF-Funded
Research and Demonstration Projects,” Children Today, Noveinber-
Docember 1980, p. 35.
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facility. This type of structure could be established for the
purpose of providing low-cost housing and medical care to eligible
women. However, the facility could also be made available to other

women on a Tfee basis if It was determined that a larger population
group could benefit from the availability of a center.

Such a facility could be free-standing, unaffiliated with an existing
hospital or social services organization; or it could be appended to
an existing program. According to Lt. Ragan of Booth Home 1in Ancho-
rage, several prematernal homes and birth centers have been effective-
ly established by other Booth Memorial Homes in the United States
(for example in Portland, Oregon).

Beyond its essential provision of shelter, the prematernal home is
an effective means of offering a built-in support group for pregnant
women who often share common problems. Additionally, a prematernal
home 1is a useful means of providing educational programs in nutrition,
parenting skills, and other prenatal instruction.

The design of the facility would depend on the functions and the popu-
lation it was serving. It might serve a statewide, regional or local
population.

Parent/Child Program

A State-supported comprehensive program in parenting could also be
developed. Although each child is born with his own potential Tfir
physical, social, and cognitive development, research suggests that
a child"s chances for reaching his maximum potential may be strongly
linked to his early childhood environment and the parent-child rela-
tionship that he experiences during childhood.

Family Focus, 1Inc., a private non-profit organization in Chicago,
was established in 1976 to demonstrate the effectiveness of providing
community-based support services to expectant parents and to parents
of young children. The organization has established a number of
parent/child centers within Illinois, each of which is designed to
fill a gap in services for families. Programs maintain a low opera-
tional budget by relying heavily on existing community services
and the use of trained volunteers for program staffing. Additionally,
Family Focus programs utilize parents who are participating in the
program for assistance in fund-raising, program planning, and special
projects. This also provides opportunities for the parents to develop
and exercise leadership skills.

One Family Focus program, called "Our Place," 1is geared toward teen-
age parents and pregnant adolescents. Located in Evanston, Illinois,
Our Place 1is a drop-in center that provides coinprehensive social,



Representative Terry Martin

May 7, 1981

Page 8

medical, educational, and vocational services to the community®s
adolescent population. The center offers a childcare program as well

as recreation, Tellowship, and education in responsible parenting.
Grants and Loans Program to Private Non-Profit Organizations

In 1978, the federal Office of Adolescent Pregnancy Programs was
established under the Health Services and Centers Amendments of 1978
IP.L.95-626). Title VI of the legislation provided for funds to be
granted to public and private non-profit agencies to assist in estab-
lishing networks of community-based services for "adolescents at risk
of unintended pregnancies, pregnancies, pregnant teenagers and ado-
lescent parents.”™ Under the provisions of the legislation, grantees
were required to provide certain basic services, including: pregnancy
testing, maternity counseling, prenatal and postnatal health care,
pediatric care, Tfamily planning services, referral to appropriate
educational or vocational training programs, and adoption counseling
and referral services. Federal staff anticipate that if the Office
is refunded it will include additional program, emphasis in family
support services and alternatives to abortion.

Conceivably, if State policymakers determined the concept to be
feasible, the State of Alaska could develop a similar program within
the Executive Branch. This type of program could make financial re-
sources available to private, nonprofit organizations within the
state that are currently providing services to clients.3

Expanded Maternal/Child Health Programs

Under Title V of the Social Security Act, the State of Alaska receives
two Maternal and Child Health grants through the federal Health Ser-
vices Administration: The Improved Pregnancy Outcome Program and
the Maternal and Infant Care Program. The Improved Pregnancy Outcome
Program includes a statewide program for the development of early
prenatal educational curricula and, on a local basis, a pilot program
in Fairbanks for social educational, and medical assistance for
pregnant women. Through the Fairbanks-based program, women may
recei ve:

e counseling and care referral services;
prenatal education; and
* medical care assistance.
3 Legal research may be required to determine 1if there are any

State limitations on providing Tfinancial assistance to nonprofit
organizations having a religious affiliation.
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Medical assistance 1is provided to clients based on a sliding scale

determined by family size and income. Coverage 1is extended as a
payment of last-resort after all other sources of third-party coverage
have been exhausted. Duane Peebles of the State Department of Health

and Social Services commented that the program generally seems to
pick up those women whose incomes are slightly above the Medicaid
eligibility requirements.

The second Maternal and Child Health grant program in the State is
located in Juneau. The Maternal and Infant Care Project is similar
to the Fairbanks-based program with one notable exception. The Juneau
program provides medical assistance for women for labor and delivery
costs while the Fairbanks program, due to federal regulatory restric-
tions, is unable to offer compensation for inpatient services.

Although services under these programs may be extended to all pregnant
clients, the program is primarily designed for women with medical/
social risks. Consequently, whille any woman may receive screening
services, financial assistance is based upon factors such as age and
income.

State policymakers might consider assuming Tfinancial responsibility
for these programs and expanding their service outreach capabilities

to communities other than Fairbanks and Juneau. According to Duane
Peebles, funding for the Improved Pregnancy Outcome Project is sched-
uled to lapse September 30, 1982. In light of the Reagan adminis-

tration®s budget proposals and block grant approach, the prospects
for continued funding of the project"s $400,000 annual budget are
somewhat uncertain.

Paternity Outreach Programs

In single parent settings, the responsibilities of child rearing
can become very demanding. Pressures often are compounded when the
parent is an adolescent, unwed mother. In an effort to alleviate
the responsibilities borne by a single parent and to create a more
natural setting for the child, some State and local governments are
emphasizing program development to promote the participation of the
other parent financially and socially.

An example of such a program is the Memphis Paternity Outreach Pro-

ject iIn Tennessee. The purpose of the program is to enable the
children of unmarried mothers to be legitimized and thereby eligible
for support benefits. Through the program, a representative of

the juvenile court visits every hospitalized, unmarried mother after
the birth of her child, at which time the representative explains
the process required to establish a legal relationship between the
father and the child, A mother who decides to accept the paternity
service signs an application *2nd the process is handled in the same
manner as other paternity cases.

|
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Since the program®s inception in August 1979, program representatives
estimate that about 75 percent of the paternity cases where the
father can be Ilocated, result iIn an agreement without reluctance on
the part of the father to establish a parental relationship with his
child. As a result of the program, it 1is possible for support to
begin in some instances shortly after the mother and child are released
from the hoospital.

Expanded Educational and Vocational Training Programs

Many couples and single parents are apprehensive about carrying a
pregnancy to term because of the economic hardships which may be
experienced after the child is born. Generally, this apprehension
exists because of the deficient educational and vocational background
of the parent which seriously limits the prospects for employability
and self-sufficiency. Because of this, many professionals believe
that state pregnancy assistance programs must include educational
and vocational training programs for couples encountering problem
pregnancies.

The Addison County Parent/Child Center in Vermont places extensive
emphasis on the long-range vocational needs of its clients. Over 65
percent of the Center®s participants return to school or seek edu-
cational or vocational training after the delivery of their children.
According to Susan Harding, co-director of the Center, the program
attributes part of its effectiveness to the individualized nature of
the services established for the women as well as the program®"s
tight coordination and utilization of existing services. Much empha-
sis is also placed on preliminary skills development; e.g., if poor
reading skills are inhibiting a client"s ability to develop office
skills, volunteers are assigned to the woman to tutor her in her
reading. Additionally, staff at the Addison County Center try to
tailor job development to new parenting roles.

An example of an educational program designed for pregnant adolescents
is the Family Learning Center, which was established in New Brunswick,
New Jersey in 1969 to counter a significant pregnancy-related drop-out
rate in the public schools. The program is provided in a separate
building from the public school and is offered to any pregnant ado-
lescent woman.”~ The program offers a comprehensive educational and
health program that stresses nutrition, weekly physical check-ups,
frequent consultation with guidance counselors, teachers, as well as
the attending physician and clincial staff, and on-going counseling

4 Women have the option of attending the Family Learning Center of
remaining in the regular public school programs.
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and participation 1in support groups. Beyond tiie regular academic
schedule, each student receives instruction in family life education,
maternal and child health, and physical education.

CONCLUSION

The information presented in this memorandum is intended to represent
only a sampling of program ideas and concepts which could be explored
at the State level to ease the social and economic problems that may
accompany pregnancy. A number of related services such as expanded
adoption services and additional education programs, have not been
addressed iIn our research but could, of course, alleviate some of
the problems associated with unwanted pregnancies.

RO R o S o o S S e o o R e o o

We hope this information has assisted you. Please let us know if
we can provide you with additional research on this subject. We
will be transmitting a second memorandum to you shortly on State
expenditures Tfor abortion-related services.

BB/bf



M EM ORANUDUWM State of Alaska

to Pete Jeans date: February 6, 1981
Deputy Commissioner
Department of Commerce & FILE NO: J-66-298-81

Economic Development
TELEPHONE NO: 465“3690
Thur: Harry Treager, Director
Occupational Licensing subject: Medical Board Inquiries Re
Lay Midwives
From: WILSON L. CONDON
ATTORNEY GENERAL

Saraff T. Kavasharov
Assistant Attorney General

You have asked for clarification of conflicting opinions
from this office on the question whether or not assisting at
child birth constitutes the practice of medicine. The answer
is, that while we might attempt to stretch the definition of
the practice of medicine iIn the current law to cover assistance
at child birth, it would be better to seek a revision of the
statute.

The proposed amendment of AS 08.64.170 and AS 08.64.380(2)
along with the new section 369 in the medical bill being intro-
duced this session will cover actual assistance at child birth.
Prenatal counselling already comes within the definition of
the practice of registered nursing in AS 08.68.410(8) of the
nursing bill which is also being introduced this session. We
believe that passing these amendments 1is the best solution to
the problem of regulation of prenatal care or assistance at
child birth and should cover at least the major problems. If
you have further questions on the issue, please contact our
office again. We believe, also, that any Tfurther regulation
of this area should be discussed jointl) w.th the Board of
Nursing.

STK:wjp

02-00] A(Rev.10/79)
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page 1. lines 28-29
Delete: (9]

page 2, line 9

three members shall be licensed under this chapter or eligible to receive licensure
under AS 08.69.050 () - (), one of which will be a certified nurse midwife.

delete following sentence to line 13
line 14: One person shall be a person with no financial interest in a health care

facility. delete the rest of the sentence.

page 2,line 21: change his to their (SEXUAL PRONOUNS)

page 8, line 14

Insert: (@ ensure that each infant is screened in accordance with AS 18.15.200

page 8, line j.3:
We need a clause in (3 which states that the consulting physician is not liable for

the treatment of the midwife.

pa,e 9> linc 7 -tomcMce -
@) '"'sponsor'” means a physician licensed™in the state or exempted
from _licensure under AS \ , or a midwife licensed to practice in the state and

authorized to act as sponsor by the board.
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Outcomes of Elective Home

Births:

A Series of 1,146 Cases™

Lewis E. Mkhit, M.D., Gail H. Peterson, M.S.S.W .,
Michael Whitt, M.D., ami Warren E. Hawes, M.D.

Infinite for Gilldliirdli anil Fami ly Reirurch
limkelc Califomia
ami Ib- Infan! Health I'nil, Maternal diilil Health
Califomia Stale H7/it of Health, Rerkrle), Califomia

Medical records of elective home births
from five home deliver) services in northern
California were reviewed. Three of the services
consisted of family physicians and nurses, where-
as two consisted of lay midwivoe without itn-
tnedinte physician supervision. Rates of medical
complications in holh groups were low. Peri-
natal morhidity ami mortality were lower than
California averages. Fifteen premature infants
(1.39c) were delivered successfully. Apgar
scores were high. Four infants (0.3%) were
ncurologically abnormal at follow-up. The
perinatal mortality rale was 9.5 per 1,000 fcital
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-
lirvery. Possible reasons for the good results
obtained are cited.

Kcv north: Home birth, midwife, family physi-
cians, perinatal moduli' . inlan! morbidity.

k k
Introduction

\ vit, ud\ increase ha* lon n imted in rceenl \
in the luridencc of Ineme live win &=Tt.'i.n Califoi i.ia
counties and presumably in other areas ol lhe country
as well. For ihe past five years, registered out-of-
liir>pilnl births in California have increased sli*tdily,
ol die rale of 0.1% a year.1l lids rise has been
decried by sonte members of the medical cornua ..ity

*Buprter] bv contract #74-51098 from llie Culifnrnik Stale
Di-pioloii'ol oftU I1h, Mulcniiil .mil CL.il.1 Itcdllli. A Collabora-
tor Sleity from ntie Infanl Hrnllh Unit of Malermnnl unH Child
Hralih, Californio Slulc Drliarimciil of Hrallh.

Volume 19, Number SiNovember ,1977
fv_

wiii 1c supported by olliers. Many highly emotional
statements have been made by bolh siiles without
data to aupport either position. This study is an
attempt to provide such data on 1,146 planned home
deliv.eries conducted by five horn.- delivery services
in northern California. One similar study has been
publi-hed to date— that of Hazell,6 which was a
st.riodcmographic study and did not emphasize
medical outcomes.

Methods
Sonn es of Data

Medical charts from five home delivery services
in northern California were reviewed. The five
services included three phys.cian groups: (1) a rural-
based family practice in western Marin County (Point
Reyes Station) composed of three family physicians
and three registered nurses, performing both home
and hospital deliveries since 1970 as pa;l of a com-
prehensive family practice; (2) an urban-based
(Mill Valley) family practice of two physicians and
two registered nurses— one a maternity nur-e practi-
tioner— in practice since 1973; and (3) an urban-
based (Berkeley) group consisting of one physician
(whose training had been in pedialrics/neonntology)
am! two registered nurses, affiliated with a woman's
hi.ddi cooperative in P. ele’*)}  This last group did
not Rave hospital privileges and performed only
home deliveries, referring women requiring hospital
care to local obstetricians; they had been functioning
since early 1974. [I'lie lay midwife groups consisted
of? lay midwives from Santa Cruz County,
functioning in holh urban and rural settings without
immediate medical supervision and with limited
medical backup, performing birlbs since 19 , and
(2) a rural lay midwife from Sonoma County, Cali-
fornia, with good physician back-up, performing
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. was not able to obtain telephone consultation.

]

births sinre 1970. (In the latter service, records
had heen kept only fur tile last 171 of her estimated
500 deliveries during a five-year time span.)

All recordsi until April 1975 were reviewed by
one of us (L.E.M.). They were adequately detailed
regarding prerinlal care, intrapartum and postpartum
events anJ infunt and maternal follow-up. The
groups represented the following percentages of the
total sample: (1) the Point Rojos physician group,
40.4%; (2) th~ Mill Valley physician group. 11.2%;
(3) the Berkeley physician group, 7.6%; (4) the Santa
Cruz County midwives group, 30.8%; (5) the Sonoma
County midwife, 10.0%.

The lay midwife from Sonoma County began her
midwifery activities accident.dly, while visiting a
friend in labor. Others learned she had attended
a birth and asked her to be at their deliveries until

she eventually developed a reputation as a midwife..

. Her training was self acquired through reading and

experience. The Sunta Cruz 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,
experience and reading. Their average fee per birth
was® $35.00, so their motivation was clearly not
monetary. Typically, they were women who had had
an unattended home delivery and had decided to
help other women avoid this predicament.

The Sonoma County midwife hail .good medical
hark-up through pliysiciuns (mainly family piacticc
residents) at the Community Hospital of Santa Rosa,
who, although unwilling to attend home deliveries,
were willing to discuss problems over the telephone
and handle complicated deliveries in the hospital.
The Santa Cruz group had poor medical back-up and
They
were often criticized heavily and condemned when
bringing women who needed hospital care to the
hospital und few supportive physicians to whom they
could refer women with complications. Laboring
women in die 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 as 45 minutes from a hospital but usually ranged
from 5 to 15 minutes.

Transport facilities for holh lay midwife groups
consisted of the midwife's car without any specialized
support equipment. Equipment present at deliveries
with the lay midwives was also minimal and typically
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consisted of a bulb syringe, sterile guaze, sterile
gloves, a feloseope, ldood pressure cuff, urine
dipsticks for testing for acetones, glucose and protein,
a portable scale and little else. Their mode of opera-
tion hias beeq_djes>crit3ed by Lan?.g

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 primigravidae
and first stage for multigravidae. The physician kit
included 1V equipment, oxytocin and methergine
for 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 is available on request.) The transport
vehicle for the physician groups was also the car
belonging to the birth attendant. For the Point Reyes
group, the closest hospital was 20 miles. For the
Berkeley and M ill‘Valley groups, the distance from
a hospital was usually 5 to 10 minutes.

't

Prenatal care was essentially the same for all
groups 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 assessment. The lay
midwife groups required a minimum of two visits to
a physician, at which times clinical pelvimetry,
Rh status, blood type, rubella titer, hemoglobin,
hematocrit, VDRI. 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
care, and visits Usually laMrd 20 to 30 minutes for
the physician groups, involving discussions with the
nurse and then the doctor. For the lay midwife group,
the visits were typically 30 to 60 minutes. Three
v omen had no prenatal care and first presented them-
s-dvus in labor.

There was no limiting of weight gain. It was felt
that every woman should gain at least 20 to 30 pounds
during pregnuncy, and the average weight gain was
in the 30- to 35-pouud range. Women with chronic
medical disease were encouraged to seek a hospital
birth, as were women who remained anemic. The
threat of a hospital birtli usually increased patients'
willingness to use iron-containing preparations, and,
as a result, the number of women with hemoglobins

The Journal of Rr/jrtulncne Mciliine



«f less than 11.0 pm% giving birth at home was
minimal (less than 1%).

J

Intrapartum care was essentially similar among
the groups. The lay midwife groups did not perform
breech or twin deliveries at home. The physician
groups did so on occasion, hut only after explaining
the problems inherent in such deliveries. After 1973,
the usual policy was to recommend cesarean section
to women with low breech scores (Zatuchni-Andros
breech score) and to attend women with breech scores
indicating safe vaginal delivery at home if the women
so desired and requested. (Since the completion
of this study, »hc lay midwives have begun attending
some breech deliveries at home because of patents'
dissatisfaction with the rising incidence of cesarean
sections in brccch presentation.)

Labor prolongation, of itself, was not treated as a
complication requiring hospitalization. Uterine
inertia was often treated initial!) with buccal oxytocin
by the physician group at home, and if results were
not forthcoming, the woman was transported to the
hospital for IV 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 a
shorter second stage (less than two hours) charac-
terized by an intense pushing effort by the mother.
Patients with second stage arrest, however, if not
responsive to buccal ocytocin over a one- to two-
hour period, were transported to the hospital far
forceps delivery. The midwives were unable to
administer oxytocin and consequently sent more
of their patients to the hospital for dystocia.

Both groups monitored the fetal heart rate closely
throughout the first and second stage, using a fetal
stethoscope or Doppler ultrasound fetoscopc, and
felt that any significant drop in heart rate requiring
int.nvntion would '<anoticed. Dinod pressures were
checked approximately every one to 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 or :( 'la ninther was pushing
ji.irliinlatiy hard hut usually were checked every
15 minutes during second stage and every 25 to 40
minutes during first stage, depending on the character
of the labor and the fetal heart rate pattern. The fetal
heart wus occasionally listened to through a con-
traction and for some time afterwards to determine
the presence of any abnormal patterns.

i
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Meconium staining without fetal heart rate ir-
regularities was not treated. (Meconium staining
with fetal heart rale 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, induction
was usually undertaken in the hospital.

The .nidwives 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 second stage. It
was not done consistenly by nil parents and midwives,
hut the midwives felt it helped prevent lacerations
during delivery.

Forceps deliveries were not conducted ul 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, and the bnby was giver) to the mother im-
mediately after delivery to hold and nurse, with
blankets placed around the infant to prevent heal
loss. The umbilical cord was not clamped until it
ceased pulsating except in Rh negative mothers, in
whom it was damped immediately after delivery.
RhoGnrn was given to the Rh negative mothers
within 48 hours. Silver nitrate ,was not upplied
routinely to the infants' eyes unless there had been
a history 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 forinuln sup-
plementation, and were fed ad lib.

Home visits were tiMiully made each day for the
first three postpartum daya, and telephone contact
was maintained with the couple. The infants were
scon by the physicians at one week in their offices
and again at four weeks. After that point the recom-
mendations for well child care of the American
Academy of Pediatrics were observed. Midwives
referred infants for newborn care to pediatricians
or family physicians after the first week and continued
to follow the infants themselves for various periods
of time. AIll mothers hud an examination from
four to six weeks postpartum by aphysician; results of

203



-

Ik
Y

L

examination were entered in the lay midwives'
recobds.

' I- /

; Study Population

Hazell87 has tleseril>ed the demographic charac-
teristics of the home birth population in the San
Francisco Bay Area in astudy of 300 home deliveries
from the socioanlhropological standpoint. Her sub-
jects overlapped to some extent with onr sample
and were derived from the same subject pool- San
Francisco Bay Area couples planning home delivery.
Accoidmg to her study, 90~ lived in typical Ameri-
can fashion, with the father gainfully employed and

. in a single family dwelling with one or two cars;

they were not members of an ethnic minority, not
on welfare and had no household servants. A general
characteristic of the group was described as self-

; \ awareness, shown in a concern for nutrition, heulth
i [food; ecology,, hum jnistic psychology and a strong

Gi
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feeling for a natural birth process. Typically, the
mother and father hail both attended college, hut
neither had graduated. The fathers’ occupations
were noted to vary through the range of occupations
present in the Bay Area— froin auto mechanic to
physician to homesteader. Only one-tenth were
classified as “ hip,” in rebellion to "normal Amcricajt
values” and living in a variety of alternative styles.

In our study, patients of the lay midwives tended
to belong more to the eounler eulture than did Ha/ell's
population. In the physician groups,*more profes-
sional couples were included. A detailed socio-
economic' study on one of the lay midwife groups
(the Sonoma County sample) is currently being
coordinated by one of us (W.F.H.), and a psycho-

1 logical/developmental outcome study on a subsample
: of the Santa Cruz group is being analyzed by two of

; us.(LE.M. and G.H.P.).

Table | presents statistics on the selection of the
study population. Only -Y/o of those women who
requested a home delivery were screened out for
medical reasons (including premature labor, [on some
services) toxemia and underlying systemic disease).
This low percentage would seem to indicate that
women seeking home deliveries are a self-selected
healthy group, probably knowledgeable about child-
birth and 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 cesarean section)
wore not used as screening criteria because it was
felt thut they were iatrogenic to some extent.

@t

23t

TABLE |

Home Delivery Sttjoy Population

Narber  Fdied

Contacted home deliver)- service . ........... 1,348 100.0
Screened out, medical dx .. ........... 55 4.1
Decided against ........cccccoee vevveeennn. 147 10.0
Attempted home delivery........... 85.0
Taken to hospital ........ccccee ceeeeennn. 136 10.1
Completed home delivery —......... ........... 1,010 74.9
Allcmped home delivery .......... ........... 1,146- 100.0
Physicians ...........ccccccineee 59.8
~Midwives ... 40.2
Taken to hospital ...................... 11.9
Physicians ..........cccceciinie 51
Midwives ..., 6.8

*Patient* hospitalised represented 8.5% «f physician** ca«r*# 16.9%
of midvfivpt* cA%e*.

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 inay have been related to a hesitation
about giving birth without physician bnck-up. In
tbe physician-directed services, a common reason
cited for switching to a hospital birth was that
Medicaid would cover only hospital deliveries*

TABIE 11

., Characteristics or Mothers

i1 Caljlggla
| Mother's = [0 [ . 1,146. 100.0 100.0
<20 5.2 17.3
20-34 93.2 77.6
8535 16 51
Parity .. . L,V... 1,146 4100.0 100.0
oviio <4
it - 237 207 310
128 11.2 133
S 4 3.0 6.0
SA s 18 16 6.3
Prenatal cate began ................ 1,146 100.0 100.0
1<t trimester................... 707 61.7 72.8
2nd trimester 362 ' 316 20.2
3rd trimester ............. .. 74 6.5 45
NONE€.....ciieiieen, 3 0.3 2.4*
elrchuE* prmeul oxe ukoin. r
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TABLE 1
CHARACTERISTICS OF PRESENTATION AND DIXJVEKY

Nmtar  Tirtni
Presentation .........cccccovicieeeniiieeeens o . 1146 1000
VEMEX e 98.2
Brow......ccoooiiiini u, 0.3
I Shoulder........ccccoevveeeee.n. 3 (0.3)
"1 1 Breech oo, 18
DEIVEIY s e 100.0
11Cesarean ...cccooceeeeeieeieeee .24
. Vaginal........ooooi . 1118 97.6
Analgesia, only .......ccceeee ... . (14) 1.2)
Anesthesia, only ............. 3 (0.3)
Both ...ooeiieeiieeiiecee, 16 0.5
N.ne....ooo (95.5)

Ov,1*1lI
7.4
3rd stage hilior.....cccceeeiinnn. 205
LOW fOrCEPS  ..vvvvveevirieeeeecneee e 10
Mid forceps  ...oeeeeveeeeeeiiie 6 0.5
Lacerations requiring refiair —........... 148 129
Epiaiolomies...........ccceevveeieeeneennen. 89 7.8

Ofthe 1,146 women beginning labor at home with
the intention of delivering there, 136 (11.9%) were
sent to the hospital to complete tlicir delivery for
treatment of intrapartum (11%) ur postpartum (0.9%)
problems. Eighty-eight percent of the deliveries
begun a home wore 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 days of
delivery; a fifth was horn very prematurely in the
hospit ' and remained there for one month.

Table Il presents characteristics of the mothers
and compares them to California statistics for 1973.”
Ove.r 90% were in the optimal childbearing age of
20 in 23 years, and the average was 24.9 years.
Thi.re sin a high inite.h'T (t'ITi) of ptin.igiavidae
in this series and sri incidence of grand multiparity
of less than 1%. Virtually nil the women were
trained in childbirth <lasses such as Bradley or
l.amaze. All women except one attempted breast
feeding; for a variety of reasons, eight women were
not successful.

11
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Results

Delivery: Home Sample

Statistics on the presentations and deliveries are
given in Tabic Ill. Most of the deliveries were normal
vertex presentations. Of the 21 women with breech
presentations, 10 were delivered successfully by
choice at home, and 11 were taken to the hospital.
The last were all unexpected and with lay midwives.

One percent of the women studied had low forceps
deliveries, 0.5% had midforceps deliveries and 2.4%
were delivered by primary cesarean section. (The
California cesarean section rate was 9.9% in 1973."
If, as the Mayo Cliniel found, half of the cesarean
sections are repeats, then California’s primary
section rale would approximate 5%, or double the
rate in this study.,. The. indications given for forceps
and l'esai'uan <bliveries are listed in Tali) IV.

TABLE IV

Indications for C-Sfctions and Fohceps Deliveries
in Women Becinninc Labor at Home

N
Low forceps delivery
Protracted dcsrrnl 6
Arrest of tI'-tcenl ......... 2
Dysfunctional labor 1
Brow presentation with nrrcst  ofdescent —....... 1
Fclal benrt drop.....cccceeeeeeeienies e 1
n
Mul forceps delivery
Protract Sddescent ........ccocceeeiiiiiiiiiieee 3
Anes| of desCent .........cccocevviiiiieeeenniieee e 1
Dysfunctional labor ..., 1
Fetal heart drop, occiput posterior presentation 1
C-ieclioiu
Ceplmirjprkic diiprojMijflion...............c.cc..... 16
Failure to descend, occiput posterior
presentation, relnlivr CPD ......... e 6
Arrest of active phase dilation, fetal heart dtop,
curd 4 X neck ........... 1
P.ilripscil cold  ........... 1
Breech with nnuiionitia. ...............cocoeiiiiiinns ]
Psychatic reaction to laltor —.............cocvveeeen. 1
Acutely dropping fetal heart tone* ................ 1
TONIMMIAL e 1
28



Lacerations requiring repair were lowest (4.4%
and 5.7%) in. the lay midwife groups and highest
(40.2%) in the physician group with the shortest
experience in performing home deliveries without
episiotomies. Similarly, episiotomies were lower for
the lay midwife-groups than for the physician
groups. I:*' "

, 1 i *. w o *

, 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
buccal oxytocin at home, whereas 47 women (4.1%)
recc' -ed IV oxytocin in the hospital. During the
third stage of labor, 146 mothers had oxytocin at
home and 89 in the hospital. Mean length of first
stage was 10.2 hours for primigravidac and 4.6 hours
for inultigravidae; second stage means were 118 and
45 minutes, respectively.

Cnmplications of labor and delivery of the home,
birth group are shown in Table V (individual women
inay 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 dystocia. However, the total
incidence of protracted labor in this series is notioe-
ably low when compared to that in the literature,*
as arc 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 the physician
groups (8.5%/). The former took more women to
the hospital fur induction ror prolonged rupture of
membranes, uterine inertia during the first stage of

TARLE V

Complications of Labor and Dflivery

(Individual wormen tnuy be listed under mote than one complication)

Primigrrridse (N." 1347729 - 18.6%)

Gogiction Hne Hyld Tad Porenle

Intrujmrium
Dystociat 1s Kluge.......... 27 34 61 8.4"
DtMucin 2nd Mage ........ . 10 14 24 33
CPD oo 0 23 23 3.2
Meconium fduin, only .... 24 3 27 3.7
FHT j (c, ameconium) .. 6 13 19 2.6
Hypertension ................. 3 6 9 12 a
Hypertension ................. 3 6 9 12
Hl.m presentation ............ 1 2 3 0.4
Shoulder dystocia ............ 1 1 .2 03 ;
Polyhydramnios — ............. 0 2 2 0.3
Oilier* ... 1 10 u 15

o Total e, 73 108 181

Postpartum
Hemorrhage™ ................. 1 3 <4 0.5
Excessive I'P bleedf ...a 11 7 18 25
Retained placenta 10 4 14 19
Endometrilia ...........c.... 9 2 n 15
11 depression ................. 0 4 4 05

Total oo 31 20 51

*Single i ax<« of uligiilndramiuna, amnininlii, toxemia, prolapsed. cord,
lliraxnl->fJilrloltB. “placenta pirvia, idmipliu plarrnlac, >tc)i<iMinm.
urinary tract infection, 2nd trime»ler hired, prrtipitom labor.

«Prrrenl complications [>cr 729 |«imigratidsc. 417 mulligravidac.

tPytnieia at Uteri in this lable i. defined al: prolonged ta aflcsird lat

(@ per Crrenhill and FrirdnunY

Muliigravidac (N - 78/417 * 18.7%)

Complication Home Horpilal  Totall Prrccal*
Intrapartum slmy .
DjsIncia-Ist stupe....... .. 2 12 14 3.4
Dystocia 2nd stage 4 9 13 31
Meconium Main, only .. .. 11 1 12 2.9
FHT j (c, a meconium) 3 4 7 17
Precipitous lalxr ........ .. 7 o] 7 17
Other* ....oceviiieeeeee . 2 3 0.7
Total oo 28 28 56 m
W = ' L '
1 | H
_ i1 i
Postpurtuni TV@ H > 11
Hemonhuge —.............. 4 1 5 J12 1
Excessive IT bleed ... .. 9 4 13 3.1
Retained placenta........ ivad e m8 i 19|
Endometritis ............... . 3T "1 4 lo !
I’P depression............. 0 1 1 0.21
Total e u 31 r
*Single cases of HIM), sinaildir tlyalu ia, oligoliyiliartliitta. { 1
!
I |

e, failure Iu dilate; prolonged or *nested 2nd stage, failure to descend

|ttrmiatirade ia defined aa more llian 650 ml; excessive bleeding aa 'more llian normal,” including third-day postf»anum bleeding.
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Com pIications of Labor ami Dklivkiiy

| Hiy.!L i*i> N « L"-u/ces - 1V.0)
GjoipliofUm Number ~ Prrem*
Jnirajurtum !

Dystociat T stage. . - - - - 47 6.9
Dstcia2d stege - - - - - - 24 35
DPD i aaa “u 2.0
Meconium stain, only . . . . 28 41
FHT 1@ smeconium) .... 16 23
Hoifrtodon - oo oo - 10
i potitiaon - - .. .. 0 0.3
Saulderddl>aa - oo - | 01

01
Oligiihvdramios ....... 1 01
A i ko . 8 12
Olher - ... ... _.... 0.9

Toal . _...._..... 1%
Postpartum -
Hemorrhaget ... ... ... 5 0.7
Baessive bleedingf .. - .. 19 2.8
Retained placenta. - . - . . 15 2.2
Brbetritis ... ... .... 15
Dgression - - ..o - ... 3 0.4
Toal ..._........ 52

'Single cn»r* of aninionitit, placenta é)rewa ahrupto plerenla,
dehydration, urinary tract infection, 2nd trimester bleeding,

tPercent comidication for 085 MTVpalicnli, 465 midwivea'patient*.
See Table V.

labor, fear of completing the delivery at borne, falling
fetal Itearl rale, manual removal of placenta and
lie itnicnt of postpartum hemorrhage. The physician
groups used significantly more n\vtocin after delivery
o. ihe placenta than did the midwives and reported
more precipitous deliveries. Complications by
midwives’ and physicians’ groups arc shown in Table
VL. .

Kk

There were no maternal deaths.

Perinatal Outcome

Six sets of twins. were delivered successfully at
home, bringing the total 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 liom

Vfjunie 19, Humber 5/Noixmbcr 1977

Midvivr. (N - BOACL = »7.4det)
Complication Numbs ~ Pmrtill
Intrapartum ~ *
Dystocia 1¢t stage 28 6.1
Dystocia 2nd stage 13 2.8
CPD i 10 22
Meconium slain, only 11 2.4
FHT 1 (c, s meconium) 10 22
Hypertension 2 0.4
fimw proenlintion 1 0.2
FlL.nlldg ilyslivia ........cccceveeeee 2 0.4
Polyhydramnios 1 0.2
Oligohydramnios........................ 1 0.2
Ptecipiiiius Li,.a- ......ccoccviiiiiees 0 0.2
Other* ..o 0 -
Total oo 82
Postpartum
Hemorrhage .....ocoveveeviiiiieees 4 0.9
Excessive bleeding................". 12 2.6
Retained placenta  ........ 7 15
Endometritis ..".......ccoceeeiiiinieenn. 5 11
Depression 2 0.4
Total e 30

«Single cases of toxemia, prolupsed cord, thrombophlebitis.

ut borne. Out; (1,332 grams) was liom in ihe hospital
after second trimester bleeding and remained there
for a month. Two cf the smaller babies (1,729 and
2,154 grams) were admitted to the Itospild 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 total premature rate becomes
3.0%. (California's premature rale in 1973 for white
women 20 to 29 was 5.3%.) All the |-w birthweight
habit asuit hed without other postnatal complications
oilier than those mentioned above.

The average Apgar 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 infant. Though the scores may be in-

‘s .01 e
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TABLE VII

Infant MohhioitV

Rie
Godlkm NumUr I.ooorﬂ Ddivary
Congenital defects ........cccc....... 6 * *52

PDA Home

Coarctation of mrta .......... o Hume

Omphalocele ........... Home

Myelomeningocele, thoracic Home
Multiple minor unomaliss . r Hospital

Down's syndrome ............ I< Home

Cerebral [Palsv .......oevveeeeeeeenen. 2 17 Home

Hume
Surgical conditions ............. - 2 17 Home -
Low birthweight ..............ccc..... 15 : 131 Hospital

Home

‘ Home

< Other-: Home

. D
b A -y, >e

flaled, they probably are no more so than in the
hospital, where the physfcian delivering the infant

assesses the Apgar. Forty infants (3.5%) born both
at home and in the hospital had one-minute Apgar
scores of 4 to 6, and seven infants (0.6%) hud one-
rninutc Apgars of 3 or less and reijuired resuscitation.
(Drage and Beiendcs* found a 21% incidence of
one-minute Apgar scores below 7.) Lack of drugs,’
both prenatally and intrapartum, may be associated
with these relatively high scores.

e Two other surviving infants were admitted to the
hospital during the first three days— one for repair
of an omphalocele and one who was the result of an
unattended (the only one) delivery with gross meconi-
um staining and fetal distress and who was taken
to the hospital within 10 minutes after delivery,
where intubation and lavage were not performed.
This delivery was part of the lay midwife sample.
Table VII describes the cases of infant morbidity
niid tIx:ir outcome.

Four iuliiuth (0.3%) were neurologicully abuoimal
<l follow up: two had cerebral palsy and two were
mentally retarded. This finding compares favorably
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 was
slow, albeit consistent, in developing and did not
walk until 18 months.
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QAndiditiins Qicare ]
f 4 L
None Repaired surgicall)-/ at one year. . I
None Repaired surgically at two years 1
None Repaired surgically at 15 hours
None Mental and motor retardation at 1S months
HUT | cs No inriital or motor retardation a one year
Meconium Mental retardation
Meconium+ + + Motor retardation
FHT 1
None Mild spastic with slow verbal development j
None Pyloric stenosis rt paired ul five and right days
2nd Tri Bleed 1,332 g, in hospital one month, ncj)' problem1
None 1.729 g. in hospital two weeks, mild RPS '
Breech 2,154 g, in hospital 12 days, mild HDS ;
None No problems
i . callE | I-l
e ; ap
In addition to those listed in Table VI, there were

21 cases (1.8%) of jaundice requiring phototherapy/
Only a few not already in the hospital were admitted,
for parents were able to rig up flourescent lights over
bassinets at home. Three babies with failure to thrive
were switched from breast to bottle feeding, with
successful results. The average length of infnpt
follow-up was 11.5 months. Some children iare still

being follow ed now at three to five years of a®e. OvbtJ
80% were followed at least six months.
The nine women with previous fetal deaths had

no complications. r;it i
TABLE VI

Pkhinaial Outcomle

oW SR,

Nritf
Total births*. . . ... ... ... 1.1%2 L] -
Lircbirtts* __ ... ___._._.. 1.147
Kaml didbs - ... .. .___. 5 43 102
NI lihilis .. __...._. 6 52 103
Total GmitcH dcathn ... .. n 95 r 203
lar* hirlharighl (<2,501 @) 5 1.3% -
<ImImIm mx m-p>>FNim. ] i 1
Al uit jqincRilmhries ol balan 1,000 B tiillg lmu
Halimi, n L Iiehirts. -~ e=gd -
* 2 it
8
n
m- ha
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TABLE IX
Causf.* of Pkhinatal Death

11 Ajr# Nuinlwf Drli Gty jMilium C-u b uf Heath
L >
SGnkalDArsl. E«l . 1 Hume None Rh inrompalaliilily, insisted on home deliver)'
3& weeks est. .\, uge ... 2 Hume None Intrauterine death, unknown cause
Sy
During luwif = 2., i e, 1  Hospital Amnionitit, Overwhelming intrauterine sepsis
C. . IL'D in place toe¥],
Mil 1%* e
During lalwic.........cccveeeiviiieeennns 1 Home None Unknown cause
2.(lays 1  Hospital None Mocrosnmia, single unihilical artery, hilaleral adrenal
:p ro- hemorrhage, numerous congenital anomalies

1 Home None

TOYS e 1 Home None
1(i,day* 1 Home None
2 VS 1 Home None
BWEEKS i 1 Home None

Perinatal outcome rates and the causes of fetal
ami infant deaths arc given in Tables VIII and IX.
The perinatal mortality rate in this study is signifi-
cantly lower (95% confidence interval) than the
20.3% rate lor the state of California in 1973. The
state’s fetal death rate in that vein for white women
20 to 29 was 8.2 per 1,000 total births as compared
to 4.3 in the home birth series. Unfortunately, there
is no comparable neonatal death rate available for
tlué specific group.

There was no association in this series between
length of first or second stage labor and 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 of forceps, and the total nhum-
ber of cases was too small to draw meaningful con-
clusions. There were 14 eases of prolonged rupture
of membranes but no resultant infections in the
infants.

lin ,i' etage cod o e
e <sdirected s -iv. w.i-j32.|'>fct imitlicr ami baby;
for the entire study population, $277 This was an
nll-inelusive rate, covering prenatal <are, home visits
postpartum and all necessary supplies. The average
cost for total care with hospital delivery and three
davs’' hospitalization was S1,450. This lutler figure
is low, for it does not include the additional fee for

VtJume 19, Number SiNovember 1977

Cystic fibrosis, lueeailiuni ilius. po'lnpeialive perolinitis
and sepsis

Gur<Intinn of aorta

Cor biloeulare

Sinliien infant death svimirome
After surgery for tetralogy of Fallot

cesarean section. (Estimated figures for a normal
vertex delivery in California hospitals in 1975 were
S1,150 to 1,550.)

Discussion

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 ratesa Iolw.er.thanlexpected.

Generally, the response of physicians to home
delivery has been negative. Many view home birth
ns an irresponsible risk to mother and child. They
do not encourage or attend home deliveries, 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 feta! monitoring and
readily available medical and surgical in** r\ t aiion,
and there ws the family-centered, naturai cidulbirth
trend represented in its extreme by couples planning
home delivery without uny medical support. Re-
ducing the antagonism between these divergent
poles would etiliance cure for women choosing
hospital deliveries as well as for those choosing
home deliveries.
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More studies of this kind are needed before any
eonelusions can he drawn. However, evidence from
this study population strongly suggests lluit home
delivery is a safe alternative for medically sciecned,
healthy women; they deserve adequate care for the
delivery of their choice. This care would include
prenatal care by a physician, child birth education
and jonly necessary intervention by attendants.
Hospitals should he encouraged to adopt those
techniques of home birth that improve pregnancy
oulcyme. These techniques would include perineal
massage and gentle head delivery to avoid cpisioto-
mies and lacerations, choice of the use of analgesia
and anesthesia and provision of a supportive, friendly
and comfortable environment tor labor and delivery.
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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 #747, regarding the legal—
ization of midwives and the establishment of a midwifery board. Homebirths
and having midwives pre ent 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 onposed

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 Elm-
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 in
Alaska.

Sincerely,

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



Alaska State Legislature

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

February 16, 1982

To: Members of the Senate
interested parties

From: Senator Vic Fischer
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 voluntary 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
Lhe practice of midwifery in the state without a license.

The concept is simple: the state has a legitimate interest in assuring
that consumers of midwife services have the information available to

make an informed choice of health 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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sedation with a hocic clctlivfeiy perfon”™d by a physician* . LT FeF N

v~li.as the society. a? a w!;cie,

1 appreci*to this crrfcirthty to suhsit this testarrny for the asnsldnraticnof -="-arm
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Senator Charlie Pnrr

s a (>eee>'i | tee

Pouch V

duii.u, Alas'a

«yptor Charlie 1'nxr and all oilier legislators

"

J a.. rulhc-r, a r.-.uthcr-to-lie and a di 110hLlr 11l educator in the Sitka area. | an
l.n sopporl of S" ?A7T "An Act Related to Midwifery"; 1 Know people in this area
wan)d like an alternative to the hospital births available.. J'anv arc forced to
labor In crowded labor rooms, transfcred to the one delivery rone, and on

otra' iou return' d to a room with a r.ulher :ttil) in 11 *w. How ran one hope to

Leivil a (,"od biithlitj; and boiulin;: experience under these* conditions*.1

The medical eoimr.uni tv .should be here to hr:).p everyone. When they refuse their
services because a couple wants a hone- blrt.h, they are not fullillinf; t:beir

obi i;ation*.

itij;kt not; in Al ,*tla, there is no way lor the consumer tin Jnd)t« a midwifes ability.
This hill would help do tills end the way it does seems fair. Attendinc 20 blrth’i
in bitla would be very hin! and considering most of nlaska Itas a popul.alion

less than this area, it is very lImitiup,. However, if a person meets the standard
excepted hv ihe lisconcing committee, then 1 would fee) they are able to handle

hirths. *

A col Le'ct cdur.rlion does not improve your value, as a midwife. ]t is thu exporienc
and Uuowledr.e ;;ained through actual birtliluy that maker, a pood midwife. Pone

people mi! born with a natural ability and desire to attend births. They isay
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P.O. Box 2792
Dillingham, Alaska 99576
March 18, 1962

I am writing you to voice my support of £.B. No. 7k7 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 1in
home birth as an apprentice Lay Midwife and have a Tfirst hand
knowledge of the specific needs of people who want to have

their children iIn 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 .i 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 iIn 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 in
hospital emergency rooms. This 1is 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 with hospital births. Prior to i® 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 Tfamily, and since
the fTamily is 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 choice made available to them, and have
compassionate, supportive and trained attendants. The manner
in v."hich 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
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 1is good health care for mother and child. It is my
sincere wish that you give S.B. No. 77 your fTull support

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

Sincerely

Camille Martinez
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S"GRWx&FtRefcxRnajnot 237 _E. Third Avenue
Anchorage, AK 99501

.. .a aostatuent of American Nurses” Association

March 18, 198?.

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 Ilike to
thank you for your support of SB 660 which will fund the Family
Centered Birth, 1Inc. of Juneau. The Alaska Nurses Association

heartily endorses this bill.

I hope that you will continue to support this bill when it

comes to the floor. I look forward to working with you on health

care 1i1ssues in the future.
Sincerely,
ALASKA NURSES ASSOCIATION

y/LC Lc iLfJU cKtLt-J

Melinda Law, RN
President

ML :m

cc: Margaret Crawford
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P.O. Box 2792
Dillingham, Alaska 99576
March 18, 1982

Dear Ms. Baim,

I am writing you to voice my SuPport of S.B. No. 7k7 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
ho"Ditnls for the Lay-Midwives who attend-these mothers wanting
home births. This is happening now in Alaska. There have been
many cases, where iIn emergency situations, both the mother, the
father, and the Midwife have met with uncalled for and unnecess-
ary sub-professional treatment by un-cthical medical staffs 1in

hospital emergency rooms. This is due to arrogant egotism based

on ignorance.

Statistical studies within the last 10 years of the resurgence
of home bi~th 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 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 famijv is 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
lo 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

Organisation.

The key is good health care for mother and child. It is
sincere wish that you give S.B. No. 7k7 your full support
for Lay Midwives, birthing couples, and a healthier Alaska.

Sincerely
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P.0O. Box 2792
Dillingham, Alaska 99576
March 18, 1982

Dear Senator Parr,

I am writihgryou to voice my suPport of S.B. No. 7V7 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 thel.lLay.."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 for 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 Midv/ife, but pre—
ferred in comparison with hospital births. Prior to HQ 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 peoplo opi”ve 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 1is the nucleus of a good and healthy society, it

is necessary that support cf home birth be made available and
encouraged in Alaska. Couples who want this experience 1in
life should have the .choice made available to them, and have
compassionate, supportive and trained attendants. The msaiper
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 provitled)
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
world in developed nations such as Holland and Denmark, and
undeveloped nations such as Latin America have encouraged the
training of Lay Midwive6 for the benefit of pregnant women.
Lay Midwifery is encouraged and endorsed by the World Health
Organization.

The key 1is good health care for mother and child. It is my
sincere wish that yog give S.B. No. ?/+7 your full support
0

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

nror>ol\t
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Senator Charlie Parr
HESS Committee

Pouch Vv "~
Juneau; Alaska

99811
Senator Charlie Parr and all other Legislators

Sir?

I am in support of SB 7°~7 "An Act Related to Midwifery" .

I 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.

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,



Senator Charlie Parr
HESS Committee
Pouch V :: m < —um
Juneau”™ Alaska

99811
Senator Charlie Parr and all other Legislators

Sir:

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

I feel that pregnancy and childbirth is 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,
n
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P.0. Box 2792
Dillingham, Alaska 99576
March 18, 1982

I am writing you to voice my support of S.B. No. 777 entitled
"An Act delating to Midwifery". This bill is more definitive
towards the needs of ."both the consumer and the.Lay Midwives
than H.B. 11 and svould replace it. I have been involved in
home birth as an - ;>prw \ce Lay Midwife and have a first hand
knowledge of th«- 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 been
many cases, where in 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 in
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 1f0 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 no; in the hospital where there are
sick people. eToday 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 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 accepu 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 ana 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 1is good health care for mother and child. It is my
sincere wish that you give S.B. No. ?/i7 your full support
for Lay Midwives, birthing couples, and a healthier Alaska.

Sincerely,

Camille Martinez



urses

Assoclation

52i7CKWixfc7X'rtxRacKKit 237, E. Third Avenue
sj6cBBcalXJfcla<kn#2aM  Anchorage, AK 99501

... a.constituent of American Nurses' Association

March 18, 1982

The Honorable yic Fischer, Senator

Member, Committee on Health,
and Social Services

Pouch V, MS 3100

Juneau, AK 99811

Dear Senator Fischer:
On behalf of the Alaska

thank you for your support o

Centered Birth, Inc. of June
heartily endorses this bill.

| hope that you will co
comes to the floor. | 1look
care issues in the future.

Sincerely,

A%ﬁSKA NURSES ASSOCIATION
N *

il UL |

Melinda Law, RN
President

ML:m

cc: Margaret Crawford

Education
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P.0O. Box 2792
Dillingham, Alaska 99576
March 18, 1982 m

Dear Ms. Bainm,

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.3. 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 in emergency situations, both the mother, the
father, and the Midwife have met v.ith uncalled for and unnecess —
ary sub-professional treatment by un-ethical medical staffs in
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 40 years
ago, most women delivered at home attended by Lay Midwives or



Family Practitioners. Why then i1s 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 ana 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 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 consxueration 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 1in 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. 777 your full support

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

Sincerely
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Home Delivery and

Neonatal Mortality in North Carolina

Claude A. Burnett 11l MD, MPH: 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 1976 with attontion given to home
delivery. Planned home deliveries by lay-m.dwives resulted in tnree neonatal
doath3 per 1,000 live births; planned homo deliveries without a lay-mldwlfe,
30 reonatal deaths per 1,000 live bl'ths; and unplanned home deliveries,
120 neonatal deaths per 1,000 live hirths. The women whose babies were
delivered by lay-mldwlves were screened in county health departments and
found to be medically at tow 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 scruoning, and attendant-
training were important in differentiating the risk of neonatal mortality In this

uncontrolled, observational study.
(JAMA 1980;244:2741-2745)

SUMMARY reports of state vital sta-
tistics have traditionally classified
births as occurring m-hosPltal and
out-of-hospital. Fetal and infant mor-
tality has also been reported usmgi
this” differentiation. Being the bes
that is generally available, such infor-
mation has been quoted in defending
llie argument that in-hospital deliv-
ery is safer than out-of-hospital
delivery. However, with increasing

From Iho Family PInminQ Bnluulion Divisian,
Conlnr: kor DIsooao Gontrol, Atlata Qrs Qutrott
nnd Tylnr nnd Ms Rook®): 1ho Mhllorml nnd Chilld
Dl orth G, rolulgh (i sy 5 Bt
p yoling, nolu ; -
nuwt ot Dicstatiatics, g?ory Uherally, Atlaita
g;/lg Gm?; and to ment ol Matarmol nnd

ildHnllh, School ol RublicHzllh, Lhiversity ol
North Carolire, Chapel Hill Or Mlkr). Dr Qumott
in anutly director, Northesst Health District,
Georgia Dopartmnt ol Human Rosourcos, Ath-
us. Ms Rooks s aurantly export consultant with
&E Ollicd ol the Surgeon Omoral, Wanhington,

int_roquosta 1o Northesst Hnlh District,
kooFmrru1 Millodo Ava, Athons, OA 30001 QF

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

interest in home dellverr, the places
and circumstances of delivery should
be more premsel*_ classified before
att,rlbutm(Tz mortality risks to ‘hem.
This article provides an analysis_of
neonatal mortality in North Carolina
during 1974 through If 7G, with atten-
tion given to the places and circum-
stances that characterised out-of-hos-
pital deliveries. ,
In North Carolina, .he proportion
of infants born at horrc has declined
from 76% in 1940, to less than 1% in
1975 (Fl[qure). With th s shift to hos-
Pltal defivery, maternal mortality fell
rom 50/10,000 live bit ths in 1910 to
3/10,000 live births in 1975, a decline
of 94%. Neonatal mortality also
declined 61%, from 33/1,000 live
births in 1910 to 13/1 000 live births
in 1975, Neonatal mor.ality remained
more than 43 times that of materal

mortality in 1975, despite nearly uni-

versal hospit alization for childbirth.
Most of the mec.ical profession

advocates hospital delivery and views
home delivery as a reﬁresswe 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
an. cipatcd with even the best pre-
natal care. However, an mcreasmgz
number of women prefer delivery a
home in order to be-among famifiar
people and surroundings, to avoid the
perceived risks of hlghly technical
medical care, and to reduce cost,

Lay-inidwives legally attend home
deliveries in some counties of North
Carolina. The practice of these lay-
tnidwives is regulated by county
health departments: Prenatal care
involving physician-supervised
screening for risk” factors must be
Prowded by the health department
or each patient, and every home
delivery by a lay-midwifc must_ be
approved n advance as low risk.
Since 1964, no lay-inidwife lias been
initially certified"to practice in any
North "Carolina county. Those lay-
midwives still practicing are gradual-
ly being phased out; 25 were issued a
required yearly dpe_rmlt in 1974, eigh-
teen in 1975, and fifteen in 1976,

MATERIALS AND METHODS

This study used neonatal death 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 197C constituted the initial source

Neonatal Mortality- Bumott otat 2741
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of information. Birth records were coded
as occurring in a hospital, in a clinic or
ailicc, cnroute 1 a hospitnl, 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 1,296 home deliveries
occurring in Worth Carolina during 1974
through 1976 were classified by both their
planning status and the attendant present.
If a home delivery was chosen and n
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
ttice deaths would hnve had a notable
cflect on reported neonatal mortality
rates. Therefore, theso deaths were indi—

vidually reviewed by examination of the
birth and death certificates as well as by
discussion with county health department
staff and, when necessary, the attendant
nt the home delivery.

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

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

2742 JAVA. Dec 19, 1980- \ol 244. No. 24

There were 51 such deliveries. These may
have been planned but were classified as
unplanned. 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
Iag/-m|dwn‘e and decreased the aﬂ)arent
néonatal mb ta' [ty rate of home eliveries
classified 1S yidnned. ,

In June 197G, birth certificate copies, of
the remamm% unclassified home dellv?nes
were senf to The health department of the
county of residence of the mother. A brief
questionnaire accomp%nled egch certifi-
cate requesting that health department
staff determine the reason for home deliv-
ery and Idenfify the attendaut present.
Four reasons for home gelivery were pro-
vided: precipitate, intenced, faifure to plan
for health Care, and unknown. Field work
Dy county health dep-'tment staff wa*
necessary when no Cetailed reco-d de-
scribed the circumstancel o the birth.

RESULTS

Births Associated With Home Deliv-
ery.—TabIe 1 shows a classification of
all 129 home deliveries for 1974
through 1976. Seventy-two percent of
home " deliveries were classified as
BIanned._Of these, 768 were attended

y Ia){-mldlees and were assumed to
be planned; 166 were classified by

uestionnaire as "intended” and were
therefore considered planned. Of the
166 home deliveries classified as "in-
tended," 57% occurred_ by preference,
26% were for economic Teasons, 8%
were for religious, reasons, and 9%
were for other or unknown reasons.

Nineteen percent of 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 he
precipitate, unplanned home deliv-
eries. An additional 199 were classi-
fied b}/ questionnaire as cither "pre-
Cipitate™ or "failure to plan for health
care” and were also considered un-
planned. . .

Neonatal Deaths Associated With
Home Dehve(r]y..—Th.e planning status
of the home deliveries that resulted in
neonatal death is shown in Table 2. Of
the 86 neonatal deaths associated
with home delivery during the three

ean;, six (17%) followed planned
ome delivery, and 30 (83%) followed
unplanned home delivery.

Neonatal Mortality- Burmett ot at



Table 1~ Planning Status
ol AllHome Deliveries*

No. %
Planned 934 M2
La%_éﬂslglvjlrg% lared) 768
Clasiﬁed ] P i 6
questiomaire 1
Un%!anned_ «250 19
rg]as% Q’?gror%d) 51
Claﬁ?iﬁed i mp_ -
q.EStI(IT’aII‘E
Unknown 112 9
Total 1,29 100

<\orth Carolire. 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 fo congenital anomalies.

Two_of the 30 unplanned home
deliveries result: g 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 fvay for lack of fur.ds. 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
thése 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 remalnlng
deaths, one infant was found drowne
in a canal and the other was grossly
neglected. These home deliveries were
m0ged to be either precipitate or
intended without preparation for a
hialthy infant. ,

N'eonatal Mortality Rates Associated
'Villi Home Delivery—Home deliv-
eries, without regard to their plan-
ning status, were associated with a
neonatal mortalw rate of 30 per
1,000 live births. However, when sub-
divided by their planning status (Ta-
ble 2), adifferent picture emerged.
The neonatal mortality of planned
home deliveries was 6/1,000, while
that of unplanned home deliveries
wa3 120/1,000. The relative risk of
unplanned home deliveries was 20
times that of planned home deliv-
eries.

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

Planned

Infent normal .

Congsnilal anomaly
Unplanned

suspected hamicide or neglect
Total

Torth Garolire, 1974 mrw%] 1976.
JNeonatal deaths per 1,000 liehirtts.

Deaths, No. (%) Births Rater
6(L7) 934 6
8
EV(S) 250 120
V(D)
20
36(100) 1,184 30

Table 3.— Neonatal Mortality by Placo and Circumstances of Delivery*

Home— plamed, attendant physician

Home— plamed, attendant lay-midvito

Hospital

Clinic or oi

Home— planned, attendant not physician
or lay-michife

Eroute .

Home— unplanned

Total

<\orth Carolire, 1974 th 1976.
N jomtal deaths por 1,000 Taebirtts

Doattn Birtrs Ralef i
0 55+ 0
3 768 4
2,905 242,245 12
15 99 16
3 too* m 0
12 177 68
20 250% 120
2,868 244,544 12

*Excludos 112 home deliveries with unknoawn plaming status nnd 11 planned home celiveries wl.h

unknown attoor.nt.

deliveries remained unknown follow-
ing the questionnaire survey. If these
had been planned, the neonatal mor-
tallty 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
have been 83 rather than 120 per

1’(11)' . opr .

The effect of possible classification
error introduced by the assum?tlon
that the home deliveries of bl infants
weighing 2,000 g or less and not
attended by a IaY-mldwne 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 nponatal 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 ﬁlan-
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. Thi rates ranged

from zero neonatal deaths for
planned home deliveries attended by
a physician, to 120 neonatal deaths
Ber 1,000 unplanned home deliveries.
lanned home deliveries, prenatally
screened as low risk and attended by
lay-midwives, were associated with a
neonatal mortality rate cc4/1,000 live
births. However, all three deaths fol-
lowing dehveri/] by lay-midwives were
assoclated with congenital anomalies
and may not hnve be™n preventable,
“Hospital deliveries, including h_|(11h-
risk p,regnanmes and low-pirth-
weight infants, ve e associated with
a neonatal mortality rate of 12/1,000
live births. After excludm%_ infants
We|gh|n? 2,000 ? or less at Dirth, the
neonatal’ mortality 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,gz_roup_s of home_deliveries
can be distinguished from Table 3: (1)
unplanned; “(2) planned without
known medical screemng and without
a trained attendant; an S3) 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 tog_ether)y. Group 1 had 4 times
(95% confidence limits 14 to 11.4) the

Neonatal Mortality- Bumett ol I 2743



Table 4.— Percent Distrib "ion of Births by Selected Maternal Characlei .atics*

Al Deliveries, Neonattal Mortality Ratef
% Al Deliveriés
24 1
35 un
4 U
69 10
3 15
8 10
16
3 u
42 10
22 9
3 65
19 28
78 6
3 288
5 2
18 5
74 2
150.333

Homo celiveries I%wldmlvesvs adl dHliveries, end neonatal rortality rote lor dlil celiveries North

Homo Idvife,
2
At
<2%)Ir 40
20-24 A
25+ 26
Race
White 4
Nowhite %
" \arital stais
Married 56
Umarried 44
Eoucation, yr
<12 69
12 2
>12 2
Preratal visits
0-2
37 68
8+ 27
Birthveigt, g
52, 0
2,001-2,500 6
2,501-3,000 20
>3,000 74
N 487
Carolirg, 1975 th 3
th\eonatal donths per 1,000 Inobirts.

neonatal mortality rate of group 2.
Group 2 had 8 times (95% confidence
limits, 2.2 to 31.3) the neonatal mor-
tality rate of group 3.

Lay-Midwife  De'vcries—Table 4
compares the maternal characteris-
tics of the 4G7 women delivered by
lay-midwives with all 159,333 deliv-
eries occurring in North Carolina
during 1975 and 197G. 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 movers in
high-risk catelgorles among lay-mid-
wite home deliveries compared with
all deliveries. The women attended by
lay-midwives were more likely to he
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-midv/ivos,
women who delivered “without a
trained attendant had a low-risk

2744 JAVA. Doc 19. 1980- \ol 244

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'high risk with respect to
prenatal care (38% with two or less
prenatal visits), their deliveries were
at low risk with respect to infant
birJt weight Eonly 2% of the infants
weighing 2,000 g or less). Even with
these favorable characteristics, their
neonatal mortality rate was elght
times that of lay-midwife home deliv-
eries.

COMMENT

Tnis study showed that the out-
come of delivery varied importantly
b¥ both the place and circumstances
0 d.ellverr. In-hospital vs out-of-
hospital classification docs not ade-
quately group births by risk of neo-
natal mortality. Even more specific
designation of ‘the place of birth does
not suffice to dijcribe risk. Deliveries
occurring at home ranged from low-
est to highest risk of neonatal mortal-
|t¥ depénding on planning and the
attendant present. _

Medically selcr’ed women delivered
at home b}/]llay-mldwwes were at high
demographic” but .ow medical risk.
The screening process carried out
through physician-supervised prena-

, No. 24

tal care at local health departments
was apparently effective. _
In contrast, planned home deliv-
eries without known medical screen-
ing and without a trained attendant
resulted in .hlqh neonatal mortality
Respite their Tow-risk demographic
protile. Having less prenatal care and
not having a trained attendant at
delivery appears to have lessened
the demo(?raphlp advantage for this
?rou,p and predisposed their infants
0 higher mortality.
Unplanned home deliveries were
associated with neonatal mortality
even hlﬁher.than deliveries en route
to the Rospital, a_|th_0Uﬂh the differ-
ence was not statistically significant
After analyzing 100 consecufive cases
of unattended” home deliveries in
Enﬁland, Fraserl concluded that
"while precipitate labour is an im P,or-
tant factor, inadequate prePara jon
and instruction of the patient are the
commonest causes” of unattended
home delivery. _
,Ade?uate prenatal care and provi-
sion of care appropriate to medical
risk has been re eatedli/ associated
with lower neonatal mortality. Mont-
g?mery' and later Levy et al’ showed
at a'nurse-midwife program, which
cmPhnnzed prenatal care for a medi-
cally . underp,lrved population, was
associated with a notable decline in
neonatal mortality followed by a
sharp rise after discontinuation of
the ‘program. Zackler et al' have
reported that a maternal and infant
carc PrOJeCt, which provided ﬁrenatal
care 1o girls who conceived when they
were younger than 15 years, was
associated with lower nednatal mor-
tality compared with a population
that did not receive prorjeqt SEIVices.
In large-scale studies of vital statis-
tics data, Kessncr et a* in New York
and Dott and Fort* in Louisiana found
that adequate prenatal care was asso-
ciated with less risk of low birth
weight and neonatal mortality.
Several limitations of this study
suggest cautious interpretation of its
findings. Inferences regarding the
safety of home births should “await
P,rospec,tlye controlled studies. Poten-
al deficiencies of this study include
the following: home delivery practices
in North Carolina were not necessari-
ly representative of practices in other
states; there was a small number of
neonatal deaths in the study; there

Neonatal Mortality- Bumett et d



were possible errors in classifying the
true place and circumstances of birth:
underrePortmg of home births and
neonatal deaths may have occurred.
Two factors restricted the scope of
this study. First, home deliveries and
hospital deliveries attended by nurse*
midwives were not represented, hut
are an increasing proportion of deliv-
eries in other states.7 Second, IaY;
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. S
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 reclassifica-
tion of 'several neonatal deaths. The
findings nepd testing where home
delivery is more common.. .
Retrospective classification 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

DW{SI‘S?,W lioo confinement.
;3:GAG-Gi9.
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1971;100:5.
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been misclassified as ﬂrempltate and
unFIanned. Women who chose home
delivery but developed a problem dur-
mth labor may have gone to the hospi-
tal to deliver. Hospitals are appro-
ﬂ[lately the intended place for most

igh-risk deliveries. This fact con-
founds comparison of the neonatal
mortality of hospital and home deliv-
eries.

Some home births may noi . ve
been reported to state regwtrars,
especially if the infant died. Possibly
such underreporting was'more fre-
quent in planned "home deliveries
when a preventable death caused
quilt 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 been a
dramatic_shift from home to_hospital
delivery in the last 40 Years in North
Carolina. The potential risk of deliv-
ery at home may be unacceptable to
most women. However, some women
still prefer or economically need an
alternative to a high cost physician-

Ruforoncos

4. Zacklur J, Andelmun S. Bai
as an dostetric nk
1960;108:306-312
6. Kcssner D), Singer J, Knlk C, etadl: Infat
R i I riskand health
are. | 1973:50:13-18.
6. Doll A, Fort A: The effect of aailrbillty

T

hospital delivery. Indeed, cost and
Pre erence accounted for more than
hree fourths of the reasons for the
dangerous planned home deliveries
not attended by a physician or lay-
midwie. .

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-
er>{ services to these women, economi-
cally realistic alternatives should be
developed before existing traditional
services are phased out For prena-
tally screened low-risk women, deliv-
ery’by a trained nurse-midwife under
Bhysl(:lan supervision, perhaps in al

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
qualltY of p. matal care, adequately
identifying  high-risk p_regnanmes,
and training competent birth attend-
ants all require the knowledge, exper-
tise, and support of the medical com-
munity.

S e o
e L 11

Colllege of Nurse-Midwives, 978, pp 29, 40-41.
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MEMORANDUWM April 8, 1982

SUBJECT: Laboratory testing for women planning home
births. (SB 747)

TO: Senator Charles H. Parr

FROM: Tamara Brandt Cook

Legislative Couns”™I~C/

You have asked in general what liability a physician might
incur by authorizing laboratory tests for a woman who 1is
planning a home birth, assuming the physician does not
render any other medical service to the woman related to the
pregnancy or birth.

Under general principals of tort law, a physician would be
liable for injuries resulting from the negligent performance
of a medical service. Negligent conduct 1is conduct that
violates the actor"s duty of care, a duty to act with the
amount of care that a reasonably prudent person (in this
case, a reasonably prudent physician) would use under
similar circumstances. Swenson Trucking and Excavating.

Inc. v. Truckweld Equipment Co., 6(54 P.2d 1113 (Alaska 1980)
Among the elements necessary to make out a claim for relief
based on negligence is a reasonably close causal connection
between the conduct and the resulting injury, that 1is
"proximate cause". Sharp v. Fairbanks North Star Borough,
569 P.2d 178 (Alaska 1977) A causal connection 1is not
deemed to be a legal cause of injury unless it is a
substantial Tfactor 1in bringing about the harm.

Ketchikan Gateway Borov ;h v. Saling, 604 P.2d 59C (Maska

Applying these principals to the situation posed by your
guestion 1is difficult since each case of alleged negligence
is decided upon the particular facts of that case. Some
fact situations that could result in liability on the part
of a physician who orders laboratory tests include:



Senator Charles H. Parr
Page 2
April 8, 1982

1. failure to order the correct test or all the tests
that are necessary;

2. improper interpretation of the test results;

3. if during the process of authorizing the tests the -
physician examines the patient, failure to discover a
condition needing treatment or posing a hazard or, if
the condition 1is discovered, TfTailure to inform the
patient of the need for treatment or of the hazard
posed.

However, in any fact situation the conduct of the physician
must be a proximate cause of the injury before the physician
may be held liable. The physician would not be liable for
problems experienced during a home birth that are not
connected to the service rendered by the physician 1in
authorizing the laboratory tests.

You have asked whether a laboratory must have the authori—
zation of a physician before it may test a medical sample.
Nothing in the statutes forbids a laboratory from conducting
tests without the authorization of a physician. AS 18.05.-
040(a) (17) requires the commissioner of health and social
services to adopt regulations for the voluntary certifi—
cation of laboratories that perform diagnostic analyses on
cpecimens from persons "submitted by licensed physicians and
nurses for analysis". However, nothing in the statute appears
to preclude the laboratory from performing tests on specimens
submitted by other persons as well. A certification process
for laboratories is established in 7 AAC 27.360, and the
regulations contain no requirement that the laboratory only
accept samples from physicians. AS 18.15.150 requires any
person permitted by law to attend a pregnant woman but not
permitted to take a blood sample to have the sample taken by
a physician and to submit the sample for testing for syphilis.
Since this provision requires a person other than a physician
to submit a sample to a laboratory, it would make little
sense for the laboratory to be precluded from testing the
sample. On the other hand, a private laboratory is not
required by law to accept all samples for testing.

I hope this answers your questions. IT you have a specific
situation in mind, please let me know and I will look into
the matter further.

TBC :jdn
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STATE OF ARIZONA
DEPARTMENT OF HEALTH SERVICES

ARTICLE 2. LICENSING OF MIDWIFERY

R9-16-200. Reserved
R9-16-201. Minimum qualifications

An application for a license to practicemidt/ifery shall submit

1. An application on e form prescribed by the Department;

2. Evidence satisfactory to the Director of the Department of
Health Services showing successful completion of a course of
instruction me_etln?_ the re?unementslof R9-16-203;

3. The initial license fee prescribed by A.R.S5.836-754;

4, Arequest to undertake the next available qualifying
examination to be administered by the Department.

Historical Note

Former Section R-9-16-201 repealed, new Section R9-16-201
adopted eff. Jan. 23, 1978 (Supp. 78-1).

2128/78  Supp. 78-1



Ch. 16 PERSONNEL LICENSING R9-16-204

R9-16-202. Renewal application
An applicant for renewal of a license to practice midwifery shall submit a
renewal application on a form prescribed by the Department.

Historical Note
Former Section P.9-16-202 repealed, new Section R9-1* T2 adopted cff. Jan. 23.1978
(Supp- 78-1).

R9-K.-203.  Course of instruction
A. “ach applicant for an initial midwife license shall show evidence of having
completed a course of instruction with a standard curriculum containing:
A L information regarding the laws and Regulations concerning midwifery in
rizona;
2. Basic course in aseptic techniques, basic observational skills, recognition and
management of emergency situations, and special requirements of home delivery;
3.~ Clinical courses covering the knowledge and skill* necessary for:
a. Provision of care during the antepartum, intrapartum, postpartum and
newborn periods, and
_ fb.t Management of birth and the immediate care of the mother and newborn
infant;
4. Observation of a minimum of ten (10) births;
5. Delivery of z minimum of fifteen (15) women, under direct supervision by a
licensed physician, licensed midwife or certified ntirse-midwifc, arid verified by a
*written statement from tire supervisor that competence lias been demonstrated.
B. The program of study shall assure that course content 'nciudes the requisite
knowledge and skill: needed t> recognize those conditions listed in R9-16-205.

Historical Note
Former Section Jt5-16-r.C3 repealed, new Section R9-16-203 adopted cff. Jan. 23, 1978
(Supp. 7B-1).

R9-16-204. Qualifying examination

Prioi to receiving ¢ license to practice midwifery, each applicant shall p;ss a
qualifying examination administered at least twice a year by the Department which
will consist of three parts:

1. A written examination designed to test knowledge of the subjects required
in the course of instruction;

2. An oral examination designed to test clinical judgment in midwifery case
management;

3. A practical examination designed to demonstrate the mastery of skills
necessary lor practice in midwifery, meeting the requirements of R9-16-203.

Historical Note
rormer Sceticn ROHI6-." 01 repealed, new Section R9-16-2CM adopted cff. Jan. 23. 1978
(Supp. 78-D).



R9-16-205 HEALTH SERVICES Title 9

R9-16-205. Responsibilities of the midwife

A. The midwife shall encourage all clients requesting her services to seek
regular prenatal care, and shall require that they show evidence, that they haw: been
examined at least once during the last trimester of pregnanty by a licensed
physician or other practitioner operating under the supervision of a licensed
?r}rsicjan. Such examination shaii include laboratory tests to determine the
ollowing:

L Bglood type. Rh gﬂroup, ard Rh titers if indicated;

7. Results of a serologic test for syphilis;

3. Hemoglobin or hematocrit level;

4. Results of a urinalysis for protem and su%ar.

B. The midwife shall visit the prospective birth place at least once before the
expected deliverr date to make sure conditions are adequate for delivery and to
prepare the family.

C. The midwife shall have formal arrangements prior to each delivery for
backup medical care fo; the mother and infant. The midwife shall call a physician
and/or transfer the mother and/or infant to a hospital whenever any of the
conditions listed below arc present:

Maternal conditions:

Abnormal vaginal bleeding before, during or after delivery;
Edema of the face and hands;

Excessive vomiting;

Persistent headache:

Visual disturbances such as bluTing or dimness of vision;

f.  Blood pressure elevated over 143 mm rig systolic and/or 90 mm Hg
|oligstolic, or an increase of 30 inm Hg systolic and/or 15 inin Hg diastolic during
abor;

0. Blood pressure that falls below 90 mm Hg systolic and/or pulse rate that
increases to 120 or above during or after lahor;

h. A fetal heart rare that Is below .'00 or above 150 beats per minute between
or during contractions, or - fetal heart rate that is iregular;

. Meconium stained cmniottc fluid;

Llevation In temperature over 10QJF or 37.ScC, orally;
Intcngaged head in primigravidu or in multipara in labor;
Presenting part other than vertex;

Ruptured m.cmbranccs of more than 24 hours;
Prolon?ed labor using established criteria;

Multiple gestation; o .

Retained placenta over 1 hour, earlier if bleeding occurs;
Retained placental fragments or membranes;

Persistent uterine atony;

Vaginal or perineal laceration;

cCoo o —



Ch. 16 PERSONNEL LICENSING R9-16-205

t.  Excessive pain or discomfort during or after labor;
u.  Shortness of breath;
V. Seizures;
w. Wishes of the client.
2. Conditions of the infant;
a. Weight less than 2,500 gor  pounds;
b. Congenital anomalies;
C. Apgar score less than 7 at 5 minutes:
d. Respiratory distress;
e. Irregular heartheat;
. Signs of immaturity, prematurity, or postmaturity on physical assessment;
%. Jaundice;
. Abnormal cry;
| Pale, cyanotic or gray color;

j. Excessive edema.

3. Any other abnormal condition not listed above that might endanger the
woman or infant.

D. At the time of delivery the midwife shall

1. Place two drops of 1 percent siNer nitrate solution into each of the infant's
yes (or in lieu of silver nitrate, any other preparation specifically approved by the
Dilector) in accordance with R9-6-115;

2. Insgect the umbilical cord for the appropriate number of vessels and record
on the bitth record;

' 3. Inspect the placenta and membranes tonotetheir completeness;

4. Inspect the perineum fer laceration

E.  The midwife shall observe both mv.nerand infant for a minimum of two
(2) hours following birth.

F.. The midwife shall file a birth certificate with the local Registrar within ten
(1C) days after birth.

G. The midwife shall recvaiuate the condition cf the mother and infant
between 36 and 72 hours of delivery to deteimine whether physician consultation
IS required.

H. Al equipment used in the Eractice of midwifery shall be maintained in an
aseptically-ciean manner and in woikirg order.

. The midwife shall maintain record; of each patient attended and make them
available for audit and review as requested by the Director or his staff,

tlistoiiiel Note

Former_Section R9-16-205 repeated, new Section R9-i6005 adopted tff. Jan. 23, 1978
(Supp. 78-1).

Supp. 78-1  2/28/78



R9-16-2G6 HEALTH SERVICES Title 9

R9-16-206. Reports _

A Each licensed midwife shall submit quarterly, to the Department of Health
Services a summary report of each case on forms stipplied by the Department. The
report shall contain information concerning the p;egnancy listed in “Responsibil-
ities of the midwife” (R9-16-20s). _ _ .

B. Failure to submit quarterly reports on a timely basis shall constitute
grounds to deny renewal of a license.

Historical Note

Forme Section R9-16-206 repealed, r.ew Section R9-16-206 adopted cff. Jan. 23, 1978
(Supp- 78-1).

R9-16-207. _Prohibitions or limitations to the Eracu_ce of miowifery

A, Prohibitions: - The midwife sIn'l not knowingly accept responsibility for
births in which there are the following condition:

1 History of third trimester bleeding;

2. Preaclampsia,eclampsia; _ o
~ 3. Persistent hemoglobin level below 10 g during the third trimester or at the
time of delivery,

4, Mult|ple(l;estat|on;_ _

5. Abnormal presentation or lig;

6. Client under 15 years of agg; _ _

7. Previous Cesaréan section, or othci known uterine surgery such as
hysterotomy or _myomectom_}/_; _ - _

3. Rh Negative with positive titers, or if titers arc not available;

9. Syphilisor gonorrltea; _ N _

10 Active infectious diseases, i.e. tuberculosis, hepatitis, or genital herpes;

11 Severe psychiatric disorders; _ _

12, Any systemic conditions which are generally recognized as having the
potential for creating problems at delivery; S

13 Suspected or diagnosed congenital anomaly that may require immediate
medical intervention;

14. Contracted pelvis, .

15. Current narcotic addiction; _

16, Suspected prematurity, immaturity or postmaturity. o

B Limifations: The midwife shall not knowingly attend any childbirth
wri]]er_e_the following conditions exist except under thé Supervision of a licensed

Sician;
pyl. Women between 15 and If) years of age, and over 35 years of age;

2. Parity greater than 4

3. History of severe Postpartum hemorrhage;

4. History of stillbirth or neonatal death;

2125175 Supp. 78-1
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Ch. 16 PERSONNEL LICENSING R9-16-303

5. History ofbirth injury to either mother or previous child: .
6. History of difficult delivery and/or depressed baby at birth.
C. The midwife will not perform any operative procedures other than that of

clamplngr and severlng the umbilical cord.
he midwife will not use any artificial, forcible or mechanical means to

assist birth, nor may the midwife attempt to correct fetal presentations by external

or internal version. . o N
E. Except as provided in R9-6-205.D.1. the midwife will not administer any

drugs, medications or herbs.

Historical Note
Former Section R9-16-207 repealed, new Section R9-16-207 adopted cff. Jan. 23.1978
(Supp. 72-11

Supp. /81  2/28/78



STATE OF NEW MEXICO
HEALTH AND ENVIRONMENT DEPARTMENT
POST OFFICE EOX 968
SANTA FE, NEW MEXICO 37503

REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY

FHE CATEGORY:
REGULATION NO.: HED-80-3A (HSD)
ORIGINATOR: Health Services Division

STATUTORY AUTHORITY: The statutory authority for these regulations 1is
contained in Section 9-7-6 and Section 24-1-3 (R) NMSA 1978 and Section
61-6-16(C) NMSA 1978. Enforcement is provided by Section 24-1-21 NMSA

1978.

REASONS FOR ADOPTION:

() These regulations are an amended version of the similarly-
named Regulations numbered HED-80-3 (HSD), filed with the "State Records

Center on February 5, 1980.

(2 The changes made in this ;dmpnt are non-substantive, and
there is no public interest that m -~ - Rearing,
Therefore, they are adopted witho public hearing.

GEpRGE GOLDSTEIN, Ph.D., Secretary
Health®"and Environment Department
Post Office Eox 968

Santa Fe, New Mexico 87503
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Health and Environment Department
Health Services Division
725 Saint Michael"s Drive
Post Office Box 968
Santa Fe, New Mexico 37503 e

HED-80-3A(HSD)
REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY
“General Provisions

100. LEGAL BASIS: The regulations set forth herein are promulgated by
the Secretary of Health and Environment by authority of 9-7-6 (F)
NMSA 1978 and 24-1-3(R) NMSA 1978. Administration and enforce—
ment of these regulations is the responsibility of the Health
Services Division of the Health and Environment Department. En—

forcement is provided by 24-1-21 NMSA 1978.

101. PURPOSE: These regulations establish policies, standards and
criteria relating to registration, practice and continuing
education Ol persons who practice lay midwifery. These regula—
tions do not apply to any licensed medical or osteopathic
physician or certified nurse midwife.

102. GUIDELINES: In the absence of specific direction in these regu—
lations™ as to standards of practice or ethics, the Standards of
Care of the American College of Obstetricians and Gynecologists
and procedures and policies of the Health and Environment Depart—
ment. and Health Services Division are established as guidelines.

103. OTHER LAW AND REGULATIONS: These regulations are subject to the
provisions of the Health and Environment Department®s Regulations
Governing Promulgation of Regulations and Regulations Governing
Public Access to Department Records. In addition, department
regulations on related subjects include: registration of nurse
midwives; prevention of infant blindness; newborn screening for
phenylketonuria and other congenital malfunctions; registration
of births, deaths and fetal, deaths, and control of diseases and
conditions of public health significance. Copies of regulations
may be obtained by writing to the Health Services Division, Post
Office Box 968, Santa Fe, Mew Mexico 87503. Appeal of an adverse
decision of the Division shall be in accordance with the Uniform

Licensing Act, 61-1-1 thru 61-1-28 NMSA 1978.
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DEFINITIONS: As used in these regulations, the foilwing terms
shall have the meaning given to them, except where the context

clearly requires otherwiser

104.01.

104.

104.

104.

104

104

104.

104.

104.

03.

04.

.05.

.06.

07.

03.

09.

"Apprentice permit” means a permit issued by the

Division to authorize a person desiring to become a

lay midwife and pursuing the required course of study

to obtain clinical experience under supervision of a

physician-, certified nurse midwife or registered lay
*

midwife.

"Certified nurse midwife" means a graduate nurse
licensed to practice in this state who has been
certified by the American College of Nurse-Midwives
and registered with the Divisic pursuant to the pro—
visions of the Department®s Nurse-Midwife Regulations.

"Contact hour™ means a unit of measurement to describe
50-60 minutes of an approved, organized learning ex—
perience or two hours of planned and supervised
clinical practice which is designed to meet profes—

sional educational objectives."

"Continuing education™ means participation Il an
orgexnized learning experience under-responsible
sponsorship, capable direction and qualified instrue- e
tion and approved by the Division for the purpose of
meeting requirements for renewal of registration under

these regulations.

"Division" means the Health Services Division of the
Health and Environment Department.

"Lay Midwifery"” means the provision of health care ser-
vices in pregnancy and childbirth by a person-not a
licensed physician or a certified nurse-midwife.

"Physician” means a person licensed to practice medicine
or osteopathy in this state.

"Registered lay midwife”™ means a person who is current—
ly registered and in good standing on the registry of
lay midwives maintained by the Division.

"Registration™ means a document issued by the Division
identifying a legal privilege and authorization to
practice within the scope of these regulations. Regis—
tration under these regulations is not transferable.
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104.10. "Registration year>’naans the period frcm December 31
of any year through December 30 of the following year;
initial registration may be issued at any time but shall
expire on the following December 30; apprentice permits
may expire at any time but no later than the following

December 30.

104.11. "Supervision" means the coordination, direction and
continued evaluation at first hand of the person in
training or engaged in obtaining clinical experience
or engaged in direct delivery of lay midwifery services
within the scope of these regulations.

APPLICABILITY

LIMITATION: Lay midwifery in New Mexico is limited in scope to
practice as outlined in these regulations.

SCOPE; The 1lay midwife may provide care to low risk patients
determined by physician evaluation and examination to be pro-
spectively normal for pregnancy and childbirth. Such care

includes:

201.01. prenatal supervision and counseling;

201.02. preparation for childbirth;

201.03. supervision and care during labor and delivery and
care of the mother and the newborn in the immediate
postpartum period, so long as progress meets criteria
generally accepted as normal.

REQUIREMENT OF REGISTRATION: From and after July 1, 1980 no
person shall hold him/herself out as a lay midwife or offer, for
compensation or otherwise, any services which constitute lay
midwifery unless currently registered as a lay midwife under
these regulations, or holding a provisional or apprentice permit
issued by the Division. Violation ef this provision is subject
to prosecution or civil action as nay be provided by law.
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b REGISTRATION OF LAY MIDUIVES

TYPES OF PERMITS AND FEES: Upon application, meeting require—
ments and payment of fees, a person subject to these regulations
may be-issued an apprentice permit, a provisional registration
permit, or a regular registration permit, as applicable, in
accordance with these regulations. Permits shall be issued with—
out fee through December 31, 1980; thereafter fees, new or
renewal, shall be submittedein accordance wilrh the fee schedule

. prescribed«in Section 400. hereof.

APPRENTICE PERMIT: An apprentice permit may be-issued to any
person for a period not ho exceed one year and may be renewed once
only for an additional one-year period. Education and clinical
experience required for regular registration may be obtained

during the apprentice period.

PROVISIONAL REGISTRATION PERMIT: Upon application a provisional
registration permit may be issued to: . -

PS *

302.01. Any person who under former regulations of the Division
eis currently permitted to engage-in lay midwife pracr
. tice under the supervision of the District Health Officer,

or, .

302.02. Any person who presents satisfactory evidence of
education, training and experience; such person shall

submit:

302.02.01. Evidence of conpletion of at least a four
year high school course of study or equiva—
lent as determined by the Department;

302.02.02. Evidence of satisfactory completion of re—
guired clinical experience cited in Section

600.

302.02.03. Evidence of satisfactory completion of a
Health Services Division approved course in
prenatal nutrition (may be completed during
provisional registration period);

302.02.04. Evidence of satisfactory completion of a
course in prepared childbirth applicable to
the heme birth setting (may be completed
during provisional registration period) ;
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302.02.05. Current physician®s statement certifying. ;"1 vivii;i\R2
absence of communicable disease;

i

302.02.06. Satisfactory reference frcm a physician,
certified nurse midwife or midwifery in—

structor;
302.02.07. Fee as prescribed by the Division.

302.03. A provisional permit may be issued for a period not to
exceed one year and may be renewed once only for an

additional one-year period.

302.04. The requirements of section 600 hereof may be met during
the provisional registration period.

REGISTRATION UhDTR REGULAR PERMIT: Upon meeting the requirements
of Section 600, a person holding an apprentice or provisional
permit may apply for regular registration as a lay midwife and

shall submit:

303.01. An application -o sit the next qualifying examination;

303.02. Evidence of completion at least a four year- high
school course of study o™ equivalent as determined by

“ the Department;

303.03. Evidence of satisfactory completion of a cour.ce in
theory of pregnancy and childbirth;

303.04. Evidence of satisfactory completion of required clinical
experience;

303.05. Evidence of satisfactory completion of tin USD approved
course in prenatal nutrition;

303.06. Evidence of satisfactory completion of .a course in pre—
pared childbirth applicable to the home birth setting;

303.07. Evidence of satisfactory completion of a certified
course 1in cardiopulmonary resuscitation of the adult ar.d

newborn;

303.08. Current physician®s statement certifying absence of
communicable disease;
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303.09. Four recamendations (one each from a physician or
certified nurse midwife, a midwifery instructor, a con—
sumer and a member of the caixnunity); and

303.10. Fee as prescribed by the Division.

FOREIGN EXPERIENCE; Applicants for registration as a lay mid- m
wife who lad: the required clinical experience in New Mexico,
but who have equivalent experience fran another jurisdiction,
may apply to sit the qualifying examination after submitting
evidence of experience and of all other requirements. Action of
the Division on the request may be appealed under the provisions

of the Uniform Licensing Act.

LIMITATION: Registration as a lay midwife in New Mexico is not
to be construed as valid in any other jurisdiction.

EXAMINATION REQUIRED: Registration as a lay midwife in New
Mexico 1s by examination only; there .is no reciprocity with other

jurisdictions.

RENEWAL OF REGISTRATION: Every lay midwife registration must be
renewed annually. An applicant for renewal of registration siiall

submit to the Department:

i 307.01. A renewal application on the form prescribed by He

Department;

307.02. Evidence of completion of eight contact hours of con—
tinuing education as required by Section 604; and

307.03. Renewal fee as prescribed by the Division.

GPACE PERIOD: Delinquency in renewal of registration of 6 months
or greater shall result in termination of registration.

INACTIVE LIST: Any person registered as a lay midwife in New
Mexico who moves frcm the state may retain registration by ful—
filling the requirements previously described. Absence frcm the
State of New Mexi to for longer than 10 years shall result in
termination of registration.

RECERTIFICATION: Any person previously registered as a lay mid—
wife in the State of New Mexico whose registration has been
terminated may be recertified as a registered lay midwife by:
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310.01. Submitting evidence of eight contact hours of. continuing: C*
education annually; - I- * 3

310.02. Submitting evidence of being currant in practice in
another jurisdiction;

310.0: Applying for a lay midwife apprentice permit in order to
obtain clinical experience to become current in practice

as determined by the Department;

310.04. Sitting any or all portion(s) of the qualifying examina—
tion as required by the Department; and

310.05. Submitting renewal fee as prescribed by the Division.

FEES: Frcm ar.d after January 1, 1901, all applications for
apprentice permit or provisional or regular registration must be
accompanied by a money order payable to the Division in the amount
of fifty dollars ($50.00). Such fee provides for initial regis—
tration for the registration year, or part thereof, remaining.

If the application is deemed insufficient, the fee will be returned.

400.01. Fee for annual renewal of provisional and regular
registration shall be $25.00 a year.

400.02. Examination fee shall be $25.00 end is not included in

registration tee.
REVOCATION OF REGISTRATION: The Division may refuse to issue, ¢
suspend for a definite period, or revoke a registration for any

of the following causes:

500.01. Dereliction of tiny duty imposed by lav/;

500.02. Incompetence;

500.p3. Conviction of a felony;

500.04. Practicing while suffering-from a contagious or infec—
tious disease;

500.05. Practicing under a false name or alias;

500.06. Violation of any of the standards of practice set forth
in Sections 800 and 905;

500.07. Obtaining any fee by fraud or misrepresentation;
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500.08. Knowingly employing directly or indirectly any sus—
pended unregistered person or persons not holding an
apprentice permit to perform any work covered by these

regulations;

500.09. Using or causing or promoting the use of any advertising
matter, promotional literature, testimonialr or any other
representation however disseminated or published, which
is misleading or untruthful.

500.10. Representing that the service or advice of a person
licensed to practice medicine will be used or made
available when that is not true, or using the words
"doctor," "clinic" or similar words, abbreviations or
symbols so as to connote the medical profession when

such 1s not the case;
500.11. Permitting another to use his registration;

500.12. Directly or indirectly giving or offer to give, or per—
mitting, or causing to be given money or anytiling of
value to any person who advises another in a professional
capacity as an inducement to influence him or have him
influence others to use the services of the registration
or permit holder, or to influence persons to refrain

from seeking services -lIsewhere; or
500.13. Violating any of the provisions of these regulations.

e <« EDUCATION

The Division shall, on the advice of the Lay
periodically maintain and. periodically
revise a list of approved courses, texts, and trainers covering

at least the following subject matters. The Division may use

the list as a guideline in determining the acceptability of a non-
listed educational source which an applicant submits as complying
with any educational experience requirement. A course of study

in theory of pregnancy and childbirth must include the following:

COURSE OF STUDY:
Midwifery Advisory Board,

In each category applicant shall cite approved training source
or indicate reasons why source should be approved.
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600.

600.

600.

600.

600.

600.

600

02.

03.

04.

05.

06.

07.

.08.
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Basic aseptic
techniques

Basic Observation
skills

Basic prenatal
nutrition

Basic parent educa—
tion for prepared
childbirth

Provision of care
during the ante—
partum, intrapartum,
postpartum and new—
born periods

Management of birth
and
the irother and the
newborn

Identify source of
Education

Recognition of early
signs of possible
abnormalities

Identify source of
Education

Recognition and
management of

emergency situa—
tions

HED-80-3A (HSD)

"Provisional

immediate care of

Reauired by both
letfcls

Requirements

Required by both the
levels

Required by both the
levels

May be done dur-
ing provisional
registration period

May be done dur- e
ing provisional
registration
period

Required by both the

levels

Required by both the

levels

Required by both the

levels

the
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Regular
Requirements

registration

registration

Required at
appli.cation

Required at
application

registration

registration

registration

.registra _ion
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, Provisional
Regnireroenbs

Regular
Requirements

600.09. Special Requirements May be done during Required at
of hone delivery provisional regis- application
tration period -
600.10. Information regard- Required by both the registration
ing the laws and levels
regulations relat—
ing to the practice
of midwifery in
New Mexico
LEHTATICM: The course of study must not include the independent,

medically unsupervised use of any drugs in the antepartum,
intrapartum, postpartum or newborn periods except for prophy—
lactic treatment of the eyes; and the course must not contain
any training in any surgical procedures ether than the procedure

for repair of a first or second degree laceration.

CLINICAL NiVPERIENCE: Clinical experience in lay midwifery my be
obtained in any setting (i.e., office, clinic, hospital, ma—
ternity center, heme). Clinical experience must include at
least the following types and numbers of experiences:

Regular
Requirements

eProvisional
eReqgnirenents

Prenatal visits at

least 15 different

women >.60 100
. . 1

Labor observations

(at least 10 must be

before first de—

livery; all deli- *

veries rrav be

included in this
number* 20 - 40

602.01.

602.02.

602.03. Delivery of newborn

and placenta 10 20

602.04. Newborn examinations 10 30
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,602.05. Postpartum hope
; visits (within
36 hours of
. ; delivery ; 10 Vr e= 30 ,
/ -
602.06. EO-C Department of flay be done dur— Required at
Pedi -.itxics KICU and ing registration application

Nursery (8 hours mm period
minimum). Other

acceptable observa—

tions entities will

be considered

May be done dur— Required at

602.07. ECMC Department of
application

Obstetrics and ing registration
Gynecology High Risk period

perinatal Unit obser—

vation entities will

be considered

602.08. Observation of ore May be done dur— 1-6 hour class
complete series of ing registration series pre—
prepared childbirth period ferred
classes

602.03. Observation of one May be done dur— 1 series of
complete La Leche ing registration 4 meetings
League series period

602.10 Five experiences in each of categories 602.01, 02, 03
and 04 must be with an approved physician or certified
midwife trainer. Required at application.

SUPERVISION OF CLINICAL EXPERIENCEf Clinical experience may be
obtained under the supervision of a physician, certified nurse-
midwife or registered lay midwife. This must be direct, present
J.n tie same i*ocm supervision. “Those providing supervision must
be approved by the Division for training and should have had
previous experience with home birth. Postpartum heme visit
supervision may be provided by an HCD public health nurse.
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701.

702.

In each calendar year, eight® contact hours of continuing
education must be obtained- One hour each of managanent
e/ of antepartum, intrapartum, and newborn periods and one
hour of recognition and management of emergency situa—
tions must be obtained: other hours may cover any
mtopics applicable tc midwifery practice.

604.01.

604.02. Continuing education may be obtained through convention,
conferences, area mid~ves meetings or other mechanism

as approved by the Division. -

604.03. In any calendar year the Department may require specific
e topics for continuing education based upon any problem
areas indicated by registered lay midwives®™ semi-annual

reports. e

REQUIREENTS OF EXA--IINATIOM: Any person applying for regular
registration, as a lay midwife must pass a qualifying examination

administered under the auspices of the Department. The Depart—
ment shall offer the examination at least twice a year. ,

FIELDS TESTED: The examination shall consist of three parts:

701.01. A vncitten examination designed to test knowledge in
theory regarding pregnancy and childbirth;

701.02. An oral examination designed to test clinical judgment
in lay midwifery case management; and -, L

701.03. A practical e:<aiuination designed to demonstrate the
mastery of skills necessary for the practice of lay

midwifery.

SCOPE OF WRITTEN E~ETNATION: The written examination sfiall

*

cover:

702.01. Theory regarding pregnancy and childbirth including
but not limited to:

702.01.01. Anatomy and physiology of the female repro—
ductive system, 1in both pregnant and non-

pregnant states;
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703.

702.02.
702.03.
702.04.
702.05.

702.06.

702.07.

702.08.

SCOPE OF

703.01.

# -77ivitD

N m s PS'Y)

702.01.02. Normal growth and develotmsnt of .fg.ti!S-_,and."
mplacenta;

e = i
702.01.03. Normal progress®of pregnancy, labor snd

delivery; e o F

702.01.04. Comfort measures in the antepartum, intra-
; partum and postpartum periods; t

702.01.05. Significance of laboratory studies in
pregnancy and the neonatal period; and

d

702.01.06. Prenatal nutrition.

Patient teaching;

Special requirements of home delivery;

Risk factors in pregnancy; Y
Terminology used in the practice of lay midwifery;

Normal newborn characteristics and possible problems
including anomalies;

Care of the newborn; and

Pertinent legislation and regulations for lay midwifery
in New Mexico.

ORAL EXAMINATION: The oral examination shalt COVer:

Evaluation of judgment to cover areas of:

703.01.01. Early recognition of iibnormalities in the
antepartum, intrapartum, postpartum and
neonatal periods: their significance and

possible sequelae if untreated

703.01.02. Recognition and treatment cf emergency
situations

703.01.03. Course and irunegenent of normal labor and
selected normal antepartum situations
(nutritional counseling, patient teaching,
dealing with normal discomforts).
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704_.; SCOPE OF PRACTICAL EXAMINATION: The practical examination shall
cover basic observational skills: - )

. 704.01. Terperature, pulse, and respiration "v; < ’ e
704.02. Bleed pressure_ A -1 -l§i-
704.03., Fetal heart tones ! o1 * =

::704.04. Abdominal palpation \

704.05. Cervical dilatation q9; <
704.06. Fetal position v
704.07. Measurementof fundal height
704.08. Exam for edema * ; %

* DOTIES AMD HESPOISIBILITIES

800. COVERAGE: The registered lay midwife must assure that all
women she plans to deliver receive required tests.

801. MEDICAL EVALUATION: The"lay midwife must require the patient to
have a risk evaluation and physical examination by a physician
before a registered lay midwife assumes her care.

(] * ki,

802. REQUIRED TESTS: In® iial physician examination shall include
clinical pelvimetry and the following laboratory tests - VDRL,
m GC screen, blocd type and group, hematocrit and henoglobin,
rubella titer and urinalysis. Hematocrit must be rechecked at

28 and 36 weeks gestation.

803. PRENATAL VISITS: Prenatal vists should be every 4 weeks until
28 weeks gestatation, every 2 weeks from 28 until 35 weeks gesta—

tion and weekly frcm 36 weeks until delivery.

804. PHYSICIAN VISITS: Each wonan must also have one prenatal visit
with a physician at 36 to 40 weeks.-

805. RECORDS: The 1lay midwife shall maintain records of physician®s
visit with evidence of his/her exam for the Division.
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806. ADVANCE PREPARATION FOR NEED: The registered lay mid\Jtfer. prior 7%;

to the onset of labor/ must have: r?=r. ...,
806.01.. Arrangements made for transport of mother and/or infant
to a hospital; and
*
806.02. Agreement for medical referral and/or hospitalizationof
mother and/or infant/ if 1t should becane necessary.

807. C"INFORMED CONSENT: Ihe registered lay midwife must inform any
woman seeking home birth of possible risks of home birth and must
obtain informed consent of the woman for home birth prior to the
onset of labor on a form provided by the Department. *

808. CCFrMUNIIY RESOURCES: The registered lay midwife must be familiar
with conmum. ty resources for pregnant women such as prenatal

classes, WIC program, La Leche League and HSD clinics.

809. IATE PREGNANCY PERIOD: The registered lay midwife will make a
Rome visit no more than 4 weeks prior to the EEC to assess the
physical environment, to ascertain that the woman has all neces—
sary supplies to prepare; the family for the birth and to instruct”
Hie family to correct problems or deficiencies. ;

810. NORMAL DELIVERY: The registered lay midwife must remain with the
mother and mfant for at least two hours postpartum, or until the
mother®s fundus is firm and lochia normal, the mother has voided
and the infant has a normal temperature and is nursing well,

whichever is longer.

811. HOSPITALIZATION: The registered lay midwife must accompany to
the hospital any mother or infant requiring hospitalization,
giving any pertinent written records and a verbal report to the
physician assuming care. If possible, she should remain with the

mother and/or infant to ascertain outcome.

812. PHYSICLAN EVALUATION OF NEWBORN: The registered lay midwife must
recommend that any infant delivered -at home be evaluated by a
physician within 3 days of age, or sooner when it becomes apparent

that the newborn needs medical attention.

813. POSTPARTUM VISITS: The registered lay midwife shall make post—
partum home visits to evaluate the condition of mother and
infant at least tvw/ice - once within 36 hours of birth and once
on the fourth or fifth postpartum day. Additional visits shall

be made as indicated.
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816.
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EH BIPOD FACTOR: 1In the case of an unsensitized Eh negative
mother, the registered lay midwife shall:.-- *

.814.01. Obtain a sample of cord blood frdn the placenta and

deliver it to a laboratory within 24 hours of the birth.

814.02. Ee certain that the mother consults a physician within
24 hours.

PREVENTION OF INFANT BLINDNESS: Within one hour of birth, the
registered lay midwife shall administer two drops of 1% solution
of silver nitrate or other antiseptic of equal potency and
harmlessness into the eyes of the infant in accordance with the
Health and Environment Department®s Regulations Governing the
Prevention of Infant Blindness.

BIRTH REGISTRATION: The registered lay midwife must complete a
birth certificate and file it with the local registrar within ten

days of the birth.

SANITATION: The registered lay midwife shall maintain all equip—
ment used in the practice of midwifery in an aseptically clean
manner and in working order.

RECORDS: The registered lay midwife shall maintain records of
each patient on forms approved by the Department. Inactive records
shall be maintained no less than ten years. o/~

ANTEPARTUM: The registered lay midwife shall refer for medical
evaluation and/or care any woman who during the antepartum
period:

819.01. Develops a blood pressure of 140/90 or an increase of
30 ntn Hg systolic or 15 mm Hg diastolic over her normal
blood pressure.

819.02. Develops edema of the face and hands.
*

819.03. Develops severe, persistent headaches, epigastric pain
or visual disturbances.

819.04. Does not gain 14 pounds by 30 weeks gestation or at
least 4 pounds a month in the last trimester or gains
nore than 6 pounds in two weeks in any trimester.

819.05. Develops giuccsuria or proteinuria.
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819.06.

819.07.

819.08S.

819.09.

819.10.

819.11.

819.12.

819.13.

319.14.

819.15.

819.16.

819.17.

9.19.

819.19.

Has symptoms of vaginitis.
i * L] L]
Has symptoms of urinary tract infection.

Has vaginal bleeding before orSs 5 T
Has premature rupture of membrane

Noted decrease in or cessation of fetal movement.

Has inappropriate gestational size.

Has demonstrated anemia by blood test (hematocrit less
than 30%).

Has a fever of 100.4 degrees F. or 38 degrees C for
24 hours.

Has effacement and/or dilatation of the cervix prior to
36 weeks gestation.

Has polyhydramnios or oligohydramnios.

Has excessive vomiting or continued vomiting after 24
weeks gestation. * - . e

Is found to be Hh negative.

Has severe, protruding varicose veins of extremities
or vulva.

Is 36 years of age or older.

HFTRAPAKTUM: The registered lay midwife shall refer for medical
evaluation and/or care any woman who during the intrapartum

period:

820.01.

820.02.

820.03.
820.04.

820.05.

Develops a blood pressure of 140/90 or an increase of
30 im Hg systolic or 15 mn Hg diastolic over her normal
blood pressure.

Develops severe headache, epigastric pain or visual
disturbance.

Develops proteinuria.

Develops a fever over 100.4 degrees F or 38 degrees C.

Develops respiratory distress.
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821.

= 820

820

820.

820.

820.

820.

820.

820.

820.

820.

820.

820.17.

.06.

.07.

08.

09.

10.

11.

12.

13.

14.

15.

16.

Has fetal heart tones below 100 or above 160 beats per
minute between or during contractions, or a fetal heart

rate that is irregular.

Has ruptured membranes without onset of labor after 12

hours. s .
Has bleeding prior to delivery.
Has meconium stained amniotic fluid. .

Has a presenting part other than a vertex.

Does not progress in effaceroent, dilatation or station
after 2 hours in active labor (or 1 hour if distance to
hospital is greater than 60 miles).

Does not show continued progress to delivery after 2
hours of second stage labor (or 1 hour ifdistance to
hospital is greater than 60 miles).

Does not deliver the placenta within 2 hours if there is
no bleeding and the fundus is firm (or 1 hour if dis—
tance to hospital is greater than 60 miles).

Has a partially separated placenta with bleeding or has
a blood pressure below 100 systolic or a pulse rate
over 100 beats per minute or is weak or dizzy.

Bleeds more than 500 cc (2 cups) with or after the
delivery of the placenta.

L ] A "
Y i

Has retained placental fragments or membranes.

Desires medical consultation or transfer.

POSTPARTUM: The registered lay midwife shall refei. for medical
evaluation and/or care any woman who during the postpartum

period:
821.
821.

821.

01.

02.

03.

Has a second, third or fourth degree laceration.

Has uterine atony.

Bleeds in an amount greater than normal lochial flow.
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821.0L1

821.05.

821.06.

rp-r fi"vivr
Does not void within 6 hours of birth. _ *eC *e

Develops a fever greater than 100r<F. 33<C on any 2
of the first 10 days pcstpartim excluding the first 24

hours. .

Develops foul smelling lochia. - -

NEWBORN1 PROBLEMS: Tiie registered lay midwife will refer for
medical evaluation and/or care any infant who:

822.

822.

822

822.

822.

822.

822

822.

822.

822.

822.

822

822.

01.

02.

.03.

04.

05.

06.

.07.

0S.

09.

.10.

11.

J12.

13.

Has an ApgaT score of 7 or less at 5 minutes.

h s any obvious anomaly.

Develops grunting respirations, retractions or
cyanosis.

Has cardiac irregularities
Has a pale, cyanotic or grey color.

Has an abnormal cry.

Weighs less than 5 1/2 pounds or 2500 grams or weighs
more than 9 pounds or 4100 grams.

Shows signs of prematurity, dysmaturity or postraturity.

Has meconium staining.

Does not urinate or pass meconium in the first 12 hours
after birth.

Is lethargic or does not nurse well.

Has edema.

Appears weak or flaccid, his abnormal feces or appears
not to be normal in any other respect.

PRGHINITIOM AND LIMITATION IN THE PRACTICE OF LAV niE".~PERV

UNAPPRQIED PRACTICE: The registered lay midwife shall not
knowingly accept responsibility for the prenatal or intrapartum

care of a woman who:
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900.01.

900.02.

900.03.

900.04.

900.05.

900.06.

900.07.

900-08.

900.09.

900.10.

900.11.

900.12.

900.13.

900.14.

900.15.

900.16.

Has had a previous Cesarean section or other known
uterine surgery such as hysterotomy or nyomectuiiy.

Has a history of difficult to control hemorrhage with
previous deliveries-

Has a history of low birth weight infants (2500 grams
or less), stillbirths or neonatal deaths.

Has a history of birth injury to mother or infant in any
previous delivery. [

Has a history of third trimester bleeding.
Has a history of thrombophlebitis or pulmonary arholism.

Has diabetes/ hypertension, Bh disease with positive
titer, active tuberculosis, active syphilis, active
gonorrhea, epilepsy, hepatitis, heart disease or kidney

disease. . Ly e

Has genital herpes simplex in the first t-imester or in
the last four weeks of pregnancy.

Has a contracted pelvis.

Has severe psychiatric illness or a history of
psychiatric illness in the 6 month per iprior to

pregnancy.
Is addicted to narcotics or other drugs.

Ingests more than 2 ounces of alcohol or 2 beers a day
on a regular basis or participates in binge drinking.

"Has a multiple gestation.

Has a fetus of less than 37 weeks gestation at the
onset of labor.

Has a gestation beyond® 42 weeks by dates.

Has a fetus in any presentation other than vertex at the
onset of labor.
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901.

902.

903.

Xl

904.

905.

11

if

"V 1.- . M. e ty: |
-145- «\RECEIVtU

19?7nriRRI2 PH 3\**2

900.17. Is a primigravida with an unengaged fetal head at the _ r_
onset of labor, or any woman who has rupture rorinembr-anes
» with unengaged fetal head, with or without "labor.: * b

900.18. Has a fetus with suspected or. diagnosed congenital
anomalies that may require immediate medical inter—

vention. S A VA
900.19. Has pre-eclanpsia. 1
900.20. Has a parity greater than 5.

900.21. Is 17 years of age or younger.

. 900.22. t..okes 20 cigarettes or more/ per day, and is not

likely to cease in pregnancy.
e 4 <

EXAMENATICN IN LABOR: The registered lay midwife will not perform
any vaginal examinations on a wanan with ruptured membranes and

>0 labor, other than an initial examination to be certain there

is no prolapsed cord. Once active labor is assuredly in progress,
exams may oe made as necessary.

OPERATIVE PROCEDURES: The registered lay midwife will not perform
any operative procedure other than: clamping and cutting the
umblical cord; repair of a first or second degree laceration.

DEDICATIONS: The registered lay midwife will not administer any
drugs, medications or herbs except when specifically ordered to
do so by a physician and when administering medication in accord—
ance with Regulations Governing the Prevention of Infant Blindness.

ARTIFICIAL MEANS: The registered lay midwife will use any
artificial, forcible or mechanical means to assist the birth.

CORRECTION OF PRESENTATION: The registered lay midwife will not
attempt to correct fetal presentations by external or internal

version. «
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1000.

1001.

1002.

10083.

1004.

ool e

o o 'fy | - '!Y?ll- m .

< rl46- LR

. . = SUPERVISION BY DIVISION 2p r&Vveo.

ADVISORY GROUP: The Division shall appoint a Lay Midwifery
Advisory Group which will assist in the development, practice
and problems cf lay midwifery, assist Division staff in the
development of examinations (writt®j and oral). The Lay
Midwifery Advisory Group will be composed of five (5) members:

1000.01; One physician who must be active in perinatal care;
"1000.02. Che certified nurse midwife? {
1000.03. TVvro regularly registered lay midwives;

1000.04. Cne member at large. .
£ - -
*The Lay Midwifery Advisory Group will meet at least biennially
to evaluate practice of lay midwifery as reflected in the semi—
annual reports during the time that the program is becoming

established.

QUARTERLY REPORTS: The registered lay midwife shall submit
quarterly to the Health Services Division, Health and Environ—
ment Department, a sunwary report in a form prescribed by the
Division. This report must be submitted within 30 days of

the end of the quarterly period. [Individually identifying
information shall not be required. -d

MORTALITY: BMEDIATE REPORTING; The registered lay midwife
must report within 48 hours to the Health Services Division
any fetal, neonatal or maternal mortality in patients she has
cared for or any major morbidity as outlined in the section
Prohibitions and Limitations of Practice.

FORMS SUPPLIED: The Department will send to each registered

lay midwife an ample supply of quarterly reports one month

prior to the beginning of each three month period. The Division
will also furnish any other forms required.

STATISTICS: The Department will compile annual lay midwifery m
statistics and make them available to registered lay midwives
and other interested groups or persons.
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1005. PREVENTION OF INFANT BLINDNESS: The Department will provide
necessary supplies for prophylactic treatment of.infant eyes
as required by these regulations. * .S e (

1006. These regulations sipersede the Regulations Governing the
Practice of Midwifery adopted by the State Board of Public
Health, May 4, 1944, and the previous version of the same
Regulations, No. HED-80-3 (HSD) filed on February-5, 1980.
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HOUSE RESEARCH AGENCY

Pouch Y - State C .pitol
Juneau, Alaska 99811
465-3991
TO : Representative Joe McKinnon January 14, 198C
FROM: Christine Johnson, Research Analyst

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 of charts which 1indicate by state the types of midwives
(ie., lay, professional or nurse-midwives) 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.

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

CJ/bf
Enel.s



STATUTORY PKOVISI OHS PER-
TAIN [HG TO LICUNSIHG

OF MIDWIVES

tILRSE-MIDWIFE

Duflnition:

Rugistecod nurse who

lias expanded his/her

practice to tlic care

0of mothers and babies
through [Iiil maternity
cycle.

I>L(0FKS STOilAL HIDWIFK

liefinllioni
An individual who Itan
received formal pro-

ieniiianal *iaiuimj
au a midwlza,

LAY mi)W IFF
liefIn11Zloili

An Iml lv Idu.il who
ptacl.ii.eu nu a midwife
hut has not received
foimal prolunuioual
Ira Inlng.

Roqui'romenta

Limitations
on
Practice

Special
Statutory
Provisions

Requirements

LiinfLuLionu
on
Practico

Spueiul
Statu tory
Provinions

Kugulrumen to

Limlto tlollll
on
Pinutlau

Spec lal
Stn tiitory
Provinioiii

(Professions

ALABAMA

and Businesses

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

Licensed royistered nurse; certificate from school for
Casus .of normal childbirth; physician's supervision necessary.
[ 1
All deliveries must be plunnud to take place in hospital.
1

l.ay tidwivou
aro lovokml

holding health department

Iy Hoard of Health.

puiiui ti» may continue to

nurse-midwives.

practice

until

purmiLu



STATUTORY PKOVISIONS PER-
TAINING TO LICEUSING

OF MIDWIVES

NURSE-MIDWIFE

Definition:

Registered nurse who
has expanded his/her

practice to the care

of mothers and babies
through the maternity
cycle.

PROFESSIONAh MIDWIFE
Dclinllion:

An Indlvidua 1 who has
received formal pro-
fessional training

as a midwife,

LAY MIDWIFE
Do f1iLiojl i

An Indivldunl who
practices as a midwife
hut has not recuivod
turinal professional
NRENTR

Requirements

[.Imilotions
on

Prnctico

Special
Statu tory
Provisions

Requiremen tu

him!Lullunu
on
Practice

Special
Statu tory
Provluloiis

KugulrumenIs

Limltall mis
on
['ractice

Spec lal
Ststu tory
Prov 1s lout)

CALIFORNIA

ot

{Uusinoss and Professional Codes 2.5.2746 2.5.2746.0; 12.5.2350-12.5.2359)
Practice supervised I>y physician or surgeon (physician's presence not required) ; cast m
of normal childbirth. Authorjzed to provide family-planning care. Shall not use in-
strumen'is, or artificial, forcible, or mcchupical means to assist childbirth, nor per-
form version; shall refer complicated cases to physician. Shall not perform abortions.
Requirements for censure are left up to appropriate boards and committees. In general
California's statutes establish the confines of the practice.



STATUTORY PROVISIOHS PER-
TAINIMG TO LICEUSING

OF MIDWIVES

NUItSE-MIDMIFE .
Requirements

Definllion;:
Registered nurse who l.iinitations
has expanded his/her on
practice to the care Practice
of mothers and babies )
through the maternity Special
eye le. Sta@u}ory
Provisions

PROFESSIONAL MIDWIFE
RcquircmontB

Definition i
An individual who has
received formal pro- Limitations
fessional training on
as a midwife. Practico
Special
Statutory
Provisions
LAY MIDWIFE Ruquiremunts
Definllloni
An individual who Limitutlons
practices as a r.idwlfo on
but has not rccuivud Praeticu
formal professional
training. Spacial
Statutory

Provlaione

CONNECTICUT
(377.20-75)

Graduate of school of midwifery.

Cases of normal
instruments, nor
woman in labor

labor (uncomplicated vortex
perform version or attempt
until after

or

to remove

Examination required for licensing.

il

head presentation).

seventh month of gestation.

Shall
adherent plancenta.

n

0t
Sha

us
[

e drugs,
not attend



STATUTORY PROVISIOHS PER-
TAINTHU TO LICE USING

OF MIOQHIVOS

NURSE-MIDWIFE

Definition:

Registered nurse who
has expanded his/her
practice to the care
of mothers and babies
through the maternity
cycle.

PROFESSIONAL MIDWIFE
Dofinitior.:

An individual who has
received formal pro-
fessional training
as u midwife.

LAY MIDWIFE
lieflilllon:

An Inil Lviilu.l'l who
practices as a midwife
bill has not rocclvod
formal professional
traiiilng.

Requirements

Limitations
on
Practice

Special
Statutory
Provisions

Requlrements

Limitations
on
Practice

Special
Statutory
Proviaions

Requiremen ts

Liinitallona
on
Practice

Spec lal
Statutory
Provislons

FLORIDA

(30.4U5.011 30.485.091)
1
Diploma from school for midwivesj sponsorship by two practicing physicians; ability to
read manual intelligently and write legibly (this may be waived).
Cases of normal labor; shall not use drugs, instruments, nor assist labor in any artificial
forcible, or mechanical manner, nor attempt to remove adherent planceula. Shall uol .use
poisonous drug or herb medicine, nor attempt treatment of disease when attendance of
physician cannot he secured.
\
1
................................... * - ] JE——
Attendance* tinder Ll»e supervision u( a physician, at not iuss than (it Lean cases ot labor
and the care of fiftuan or more mothers and newborn*) for periods of at least ton days eachj
sponsorship by two physicians; ability to roAd manual intolllyonlly and writu'legibly

(this may be waived).



STATUTORY PROVISIONS PER—

INDIANA

TAINING TO LICENSING (25-22-1-5,22-22-1-6; Admin Rules (25-22.5-5-5)-1, (25-22.5-5-5)-2
NURSE-MIDWIFE
Requirements
Detinltion:
Registered nurse who LIInItatIOnS
has expanded his/her on
practice to the care Practice
of mothers and babies
through the maternity Special
cycle Statutory
Provisions
PROFESSIONAL MIDWIFE Diploma from school of midwifery which has proper equipment to teach anatomy, physiology,
Requirements hygiene, anticepsls, neurology, toxicology, and the proper management, of labor; high
Definilion school education; ability to read and write the English language™
*I"here are few schools 1n this country which trulu midwlves who are not nurses. Since
S -lUutury—pin feiiu linui.l illtilu Iveil UU.LX cdiicaled .11 torclcn iliaLJIULLOnikmsome states lecl In
An individual who has
. . . necessary to require proficiency in English
received formal pro - Limltations
fessional training On ~
as a midwife. PI"aCtICE

(Statutes pertaining to midwifery I'n Indianal date to the fate 1U00 1n . Mldwl (ery Tii I lie
Specla 1
P state I's presently controlled by ndm 1n lutru tive code. litytli the flLalutes and codes have
Sta tutory
been Included.)
rov.isitons Exnut 1nill lon required [ur licensing Gratuitous services in an emergency nut prohibited
by act, nor dneu it restrict licensed physicians.

LAY MIDWIFE llogii Lronton Ls

De fln111loni

An 1nil 1lvidtial who Liinltntions

practices as a midwife on

iniL has not received Practice
formal professiona 1
tra ining Spedal

Sta tutor
aut




STATUTORY PROVISI OHS PER-
TAINIMO TO RICKNSING

OF MIUWIVKS

MURSK-NIDWIFE

Nuflnition:

Registered muse who

has expanded his/her

practice to the care

of mothers and habit's
through the maternity
eye le.

PROFESS IONAI. MIDWIFE

Definition i

An individual
received formal pro-
fessional training
as a inldwlife.

who has

RAY MIDWIFE
Del Inlltoni
An Individual who
ptacLllceu as a mldwlfu
lint has not, received

formal proless lonal
train! ).

Certified by American College of

Requirements

Limitations [lonimi cases of
on laborl or produce

Practice

Person who isnol
of a physician’
Subtitle does not

Spaclal
Statutory
Previsions

Requirements

Rimltations
on
Prue Lico

Special
Statutory
Provisions

Requllemonts

Rimltollonii
on
Prnoti cii

Spue lal
Sta tiltory
Provisions

Maryland luldwifeiy
gn.ililled by

pregnancyi
abortion.

licensed midwife

restrict

laws

updated
two practicing physicians.

cannot
|

physician

tlurse-Midwives as

practice

may practice

[970.

MARYEAMD
(Art.43.02-9-1)

mcdicinu or
undur the

or person volunteering

lawn
iituliites

Previous
(These

prescribe

personal

have

a nurse-midwife,

service

heen

drugs,.

in

Shul

and direct

an

not

emergency.

[lcunnud midwives detoimiiied
included).

inducu

supervision



MINNESOTA
(148.30 - 148.32)

STATUTORY PROVISIONS PER—
TAINING TO LICENSING

OF MIDWIVES

NURSE-MIDWIFE

Duflnitlon:
Registered nurse who limi tations
has expanded his/her on
practice to the care Practice
of mothers and bablus .
through the maturnity Spucial
c.clo. Sta@u;ory
Proviuiono
PROFESSIONAL MIDWIFE Diploma from u school of midwifery.
Requirements
Dufinilioni
An individual who bus
received formal pro- Limitations
fessional training on
as a midwife. Prnctico
Speclal
Statutory
Provlaions
Consent of sevun mamboru of the State Hoard of Medical gxamination
LAV MIDWIFE Requirements of condidatu.
DufiInllioni
An individual who Limits Lions
practices as a midwife on
hut lias not rocuivud Prncllco
formal professional )
traiiiing . Special
Sta tutory

Requirements

Prov 1uruns



STATUTORY PROVISIOMS PER-
TAINING TO MCENSINC

OF MIEWIVES

NURSE-MIDWIFE

Doflnition:

Registered nurse who
has expanded his/her
practice to the care
of mothers and babies
through the maternity
cycle.

PROFESSIONAL MIDWIFE
Definillon:
An individual who lias
rcceivud formal pro-

fessional training
au a inldwifu.

LAY MIDWIFE
liefinllioni
An individual who
practices as a midwife
blit has not received
formal profeuslonul
training .

Requirements

Mini tations
on
Practice

Special
Statutory
Provisions

[lcqu Iromento

Mini tatlonu
on
Practice

Spec lal
Statutory
Provisions

Requirements

Liinitations
on
Practice

Special
Statutory
Provisionu

Certificate

in

nurse-midwifery

from

MONTANA
(66-1246)

the American College

of

Nurse-Hidwives.



STATUTORY PROVISIONS PE" -
TAINING TO LICENSING

OF MIDWIVES

NURSE-MIDWIFE

Deftuition;
Registered nurje who
lias expanded his/lier
practice to the care
of mothers and babies
through the maternity
cycle.
PROFESSIONAL .MIDWIFE

Deflnition:

An inoi /ideal who has
received formal pro-
fessional training

as a midwife.

[./Y MIDWIFE

Dollblllon i
An Individual who
practlcuu as a mldwllc
hut has not rcceivud
formal professional
training .

Requirements

Limitations
on
Practice

Special
Statutory
Provisions

Requirements

Limitatii ais
on
Practice

Speclal
Statutory
Provislonu

Requiremen ts

I.lmltations
on
Practice

Spec ial
Stututory
Prov is1one

NEW JERSEY
(45:10)

Certificate from school of midwifery, or maternity hospital granted after
instruction in not less than nino months. .

Certificate from foreign school of midwifery of equal requirements.
Endorsement by physician.

Shall not perform criminal abortion. Normal labor cases, only.

Examination required. Topics covered by examination specifically laid out
Chapter does not restrict physician nor gratuitous service in an emergency

New Jersey midwifery

laws

similar

to Wash!ngton'o.

1000 hours

by statute

of



STATUTORY PROVISIONS PER-
TAINTHU TO LICEUSING

OF ilIDWIVES

NURSE-III DWI FE .
Requirements

Defiftitlon:
Registered nurse who Limitatione
has expanded his/her on
practice to the care Practice
of mothers and babies )
through the maternity Special
cycle . Stapu@ory
Provisions

PROFESSIONAL MIDWIFE
Requirements

Definllion :
An individual who lias
received formal pro- Limita iluns
fessional training on
as a midwife. Practiro
Speclal
Statulory
Provisions
LAY MIDWIFE Kugnireiuun tu
Definlltout
An Individual who Limitations
practices as a midwife on
but. has not recuivud Practice
formal professional
Liaiiiing . Spec lal
Statutory

Provinionii

0HIO0
(<1731.30-473 1.34)

Diploma from college for nurse-midwives

Practice under direction and supervision of physician.

Shall-not perform version, treat breech or face presentation, wuse
abnormal condition, except in- emergencies. |

Examination may be required.

instruments.or

treat



STATUTORY PROVISIONS PER-
TAIHItIG TO LICE HSING

OF MIDWIVES

NURSE-MIDWIFE .
Requirements

efinition :

Rugisteru) nurse who Limitatione
liac expanded his/her on

practice to the care Practice
of mothers and babies )
through the maternity Special
cycle . Statutory
Provisions

PROFESSIONAL MIDWIFE

Requlremunts
Deflnitioni

An individual who has

received formal pro- Limitations
fessional training on

as a midwife. Practicu

Sped al
Statutory
Provloions

LAY MIDWIFE Requlrumen tu

Def1lild. Imii

An 1nillvidua 1 who 1.Iml Lal lone
practices as a midwife on

but has not rucolvud Praotluu

formal profonslonal

Lialniiiij. Speclal
Statutory

Provislone

UTAH

(58-44-1 - 58-44-11)

Completed approved certified nutse-raldwifery education program,

Under tills act, may also pijovide normal gynecological services.

Estulillulicu. consulttee to supervise practice or niirse-mldwlfery.

with who Lliey choose regardlesu of certification.

Examination
Act does not affect rights of parents to deliver their baby, where,



STATUTORY PROVISIONS PER—
TAINING TO LICENSING

OF MIDWIVES

NURSE-MIDWIFE

Definition:

Registered nurse who
has expanded his/her
practice to the care
of mothers and babies
through the maternity
cycle .

PROFESSIONAL MIDWIFE
Definilion:

An individual who has
received formal pro-
fessional training
as a midwife.

LAY MIDWIFE
Dofinllloni

All Individual who
practices as a midwife
but has not received
formal professional
training.

Requirements

LimitaLions
on
Practice

Specinl

Statutory
Provisions

Requirements

[.Limitations
on
Practice

Special
Statutory
Provisions

Uoquirumen ts

i.imi tations
on
Practice

Specie |

Statutory
Provisions

WASHINGTON
(10.50.090 - 10.50.110)

Diploma from legally
least 2 courses of
Diploma from foreign

incorporated school on midwifery in good standing, granted after at
Instruction of at least seven months each in different calendar years.
institution on midwifery of equal requirements.

Shall not prescribe any drugs or medicine except some household remedy.

Examination required. Topics covered by examination specifically lain out by statute.

Gratuitous service not
New Jut'soy 1s.

prohibited by chapter.. Washington's midwifery laws similar to



STATUTORY PROVISIOHS PER-
TAINING TO LICENSING
OF MIDWIVE 5

Graduate of school of

NURSE-MIDWIFE .
Requirements

Definition;
P : Practice under the supervision
Registered nurse who Limitations o o ctice or specializfd
has expanded his/her on
practice to the care Practico
of mothers and babies )
through the maternity Special Persons holdiitg licenses
cycle, Statutory until expiration of licenses

Provisions

PROFESSIONAL MIDWIFE
Requirements

Definition;
An individual who has
received formal pro- Limitations
fessional training on
as a midwlife. Practice
Special .
Statutory
Provisions
LAY MIDWIFE Requlremants
Dufiiiltion;
An individual who Limitatlonu
practices as a midwife on
hut has not received ["ructico
formal professional
truining. Spucial
Sta tutory

Proviuionu

midwifery;

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

certified by American College

of or in association
gynecology or obstetrics.

issued before current laws
witliout privilege

of

Nurse-Midwives.

with physician

gnacted may continue



T0: Senate HESS Committee members
FROM: Nancy Deitrick

RE: Video Teleconference

The video teleconference for SB 747 "An act relating to Midwifery"™ on

March 25, 3:00 p.m. to 5:00 p.m. 1is in room 423 of the Capitol building.

Following the video portion of the teleconference, we will be switching to

audio for all sites.

A video teleconference is completely scheduled before the conference starts,
and there are many people wishing to speak. Testimony has been limited to three
minutes, and for this reason members are being requested to limit questions to

participants as much as possible.

The conference will open with Charlie Parr introducing the committee members
and giving a brief summary of the bill. We will then go to Fairbanks(35 min.),
Sitka(35 min.) and Anchorage(45+ min.). Sitka is set up only to receive video,
so all sites will be viewing the committee during their testimony. Fairbanks
and Anchorage will be viewing the committee during their testimony, with other
sites seeing the person testifying. The name of the person testifying will be on

the television screen.

Bethel had to be dropped from the video portion because of technical problems.

DO NOT wear a white shirt!



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, State Capitol
Juneau, Alaska 99811
(907) 463-3991

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 legal rationale used by
the Attorney General 1in 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 spoke with Marianne Reiny, of the Oregon Department of Health*, who
was able to answer your questions as follows.

1. What was the legal rationale used by the Attorney General®s office
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 adininistering medication and from performing episiotomies.2
In the case of an emergency during a delivery, a lay midwife either calls

*Mananne Reiny, Oregon State Department of Health, Portland, Oregon;
phone: (503) 229-5806.

~According 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 3

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.™ He might be able to give more information on lay midwifery,
not only in Alaska and Oregon but for other states as well.

IT 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, State Capitol
Juneau, Alaska 99811
(907) 465-3991

March 31, 1981
MEMORANDUM

TO: Representative Tony Vaska

FROM: Leslie Longenbaugh
Research Staff _
|
RE: Lay Midwifery 1in Oregon, Additional Information
Research Request Number 81-89

In our memorandum to you of March 27, v/e mentioned that we would be
contacting the author of the Oregon Attorney General®s opinion on lay
midwifery. We spoke this morning with Arnie Silverl of the Oregon
Attorney General"s office, who offered a somewhat different perspecti/e
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 Oregon Legislature had 1intended 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.

In 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 forward a copy to your office.

IT we can be of further assistance, please call on us.

AArnie Silver, Assistant Attorney General, Portland Division; phone:
(503) 229-5725.

2Mr. Silver mentioned that the opinion was requested by the Oregon Board
of Nursing, which wanted to know whether lay midwives were practicing
nursing, and therefore would come withing the purview of Oregon laws
governing nursing.



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch V, State Capitol
Juneau, Alaska 99811
(907) 46J-3991

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 investigate 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 legal vrationale used by

the Attorney General 1in his opinion; 2) how the legislators who opoose

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 Kkeeps 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 spoke with Marianne Remy, of the Oregon Department of Health®, who
was able to answer your questions as follows.

1. What was the legal rationale used by the Attorney General®s office
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 proceoure, cond
therefore is not a precedure that requires the attendance of a licensed
medical practitioner. The Attorney General®s opinion prohibits lay
midwives from administering medication and from performing episiotomies.2
In the case of an emergency during a delivery, a lay midwife eiv.her calls

~mlarianne Reiny, Oregon Jtate Department of Health, and, Oregon;
phone:  (503) 229-5806.
~According to Ms. Remy, lay midwives rarely violate these prohibitions,

in large part because of the "nonintrusive" philosophy that informs
their work.
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a local physician or transports the mother and child to the emergency
room of a Jlocal hospital. The question of whether lay inidwives 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 oppose lay midwifery not attempted
to pass legislation to restrict or limit the practice?

Ms. Remy reports that the members of the medical community and legi.s-
ators who oppose lay midwifery and home childbirth were not aware of
the extent of lay midwifery that was practiced in Oregon at the time
of the Attorney General®s opinion. Now that lay midwives have formed
associations and ha.e become quite visible in the state, such organ—
izations as the Oregon Medical Association havebegun to press for
legislation to restrict attendance at a childbirth to licensed 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 aitributable to
the practice of lay midwifery?

Ms. Remy is not aware of any suitscharging that the state is liable
in 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 miawives?

There is no list of iniuwives 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 you additional information based on this conversation.
Ms. Ren\y 1is 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 is a
member of this new committee. The committee plans to study the out—
comes of several types of childbirth, among them lay midwifery.

ADavid 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 is the Director of the Family Health Section
of the Division of Public Health in the Department of Health and Social
Services.”™ 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 Ilike 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, Stole Capitol
Juneau, Alaska 99811
(907) 465-3991

March 31, 1981

MEMORANDUM
TO: Representative Tony Vaska

FROM: Leslie Longenbaugh
Research Staff
t
RE: Lay Midwifery in Oregon, Additional Information
Research Request Number 81-89

In our memorandum to you of March 27, we mentioned that we wou ™ be
contacting the author of the Oregon Attorney General®s opinion on lay
midwifery. We spoke this morning with Arr.ie Silverl of the Oregon
Attorney General®s office, who offered a somewhat different perspecti/e
on lay midwifery in that state.

Mr. Silver described his legal approach in writing the opinion as one
which employed not onTy the "disease state" criterion allud< d 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.

In answer to your question concerning the _tate"s legal liability, Mr.
Silver believes that his state has no legal responsibility whatsoever
in the nractices of lay midwives, as Oregon does rot 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 forward a copy to your office.

IT we can be of further assistance, please call cn us.

IArnie Silver, Assistant Attorney General, Portland Division; phone:
(503) 229-5725.

“Mr. Silver mentioned that the opinion was requested by the Oregon Board
rf Nursing, which wanted to know whether lay inidwives were practicing
nursing, and therefore would come withing the purview of Oregon laws
governing nursing.



March 3, 1982

To: Representative Pat Carney, Chair
House Finance Subcommittee

From: Representatives Brian Rogers
and Tony Vaska

iYepared
By: Ginger Bairn, Aide to
Senator Vic Fischer
Re: CS SS House Bill 11 and Senate Bill 747

During today 3 subcommittee work session on House Bill 11, the following
issues should be considered:

1. Approximately 5% of all births in Alaska occur at home.

2. Most home-birth parents are covered by health care insurance but
chose to pay a midwife "out-of-pocket" rather than use the services of a
physician or a certified nurse midwife in a hospital setting covered by
Insurance.

3. Physicians and Certified Nurse Midwives (C\M) face suspension of
licensure if they participate in a home-birth even though such practice
is not in violation of the law in Alaska.

4. Most homebirth parents state they would chose an out-of-hospital
birth withi a midwife even If such a practice were in violation of the
law.

5. The average cost of a "natural " and uncomplicated hospital birth
attended by a physician or C\M, 1is $2,000 and up. This fee covers both
birth attendants and facility charge.

6. Some Alaskan hospitals and physicians average 20% C-sections.
Consumer cost for this surgery is nearly double the average for a "natural™
birth.

7. The average cost of childbirth at Alaska®s only birthing center is
$1,500. Because the facility is not licensed, only the services of the
CNM arc covered by health care insurance, requiring out-of-pocket
payment of nearly a $1,000.

8. Average costs for the services of a "lay" midwife for a homebirth is
less than $500. This fee includes all pre and post natal care, laboratory
costs, services of the midwife and, usually, an assistant or apprentice,
during the acutal birth.

9. Statistically the incidence of complications, mortality, morbidity
and risks to both infant and mother in a home birth attended by a midwife
compare favorably with hospital births attended by a physician.

10. Current practice prevents .licensed health care providers from
attending home births and limits consumers in free choice of health

care. Consumers currently have no mechanism for determining the competency



levels of midwives attending homebirths.

11. HB 11 and SB 747 provide a mecnanism for voluntary licensing of
midwives, regulation and supervision of the practice of midwifery through
a self-regulating agency appointed by the Governor, a handle for consumers
to determine the competency levels of their health care providers and a
method of gathering information and statistics on the practice of
midwifery and homebirths in Alaska.

12.  According to a position paper from the Department of Health and
Social Services on HB 11, pricr to widespread availability of medical
facilities, adequate transportation and professional providers, the
Department promoted training for birth attendants in remote areas.
Current revenue forecasts®may require cuts in transportation, facilities
and professional services by health care providers. This gives strong
argument for reinstating licensing and training procedures for midwives
to handle low-risk births in low-cost settings for consumers desiring
these services.

13. The state has a legitimate interest in providing consumer protect:"! on
and information. The state should not allow i1ts laws to be used to
promote a certain type of health care or to coerce or punish consumers
exercising free choice in health care services.



CHARLIE PARR
ALASKA LEGISLATURE

~ SR. Box 5C599 Pouch V
Fairbanks. Alaska 99"01 Juneau, Alaska 99811
(907) 456-5C29 (907) 465-4907

March 2, 1982

Dr. William Bell
Box 194
Homer, Alaska 99603

Dear Dr. Bell:

Thank you for sending me copies of your letter of February 17
to Rep. Hugh Malone (lay midwives) and of February 19 to Sen. Mike
Colletta (naturopaths).

Let me deal with the lay midwife issue first. Last year the
Medical Board proposed a revision of the medical practice act
which gave the Board authority to regulate lay midwives. My com—
mittee received almost 200 irate messages and letters opposing
such regulation. When we held a teleconference on the bill there
was another outcry. Dx. Jeffrey Partnow, President of the Board,
was present and heard the opposition.

Witnesses said that: Childbirth is a natural process, not
an illness; that they wanted their children born at home but
could find no doctors willing to do home deliveries; that regula—
tion of midwives was a power or money grab by doctors; and some
claimed to have had trouble with the doctor/hospital birth and no
trouble with the midwife/home birth.

As a result of the reaction themidwifery section was removed
from the bill. Rep. Brian Rogers had a bill (HB n ) on mid—
wifery in the House, and the Senate HESS Committee felt treating
the subject separately would avoid jeopardizing the medical prac—
tice act. I can assure you that we will deal carefully with the
subject.

The HESS Committee has now had a teleconference and a hearing
on the naturopath bill. Nearly all testimony so far has been in
favor.. Witnesses have made the following points: They should
have the right to be treated by naturopathic means if that is their
preference, presently in order to exercise this right they must
make an expensive trip to the lower 48, and finally they want
naturopaths licensed to do only what those practitioners are trained
and qualified to do.

Again, 1 think the Committee will move carefully. We are
all laymen and we are all accustomed to listening to expert- but
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conflicting- testimony. We will look at fairly recent statutes
from other states and will attempt to learn what the experience
has been in states which do license naturopaths.

Thank you again for your letters.

Sincerely,

Charles H. Parr

CHP:bk

cc: Senator Colletta
Representative Malone



FAIRBANKS INTERNAL MEDICINE uf
and

DIAGNOSTIC CENTER, INC.
1919 LATHROP STREET
FAIRBANKS, ALASKA 99701

(907) 452-4769

INTERNAL MEDICINE
WILLIAM H. DOOLITTLE, M.D, F.A.C.P.
JEFFREY A. PARTNOW, M.D.

April 13, 1981
INTERNAL MEDICINE. HEMATOLOGY & ONCOLOGY
J. MICHAEL CARROLL, M.D.

INTERNAL MEDICINE & AVIATION MEDICINE
DAVID S. GRAUMAN, M.D. F.A.C.P.

Senator Charles Parr
Pouch V
Juneau, AK 99811

Dear Senator Parr:

Please allow me to express thanks, both from the Medical board and especially
from myself personally, for the courtesy shown by your Committee in allowing
me to testify ori SB 237 last week. As |1 indicated on the plane, | was quite
nervous about my appearance, having never done such a thing before, and the
good auspices with which T was received were greatly appreciated.

Please also extend my thanks to Senators Stimson, Fischer, and Kelly.

The day aftei meeting with you, | spent a few hours with Doctor Spence at the

Department of Public Health talking over the "obstetrical controversy". Should
you or Senator Fischer decide to introduce separate statute concerning this,
there arc. several points that 1 would like to make. As you are aware by now,

I am speaking only as an individual who has devoted a fair amount of thought
to the situation.

(1) As you correctly identified, there are two aspects to the problem. The
first deals with home deliveries versus deliveries elsewhere, and L personally
feel that this is probably a matter of personal preference and is certainly

not anything tha the State should legislate out of existence. Needless to say,
I feel that there should be some medical screening somewhere along the ]hie to
minimize, 1insofar as possible, any predictable medical problems. The second
aspect of the problem is that of layman providers. This 1is clearly a thornier
issue.

) I feel strongly that all individuals providing obstetrical services on
any sort of on-going basis ought to be "licensed" or "authorized". Inasmuch
as there is no centralized certifying body, it will prove difficult to set

up any kind of consistent procedure concerning training and qualifications.
Those people without formal training who have had a good deal of prior exper—
ience, will be particularly difficult to evaluate.

(3) The testimony expressed at the Hearing, while nearly unanimous and ob—
viously quite impassioned and vociferous, clearly ftpreseiils a minority
point of view as cursory examination of Vital Statistic Records would bear
out. In looking at the relevant statistics for Juneau In 1979, the last
year for which records are available, it would appear that the instance of
home delivery is between 3 and 5%. 1 am at a loss to explain the apathy
shown by virtually all members of the majority viewpoint during the hearing.
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(4) 1 feel that there must be some statutory (or regulatory) insistence” on
a mode of communication in the event of medical problems. I feel that there
should be some formalized, prearranged communication mechanism rather than
haphazard communication at the time that an emergency becomes apparent.

(5) For purposes of maintaining good Vital Statistics, there must be some
insistence that a birth certificate be completed regardless of the location
of birth. Dr. Spence indicates that perhaps 50% of home births are currently
going unrecorded.

(6) Careful review of the relevant statufes and regulations dealing with nurse-
midwives (advanced nurse practitioners) ought to be made to insure non-discrimination.

) In order to foster communication between the "medical establishment™ and lay
providers, there should be some specific statutory exemption from liability for
physician or nurse midwife collaborators.

(8) Medical screening could be provided either by physicians or through the
Department of Public Health.

(9) There 1is clearly a need for a massive public education campaign to outline
the scope of potential services, high risk versus low risk pregnancies, etc.

(-10) 1 continue to have strong personal feelings that the practice of medicine
comprises a good deal more than treating "illnesses and conditioni”. The delivery
of obstetrical care seems to me to be a part of the practice of medicine, and as
such, 1Is 1 feel a legitimate area of concern for the Medical Hoard. As T have
stated, the Hoard 1is willing Lo tackle this difficult area if this is the desire
of tlicl Legislature. |1 would, however, be more than pleased to see someone else
shoulder this part.Lcul.ai burden.

At the risk of soundint like a stuck record, | would like to rei.ter-.1o Unit 1
personally nor the Medical Hoard as a whole have any particular ax to grind In
this matter other than the Insurance of the provision insofar as feasible of
adecjualLe health care to the citizens of Alaska. |1 would lie more than pleased to

provide whatever input 1 can to you |In any future deliberations concerning tills
matter

State Medical board

JAP/co
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PRTY 1 02/26/82 18:28:47 ORIG: LMOO IN= 0011 oUT= O01°
FROM SAHARTIE/MATSU TO: JUNEAU INFORMATION .
LJH2 SUBJ: P .0O.M. pfiLrt

TO: SEN PARR, CHAIR SEN. HESS
FROM: JOE AND VIOLET REDINGTON

KNIK RD. BOX_5460

UASILLA 99687

(H) 376 5562, (W> 376 4256 6 7
RE: SB 617

UE ARE DEFINITELY TN FAVOR OF SB 617 FOR iHE VOACTIONAL AND AGRICULTURAL
TECHNICAL SCHOOL AT MAT SU COMMUNITY COLLEGE.

MR. CHARLIE PARR, CHAIRMAN 7777777 qjC* fuml*
HEALTH, EDUCATION & SOCIAL SERVICES COMMITTEE
POUCH V
JUNEAU, ALASKA
DEAR MR. PARR,

| WOULD LIKE TO ADVISE YOU OF MY STRONG SUPPORT OF S.B. 4747- AN ACT
RELATING TO MIDWIFERY. UE NEED THE HELP OF LAY MIDWIVES IN THIS STATE.
COULD YOU PLEASE SET UP A TELE-CONFERENCE SO THAT PEOPLE IN BRISTOL BAY

CAN PARTICIPATE
STNCERELY,

IN THE HEARINGS?— THANK YOTT.

CAMILLE MARTIN?.

SENATOR PARR

IIARELLA JAVIER
7600 DELAIR 4162

ANCHORAGE 99504 USs -+ e oo

“FOM:

747 WOULB

tour « m; *

TO: SENATOR PARR

FROM LESLIE BRECKE
7800 DEBARR 4431

ANCHORAGE 99504

338-3252

I SURPORT; Sﬁl m/ AND WOULD LIKE TO REQUEST A Tn emu— -rm-.

ITAIK YOU FOR YOUR ATTENTION TO THIS

OKr tin!*fI; . f.0,< "



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE - UPDATE

I . REQUEST
Bill/Resolution No. SB 747
Title An Act relating to midwifery. -
Requested by  Senator Fischer Date 2-11-82

I1. FISCAL DETAIL
Agency Affected Department of Commerce & Economic Development
Program Category Affected Public Protection

BRU, Program, Or Subprogram(s) Affected Rpgnlation ft licensing nf profresions.
(Note: If more than one budget component is affected, separate line-itenm
amounts and funding for each component in the analysis section.)

EXPENDITURES (Thousands of Dollars)

FY 82 FY 83 FY 84 FY 85 FY 86 FY 87

e BB ORE
b B R

TOTAL 56.6 56.1 58.7 615  64.5

FUNDING (Thousands of Dollars)

GENERAL FUND 56.6 ~bv:r 58.7 61.5 64.5 "
FEDERAL FUNDS
OTHER (Specify Source)

PurITIONS

FULL TIME 1 * 1 1 1 [
PART TIME
TEMPORARY

I, ANALYSIS (See Fiscal Note Preparation Instruction, Section I111)

PERSONAL SERVICES - FY®"82 salary schedule and benefits.
1 Licensing Examiner 1, range 12, gen.govt., 12 mos. 27.9

TRAVEL - 10% inflation factor projected.
Board®of Midwifery, 5 members(anticipate 1-Anch, 1-Fbks, 1-Southeast, 1-Kenai area,

and 1-Nome area); 3 meetings per year (L ea. in Anch, Fbks, & S.E), travel costs
plus 3 days per diem @$80/day

$6 ,000 .00
Department staff: 1-licensing examiner to attend meetings of the

Board of Midwifery, travel costs plus per diem 1,200.00
1-regulations specialist to hold hearings and assist board
in promulgation of regulations, travel and per diem 1,200.00
1-investigator, travel and per diem costs to investigate complaints
concerning lay midwifery; average 1 trip every 4 months @$200/trip
plus per diem @ $8Q/day 1,000.00

N A

IV. DATE Marrh 1QR7 PREPARED BY Mar.jOri e Odl and

AGENCY Pivision nf Occupational licensing
Original: Legislative Finance PHONE_4£5-2£35_
cc: Budget and Management

Prime Sponsor (First Legislator Named)
33-001 (Rev. 12/81)




SB 747  tw W 0. Fiscal Note, Dept,
Commerce & Econom
Development
CONTRACTDAL - 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 booklets 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 Officer, @$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. 0 $150./hr. 300.00
Transcript, avg. 210 pages 0 $4.50/page 945.00
1,887.00
X J3
$ 5,661.00
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 sqg.ft X $1.70 X 1§ mos.= 1.2

COMMODITIES

General supplies needed by licensing examiner such as tapes for

meetings, file folders, paper etc.

EQUIPMENT - one time cost in FY"83.

desk .double pedestal 60" x 30"

chair, posture without arms (contour)
typewriter, correcting selectric, dual
tyDewriter table

credenza, 90" x 62"

si de chair

file cabinets, 4 drawer legal

NR PR R R

pitch

426.
170.
1,028.
101
470.
95
505.

$2,799

of
ic

92
57
81

.92

90

.15

20

.48
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Department of Health and Human Services
Qffice of H}Jman Development Services

Administration for Children, Youth and Families
WASHINGTON, D.C. 20201

June 24, 1980

Dear Colleague:

From October, 1976 through December, 1979, the Children®s

Bureau supported an innovative demonstration of technology
transfer called the Child Welfare Resource Information Exchange.
The goal of the Exchange was to promote the transfer of program
and technological developments and knowledge related to services
for children at risk with a primary focus on child welfare
services. The Exchange provided technical assistance in the
replication and implementation of programs, methodologies and
materials to improve practice. The child welfare community was
kept informed by a bi-monthly bulletin and through the
dissemination of program abstracts wh: oh provided details on
the features of an exemplary progranm. These two forms of
knowledge dissemination and utilization have been well received
by child welfare planners, administrators, practioners, and
academicians.

To provide continuity after the Child Welfare Resource Information
Exchange completes i1ts close-out activities the Children's

Bureau has entered into a cooperative arrangement with Project
Share to assume some of its knowledge dissemination and
utilization functions.

Project Share is an information clearinghouse sponsored by the
Department of Health and Human Services to provide significant
information to help improve the management of human services.
Project Share acquires, announces, and makes available documents;
analyzes and synthesizes these documents; provides computerized
literature searches of its data base; and produces and disseminates
many monographs and bibliographies on topics of current interest
to its users. A quarterly Journal of Human Services Abstracts
will be disseminated to interested users. This publication will
serve a function similiar to the abstract updates formerly sent
out by the Exchange.



As indicated in the last issue of the Bulletin there are

forty National and Regional resource centers that also can
assist you. In the near future we expect to develop additional
resources relating to Indian Child Welfare and home-based
services. We are pleased to have worked with you in achieving
information dissemination leading to program improvement and
advancement.

Enclosed for your information are two publications of the
Exchange which have not been previously disseminated: A Guide
To Documenting A Local Program: revised; Suicide Among Children
and Youth: A Guide For The People Around Them.

also take this opportunity to express our appreciation and
commendation to Paul Mott and the staff of the Exchange who
successfully demonstrated different approaches to social change.

Sincerely,

Charles P. Gershenson
Director, Program Development and
Innovation Division

Project Officer
Program Planning and Innovation
Specialist

Enclosures
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INTRODUCTION

The purposes of the Child Welfare Resource Information Exchange (Exchange) are to
identify scuccessful child welfare programs and practices, and to stimulate, or
assist in, the transfer of successful programs/practices to other settings. The
resource collection includes operating manuals, handbooks, program descriptions,
research studies, state-of-the-art surveys, planning and management tools, and
training materials such as curricula, teaching manuals, and student workbooks.

In order to be included 1in the Exchange, programs/practices must be of benefit to
the child welfare field, reflect sound principles of services delivery, have
proven results, and possess a high potential for replication. To determine
whether potential resources meet these criteria they are evaluated by both
Exchange staff and outside reviewers for conceptual soundness, positive eval —
uative results, and replicability.

The transfers of programs/practices are accomplished through the publication of

a bimonthly bulletin an™ monthly abstracts which permit interested parties to
receive more in-depth information directly from th® resource developers. Oi-site
consultation services sie provided to assist 1in the adaptation or replication of
selected programs.

The assessment of a potential resource for inclusion in the Exchange and the
facilitation of the transfer of selected resources require comprehens.ve docu—
mentation of the program/practice. The Exchange staff has found that there are
many high quality programs which have not been documented adequately to share with
the child welfare field. In addit % to making it easier to have a successful
program/practice included 1in the Exi 1iange, adequate program documentation may

be beneficial to an agency 1in other ways, 1i.e., in efforts to secure program
funding, or as a tool in the program planning or evaluation process. The purpose
of this guide 1is to assist child welfare program managers in ti)e documentation of
their program efforts by providing both a recommended process and format.

Section 1 of this guide provides a general discussion of the documentation process,
with-suggest ions for “how to" document a program. Section Il presents the
recommended format to be used in the preparation of the documentation report.

The Appendix provides a sample of the completed documentation of an adoption
program, prepared by a member of the Exchange staff.

One final note of introduction. The documentation effort can provide a useful
assessment of where your program 1is, where it"s been, and where you would like it
to go. Our suggestion 1is to use the documentation process for redefining and

solidifying your program goals, for evaluating 1its strengths and weaknesses, and
for initiating constructive communication among prog, am staff.



SECTION 1. THE DOCUMENTATION PROCESS

Program documentation may consume a considerable amount of time, depending upon
the size and complexity of the program, and the documentor®s familiarity with the
program itself. However, the documentation process 1itself 1is not complicated.

A. Documentation: Viho, How Much Time, Benefit, and Assistance

Answers to sever,." key questions may be useful 1in considering the costs of
undertaking the documentation effort:

e Who s the best person to carry out the documentation effort?
Our c >erience indicates that a person knowledgeable with the full
range of program functions, services, and operations 1is the best

person to conduct the documentation effort. That person may be a
current or past employee, or may be an outsider familiar with the
program.

e How much time will it take to conduct this documentation effort?
We have found that the time required to complete the documentation
effort in the format suggested varies considerably from the more

complex to the less comprehensive program. For example, the sample
found 1in Appendix A required approximately 120 hours for an Exchange
staff member to complete. The cooperation of program staff and che

degree to which supportive documents are readily available will have
a major impact on time spent 1in the effort.

e How can this documentation effort help the program?
Those groups that have completed the documentation effort suggest that
it is well worth the time invested. Many point to the increased
understanding of the program mission and long-range goals that the
involvement 1in the process can bring; others suggest the completed
document has been helpful in gaining 1increased public understanding
and financial support.

The Documentation Process: The Major Activities

The process consists of three major activities:

. Information collection;
e Analysis and synthesis of information; and
e Writing the report.

1. Information Collection

The principal sources of information for the documentation effort should
be the program®s written materials and conversations with program staff.
Additionally, the documentor®s personal observations of the program®s
operations can be a valuable source of information.

Written materials may include data sheets, annual reports, funding
applications, advertising brochures, operating manuals, case records, and
budget documents. The written information should be initially reviewed
with an eye toward obtaining a fundamental understanding of the program®s
operat ions.



The understanding of the program operations, obtained from the review of
the written materials, should be tested and expanded through interviews
with key program staff. The documentor should be prepared to engage in
informal discussions with these program staff, and be prepared to ask
knowledgeable questions concerning the gaps found in the written infor—
mation.

Personal observations of all phases of the program®s operations will
provide additional 1information, and/or raise questions which may not

have been previously answered by either the written materials or the
initial 1interviews with program staff. A useful method for observing
program operations is to "walk through™ all steps of the services program,
from intake to case closing or aftercare, from program planning to
program evaluation.

2. Analysis and Synthesis of Information

As information is collected, it should be organized into the various
sections specified in Section |If below. The major categories will be:
program environment, program management, program operations (services),
and program evaluation.

The analysis of information should seek to assure that there 1is consistency
and continuity among all aspects of the program presented. For example,
the documentor will want to assure that all components of the program are
reflected in the budget, and that there is a means of providing sufficient
data from which e services plan could be developed by the reader of the
report.

The synthesis of information, in addition to condensing the material and
making it easily understood, may include the development of flow charts,
organizational diagrams and other useful graphics, which can be further
explained by narrative descriptions.

3. Wri ting the Report

The documentation report may be written following the format outlined in
this guide. (Unlike the sample appended to this manual, you may prefer

to single space your final document to cut down on reproduction costs.)

The style may be formal or informal, but in any case, the report should

be concise (as long as it needs to be, but no longc.) and easily understood.
Professional jargon should be minimized.

At all stages of its development, the report should be reviewed by key
program staff for both accuracy and readability. The finished report should
have the approval of the program director before it is sent outside the
agency.



C.

General Considerations

Examples taken fron the real-life experiences of your program and 1its
users will be helpful 1in supporting and making your documentation live.
Examples may be a case study of a successful us>r, interagency cooperative
activities, creative ventures, etc.

There are many cases 1in which a picture 1is worth a thousand words. For
example, pictures or diagrams have been found useful in depicting a pro—
gram"s setting and physical plant, 1its structure, the stages of a user's
interaction with an agency, the steps in the planning and management
processes, etc.

Statistics are an important means by which one can substantiate a
program®s successes. Statistical charts may be useful 1in presenting
population characteristics of the community served, length of time Iin
the program, follow-up success rate, etc.

Evaluation of your program efforts in meeting its objectives is an
important consideration 1in "selling™ the success of your program®"s

work to the reader. Both subjective and objective measures may be
indicated as clarification of these successes. Evaluative feedback
from many sources--users, the community, staff, 1in addition to the more

formal means--might be useful.

Wherever possible, a clear "how to" approach 1is helpful in indicating
program accomplishments. To those reading your document, process Iis
every bit as 1important as output or outcomes. Likewise, approaches
that were tried and subsequently rejected may be as useful as those
which were successful. “member that the aim is to prov.de specific
information--including all the learning experiences gained--to others
interested 1in pursuing similar program activities.



SECTION Il.  THE DOCUMENTATION REPORT FORMAT

This section provides a format for theorganization of the documentation report.
The suggested content for each elementof the report is described. This format
Is recommended for use in the documentation of all types of child welfare pro-
grams.  However, the documentor shouH feel free to add or delete information
as required to best describe the specifics of the program to be documei.ted.

The documentor should al-'o interpret the subheadings of the program components
in a manner which is most suitable for the specific program being documented.
This may mean certain sub-elements maybest be combined or eliminated to more
accurately describe the program.

The recommended format is as follows:

A, Title Page; Tableof Contents; Table of Exhibits
B. Introduction

The introduction should present a p eview of the documentation
report through a general descriptio f its content.

C. Program Summary

The program summary should be a concise (one*to two-page) description of
the program, serving as a preview to the entire contents of the document.
It should include a review of the program's history and identification
of the sponsoring agency, organization,or individual. Also included
should be a short description of the population served, theservices
provided, and the sources of funding.

D. Program Components

For the purposes of the documentation effort:, program descrip-
tions may be broken down into the following three components:
Program Environment, Program Management, and Program
Operations (Services).

1. Program environment

The program environment component should provide a description
of the physical, social, and philosophic environment within
which the program functions. The following information should
be included in this subsection.

a. Au scription of the political, social or economic
cTT-umstances which affect program development and
ongoing operations.

In many instances a program has been developed in
response to a penetrating problem recognized by current
political, social or economic circumstances. For
example, the need for a new program may have been
caused by the cutback in funding available for a previ-
ously provided service. Or, an increased emphasis on
the provision of child protective services may have
been occasioned by the reporting of the tragic death
of an abused child.



. A description of the characteristics of the program's
setting.

Such a description is important because a program designed
to serve a rural poor population may have an entirely
different set of needs than does a program in a metro-
politan, middle-income community. Therefore, adaptation
would be required for the transfer of a program from one
setting to another; or replication may be totally pro-
hibited due to the program setting.

. A description of the populatiri served.

The reasoning for the inclusion of this information is
essentially the same as that for the general demographic
information. The description of the specific problems
of the persons served by the program being documented
Is necessary for the reader to determine whether repli-
cation or modification is necessary and/or appropriate.

. A description of the philosophy guiding the program's
operations.

The philosophic base upon which a program is constructed is
an important consideration to the success of the effort,
and, therefore, critical for the reader. An example of
program philosophy is the belief that it is best to serve
children in their own homes rather than placing them in
foster care, or that older or physically handicapped
children should be freed for adoption rather than main-
tained in institutional settings.

. A description of the program's goals.

Goal statements should be a restatement of the program's
philosophy in more concise and action-oriented terms. An
example of a ?oal statement may be "to develop or improve
Lhe ability of parents to care for children in their own
homes."

. A general description of other resources serving the same
clienL group and the documented program's relationship
to them.

A program will always have a limited range of services,
sometimes very specialized ones. The program's effective-
ness may be a direct result of its users' access to a
comprehensive array of other services. It is useful to
describe the program's relationship to other available
private and public resources such as public assistance,
child welfare services, health, mental health, etc., and
the types of relationships (contractual, source of referral,
cooperative agreements, etc.) that have developed.



Program Management

The program management component should provide a description
of the program's governance mechanism, its organizational
structure, funding, and the management tools used to control
program operations.

d.

Governance

If the program is a private, not-for-profit, or proprietary
agency, a description of the structure, its Board, advisory
committees, and their roles in the operation of the program
should be included. For example, it may be significant to
the operation of the program that the Director does not have
responsibility for fund raising, if this function is per-
formed by the Board's Development Committee. For a program
in the public sector, the relationship of the program to the
government funding source could be significant.

Organizational structure

Provide an organization chart, depicting all significant
aspects of the program. (See page A-9 for an example.)
Provide a description of each staff member's role 1In the

functioning of the program and the qualifications required
for each position.

Funding and budget
Indicate the amounts and sources of funding for all components
of the program's operations. Provide a description for al
major budget items, such as the following

m Personnel (includes paid stoff and volunteers);

0 Indirect Labor Costs;

* Rent or Building Purchases;

« Furniture and Equipment; and

o Travel.

Management Tools

Describe the means used to maintain fiscal and program accounta-
bility. For example, an agency may have an automated management
information system, utilize management by objectives, or use
program planning and budget (PPB) techniques. Append all forms
which are used in these processes.
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Program operations (services)

In most instances the program operations or services component
will be the heart of the documentation. This section should

provide a description of both the process for the delivery of
services to users and the services themselves.

The service delivery process should be described with a case flow
chart (See Figure 1 for an example) and an accompanying narrative
description of each step in the process. For most programs,
this will include most of the elements in Figure 1, however,
considerably more detail is possible, and the arrangement of
elements will vary from program to program.

a. Intske

The means used by which persons come to the attention of the
program and how their needs for services are determined. Sub-
elements of intake are:

(1) Outreach

The means used the the program to make its services known

and the provision of easy access to them. Examples of
outreach techniques are the use ~f the media for advertising
and the maintenance of active media for advertising and the
maintenance of active liaison relationships with the schools,
courts, hospitals, and other social welfare service providers.

(2) Case screening

The process used to determine whether a person is eligible
for the services provided by the program. A description

of the screening process shoulc include a restatement

of the eligibility criteria. Forms used should be appended.

(3) Information and referral (I&R)

The means, in addition to the outreach efforts, by which
the program provides information to the public and other
service providers about its services, and the means by
which referrals to appropriate resources are made for
receipt of services not provided by the program.

(1)) Case assessment £ diagnosis

The process used by the program to obtain a determination

of user needs. Emphasis should be given to the role of
staff and outside consultants in the assessment and diag-
nostic processes. Written materials used should be appended.
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Case planning

Activities designed to match user needs with a purposeful

plan for the receipt of services designed to meet the

identified needs should be described. The description should
include the means used to set case objectives, service contracts
between the user and the program (if used), and a discussion

of the role the user plays in case planning. Forms used should
be appended.

User services

Those activities designed to prevent, solve, or ameliorate
user needs through the conduct of the user service plan and
the meeting of the case objectives should be presented.
Services should be described in terms of the staff who pro-
vide the service, the nature of the service and the staff
time invested in the provision of the service. Where there
are multiple services provided, each one should bhe described
individually, along with the means used for coordinating them

to achieve the case objectives. Step-by-step procedures should
be described insofar as possible.

Case moni toring

This is the on-going process for determining that services are

being ﬁrovided in accordance with the case plan. The descrip-

tion should state how the provisions of services are monitored.
Tracking mechanisms, manual or computerized, should be described
where used. Forms used should be appended.

Case evaluation

The process of determining whether the objectives of the case
plan have been met should be described in terms of the means of
evaluation (staffing, periodic records review, etc.) used and
the data generated on the program's generic effectiveness.
Forms used should be appended.

Termination of services

Tiie description of the process used to close a case should in-
clude both the criteria uscu vor case closings and the means
used to terminate services. Data on closed cases (successes
vs. non-successes) should be provided.

Follow-up services

Follow-up services are the periodic check-up to determine

if the services provided have had the des!red effect (i.e.

how is the person doing?). The description should state the
means, frequency, and length of time the program tracks the
case once it has been closed.
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Throughout the write-up of the operations/services component
the documentor should take care to record which staff are
responsible for conducting the various functions. Copies of
all pertinent forms and written procedures utilized in the
operations/services process should be described in the
narrative of this section and provided in an Appendix.

E.  Program Evaluation

The documentation process itself is not expected to be an evaluation;
however, it should report the results of any efforts offering an
indication of the program's level of success. This section should include
any or all of the following:

1. Formal evaluation

If any formal evaluation of the program has been conducted, the name of
the evaluator, the date of the study, and the significant results should
be indicated. Charts, statistics, and a narrative summary from the
evaluation would be helpful.

2. Case disposition data

Even if no formal evaluation has been carried out, most agencies can
compile data indicating client progress over the program's history.
How many clients were served? Of those provided services, how many arc
currently receiving them and how many have been terminated? Of those
terminated, how many were successfully placed, diverted or main-
streamed? What were the problems preventing success? How many showed
significant improvement, slight improvement, no improvement, or
regression? Etc.

3. Success in meeting program goals

Your program should be able to make a statement on the degree to which
it has succeeded in meeting the stated goals of the program. This
cart be accompl ished if the program goals are further delineated into
measurable objective statements.

J|.  Test imony

Quotations from current and past clients, community members, referral
agencies, etc. can be offered to assist in substantiating a program's
claim to success. Results from evaluative questionnaires can be
tabulated, and incisive comments quoted. Testimonial letters can be
included in an appendix.

5. Replication

If the program's techniques or services have been replicated or adapted
by other agencies, or if interest in the program has been indicated
through journals, national reports on exemplary programs, etc., this
should be indicated.
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6. Directions for the future

Finally, the evaluation section may provide the director's, staff's, or
documentor's assessment of future activities. In addition, if the program

Is part of a larger service network, recommendations can be made about how the
entire network might be improved. Are there local, state, or federal policies
which might be altered to provide strengthened support to service for
clients? Do services need to be coordinated on a larger geographic scale

or strengthened within the current network? Etc.
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SECTION 1. INTRODUCTION

This report describes the Adoption Program of the Tressler-Lutheran
Services Associates (T-LSA). It is organized into the following three
sections.

Section | - Program Summary provides an overall description of the
program's organizational structure and purposes.

Section 11 - Program Components provides a detailed description of al
phases of the operation of the Adoption Program. The first subsection
describes the physical and philosophic environment in which the program
operates. The second subsection provides a full description of all phases
of the program's management. The third subsection describes each component
of the program's services and their delivery.

Section I'I'l- Program Evaluation presents information on the results
achieved by the program and its effectiveness.



SECTION 11. PROGRAM SUMMARY

Tressler-Lutheran Service Associates (T-LSA) is the multi-service, non-
profit operational arm of two separate Lutheran Church-related social services
agencies. T-LSA was formed in 1972 as the result of an agreement between
Tressler-Lutheran Home for Children (TLHC) and Lutheran Social Services -
Central Pennsylvania Region (LSS-CPR). Under terms of the agreement, T-LSA
was incorporated to provide all of those services formerly provided by these
two agencies, and currently operates under the joint control of TLHC and LSS-CPR.

T-LSA provides a variety of services including individual and family
counseling; personal growth and enrichment services; specialized foster care
services for adjudicated youth; refugee resettlement, nursery and day-care
services; the operation and management of nursing homes and retirement centers;
and the adoptive placement of children with special needs. Prior to the 1971
merger of the agencies both also provided traditional adoption services. How-
ever, in 1972 the adoption program was redefined, and the focus shifted to the
present emphasis on the adoptive placement of children with special needs.

The T-LSA Adoption Program currently is a home-finding program specializing
in adoptive placements for children with specialized needs. The program is
the "placement arm" for other agencies and generally has no children directly
within its custody. Adoption program staff also perform an advocacy function
by demonstrating to other agencies that there are families willing and able to
adopt children with special needs. Additionally, to help ensure a low rate of
disrupted adoptive placements, a broad range of preparation and supportive
services are provided to prospective and finalized adoptive families. The
program's services are intended to form a continuum from inquiry to follow-
up after obtaining the final adoption decree.
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SECTION [IIl. PROGRAM COMPONENTS
This section provides a description of the components of the T-l1.SA
Adoption Program. The components are categorized under the following
headings: Program Environment, Program Management, and Program Operations
(Services).

A.  Program Environment

1. Circumstances which affected program development and functioning. The
special needs focus of the adoption program was developed because of:
® The recognition of the problems of "waiting children,"
i.e. those children legally free to be adopted, or

those who could be freed for adoption but who remain
in foster care placements; and

« The decline in the number of healthy, white infants
available for adoption.

2. Characteristics of the services area. The T-LSA Adoption Program
operates in twenty-six counties of Pennsylvania, and the states of Maryland
and Delaware, as well as the District of Columbia. The Pennsylvania counties
serviced are predominately rural, with the largest city within the area being
Harrisburg, the State Capital. The other large urban centers within the
service area are Baltimore, Maryland; Wilmington,Delaware; and Washington,
D.C.

The T-LSA Adoption Program is headquartered in York, Pennsylvania,
with branch offices in Williamsport and Altoona.

3. Population served. The T-LSA Adoption Program provides home-finding
and adoptive placements for children with special needs. Special needs
children are defined as those children legally free to be adopted who are:

« Over the age of eight;
« Family or sibling groups of two or more children;
« Black children, and children of mixed raci parentage;

« Children with medical, emotional or mental disabilities;
and

« Children from developing countries.
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*» Program philosophy. The Adoption Program utilizes a

client-centered approach. The basic assumption js that potential

adoptive parents can make the best decisions regarding their interests,

strengths, and limitations. Adoptive parents are encouraged to evaluate

their own capacities, research other available resources, and then select

the children they feel will fit best into their homes. The agency holds no

preconceived concept of what mak®s a family acceptable. It focuses on the

needs of the children and the capabilities of each family to provide the

emotional resources necessary to care for special needs children.

Adoptable children who have physcial disabilities or are of mixed
racial heritage are not considered to be "hard-to-place,” but rather are
considered to have “special needs" which may require greater efforts to find
adoptive families with the love, concern and capacity to accept and work with
their special circumstances.

Both parents and children can best be served by positive, supportive
services. The role of the social worker in the Adoption Program is to help
educate the family in the skills that can be used to meet the needs of the
children it adopts, and to provide post-adoptive services to support the
placement.

This client-centered approach focuses on self determination, an education-
al process of building on already existing parental skills, self-assessment of
strengths and weaknesses, and the ability of the clients to be the primary
active decision-makers in the building of their families through adoption. It
is the belief of the agency that the program's various service components
which support this philosophy reduce the disruption rate even with children
who have special needs by making adoption realistic for the adoptive parents.

The Program operates with the belief that it is the responsibility of
the community to provide families for its children and, therefore,it works
toward reeducating the community with reference to its perception of special
needs children.

5. Program goals. The goals of the adoption program are as follows:

« To find Eermanent, loving homes for institutionalized and
foster children with special needs;

« To provide a method for helping adoptive parents to evaluate
their capacities and to provide them with additional parenting
skills:



« To provide supportive post-adoptive services to families;

« To enable people to become the best parents they are capable
of becoming; and

« To broaden public awareness of the needs of waiting children
and to advocate on their behalf,

6. Other resources serving the same population, and the program's
relationship tn those resources. The staff of the Adoption Program maintain
regular contact with approximately 100 agencies for the purpose of cooperative
home-finding and placement, the sharing of knowledge and experience, and for
observing 'he trends and services in the placement of children with special
needs. Concentrated contacts are maintained with approximately *0 agencies
throughout the U.S. and Canada, as well as with several international adoption
agencies. T-LSA staff work with these agencies, as well as with court's and
regulatory bodies.

T-LSA uses existing adoption exchange services to facilitate the placement
of available children. Some of these exchanyes are as follows:

« ARENA (Adoption Resource Exchange of North America - Child
Welfare League of America);

« PACE (Pennsylvania Adoption Cooperative Effort);
« Delaware Valley Adoption Council;

« The CAP book;

« New York State Adoption Exchange; and

b Adoption Exchanges in Texas, Arizona, Virginia, and
Indiana.
Add:tional Iy, adoption exchange hooks are used to provide prospective adoptive
parents with information on available children.

Upon request, the T-1.SA Adoption Program staff provide consultation
services to any of the agencies with which the program maintains control. The
Director has conducted training workshops for adoption personnel and lias made
numerous presentations on the Adoption Program to agencies throughout the
country.



B. Program Management

1. Governance. T-LSA is the operational arm of two church-affiliated
social services agencies: Tressler-Lutheran Home for Children (TLHC), and
Lutheran Social Services - Central Pennsylvania Region (LSS-CPR). Both of
these agencies are incorporated, nonprofit agencies. Each of them maintains
its own assets and elects its own Board of Directors.

The TLHC Board of Directors is elected by the Executive Boards of the
Central Pennsylvania and Maryland Synods of the Lutheran Church in America.
There are seventeen members of the board. Eleven members are elected hy the

Central Pennsylvania Synod; four members are elected by the Maryland Synod; the
President of each Synod, or a presidential designee, serves as an ex officio

member of the TLHC Board.

The LSS-CPR Board of Directors consists of 16 persons elected by the
Board of the Central Pennsylvania Synod of the Lutheran Church in America.
The Synod Fresident or a designee serves as an ex officio member of the LSS-CPR
Board.

The Executive Committees of bhoth TLHC and LSS-CPR consist of five members
each. These two Executive Committees serve as the formal Board of the
Tressler-Lutheran Service Associates (T-LSA), the operational corporation.

To oversee the operations of T-LSA, the Boards of T-LHC and LSS-CPR meet
jointly three times a year. The T-LSA Board meets six times each year.

The central point of executive responsibility for the operation of all
three agencies --TLH, LSS-CPR, and T-LSA --is the President, who simultaneously
serves as the chief executive officer of all three groups. The staff of
T-LSA is ultimately responsible to the President, under the authority of
the T-LSA Board of Directors..

2. Organizational structure. Figure 1 is a chart of the overall organizational
structure of T-LSA. The two major divisions of services are Church and Community

Services, and Residential Services. Each division is headed by an executive.

Under the Executive for Church and Community Services the two service
subunits are Counseling and Education, and Children and Youth Services. The
Adoption Program is one of four service units under Child en and Youth
Services; the others are the Community Treatment Program, the Child Advocacy
Program, and the Administration for Interagency Relationships Planning.



FIGURE 1

ORGANIZATIONAL STRUCTURE: TRESSLER-LUTHERAN SERVICES ASSOCIATES
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Figure 1-A is a chart of the organizational structure of the Adoption

Program.

The staff of the Adoption Program work out of three locations: York,
Williamsport, and Altoona, Pennsylvania.

The York office is the main office, and the staff there consists of
the Administrator of Children and Youth Services, under whom the Adoption
Program operates; the Director of the Adoption Program; an adoption
specialist; and a secretary. The Williamsport office consists of two
adoption specialists and a clerk/typiSt. The Altoona office is staffed by
an adoption specialist from the Williamsport office on a part-time basis.

The Administrator of Children and Youth Services is responsible for
interagency coordination and general services planning. He also supervises
three service programs— the Community Treatment Program, which provides
foster care, counseling, tutoring and case management to adjudicated youth;
the Child Advocacy Program; and the Adoption Program.

The Director of the Adoption Program, in addition to carrying out
administrative responsibilities, conducts study groups, provides casework
service attends adoptive parent meetings, provides counseling, makes home
visits, edits the newsletters, conducts study training workshops throughout
the country, and provides consultation to other agencies upon request. A
unique strength of the Program is that the Director is an adoptive parent,
and can provide an adoptive parent's perspective to the delivery of profession-
al services.

The adoption specialists conduct study groups, provide casework services
to the adoptive families, respond to adoption inauiries, and make presentations
on adoption to interested groups and organizations.

The secretary performs clerical tasks, maintains records, provides responses
to telephone requests, and types material for the newsletters.

All professional staff members are required to have at least a B.A.
ant it is preferred that they be working towards attaining a Master's Degree
in Social Work, or a reiated degree. The Director of the Adoption Program
Is an accredited social worker.



FIGURE 1A

ORGAN IZATIONAL STRUCTURE: T-LSA ADOPTION PROGRAM



In addition to the formal educational requirements, the program seeks to employ
persons who have a sensitivity for the realities of adoption from the
perspective of the parent.

Although not depicted on the organization chart, three adoptive parents
are being currently trained to co-lead adoption study sessions for prospective



3. Budget and funding. Figure 2, below, Is a presentation of the
Adoption Program budget for FY 1980:

FIGURE 2
INCOME
Fee Income:

Consultation $ 500
Adoption Study Fees* 42,500
Education 500
Workshop 4,000
Third Party Reimbursement 12,000
Other Fees 1,000
Total Fee Income: 60,300

Grants:

Tressler-Lutheran Home

for Children 95,659
Total Grants: 95,659
Contributions:
General Contributions 1,000
Total Contributions: 1,000
Non-Operating Income:
books (re-sale to clients) 330
Total Non-Operating Income: 330
Total Income: $157,289
EXPENSES
Salaries:
Administrators 21,293
Professional 47,241
Clerical 15,783
Total Salaries: 84,317

benefits & Taxes:

Group Medical Insurance 1,968



Staff Support:

1980 Budget (cCoOnt.)

Group Life Insurance
Pension

Worker 3 Compensation
FICA Agency Expense
State Unemployment Tax

Total Benefits & Taxes

Mileage

Other Travel Costs
Meetings/Conferences
Memberships & Dues
Books/subscriptions
In-Service Training
Miscellaneous Staff COStS

Total Staff Support:

Physical Plant Operations:

Purchased Services:

Servicc Operations

Supplies:

Rent-Facility
Insurance

Maintenance & Repairs-Building
Maintenance 6 Repairs-Equipmcnt

Lease-Equipment

552
6,746
784
5,168
828

16,046

7,300
1,800
1,200
150
270
500
100

11,320

4,376
400
240
640

1,800

Total Physical Plant Operations:7,456

Legal
Consultant
Clerical
Counselor
Psychiatrist

Total Purchased Services:

Telephone

Postage

Printing

Promotional Material
Miscellaneous Services

Total Service Operations:

Office Supplies

Books for Re-Sale to Clients
Non-Capitali zed Equipment
Custodial Supplies

Program Supplies

1,000
300
400

1,600
200

3,500

10,050
4,500
3,850

150
150

18,700

3,500
330
100

60
110



1980 Budget (cont.)

Food Supplies
Kitchen Supplies
Other Supplies

Total Supplies: 4,

Capital Purchases:

Capital Purchases 2,

Funded Depreciation

Total Capital Purchases: 2,

Costs Transferred IN:

Allocated General &

Administrative Costs 6,

Allocated Church &

Community Services Costs 3,
Other Allocated Costs 9,
Total Costs Transferred IN: 19,
Total Expenditures: $157,

“Fees for services.
The agency charges an application fee and an adoption study fee.

170
60
50

380

395
550

945

623

036
651

310

289

The fee schedules are flexible and revised on a regular basis in regard to
the cost of adoption services. Specific fees for adoptive applicants are
determined through discussion with the applicants in conjunction with the

current fee schedule and their financial circumstances. Other costs
as transportation of children, or fees of cooperating agencies, may also be

incurred.

Whenever possible, agencies having custody of children placed by the

such

Adoption Program are asked to pay a placement fee based upon the actua

cost of services provided. These may include: recruitment, study, super-
vision, and post-placement services. T-LSA believes that no child should
be denied placement because of a prospective family's inability to pay a

fee, or the lack of a placement fee from another agency

A-15
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C. Program Operations (Services)

L Intake. The Adoption Program's intake process consists of those
mechanisms used to contact prospective adoptive parents (Outreach and the
Provision of Information) and to determine the interest of prospective
adoptive parents in adopting a special needs child (Screening).

a. Outreach (Recruitment). During the early stages of the
Adoption Program, radio announcements, newspaper advertisements,
television interviews, and presentations to church groups and other
interested organizations were used to publicize the need for adoptive
parents.

However, since 1972 no formalized recruitment effort has been
necessary. The primary recruitment technique has been adoptive families’
demonstration of the workability of adoption in their own communities.

These families prove the potential of adoption in their daily lives, leading
other families to be encouraged to adopt by observing these successful examples
People who have been turned away by more traditional agencies tell others of
their success through T-LSA, and a snowball effect occurs. The agency's
acceptance of different life styles er ourages some people to apply who may
have feared rejection.

The agency and P.A.C.0., the Adoptive Parent Organization (See
page A-25), work together to provide informational meetings in different
geographic ai .is. These sessions provide opportunities for potential
applicants to learn more about the realities of the adoption of children
with special needs and to interact with experienced adoptive parents.

There have also been a number of newspaper articles, feature
stories, and special local programs which have dealt with adoption and
the services of T-LSA in recent years, but these were not initiated by the
agency.
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b. Information. Staff respond to all written and telephone inquiries
about the program. A newsletter called "The Adoption Scene" is mailed to
everyone who inquires about adoption. It contains information on the
current availability of children and a description of agency services. An
Interest Registration Form is attached to each of these newsletters. (See Exhibit A)

c. Screening. The initial means of screening prospective applicants
is provided through use of thelInterest Registration Form (Exhibit B).
This formprovides a statement of the applicant's interests in adopting
a special needs child and serves as the basic information source for
selecting applicants to be processed for the adoption of available children.
Some of the items on the form are discussed below.

(1) Age. There are no set criteria for chronological age.
However, the following factors are considered:

Mini mum: The age of the applicant should be
sufficent to establish reasonable maturity and
ability to accept the responsibilities of parent-
hood. It is considered in conjunction with emotion-
al stability and any legal requirements.

Maximum: The importance of an applicant's physical
health, comparative age with the potential adoptee,
and his/her flexibility of ideas and attitudes related
to parenting are considered, rather than chronological
age.

(2) Marital Status. Single applicants, as well as married
couples, may apply for adoption. The program accepts
a wide variety of [life styles as potentially providing
appropriate families for children. Verification of
marital status is required, and previous marriages
ending in divorce are evaluated in light of subsequent
adj ustments.
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combined.

Farcily Composition. Potential adoptive families are .not
categorically excluded because of the number of
children already in the family. In fact, the staff
has found that large families often provide good
homes for children simply because the adopted child
doesn't have to "be everything" and will not have to
be the center of attention. The number of children
placed in a family is determined primarily by the
interest of the applicants based on their own assess-
ment of financial capability, general health, stamina,
and capacity for parenting.

Heal th. General physical and mental health should be
such that it enables the applicants to meet the challenge
of parenthood.

Income. No set level of financial assets or resources is
required. T-LSA does not use the criteria of income or
occupation as screening devices  (e.g., a family with a
yearly income of $*4,000 has had children successfully
placed). However, there should be a reasonable relation-
ship between a family's earning power and its financial
stability: the level of income should be adequate to
cover basic family needs.

Housing. Housing may be own or rented as long as living
space and sanitation can provide a clean and comfortable
home for children.

Assessment and planning. The assessment and planning processes are
Assessments and planning of cases consist of Adoption Rap Sessions

and the Study Process.

a.

Adoption rap sessions. These meetings are held periodically

various parts of the service territory. People who are waiting for a group
study session are invited to attend, and agency staff and adoptive parents

lead the discussions.

Interaction with "successful" adoptive parents enables

in



applicants to more realistically evaluate their own motivations, awareness,
strengths, and commitment. T-LSA has found that applicants often hecome

more flexible in the types of children they feel they can parent through
adoption after participating in these sessions. The Interest Registration
Forms are available at these meetings, and applicants have the opportunity

to make necessary changes in stating the types of children they want to adopt.

Seven of these sessions were held during 1978 and one was televised
by Maryland Public Broadcasting. It was shown on a nationwide syndicated
program called "Consumer Survival Kit."

b. Study process. A realistic preparation for adoptive
parenthood is developed through the use of various concepts such as parent
effectiveness training, values clarification, and transactional analysis.
Participants in each of the study group series are chosen on the basis
of their interests outlined on the Interest Registration Form and the
needs of available children. Approximately one hundred adoptive applicant
families participate in the process each year.

Five to seven couples and/or single applicants meet for a series
of nine sessions. This group method was initiated so that adoptive
parents would not feel isolated during the adoption process, and to
allow applicants to challenge, support, and encourage each other.
Interaction within a group setting has been shown to reveal greater
insight into parenting capacities and attitudes than individual sessions.
In addition, applicants can be processed more quickly in groups, resulting
in more homes for the waiting chilJren.

Throughout the sessions, the emphasis is on educating parents to
meet the needs of the children. T-LSA encourages the development of
an honest relationship between the adoption worker and the client.;
therefore the process is conducted in a nonjudgmontal atmosphere. The
philosophy is that as the adoption workers become acquainted with the
adoptive families, the applicants get to know themselves better. They



become aware of the children available for adoption and come to terms
with their coping capacity, their strengths and their weaknesses. The
prospective parents are assisted in questioning their capabilities and
limitations, and.,, if necessary, removing themscWes from the adoption
process. Adoptive applicants who complete the study process have the
responsibility and opportunity to select the children they want to
adopt, instead of the worker making the choice for them.

The components of the study p;ocess are:

(1) Informational meeting. Prospective parents, selected
to attend the study process based on their interests and the needs of the
available children, meet to discuss basic information about adoption and agency
policies. Application forms (See Exhibit C) are distributed, and the series
of study sessions begins when these forms are returned /ith the application
fees.

(2) Panel presentations. Two sessions, entitled "Parenting the
Child Who is a Challenge," feature panel presentations by parents who have
already adopted special needs children. The purpose of the panels is to
present the realities of adopting challenging children. The panel discusses
problems encountered before and after placement and topics such as stealing,
running away, foul language, and bed-wetting. The presentations provide
the applicants with an opportunity to discuss their own feelings about these
realities before the actual adoption of a special needs child. 'r'e panel
also discusses issues such as: What do prospective adoptive parents need
to know about themselves before adopting an older child? How much experience
should they have had with children? How committed are they to making the
placement work?

(3) Group sessions. A six-session parent-child communication
course focuses on values clarification, transactional analysis, and
parent effectiveness training. During these meetings the social worker
can get to know the applicants individually, and the applicants can gain
self-awareness and insight. Tools and skills which they might need in
meeting the challenges of adopting special needs children are also pre-
sented. The emphasis is on the social worker and applicants working to-
gether to increase the opportunity for a successful placement.
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process involves the completion of a number of

assignments such as writing autobiographies, completing health forms, and
providing "thought sheets." The "feeling autobiographies" provide
answers to questions about attitudes and expectations. Tiought sheets
have questions such as "How would you handle a child who couldn't trust
you or couldn't establish a close bond?" and "What would you do if this
child became a disruptive influence on your marriage?" Basically the
applicants write their own life studies instead of the social worker
doing it for them.

The parent-child communication course is based on discussions about
the individuals themselves and includes selected transactional analysis
concepts which are explained and practiced in the non-threatening group
atmosphere. The group is encouraged to evaluate the concepts presented
and to provide examples of them in tiie daily conduct of their own lives.
This approach to the study process provides a learning and growing experi-
ence for all involved. Through this open, informal approach the social
worker can gain a feeling for the applicant's ability to parent or to improve
his/her parenting techniques.

(9 Visit to an adoptive far.ilv. The prospective parent is
linked with a family that has adopted a child of approximately the same
age and characteristics that the applicant is requesting. The applicant
visits the family and has the opportunity to obtain an even more realistic
view of the adoption experience. The experienced adoptive family advises
the agency staff on their impressions of the applicant's capabilities. This
visit often results in a long-term linkage between the prospective parents
and the host adop*ive family.

(5) Individual interviews. The social worker also conducts
an individual session with each applicant to further obtain an accurate
picture of the prospective parent's background, philosophies, interests, self-
image, etc. This is also an opportunity to discuss further any concerns
the applicant or worker may have.
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(6) Situational groups. Upon completion of the study process,

new applicants are assigned to one or more "situational” or "special interest"

groups depending on the age, variety, and number of children for which

they have applied. These groups are composed of both adoptive families

and people waiting to adopt. Attendance is voluntary, but participants have

found that the groups provide an excellent atmosphere for "reality testing."

Social, cultural, and educational sessions allow prospective parents to

help determine whether they will be comfortable parenting those children

for which they have applied. The situational groups at present include

Korean, Vietnamese, Single Parent. Older Children and Siblings, Large

Families (over 5 children), Inter-racial Adoption, Mexican-American,

North American Indian, and Children with Medical Problems. Mai.y people

participate in several groups concurrently.

3. Services. The primary services of the T-LSA Adoption Program
are the situation groups, placement, the operatioi of a twenty-four hour
hotline, the conduct of a teen therapy group, and the provision of counsel-
ing services to adoptive families, when needed.

a. Situational groups. These groups (described in 2. b. (6)
above) enable families to discuss similar challenges in a group setting.
They also relate to issues of their children's heritage and culture and
sponsor family activities. Additionally, they provide an opportunity
for prospective adoptive parents to get a "feel" for the experience of
adopting a special needs child.

b. Placement procedures. During the study process, the appli-
cants have the opportunity to review information on available children
provided by adoption exchange books and other agencies and to identify
children they are interested in adopting. If an applicant expresses
serious interest in a particular child or children, the staff requests
complete background information from the agency having custody. The
applicant studies it, discusses it with the staff, and consults doctors and
community resources regarding the child's problem areas. By having the
prospective parent do the groundwork instead of the social worker, T-LSA
believes that the applicant develops an increased commitment, thereby
increasing the potential for a successful adoption. At the same time the
family study is sent to the referral agency. The study includes the
autobiography, health form, references, "thouglu .beets,” and a summary and
recommendations from the social worker.
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The placement decision is a tri-level one made by the applicant, T-LSA,
and the referral agency. The agency with custody makes the final determi-
nation.

If all parties decide to proceed with the placement, specific arrange-
ments are made. This may include a pre-placement visit to the child's home
This is not always a prerequisite and is usually determined according to the
needs of the child and/or the agency having custody. T-LSA believes that it
is difficult to determine in a short visit whether the placement will be
successful.  Through its experiences over the years, the agency has found that
preadoptive visitations are of minimal value in determining the appropriateness
or success of adoptive placements. In fact, many of the placements accomplished
during the program's existence have been made without preplacement visits. It
is believed that the most essential element to successful adoptive placements
Is not the visitation, but rather the adequate preparation of the child and of
the potential parents

If there is a placement that must be expedited because of a child's needs,
the staff does not necessarily wait until the completion of the group study
process before placing the child. The staff will work with the adoptive
parents independently of the group sessions to facilitate the completion of the
study. However, the family participates concurrently in the group study sessions

As cited above, the primary responsibility for preparing a child for
adoption rests with the agency having custody. However, one element of this
preparation is provided by the adoptive parents through T-LSA. Each family
Is advised to develop a scrapbook reflecting family composition, their home
community, pets, hobbies, family activities, and other interests. These
scrapbooks are shared with the child through his/her foster care worker to
enable him/her tw begin to identify with the family in advance of a visita-
tion or direct placement. T-LSA provides these scrapbooks to the agency with
custody for their preparation work with the child.

T-LSA also encour iges the agencies with custody to have adoptive children
maintain personal scrapbooks throughout their time in foster care and to carry
them into adoptive placement. The staff believes that this aids children in
maintaining their identification and strengthening their self concept



c. PACO listening ear. A twenty-four hour hotline provides a
crisis intervention function. This service is provided by trained adoptive
parent volunteers in various locations throughout the twenty-six county area
served. These volunteers give parent-to-parent support and also make reports
and referrals to the professional staff. T-LSA has found that many adoptive
families of special needs children do not have relatives and friends who
support their decision to adopt these children. The Listening Ear provides
this support as well as an emergency linkage with professional services.

d. Teen group. A therapy group composed of adopted teenagers
enables these youth to deal with present conflicts as well as with years of
repressed problems. T-LSA provides staff for these sessions.

e. Counsel?ng. The staff provides counseling for the families
and adoptive children as needed. Referrals are also made to other community
resources and to other adoptive families for support.

Moni toring. Placements are monitored through follow-up visits,
and the submission of "sharing sheets" by the adoptive family.

a. Follow-up visits. The agency staff is available to assist the
family during the period between placement and the finalization of adoption
(at least six months), as well as after finalization. A worker is assigned
to have a minimum of three visits during this supervisory period prior to
finalization. The staff encourages and expects the adoptive family to let
them know when problems occur. Preventive and/or crisis therapy is suggested
and provided when applicable.

b.  Sharing Sheets. Families who have not finalized their
adoptions sendthe agency monthly "sharing sheets" which let the staff know
how the placements are progressing and the areas of success or difficulty they
are experiencing. If staff are needed for guidance or if counseling is
required, the family is contacted immediately. (See Exhibit D)

5. Case evaluation. By state law, program staff are required to make
a minimum of three contacts with the family after the adoptive placemen': is

made. Staff use these visits, as well a other supportive services pro-
vided, to evaluate whether the placement acceding.

6. Case termination. In effect there are no formalized termination
of service procedures, as the program maintains ongoing contact with adoptive
parents as long as necessary after the finalization of the adoption.
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1. Follow-up. The follow-up services provided after the finalization
of the adoption consist of visits to the home, the operation of an adoptive
parents organization, the provision of counseling services, the operation of
a 2" hour hotline, and the publication of the newsletters.

a. Follow-up visits. The follow-up visits as described in C.%.a.
above continue after the finalization of the adoption.

b. Adoptive parents organization. Parents of Adoptive Children
Organization (P.A.C.0.) provides a structure for the supportive relationships which
adoptive parents need. T-LSA believes that adoptive parent organizations
can make a significant contribution to programs involving the placement of
available children through recruitment,education, and mutual support, and
that agencies and adoptive parent groups should work cooperatively for these
purposes. PACO is an integral part of the T-LSA Adoption Program.

The Adoption Program provides staff resources in development, coordi-
nation, and program planning for parent groups affiliated with the organization.
Examples of the programs conducted by the group are seminars on sex education,
child development and childrearing; legal information about adoption, wills,
and insurance policies; and a session on voluntary and involuntary termi-
nation of parental rights. Family events in which children participate are
also held. In addition to attending social and educational meetings, the
members receive a himonthly newsletter (See Exhibit 0 which contains
information about upcoming events, agendas for meetings, current legislation,
reports from national conferences, information on current issues, letters
from readers, a list of recent placements, and descriptions of adoption re-
sources .

PACO groups are organized in specific geograph'c areas, and there are
also subgroups composed oT parents who have adopted children with similar
special needs. Current, subgroups are available for those who have adopted
older children, siblings, Korean and Vietnamese children, children of Black
and Black-White parentage, Mexican American and Native American children, and
children with medical and physical disabilities. These groups meet periodi-
cally for programs related to their respective need'-, and interests. Some
families may belong to several of the subgroups depending upon the types
of children they have adopted.



PACO also provides interest free financial support to adoptive families
for such needs as transportation costs, dental care, etc. The organization
does not charge dues out instead conducts moneymaking .activities such as
parties, dances, and fairs.

PACO chats are small group sessions held in people's homes at which
information on available children is shared and concerns of adoptive
parents are addressed. T-LSA staff are present at these meetings. Pro-
spective adoptive parents are also invited to attend these meetings if
they have an Interest Registration Form on file with T-LSA.

c. Counseling services. The counseling services described in
subsection C.3.e. are also provided as a follow-up service.

d. Twenty-four hour hotline. See subsection C.3-C.

e. Publications. Sever~l newsletters are provided on a regular
basis to keep families advised of social and educational programs, to inform
them of available children, and to share current adoption issues.

« "Because We Care So Much" is a bi-monthly newsletter for
families who have adopted five or more children. This is
currently mailed to more than 850 adoptive families through-
out the United States and in several other countries. This
newsletter serves as a linkage for sharing concerns, challenges
and the joys of large families.

« Every family, approved and waiting for a child, receives
a monthly newsletter, "We Wait Too," which focuses on
available children. (See Appendix F).

« "Children and Adoptive Parents" is a bi-monthly publication
with a circulation of approximately |,800 adoptive families
and agencies. (See Appendix E ).
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SECTION IV. RESULTS AND EVALUATION

In the less than nine years that the Adoption Program has been in
operation, more than 1,000 children with special needs have been placed in

permanent homes. The annual placement statistics since the development of
the specialized program are as follows:

Year Placements

1972 98

1973 9%

1977 99

1975 299"

1976 119

1977 121

1978 li>6

1979 80 (through

Total 1,056

"Included over 200 children placed during the emergency airlift after
the fall of South Vietnam; of this number, 96 were placed through other
agencies with T-LSA having custody

From January 1972 through December 19/8, the number of children with
handicaps who have been placed is 217- Other special needs children ijre
members of sibling groups and those over the age of twelve. The follov ing
chart indicates the number of children placed by characteristic for 1976
1977, and 1978.

1976 1977 1978 1879 (through July 1979)

Over age twelve 12 22 18 1
Members of sibling groups 18 Mt 32 16
Mentally retarded 2 5 b 3
Emotionally disturbed 8 22 20 't
Slow learner 11 - 12 12
Andi tory difficully 1 1 2
Visual impairment 3 1 5 7
Cerebral palsy 3 2 5 1
Downs syndrome l 5

Heart defect 1

Drug baby 1

Cleft palate 1 —

Gerodoma 0s,teod ipp lastica 1 —



Hydrocephalic

High medical risk
Severe speech problem
Incest chi Id
Deformities
Spinobifida

Epileptic

Sexually active
Severe skin problems
Orthopedic problems
Other medical problems

1976

1977

1978

3

NN e e
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19/9 (through July 1979)

5
9

For these same years the following chart depicts the number of children

placed according to race or nacive country:
1976

White (USA)

Black (USA)
black/White (USA)
Korean

Vietnamese

Native American
Puerto Rico

Phi lippi nes
Indian/Black
Chinese

Dominican Republic
Mexican/Amer ican
liulia

Cnmbod ian

East Indian
Columbia

Peru

63
12
13
20

1977
39
12
i)
23

8

13
2

— NN NN

1978
59
5
9
)
2
35

1979 (through July 1979)

I
b

11
12

11
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The greatest number of children (877) were placed when the program had
only two fulf-time adoption workers conducting the family studies. The
disruption rate has been very flow (5% overall) and most of these children
were replaced with T-LSA families. The staff credits the client-centered
approach fcr the low disruption rate and for the agency being able to meet
the needs of many waiting children and adoptive parents. The self-assessment
of strengths and weaknesses, the educational process of building on already
existing parental skills, and the ability of prospective parents to he the
primary decision-makers, all contribute to making adoption realistic for
adaptive parents. The provision of multi-faceted post-adoption support
services also adds to successful placements.

The success of the program can also be attested to by the fact that
Hi-iiiy other agencies are now incorporating the techniques employed by T-LSA.
At the inception of the program in 1972, the exclusive placement of special
needs children and the non-traditional T-LSA approach were unique to the
field of adoption. However, due to the decrease in the number of healthy,
white infants available for adoption, agencies have had to change their
attitudes and redesign their programs.

To help these agencies adjust to the recent trend toward placing special
needs children, the Director of the Adoption Program has made numerous
presentations on client-centered adoption, the group study process, and
supportive services. (See Exhibit G for letters from agencies attending
presentations and workshops). Children Unlimited, an adoption agency in
Columbia, South Carolina which places special needs children, has modeled
its program of education and post-placement services on the T-LS program.

T-LSA has also L™en selected as an exemplary agency in the successful
placement of developmental Iy disabled children by the North American Center
on Adoption, Inc.
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-V » AHWOHT ON ADOPTION FROM TIIESSLHR-LUTHERAN SERVICE ASSOCIATES A
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TJtetc arc. children everywhere.
Some are eating cotton candy, others
arc being given tides tlnotighout
the grove of nees in a tractor-drawn
wag%on, and still others ate being
costumed as Indians. _

The scene looks very much like a
huge famHK reunjon ‘or perhaps a
Sunday School picnic, except that,
upon closer observation, one might
note that many of the children are
handicapped of biracial or of Indo-
chinese or Canadian-Indian descent.

But there’'s something even more
special, about this September Sunday
atherlnﬂ in Jacobus, York County:

ractically all of the children arc
adogted. _
The get-together is the annual

York-area PACO (Parents of Adopted
Children Organization) picnic, and
that first, fentative description of
the affair as a family reunion is not
an inappropriate one.” . . _
Because of organizations like
PACO and events like its yearly
picnic, many adoptive parentS say
fhey feel as though they're part of a
arg{;e, WldeIY_ scattered family.

That feeling is one of "the many
unique aspects of Tressler-Lutheran
Scrvcice  Associates’ adoption  pro-

ram.
_g At the very heart of that uniqueness
is the fact that in 1972 the Program
was reorganized exclusively to place
“special” needs” children, those
formerly (and unfortunately) labeled
“hard “to place.” Discontinued
comPIetely was the placement of
healthy, ‘young white children and
white infants. _

What produces the special needs
of the children T-LSA places is that
they are black, biracial, or ftom a
foreign coun_tr?;; or they are between
the ages of eight and 18; or they have
physical, emotional, or mental dis-
abilities; or they are to he placed
alonﬁ with a varying number of their
brothers and sisters. . (T-LSA_ has
placed with one family a *“sibling
group” of seven children?) .

The program, operating in 26 Penn-
sylvania counties (the territory of the
LCA’s Centra! Pennsylvania ‘Synod)
has the function of preparing and
then representing prospective “adop-
tive parents to agencies in whose

carc childtcn arc placed prior to
being adopted. o

Rather  than providing carc to
these childtcn await,<g~ adoption,
T-LSA instead serves as an "adop-
tion. broker," bringing t'o?ct_hcr
special needs children ‘and Toving
families. |

Immediately apparent to anyone
who has conceived of adoption as
the fulfillment of a childless couﬁle’s
needs by providing  them with a
healthy white infant is the fact that
the nature 0f_ad0ﬁtl0n has changed
markedly: While the core of T-LSA's
program is its work with adoptive
parénts, and while the adoption
procedure is oriented toward these
parents, the entire focus of adoption
IS _on ministering to the needs of
children, _

As the nature of adoption has
cha_nﬂed, S0 loo has the manner in
which children arc adopted.  And
T-LSA has had a lot to do with that
change. " .

The entire transition began in the
late 1960s when fewer healthy white
infants were_becoming available for
adoption.  For some time prior  to
that Tressler staff had heen domq
some adoption work with specid
needs kids.

As a result of that work the pro-
?ram was redesu?ned entirely toward
he placement o

dren.

~The traditional approach to adop-
tion had been to have a social worker
interview a prospective adoptive
couple three or four lime in an office.
The social worker obtained infor-
mation on the couple's hackground
and usually made a home visit. "Then
if ther vere “approved,” 3 child
was selected for them. N

The group aﬁproach utilized b
T-LSA “is much better, say bot
adoption staff workers and” adop-
tive parents.

"You feel a lot more at ease and
are able to learn more," relates one
York County adoptive parent. And
the group sessions allow people to
“reveal more of themselves than

they ever would in an office inter-

view with a social worker." They
also arc able to gauge their strengths
and weaknesses ~and to work ~on

special needs chil-

overcoming the wcaknesscss.

_Tg{pmally, six to eight couples or
single parents meet for eight or nine
weeks, usually in the "“one of a
staff member "or a church parlor or
other informal setting.
At those sessions, they share feel-
Ings, experiences, expectations, and
fears. AH they get a chance to talk
with families who already have chil-
dren similar to those they arc con-
templating adopting.  The adoptive
parents are as frank and open as
possible, both to acknowledge the
challenges of adoption and to aid
group, ~ participants in learning if
adoption is tor them. _

At the sessions prospective adopters

also study information about chil-
dren available for adoption, heIP-
ing them and staff members 1o
identify the type of child thc> would
like and feel capable of rearing.
To reach this stage in the adop-
tion process, prospective parents
first file an  "interest registration
form" with the agency. Then, when
periodic “adoption “rap sessions”
arc scheduled in various areas, those
people are invited to attend.

In accordance with the availability
of children and staff resources,
applicants — about 100 of them each
Year — are selected to participate in
he _adoPtlon study ptoccss, which
consists ar_%ely of the group sessions.

In addition, participants must
comﬁlete "feeling" autobiographies.

These autobl_ograﬂ_hles are an
additional WaY In” which applicants
can sort out their feelm?s on adop-
tion, children, parenthood, and
related topics.

_ Durm_? the study process an adop-
tion unif staff member visits with the
aPplllcants, and, following com-
pletion of the group sessions, the
prospective adoptlve parents must
visit' the home ot an adoptive family,
usually with children similar to those
they want to adopt. The family then
fileS a report on the visit so that any
Problems_ can be worked out between
he_apPhca_nts and staff. mcmbeis.

Finally, if the prospective parents
and staff members believe that the
family is ready to adopt a child, the
applicants are registered with adop-
tion exchanges.



Soiih limes, u child iv placed with
them telalively tjuickly: ~however
most placements Hike il lc.st several
moiilhs .old smile longer.

As pari of its seiviee lo emfdrcn,

T-LSA eanies the major eosl of llic
piogmm.  This money represents a
significant portion of the inleiesl
from ihe endowment fund of ihc
gressler Lutheran Home for C'hi-
ren.
1 Tiospeeiive adoptive parents pay
an application fee and an adoption
study fee, based on the actual cost
of Service and levied on a sliding
Scale in aceoidance with the
applicants’ ability to pay. These fees
however, seldom cover the cost of
service piovidcd by the agency.

EXHIBIT A (cont.)

|-1 SA adoption smiics do not
stop with the plaiemenl of the child.
Tor the fitsi six months followm(I;
phui-mcni, staff maintain  contac
with the family, visiting them and
roviding whatever support is ner
essary.

Mitt" Mipport comes Horn other
sources as .cell. First, the adoptive
families themselves piovidc support
to one another. ,

Second, oigani/alions like I'ACO
- one of the laigest adoptive parents
organizations, in~ North "America —
and iis various “sub?roups" (for
example, groups for families with
Korean children) can be > K  -dp
lo adoptive parents.

Ar.u, thira, there are the T-LSA

A-31

adoption newsletters, one of iliem
designed just for families with five
o mote children, another fot families
waiting for a child. _
What lies ahead' for the adoption
roglam? _ _
Staff members cite Ihe continuous
evolution of adoption studﬁ guide-
S,

lines, patent training ski and
inetcased participation in support
groups like FAC'O as part of the

pr(|J_Pram’sfuture._

ut whatever is ahead, you can be

sure of one thing, its origin: As the

bumper sticker pasted on the rear

of many adoptive families'. ears pro-

ﬂmmts, Adoption Starts in Loving
earts.

Tressler-Lutheran Service Associates (T-LSA) provides a pr_oPram of specialized adoption services including: the pro-
cessing of aPpI|cat|ons for the adoption o' children with special’ needs; community education regarding the needs of chil-
dren available for adoption; and a variety of group and su_pPortlve_serwces for adoptive families. _

Applications for adoption may be received from potential adoptive parents resi mg in a twent¥-3|x county area in Central
$ﬁnnsy|van|'a, v'vh||chd coincides with the territory of the Central Pennsylvania Synod of the Lutheran Church in America.

ese counties include:

Adan» Clearfield Franklin Lebanan Perr

[kutord Clinton | Fulton ’Lw/_comlng Snyder

Blair Columbia Huntingdon ifflin Somerset

Cambria Cumberland Juniata Montour Tioga

Centre Dauphin Lancaster Northumberland %{Jmﬁn
or

The AdoPtion Program is based in the York office and staff persons assigned to the program opciatc from the Williams-
port and Altoona offices. : - :

While the adoption scene is constantly changing, there have been several constant and significant trends in the past few
years,

- more people have become interested in adopt on as a means of having or expanding their families.

- fewer white infants and very young white children have become available for adoption because of more effective
birth control measures, abortion, and many more unwed mothers raising their children.

- agencies and courts have increased their efforts to place the thousands of children with special needs, who had pre-
viously been considered hard-to-place.

- many children with special needs who are considered .0 be the “available children” are being placed in permanent
adoptive homes.

INIERKST REGISTRATION FORM . _ _ _ _ _ _
The Interest Registration Form is designed to provide the agency with a concise statement of the applicants' interests in
adoption. Applicants complete and return ti<* orm. This form sérves as a basic information source for selecting api)llcants
to be processed for the adoption of available ctuidmn. Completion of the form does not imply any obligation on the part
of the a_pﬂllcant or the agency. Changes on Interest Registration Forms may be made by writing or phoning the office
with which you are registered.

Aﬂphcants are accepted for an adoption stud% according to the availability of children. T-LSA is constantly in touch with
other adoption and child-serving agencies, with adoption exchan%es in various states, and the Adoption Resource Exchange
of North America (ARENA). "Consequently, we learn of the types of children in greatest need at that particular lime.

Because we gear our service primarily to the needs of the available children, some potential adoptive parents may be register-

ed for many months. Others may be Processed within a short period of time. There is a greater possibility of Studying and
Placmg with those who have sincerely expressed a broad range of interest and flexibility on their Intérest Registration
orms.

CAUCASIAN INFANTS

The T-L.SA Adoption Program docs not place healthy , _ )
and other agencies have long waiting lists. In fact, today it is almost impossible to locate any healthy, white children Under
the age of eight for adoption. We feel that these are not "the children most in need of our services.

AVAILABLE CHILDREN _ _ . _ _ o _
The following summaries present a concise reflection of the availability of children in the descriptive categories we generally
use in the program.

white infants. Tl«* isa “shortage" of such children for adoption
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Many JiiMiin aic available for adoption in these are i.oires. They aune boot a wide xaiiely of backgrounds and cx-
[Hiiem e>, All need the love and security of permanent homes.

MEXICAN- AMERICAN _ L ; _
Seveial yeais ago, we placed many Mexican Amciiian infants. In the Pa_st few years, wc have placed no Mexican-
Amciican infanfs because the agencies in the Southwest have discovered tli.it these Children can he placed for adoption
in their local communities. Ilowever, we have placed older Mexican Ameiiean chihhcn and sibling groups.

SIBLING GROUPS (any familg group of two 01 more Inothers and/or sisters) _ _
Ibis is one of the most available categories of children. Generally, they are over the age of eight. The laiger groups
(mote than two) are in Ihe greatest need of adoptive families.

AMERICAN INDIAN (Native American) , . _ _ .

Tiibal laws now strictly limit adoption except by Indian families. The on|¥ exceptions likely lo occur are for sibling
Vamps o" two over the age of ten or for sibling groups of tluec or more ot all ages, also téenagers and  children with
medical limitations. Most of »hcsc children are from Canada.

BLACK A BI-RACIAI (Black-White) _ o _
Many children arc available from within this bioad grouping. Black and hi racial infants arc not as available as older
children and sibling groups.

While T-1.SA makes inter racial placements, we strongly encourage black applicants. Thousands of children wait for
black or while homes. Wc suggest that black applicants indicate this on Ilicir Interest Registration Forms because the
need is so great for black families to adopt waiting children.

KOREAN

T-LSA has worked cooperatively with the Holt Adoption Program _indplacing youngsters from Korea, Thailand, and
the lF_’h|It|_pp|rt1es|._| ﬁhe availability of young Korean children is not limited to families who have previously submitted an
application to Holt.

INTERCOUNTRY ADOPTION _ _ _ _ _ o

Many children in other countries, particularly the developing countries, arc in need of permanent adoptive families. How-
ever, the complexity of adoption requirements in some countries and difficulty in achieving international agreements on
adoption make it very difficult, if not impossible, to obtain those children for adoption. When, and if, such arrangements
are made, we expect to be able to work cooperatively with international agencies for this purpose. Persons interested in
intcrcountry adoption should attach a separate note to the Interest Registration Form, staling their interests.

MEDICAL, EMOTIONAL AND PHYSICAL LIMITATIONS _
Children with a wide range of medical and emotional needs arc available. Some children may be retarded or only moderate-
ly limited in their potential. Their need for love and permanence is critical.

ADOPTION RAP SESSIONS . o _ _
Adoption Rap Sessions arc scheduled periodically. Everyone who has an Interest Registration Form on file at our office
will receive an invitation to sessions as appropriate. Agency representatives and panels of adoptive parents arc available
at each of the sessions lo discuss the current “ Adoption Scene",

THE ADOPTION PROCEDURE _ _ .
The procedure for adopting a child through T-LSA involves the following major steps:

L Initial inquiry and completion of an Interest Registration Form.

2. Selection of applicants for the adoption study process according to the availability of children and staff resources.
As the agenc%/ Is made aware of available children, applicants arc selected for study on the basis of their interests
outlined on the Interest Registration Form and the greatest needs of waiting children. Invitations to enter the study
process are then extended to the applicants who can he processed in a_glou,o (approximately six couples). (We
generally have about TOOapplications on file and arc able to study approximately l(EUpappllcants per year.)

Attendance at an informational meeting foi those selected for the study group. At that lime, basic information
is discussal about adoption and the agency policies. Application foims are distributed at litis meeting.

4. Remittance of the application loim lo the agency with the application fee (for those who wish to piocccd with the
adoption study.)

5. Attendance at a series of group meetings scheduled with the applicants. The primary purpose of these meetings is
to enable the social worker to get to know the applicants as potential adoptive parents. This is also a lime for
increased sell awaiencss and insight on the part of lhe applicants. Individual interviews may be arranged as
appropriate. Approximately ten sessions arc involved.

h.  Completion of the study process. The social worker and aPpl_icants make a_decision regarding the readiness of the
applicants foi adoption”and the study is then written. Material contained in the studyis treated in a confidential
\r;]varllfner and tecotds are maintained ‘in accordance with requirements of the Pennsylvania Department of Public

elfare.

1. Registration ol processed applicants with appropriate adoption exchanges. Other efforts are also taken to make
these potential adoptive homes available for waiting children.

8, Completion of initial home visit. |he worker visits the home prior to placement to complete a descriptive summary.

¥, Placement of a child with the family. (Timing cannot he accurately predicted). There is a period of at least six



EXHIBIT A (cont.) A"
months luTotc ilic adoption can be fiinli/cd inmurl. [Ti*. miv lu L pciim! of adjustment for die whole family.

33

10. | ollow up visils. 1he agency vialf is available lo a-sLt ihe family dining this lime as well as afler finnli/alion.

[IIKCOS1 OF ADOPIION _ L , , , .
An application fee and an adoption sIudY fee aie iliaiged hy llie agency. As  voluntary, non-pmfit, social seiviec
0|?un| ulion, llie agency lias established a tee schedule lo"enable. Ibe adoptive family 10 share’in Ibe costs of service. The
actual fee is dclcimincd with [he applicangs aicoidiug o, a s||d|n|%; fee scale and ilieir respcelive financial eircumslances.
roesc fees are based on ihe actual cost of adoption Seivices lo the agency. However, as already noted, the agency has
traditionally earned the major costs >f the program.

Attorney fees and court costs are bandied between the adoptive paients and their attorney.

Other costs, such as IiansEortation of children or fees of cooperating agencies may be incurred. These costs vary with
each situation and are vvotked out 011 an individual basis.

t A.C.O.
An orga. i/alion for adoptive families, P.A.C.0. (Patents and Adopted Childtcn Qigani/alion) piovides services and
advocacy Tor children in ﬁartnershlp with the T-LSA Adoption Program. This oigani/ation holds educational and social

grgagrams tnd functions throughout the T-LSA service territory. Local PACO grolips arc organized in specific geographic
rea.

S?ecial groups arc avajlable for those who have adopted older children; siblings; Korean and Vietnamese children; children
Bhygli%gﬁ(d?srgadbil?tliaecsk_wmte parentage; Mcxican-Amcrican and Native Amciican children; and children with medical and

E B Springaishury Ave. -York, PA 1743 717 859 oo Tk ) 08 o ThoT
. Springettsbury Avc. -Yor - : !
O 21 W Eourqh St -Williamsoort. PA 17700 -(717) 20-7873 contact”. The North American Coungil on. Adopt-
3 T iR > Ahoona. PR eht (a1 o e, e J " are v,

When T-LSA receives your completed Interest Registration Form this wil| he acknowledﬁed by letter. Yon will
receive an invitation to-attend one of a series of Adoption Rap Sessions when they are scheduled. Beeausc'of the
heavy work load and the ver¥ large list of registered applicants, you will not he contacted by the a%ency until your
application may be accepted for further processing or to be notified of Hie Rap Sessions or PACO Chats.



EXHIBIT B
INTEREST REGISTRATION FORM

Name: <Vlease Print) Date:
Street Address: Phone & Area Code:
City: County. State: Zip:

We are interested in the adoption of children with special needs as indicated below.

Please be aware of this interest and notify us when you can process OUl application
or help us IN any other way.

1. Number of children we would like to adopt now:
2. Ages or age range we are interested in:
3. We feel we could adopt the following special needs childien:

() Children of Black parentage

() Older Caucasian (white) children (age 7 to 18)

( ) Nexican-American children (older than 5 Yy€ars,

() Family group - more than one child

() Children of mixed Black-White parentage

( ) Native American children

( ) Caucasian children (age 0 to 7 or 8) with limitations
() Intercountry children (as available)

Limitations:

Heart defect ( ) Brain damage
Cystic fibrosis () Missing arm 0l leg
Cerebral palsy ( ) Hyperactivity
)
)

Physicalr Mental and Emotiona
() Cleft palate

( ) Hearing loss

( ) Speech impairment
( ) Mental retardation
( ) Burns

Spina Bifida Sight loss
Learning Disabilities Hydrocephalus

~AANAAA
~ N -

() Other disability (please specify):
() () ()

* Other types of special needs we could accept:

Our family currently consists of: Man (age) Woman (age)

Children (list age and sex)

Other members of immediate family:

A-3A

() Adoption study group sessions are generally scheduled in the evening. Ifyou

could not possibly attend evening sessions, please check here.
() 1 am unmarried and would like to adopt.
() If you arc Black, kindly indicatethis, since there is such a need for Black

homes.
T-LSA encourages YOUl registration with other agencies wherever possible. For
those interested in Intcrcountry Adoption, it is necessary to register with re—
source programs. (A listing will be sent upon request). If you are registered

with another dQ€ncCy, please identify that agency.

Signatures of applicants

Please return to the designated area office: York WiH i amsport Altoona

Note: Your registration may be changed at any time by notifying this office.

* Use reverse side for additional comments.

11/78



ADOPTION SFRYICEii UNIT PACE 1
Division of Family and Child Services
Tressler-Lutheran Service Associates

APPLICATION FORM
IDENTIFICATION

Last name of applicant: Date
Address: / / / /
Street City County State Zip
Telephone: (Area Code S Number)
MALE FEMALE

First, Middle & Maiden Name
Birthdate/Birthplace

Education:
Religious Denomination:

Name of Clergyman:
Address of Clergyman:
EMPLOYMENT
Occupation:

Present Employer:

How long with this employer?
Approximate yearly salary:

MARITAL STATUS
Married Q, Never Married ( ), Divorced ( ), Widowed ( )

Date & Place of Marriage

Previous Marriage? (Dates S names of previous spouse, how and when terminated
and, if divorced, who initiated)

FAMILY STATUS:

Names of Children Birthdntes "Homemade™ or Adopted

Names of others in home Ages Relationship



10.

11.

12.

P/CrE 2
Have you ever had any professional counseling for an emotional problem?
If so, pleaseexplain.

Have you ever been convicted of any charge other than a minor traffic
violation? If so, please explain:

Have you ever made application for adoption to another agency?
If so, please indicate: Name of agency, location, results of your contact.

Is that application still active?

Have you previously applied for adoption through this agency?
If so, please indicate: when, location agency office, results of that
application.

your attorney for the adoption procedure (It is not necessary to select an
attorney until after a child is placed in your home).

Name:
Address: Zip:
Telephone:

Your physicians (or physicians)

Name:
Address:
Telephone:

References (List three references, not related to you, who have known you for

at least several years)

NWF.S ADDRESSES PHONE NO.

Reason for adoption (Please state briefly your reasons for wanting to adopt
child.)

If you are unable to have children born to you, arc there medical reasons?
Have you been given a medical opinion on this? By whom?
When? What was the diagnosis?




EXHIBIT C (cont.) A-37
rAGE 3

13. Child desired to adopt (Please specify the typo of child you are desiring to

adopt at this time: age; number of children; ethnic background; handicaps;
etc.)
14. How long have you lived at your present address?

Previous Addresses (List previous addresses if you have resided at your
present address for less than five years)

ADDRESSES DATES
From: To:
From: To:
15. Directions for reaching your home (Clearly describe the easiest way to
reach your home by car from the office where your application is being

processed)

Signature of applicants:

Note:
Information contained in this application is held in confidence by the
agency. Kindly return this application to the agency representative
noted below:
( ) Mrs. Barbara Trcmitiere ( ) Miss Lois Eckels
Adoption Services Unit Adoption Services Unit
Tressh®r-Lutheran Service Assoc. Tressler-Lutheran Service Assoc.
25 W. Springcttsbury Ave. 221 W. Fourth St.
York, Pennsylvania 17403 Williamsport, Pennsylvania 17701

( ) Ms. Winnie Goings
Lutheran Children & Family Service
2900 Queen Lane
Philadelphia, Pennsylvania 19129



TRESSLER-LUTHERAN SERVICE ASSOCIATES
For Work With Older Children in Placement

"Sharing Sheet"”

CHILD"S NAME: DATE:

FAMILY NAME:

«GENERAL ADJUSTMENT: (Give examples)

SCHOOL ADJUSTMENT: (Give examples)

ADJUSTMENT TO FAMILY MEMBERS:

AREAS OF SUCCESS:

AREAS THAT NEED IMPROVEMENT:

FEELINGS OF ADOPTIVE PARENTS:

AREAS WHERE EITHER CHILD OR ADOPTIVE PARENT NEED PROFESSIONAL HELP:

PLEASE CONTACT US BEFORE NEXT REPORT IS DUE: YES NO

Revised
T-LSA 1978



EXHIBIT D (cont.)

SESSION VI

CONTENT: PET - PROBLEM SOLVING FAMILY COUNCIL - fiZS0 INDIAN FAMILY FANTASY
ENCLOSURE: (For use later) Sharing Sheets

OBJECTIVES:
To summarize PET and sec how it all fits together.

To help people "feel as an adopted child might feel and work through those
feelings.

To evaluate, and set up future contact through PACO and T-LSA.

After Placement

"Sharing Sheets™
- Supervisory Visits
- Staff Counseling and Support
- Referral to Other Resources
- Preventive and Crisis Therapy
- Special Interest Cioups
"Listening Ear"

"PACO Chat"

T-LSA views adoption services as a continuum - from inquiry through and beyond
the formal adoption process - for as long as a family may need identifiable
service.

"How can we say wo"vc done our share,

When everywhere we look, the children are therel”

BTT

Revised

T-LSA 1978



A NEWSLETTER FOR ADOPTIVE FAMILIES

SEPTEMBER - OCTOBER 1978

Finally, all the kids are back in school....time to take a breather from a hec—
tic summer/ Placements continue to happen at a rapid rate. We are so thankful
to all of you, our adoptive families, for opening your homes and hearts so

readily to these little ones!

Placements:

From our Williamsport Office:

The

The

The

The

The

The

The

Lynn family of Northumberland L ->unty received their bi-racial daugh—
ter. She joins her 7-year-old Vietnamese brother and 10-year-old
biological brother.

Foster family of Clearfield County recently received their 3-month-

old Caucasian Downs Syndrome son. He joins his 9-year-old Canadian

Indian sister, his 2-year-old Downs Syndrome brother and his 6-year-
old biological brother.

Anderson family of Lycoming County received their 9-year-old Caucas—
ian daughter. She and her 5 sisters will suro keep their Mom and
Dad busyl

Williams family of Lycoming County received their 8-year-old Caucas-
[dN son.

Bryan family of Lycoming County received their infant son. Nr. Bryan
is busy decorating and making rugs for the nursery.

Borens family of Bucks County received their 14-month-old son from
India.

Evans family of Lycoming County received their l14-month-old son
from India. Both boys (Sorens and Evans) were thought to Nave
hoart probloms, but upon arrival it was good news t0 learn that
both boys only have heart murmurs.

Bilger family of Snyder County received their 3-year-old Caucas—

ian daughter. She joins her 3 siblings including a Vietnamese
brother. S0NQ.

|, Parents ol Adopted Children Organization
A COMMUNITY SERVICE OF TRESSLER LUTHERAN SERVICE ASSOCIATES
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year gone by, and all

IS THANKSGIVING

the children who now have homes,

EXHIBIT E

IfEEKI1111 While we all "meditate” on the

let us also think ahead

to 1979. IfT each of our families, through news media, personal contact, etc.,
could help one waiting child to find a home in 1979, what a wonderful year it
would bet (Let"s put special concentration on the teens, the handicapped, and
the BOYS!)
Nov. 20 - PACO Members on
Lou Doolittle. Show, WSBA-TV,
York, 1:0b-1:30
Nov. 21 - PACO members on
Noonday On Eight Show,
WGAL-TV, Lancaster,
1:00-1:30
Other possible Radio
and TV spots are being
explored!
Watch and Listen for
* PACO ADOPTION WEEKIIILI
Dec. 5 - Lancaster
PACO Chat (Re-scheduled
from Oct. 3 due to staff
conflicts) Will announce
location in next
newsletter.
M?2-.m i Mar. 24, 1979
PACO VALENTINE PARTY jj PACO DANCE H U
A special SUPEl event for the whole This annual event will be held
family, to be held for the second in March instead of May this
year at the York Y1YCA. Wc will have year so more of you will be
the swimming pool,etc. for a great able to attend! Mark your
party! Mark your calendar now! calendar now...details coming

Details coming soon!

soon!



17/sco »!7< of York, the r>rent Group Of 1ll 0f our fA>@ rl.:-pt.ors, shares the fol—
lowiu-j inpO*itant mnounccment:

Anyone wishing to servo on the PACO Hoard of Dir<-rinrs and anyone wishing
to nominate anyone on tJ> PACO Board of Pirectors (individual or couples)
should submit their name to:

PACO

Tressler- Lutheran Service Associates
25 West Springottsbury Avc.

York, PA 17403

as soon as possible. The ballots will be going out in November to all
PACO members Lo vote on board mcirJbars according to our by-laws for the
next two-year term. Duties will start January 1, 1979.

One-half of the Board will bo elected every year. This Way We will have
experienced people working with those who do not have experience.

PACO Board President - Ron Lentz
a***************************

By-laws are now being sent out to all of our PACO Presidents, and will be run
for all of you in our next PACO newsletter. We want to thank the present- PACO
Board, who, under the leadership of the Wileys and the Lcntzes, finally got us
some by-lawsl It has beet: a long, bard pulll

CHILDREN OF THE MONTH:

Jimmy is one year old. He is a hydrocephalic child who spent his first four
months in the hospital with a shunt. He has none now. Jimmy comes from a
family with superior intelligence. He is a "risk?>>child, as his intelli—
gence 1is unknown. Subsidy is possible. Jimmy 1is Caucasian. Would be fit
into your home?

Tommy, also Caucasian, 1is o. He is considered to be a disturbed child, al—
though he 1is not a problem inschool. His intelligence 1is at least average,
and be is described asa "beautiful child". Problems include a high sexual
awareness, possible exploration with other children, and "urinating any—
where". Could your family help and include him?

Sandy, Caucasian, age 12, is an attractive girl with mild CP. She also has
had to have some plastic surgery and orthodontic work done. She prefers
men to women, and is able to manipulate adults. Does your family have the
strengths to meet her challenges? She needs a home very soon.

Todd and Tim, Caucasian brothers, aged 12 and 13, are behind in school due
to frequent moves and early deprivation. It is thought that they arc of
average intelligence. They have some behavior difficulties, but nothing
major. These beautiful, blonde boys Itadly need a family ~ before Christ—
mas, they hope.

If you arc interested, let me knowl Barb Trcmiticre
(717-845-9113)

AREA GROUP NEWS:

York Area: Many thanks to all who helped so much with our (reat PACO Fair.
Special tht-nks to the Hambergers and Johnsons who put in so
many hours of organizational work/



EXHIBIT F
W E WAILT TOO 11!

February Issue 1979

In the midst of winter, snow, etc., let"s give some thought to more of
the children who wait.

Sandy, a Black child born in IS7S, IS @ beautiful child with an
outgoing personality. lould she fit into your home?

Jessie, Caucasian girl born in 1966, has had too ma..y placements
for any young girl. Could you help her to grow up and

achieve her full potential?

Debbie, Caucasian, born in 1962. Paralyzed from waist down due to

abuse or fall, but gets around with braces and | "utches and
can care for herself. Wants so much to have a f imily of her
own. A beautiful girl.

Warren (bom 1?69) and Wade (born 1967) are brothers, Caucasian,
who need a loving home with a family who will "hang in there"”
with them. Is it yours? These boys are in Canada.

John Jairo,in South America,was born 9/76. lie has had some prob—
lem areas, but it.is felt that heis doing well now.
Cost - about $2000.

Ue also have several more children from Sout:h America, aged 3 - 10 on
referral. Most have some physical problems. Cost about $2000 per child.

We have some Korean children available also, including siblings (girl 12,
boy 10), and a five-year-old boy with a slight hunch-back due to the after—
effects of having had TB of the spine Cost 1is about $1600 per child.

Looks like we will also be U "tting some children on referral from India.
They will be young with SOME medical problems. Cost will be about $2000.

Let us know of your interest in anu of the above, and wo will send more
information.

So much to do; so many to place;so short a Lime before they grow up! If
t;ou want tn ho ad part of their growing-up years, let usknow!

Tressler-Lutheran Service Associates

York Office
Barb Tremitiere (717) 845-9113

wittiamsport OFFfice
Lois Eckels (7)7) 322-7873
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February 10, 107R

Ms. Barbara Tremitiere

Tressler — Lutheran Service Association
25 W. Springettshurg Ave.

vork, PA 17405

Dear Barb,

| just finished Trading your newsletter aid want to thank you for
sending it . long.

Also, T would like to extend my personal thanks to you for the

workshop in Ann Arbor. It was a most enlightening and stimulating

experience. You are doing a remarkable job and you had a most possitive
influence on u;.

Keep up the good work.

Sincerely

Kathleen M. Cav.tnagh
Director of Agency Development

KMC:kp

Viwill 21 nii<s' \(f m 1

A-kk



EXHIBIT G (corit.) A-1»5

ARIZONA DEPARTMENT OF ECONOMIC SECURITY

_ 1/17 WEST JEFFERSON « PHOENIX, ARIZONA « P.0. BOX 6123 85005
Bruce E. Babbitt

May 15, 1978

Mr. William Tremitiere

Program Director

Tressler-Lutheran Services Association
25 Wt't Springeptsbury Street

vork, Pennsylvania 17403

Dear B ill:

Thank you for taking time from your busy schedule to participate in the
Adopt Co-op/DES Conference on Adoption., Those who attended your sessions
found them stimulating and thought-provoking. As we have active adoptive
parents' organizations in Tucson and Phoenix; which have not been utilized
by the public, | am hoping that your workshop will provide the impetus

for these groups to be better utilized., | am also hopeful that the Bureau
of Social Services will be able to secure funds to bring you and Barbara
back to Arizona for more training in adc.ytion, as training ’n this area

is greatly needed.

| enjoyed the opportunity to get to know you and hear about the many
creative approaches your agency has taken.

Sincerely,

Ms. Anna Arnold, M.S.W.
Special Assistant
to the Director



UNIVERSITY OF SOUTHERN CALIFORNIA
SCHOOL OK SOCIAL WORK

UNIVERSITY PARK
LOS ANGELES. CALIFORNIA 90007

April 1/, 1978

Mr. William Tremitiere
Tressler-Lut'.ieran Assoc., Inc.
York, Pennsylvania 17403

Dear Mr. Tremitiere:

Carol Williams and | wish to express our thanks to you for the excellent
presentation you made to our North American Adoption Seminar members. Our group
members continued their discussion of your program on the days that followed your
being here and all agreed that you had contributed many new ideas and methods of
practice. They too asked to have their appreciation expressed to ’'on.

Payment from our university is somewhat sloo and we regret this. The
necessary request for payment has been sent to our payroll department.

| shall look forward to seeing you at the Arizona meeting.

l\ N _ o
Jdhn G. Milner
Project Director



10 June 1981
Dear Dr."Worrall,

Thank you for your letter of June 4th regarding lay mid-
wives and House Bill 11.

My purpose in introducing this bill is simply to allow
patients the ability to know more about the person or persons
whom they choose as a birth attendent. | do not intend to limit

in any way the right of a patient to choose their health care
provider. Many states allow the practise of licensed lay-mid-
wives and statistics show that even home births, when attended
by a trained midwife (not necessarily a nurse) compare favorably
with hospital births. Because of this, many doctors are willing
to work with lay midwives and are supportive of this bill.

In any case, | appreciate your comments and hope to have
the chance to you about this bill in the future.



Fairbanks  Clinic

1867 Airport Road « P.O. Box 1330 ¢ Fairbanks, Alaska 99707 « (907)452-1761

June 4, 1981

Representative Brian Rogers
Pouch V
Juneau, Alaska 99811

Dear Representative Rogers,

This 1s a word against lay midwives and Sponsor Substitute House Bill

I an 5% years old, a physician, a certified and recertified obstet—
rician-gynecologist, a fellow of the American College of Surgeons,
etc., etc. T have bheen practicing obstetrics-cvnecology in Fairbanks
since 1966. | no longer do much obstetrics.

Lay midwives fplease do not use the term midwife without the qualifying
worrls “lay" or "nurse”. Tn qualifications they are worlds apart! do not
have sufficient training to deliver babies, and the State of Alaska
should not suggest they are qualified by recognition them. The
should prohibit lay midwifery for a fee or remuneration of any Kkind.

Practicing obstetrics 1is like flying an airplane. Things can go wrong
at anytime, and when things go wrong, you want the best available
talent at the controls to prevent, disaster if at all possible. | have
been out of medical school for 55 years, and T firmly believe this
about delivering babies: To have a baby at home or in the bush is fool—
hardy and a form of child abuse.

Physicians will not cooperate with lay midwives, and patients who
through ignorance go to a lay midwife will receive substandard care and
will at risk of unnecessary complications.

If you wish to promote nurse midwifery, this is a different matter, and
I endorse encouragement of nurse midwifery iIn the State of Alaska.

You should beware of people who tell you that, "obstetricians are not
trained to handle normal birth”. This is nonsense.

Sincorply,

Joseph A. Worrall, Jr., M.D.
Dbstetrician/Oynecologist

LAW: Jme



-1, 9 June 1981
P&ar Dr. Brown,

Thank you very much for the information you sent
regarding the practice of lay midwifery and information
regarding home bifths in North Carolina. What you suggest
is, indeed, a reasonable compromise and | hope to incorp-
orate many of these ideas in House Bill 11 when we contin-

ue work on it next year. The bill is currently in the
House Finance Committee where it will stay until we con-
vene in 1982. | will be in contact with you again as soor

as there is new information to pass on.
Thank you for your continuing attention to this



W omen and ¢ nitdoren s

Health ASSociates
Box 2101 Palmer, Alaska 99645

Wasilla Phone: (907) 376-3237 Palmer Phone: (907) 745-4711

Dr. Carolyn V. Brown
Ol -terics / Gynecology

Dr. George W. Brown
Pediatrics

Debhie Peldo
Medical Records

Mary Jane Blum
Receptionist

OBSTETRICS /GYNECOLOGY PEDIATRICS PREVENTIVE MEDICINE

June 4, 1981

Representative Brian Rogers
Pouch V
Juneau, Alaska 99811

Dear Representative Rogers:

As a follow-up to my recent letter of May 26, 1981, 1 have
attached a recent article which reviews some important work
done on the home birth movement and neonatal mortality 1in
North Carolina. The full text of the article in the Journal
of the American Medical Association may be one which you might

wish to review.

Most sincerely,

carolyn V. Brown, M.D.

cvVB/dd



A basic difficulty in assessing the safety of out-of-hospital compared
with in-hospital births is that summary reports of state vital statistics
seldom give details regarding the circumstances. Planned and attended
home births are combined with those for which little or no care was
provided, along with sudden births that occurred at home oren route to
the hospital. Fetal and neonatal deaths are also reported using the same
two general categories, . N .

In a recent report in JAMA, The /oiiriml ofthe American Meilicnl Association.
Dr. Claude A. Burnett and other researchers in North Carolina and
Georgia point out that this summary information "has been quoted in
defendlng the argument that in-hospital delwerg is safer than out-of-
hospital delivery." With the growing interest in home births, however,
"the _Places and circumstances of delivery should be more precisely
classitied before attributing mortality risks to them."

Shift to Hospital Delivery

In 1940, they note, 76 percent of infants were born at home in North
Carolina; the Froporthn had fallen to less than 1Fercent as of 1975,
"With this shift to hospital delivery, maternal mortality fell from 50 per
10.000 live births in 7940 to 3 per 10,000 live births in 1975, a decline of
94 percent. Neonatal mortality also declined 61 ﬁer_cent, from 33 per
1.000 live births in 1940 to 13 per 1,000 live births in 1975. Neonatal
mortality remained more than 40 times that of maternal mortality in
1975, despite nearly universal hospitalization for childbirth."

Against this background of declining mortality, "Most of the medical
profession advocates hospital delivery and views home delivery as a
re?resswe steg_ that would reverse the historical improvement in the
safety of childbirth." At the same time, “an |ncreasm? number of women
prefer delivery at home in order lo be among familiar people and
surroundings, to avoid the perceived risks of highly technical medical
care, and to reduce cost."

In evaluating risk associated with the place and circumstances of birth,
the authors used data from North Carolina's vital statistics for the years
197a through 1976. Birth records were coded as occurring in a hospital,
inaclinic or office, en route to a hospital, or at home. Since infant death
records are routinely linked with their birth records in the etale, it was
possible to determine mortality by birth characteristics.

60 )KIEFS



The 1,296 home deliveries occurring in North Carolina during the
study period were classified by both planning status and the attendant
present. "If ahome delivery was chosen and ahealthy infant anticipated,
It was classified as planned.” For those home deliveries that resulted in
neonatal death, the cases were “individually reviewed by examination of
the birth and death certificates as well as by discussion with county
Qe?_lth department staff and, when necessary, the attendant at the home

elivery”

Home Births Must be Approved

“In'some North Carolina counties, lay midwives legally attend home
births. Their practice is regulated by county health departments; no new
lay midwives have been licensed since 196.4,.and those still practicing are
vgradually being phased out.” Every home birth bh/ a midwife must be
approved in advance as low risk, and the health department must
Prowde prenatal care involving physician-supervised screening for risk
actors.

The authors assumed that all home births attended by a IaY_ midwife
were planned (since a permit is requned&, and that home deliveries of
infants with birth weights less than 2,000 g and not attended by a lay
midwife were unplanned. Unclassified home deliveries were followed up
with questionnaires to county health departments, and those remaining
unclassified were listed as unknown.

Planning Status Alters Statistics

Of the 1,296 births that occurred at home, 934((72"jereenThwere
classified as planned, 250 (19 percent) were considered unplanned or
greupltate, and the remainder unknown. Of the planned home births,

68 were attended by lay midwives and 166 were classified by
questionnaire as"intended" and therefore assumed to be planned. There
were 30 neonatal deaths associated with home delivery; of these, six
Tollowed~planned home delivery. In three of the six deaths, a trained
attendant was not present; in the remalmnP three,.attended by lay
midwives..death was altributeo to congenital anomalies. _

Without regard to their planning status, home hirths were associated
with a neonatal death rate 0C30.r>cr 1,000 live births. "However, when
subdivided by their planning status, a different picture emerged. The
neonatal mortality of planned home deliveries was'o per 1,000, while
illat of unplannedhome deliveries was 120 per 1.doih'ThiTfelafiviTrTsIThf

April 1981 61



unplanned home deliveries was 20 times that of planned home
deliveries." Among prenatally screened home births attended by lay
midwives, the rate wés 4 pfrr 1,000. ' _

"Hospital deliveries, including high-risk pregnancies and hnv-birth-
weiiit infants, were associated with a neonatal mortality rale of 12 per
1,000 live births™ After excluding infants welﬁhmg 2,000 g_or less at
"birth, the neonatal mortality rate for hospital deliveries was 7]8er 1,000
while that for lay midwife home deliveries remainedSper 1,000. This
difference was not statistically significant.”

Considering maternal characteristics, the women attended by lay
midwives were "more likely to be young, black, unmarried, and less
educated "than [be average woman who delivered in the state. Desnite
their h|g_h-r|sk demographic profiie, 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."

Low Uisk No Guarantee

In contrast, women who %ave birth without a trained attendant had a
"low-risk demographic 8rof| e: 5 percent were younger than 20 years, 78
percent were white, 90 percent were married, and *I8 percent were
educated beyond high school." Additionally, their deliveries were at low
risk with respect lo infant birth weight. "Even with these favorable
characteristics, their i.conata! mortality rate was eight times that of lay
midwife home deliveries."

The present study, say the authors, "showed that the outcome of
delivery varied !mPortantly by hoth the place and circumstances of
delivery. _In-hosglta vs out-of-hospital classification does not adequately
group births by risk of neonatal mortality. Even more specific

3 .. designation of the place of birth does not suffice to describe risk.
"'ACtVdvvwttfIMiveries occurring at home ran%ed from lowest lo highest risk of
neonatal mortality depending on planning and the attendant Erese_nt."

Thus the screening program carried out through physician-
sq[perwsed prenatal care lor tITTsr WQILleturvaliLlifanncirr'i\~h0m rbiir 11
wTth a lay midwife was "apparently effective." On the otherJiapd,
"planned home Girths without medical screening and withmtf a Irainerh
attendant resulted in lugh neonatal mortality despite [he"THW-mTk
demographic profile. "Adequate prenatal care and provision of care
appropriate to medical risk repeatedly has been associated with lower
neonatal mortality." v, o

hjniumrd on hok~~ |

2 / IMII-1-S
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As limiting factors, the authors note that the number of neonatal
deaths was small; classification errors may have occurred, and births and
neonatal deaths may have been underreported. Moreover, home
delivery practices in North Carolina during the study period "'were not
necessarily representative” of those elsewhere. Home and hospital
births at tended by nurse-midwives were not represented, although they
arc ""an increasing proportion of deliveries inother states." Firally, since
the lay midwives were initially certified in 1964 or earlier, they had at
lesst ten years of home birth experience atthe time of the study. For dl
these reasons, "inferences regarding the safety of home births should
await prospective controlled studies.""

In conclusion, there has been a"'dramatic shift’' from hospital tohome
birth in the lest 40 years in North Carolina. Nevertheless, ""'some women
prefer or economically need an altemative t a high cost physician-
hospital delivery.” To extend adequate prenatal and birth services to
poor women inrural aress, "economical ly realisticaltermatives should be
developed before existing traditional services arc phased out." Whatever
altemative program acommunity develops, "monitoring the quality of
prenatal care, adequately identifying high-risk pregnancies, and
training competent birth attendants all require the knowledge,
expertise, and support of the medical community."

Saurtr

Claude A Burnett Ill, MD. lames A (ones, MI'H, )nJitlt Rooks, CNM, Chong
llwa Chen. MS, Call W. Tyler, )r. MD; and C. Arden Miller, MD. "Home
Delivery and Neonatal Mortality in North Carolina," /AMA, Dec 19, 19H0 (Vol
244, No 24), p 2741
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June 19, 1981

Nancy Deitrick

Senate Health & Social Services Committee
Pouch V, State Capitol

Juneau, AK 99811

Dear Ms. Deitrick,

In response to your request for information on licensing requirements
for lay midwives in the states, | have enclosed a survey of state legis-
lation pertaining to nurse-midwifery that includes some information on
"ay midwifery. The report, first published in 1976, has been updated
to January 1980 in some areas. | also tried to contact the National
Midwives Association, which should have additional information on lay
midwifery, but have been unable to reach them by telephone. | will

let you know about any relevant information that the Association is
able to provide. Meanwhile, | hope that the enclosed survey will be
useful. 1 also have copies of state legislation that | will be glad to
send to you at your request.

If you have further questions or need additional information, please be
sure to write or call. | will be happy to assist you.

Senior Research Associate



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, Slate Capitol
Juneau, Alaska 99811
(907) 465-3991

April 21, 1981

VEMORANDUM

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 language which is 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 legally administer medicine or perform an
episiotomy. The first question was answered affirmatively and the
second negatively by the Oregon Attorney General's office.

Permi ssibility of Lay Midwifery

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 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 physi-
cian or midwife n attendance at the birth, or if not so attended,
by one of the parents;.... (Emphasis added)



Representative Vaska~
April 21, 1981
Page 2

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
of Graduate Nurses was established six years later, in 1911,to license
people who engage in the practice ofnursing, 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 after the
birth; or in his absence;

(2) a person in attendance ator immediately after the birth;
or in his absence;....

Section 18.50.240 Fetal Death Registration...

(b) The funeral director or person acting as the funeral director
who first assumes custody of a fetus shall file the fetal death

certificate. In h.'s absence, the physician or other person in
attendance at or after the delivery shall file the certificate of
fetal death....

Although the word "midw.fe" is not currently used in either of these
sections, nor indeed, in any other Alaska statute, the word is used
in a 1960 regulation, 7AMC 05.370, adopted under AS 18.50.150.

7AAC 05.370 PERSON RESPONSIBLE FCR FILING... When a birth occurs
outside an institution, the following 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 broad language of the statutes (i.e., "person in attendance at
the birth,") and the specific use ofthe word "midwife" in 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 in 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) untilit wasrewritten more broadly in

1960 (813 ch 18 SLA 1960) to include anyone attending abirth, 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 concluded 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 ard 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 is required 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, in-
cluding a lay 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) It is 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 must 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 further
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/bf



As the debate over the efficacy of
traditional birthing practices continues,
the midwifery movement appears to be
gaining momentum 1in a number of
legislatures. A new bill in WASHINGTON
State (SHB 316), which has already pass—
ed the Senate, may serve as the model for
the nation. SHB 316 updates Washing—
ton 3 1917 licensure act regulating the
practice of midwifery. It includes mid—
wife in the definition of a health carc
provider, and creates a midwifery a”
visory committee consisting of one
obstetrician, one physician, one certified
nursc-midwife, three licensed midwives,
and one public member. In addition,
SHB 316 specifics the qualifications can—
didates must meet in order to take the
licensure examination. These include: a
minimum of three years of midwifery
training, unless the candidate meets cer—
tain requirements; education in
obstetrics, neonatal pediatrics, basic
sciences and other specified subjects;
observing fifty women 1in each of die
prenatal, intrapartum and postpartum

mmmmamm

While experts continue to argue
over whether a nurse alienage actually
exists, many staevs are convinced of i%
existence and are proposing a varietv ul
legislative remedi.v. NEW YORK, for ex—
ample, 1is considering legislation that
would provide 600 additional scholar—
ships annually for basic professional
nursing education (A2220). KANSAS is
considering legislation (SB 247) that
would provide state financing of profes—
sional nursing education in public or
private nonprofit hospital schools of
nursing. Under this bill, each facility
would receive up to $1 ,(K) for each nurs—
ing student in the second or third year of

periods; and obser /ing an additional fif—
ty women in the intrapartum period.

The Health 18licy Analysis Pro—
gram at the University of Washington,
Seattle, has publshed an extensive
monograph on the stale-of-thc art of
midwifery, nationwide and worldwide,
covering such areas as the scope of the
practice, education at d training, creden-
tialing, the question of independence,
and other related issues and policy ques—
tions. The monograph 3 title is Mid—
wifery Outside of the Nursing Profes—
sion: The Current Debate in Washing—
ton, ($6.00, 156 pp) and it may be ob—
tained by calling (206) 543-3522.

Other states are also examining the
midwifery option. UTAH 3 legislature, for
example, passed a resolution to establish
a study commission for a Jay midwife
program (SCR 8). A bill in the NEW
HAMPSHIRE Legislature (HB 319) would
establish an advisory committee to
regulate lay midwivcs. ARIZONA 3SB 1336
would set procedures and requirements
for the licensure of midwives.

a three-year program.

The ARKANSAS General Assembly
has passed legislation (Act 54, SB 100)
which authorizes the Board of Nursing
to waive the educational requirements
for licensure for practical nurse or
psychiatric technician nurse, ifthe board
determines the applicant 1is otherwise
qualified. MARYLAND S HD 1349 would
establish a scholarship program for re—
taining nurses in that state.

In a related issue, TEXAS (SB 532),
MASSACHUSETTS (11 3444) and MINNE—
SOTA (S17688) are considering legislat on
that would provide for the registration
of temporary nursing pools. MINNESOTA 3

Midwifery

Nursing
Legislation



Abortion
Legislation

Increases

Protective
Services for
the Elderly

FF 688 requires nursing pool agencies to
register with “he Commissioner of
Health. Further, the commissioner
would establish minimum standards for
the registration and operation of tem—

Restrictions on abortions have
become a focus of legislative activity in a
number of states. Many of the legislative
proposals, while aimed at restricting or
prohibiting abortions, make exceptions
in "Astances where the life of the mother
is in danger or in cases of rape, incest or
fetal abnormality.

Several states, including OKLAHOMA,
RHODE [ISLAND and [ILLINOIS, have in—
troduced legislation that would make
coverage for abortions available only as
an optional rider to health insurance
contracts, plans and policies. NEBRASKA
has introduced a resolution (LR 27) to
require that abortion coverage be an op —
tional benefit under the state employee

group health insurance plan, with
coverage to be financed entirely by the
employee.

The NEBRASKA legislature adopted
an emergency act (A 125) which pro—
hibits group insurance policiesor HMO s
paid for in part by public funds from in—
cluding coverage of abortions. The act
docs not prohibit the insurer from pro—
viding special coverage for abortions so
long as the costs are borne solely by the
employee. 10WA is considering an ap—
proach (HF 650) similar to Nebraska 3.

Other states, such as NEW YORK (AB
2162), ALABAMA (S 522) and MICHIGAN
(HB 4179, SB 18), are considering legis—
lation to eliminate coverage of abortions
under their Medicaid programs. TEXAS
and OKLAHOMA are debating bills (HB
1194 and HB 1257, respectively) which
would restrict all public funds fiom pay—
ing for abortions.

A number of states arc debating
potential solutions to the growing prob—
lem of elderly abuse. WEST VIRGINIA, for
example, has introduced legislation that
would provide protection for elderly per—
sons, age 60 and older. SB 121 would re—
quire doctors, police officers, etc., to
report to the State Department of
Welfare suspected cases of abuse,
neglect, exploitation, abandonment oi
cases in which elderly persons are in nccu
of protective services. The department
would subsequently be required to in—
vestigate the matter and when necessary,

IS

porary nur:"\g pools. A WISCONSIN bill
(AB 16) would require the Department
of Health and Social Services to setmax —
imum rates nursing pools may charge for
services reimbursable under Medicaid.

Several recent court decisions have
had a significant impact on the abortion
issue. The MASSACHUSETTS Supreme
Court, for example, ruled that the state
must pay for all medically necessary
abortions for welfare recipients. CALIFOR—
NIAZ Supreme Court went beyond the
Massachusetts decision and ruled that
the state must pay for abortions of
welfare recipients if the state chooses to
pay for the medical care ofwomen desir—
ing children.

The U.S. Supreme Court upheld IN—
DIANA'S law requiring that abortions in
the second trimester of pregnancy be
performed £y physicians in hospitals. A
few weeks earlier the Supreme Court
declared state laws requiring parental
consent for an abortion for an unmar —
ried minor to be constitutional. In a
similar action, the MASSACHUSETTS
Supreme Court recently upheld a 1980
statute requiring parental consent for an
abortion. While the statute requires the
consent of both parents in the case of an
unmarried minor, itdocs provide that if
one or both parents do not consent, or if
the minor refuses to seek her parents~
consent, she can appeal to the supreme
court of the state for a private he iring.
The judge can approve an abortion on a
finding that the minor ismature or that
the abortion 1is in her best interest.
Several states, including OHIO (H 92),
VERMONT (S-123) and MINNESOTA (HF
399) have introduced legislation requir—
ing parental approval before an abortion
can be performed on an unmarried
minor.

with the consent of the elderly person or
his conservator, to provide whatever
protective services the person may nc.d.
The Commissioner of Welfare would be
given broad general authority to take all
actions necessary to protect 4t ~health,
safety and welfare of an elderiy person
unable lo care for himself.

The MASSACHUSETTS Legislature is
considering similar legislation (H 4112, S
640). Under these bills, all suspected
cases of abuse and all deaths which result
from abuse must be reported to the
Department of Elder Affairs. Any death



which occurred as a result of abuse or
neglect must aiso be reported to the
district attorney. In addition, the depart—
ment would be required to conduct an®
assessment and evaluation, and develop
a service plan which may include such
services as: 1) homemaker; 2) transpor—
tation; 3) legal assistance; 4) counseling;
5) emergency housing; and 6) emergencv

financial assistance.
A new statute in WYOMING estab—

lishes ar Adult Protective Services pro—
gram (Chapter 155, Laws of 1981, HB
49-A). Under this law, the Department
of Heal.h and Social Services (Division
of Public Assistance and Social Services)
isrequired to coordinate a protective ser—
vices program to ensure that all disabled
persons, age 16 and older, will have easy
access to these services. In addition, the
department is required to adopt regula—

Siat.*s continue to demonstrate an
interest in Intermediate Carc Facilities
for the Mentally Retarded (ICFs/MR).
NORTH DAKOTA alone has introduced
seven bill;! in this area. HB 1049, for ex—
ample, would establish and appropriate
funds for a revolving loan fund for the
construction and renovation of
ICFs/MR, while HCR 300 would direct
the North Dakota Social Servicer Board

to cover ICFs/MR services under
Medicaid.

- 0O H

At leist 25 states have introduced

I>gislation this year aimed at regulating
the sale ol supplemental Met .care health
insurance policies. Most of these so-
called Medigap bills extend authority to
the insurance commissioner in each state

to issue tew rules and regulations on
minimum standards for policies and
benefits, loss ratios, disclosure re—

quirements, etc. INDIANA, for example,
has passed legislation (HB 1878) which
authorizes the insurance*department to
adopt rules to simplify terms and
coverage of Medicare supplement
policies. At least 15 bills introduced in
legislatures across the country cite FL
96-265, which includes the Baucus
Amendment, as one reason for the new

IHPP has completed a 50-state sur—
vey of Medicaid cost-containment pro—
posals. The survey lists, state by state, all
legislative and executive proposals which
would affect services, eligibility and

171
tions necessary to implement the pro—
gram, as well as develop and maintain a
statistical data system by type of referral
and disposition.

Reports of crime and victimization
of elderly persons have spurred RHODE
ISLAND to consider legislation (H 5089)
that requires housing authorities to pro-

ide 24-hour security guards to protect
all older persons who reside in housing
projects for the elderly.

To protect the rights of elderly per—
sons in nursing homes, MASSACHUSETTS
is debating legislation that would
establish a nursing home ombudsman
unit in the Department of Elder Affairs
(H 617, H 3448). Under this proposal,
the ombudsman would receive and in—
vestigate complaints against nursing
homes and any agency that is responsible
for regulating nursing home care.

In MAINE, LD 299 would allow
nonambulatory persons certified as be—
ing capable of following directions the
option of residing in small noimalized
boarding care facilities without requiring
these facilities to meet the requirements
of the Institutional Occupancy Section
of Maine 3 Life Safety Code.

A new sfdy examining the ex—
perience of ICFs/MR throughout the
country is available by calling or writing
IHPP ($5.00).

legislation, and indicate the intention to
bring the state into compliance with the
federal law. The Baucus Amendment
establishes, among other things, a volum
tary certification prograniJjalLMedicare
supplementary policies effective July.-1-r
1982. States with an approved Medigap”
program
will be unaffected by the federal statute.
Because of the large amount of
legislative and regulatory activity over
the past two years surrounding this issue,
preliminary figures indicate that a solid
majority of states sh uld be in com—
pliance with Baucus by next year3
deadline. The I HPP will be compiling an
up-to-date summary of all state activities
in this area within the next two months.

reimbursement, as well as strategies for

in place by lhe 1982 deadline \

ICFS/MR

Medigap
Activity
Continues

improving the administration and man — Med i ca I d

agement of the program. The survey is
current through May 1, 1981. Copies can
be obtained by sending $2.00 to IHPP.

Survey
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e A new statute in ARKANSAS (Act
380, laws 1981) directs all state agencies
which administer funds for long-term
care services to develop a coordinated
and accessible network of long-term care
and related community-based services by
utilizing an interagency referral system.

« A new bill in the General
Assembly of NORTH CAROLINA (HB 405)
would direct the Secretary of the Depart—
ment of Human Resources to con—
solidate all programs and services that
serve the elderly into one unified pro—
gram, emphasizing 1in-home care
whenever possible. In addition, the bill
would direct the Secretary to expand the
Medicaid nursing home preadmission
screening program.

e The MINNESOTA Legislature iscon—
sidering a bill that would provide for a
statewide program of subsidies to
families who agree to provide home care
and training to their minor dependants
who arc mentally retarded (HF 314, SF
408).

e« ALABAMA 3 Legislature has
directed the state Medicaid agency to ex—
empt children, including newborns, who
have had an EPSDT screening, from the
state 3 20-day annual limit on hospital
days (Act 86. Laws 1981).

= A new report, Better Health for
Our Children: A National Strategy, con—
tains over 100 recommendations for im—
proving the organization and financing
of maternal and child health services. To
obtain the four-volume report contact:
Mimi Simms, Office of Maternal and
Child Health, Public Health Service,
(301) 443-2170.

e A bill now in the WASHINGTON
Legislature legalizes the use of me drug
DMS O (dimethyl sulfoxide). DMS O has
not been approved by the federal Food
and Drug Administration except for

Dick Merritt, Co-editor _

Intergovernmental Health Policy
Project .

National Health Policy Forum

George Washington University

(202) 872-1445

mmn)
I1IRSI

bladder infections. There r.e claims,
however, that itmay provide relief from
arthritis and a varietylof other ilments.
WASK RGTON 3 HB 88 authorizes licensed
practitioners to prescribe DMSO to a
state resident, and authorizes licensed
pharmacists to dispense DMS O with a
prescription. In addition, the bill makes
it lawful for DM SO to be manufactured
in the state of Washington by licensed
pharmacists.

e A new statute in MAINE (LD 914,
chapter 271) creates an Environmental
Health Program within the Department
of Human Services, Bureau of Health.
The program is authorized to develop
and monitor the health of Maine3
citizens, identify significant problenms,
particularly those related to environmen—
tal factors, and conduct and contract for
investigations to ascertain whether or
not particular problems are related to en—
vironmental factors.

e The FLORIDA House adopted a hill
(HB 90) prohibiting disability insurance
carriers from discriminating against per—
sons exposed to DES.

e According to a recent study
released by the GEORGIA Department of
Human Resources, 30 percent of the
mentally retarded icsidents in Georgia3
institutions could be better served in a
community setting. A lack of statewide
residential services was cited as a major
obstacle in moving these persons into
community residences. Furthermore, the
study, Project P.R.0O. (Preparing for
Residential Options), identified 1,212
mentally retarded individuals now living
in the community who are in critical
need of other residences. The study
recommends placing both groups of per—
sons in a variety of residential settings
over a thrcc-ycar period — costing the
state about $4 million for the first year
and about $3.7 million for the second
and third years.

Russ Heretord, Co-editor

National Conference of State
Legislatures

1125 17th St., Suite 1500

Denver, Colorado 80202

(303) 623-6600

For subscription information, write: Dick Merritt, State Health Notes, 1919 Penn-
sylvania Ave,, Suite 505, Washington, D.C. 20006.
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UTAH STATE SENATE

SOPHIA C. BL'CKMILLER
SECRETARY OF TUB SENATE

317 STATE CAPITOL
SALT LAKE CITV, UTAH 84114
PHONB 328-6473, 328-8/0L

May 21, 1981

Ms. Nancy Deitrick

Research AnalystHealth, Education 8
Social Services Committee

Alaska State Legislature

Pouch V - State Capitol

Juneau, Alaska 99811

Dear Ms. Deitrick:

In compliance with your request dated May 18, 1981,

I have enclosed a copy of S.C.R. No. 8, INTERIM

STUDY OF THE LAY MIDWIFE PROGRAM, by Senators Bangerter,
Ferry and Farley.

IT at any time our office can be of further help, it
will be our pleasure to respond.

Respectfully,

Sophia C. Buckmiller
Secretary, Utah State Senate

Enel:



INTERIM STUDY OF THE LAY MIDWIFE PROGRAM
1981
GENERAL SESSION
Enrolled Copy
S. C. R No. 8 By Jack M Bangerter
Miles 'Cap' Ferry
Frances Farley
A CONCURRENT RESOLUTION OF THE GENERAL SESSION OF THE 44TH
LEGISLATURE OF THE STATE OF UTAH, THE GOVERNOR CONCURRING
THEREIN;  DIRECTING THE LEGISLATIVE MANAGMVENT COMMITTEE TO
ASSIGN TO AN APPROPRIATE INTERIM STUDY COMMITTEE THE DUTY
Ti r T HE PRACTICE OF LAY MIDWIFERY IN THE STATE OF
U AH
Be it resolved by the Legislature of the State of Utah, the
Governor concurring therein:
WHEREAS, there has been an increase in the number of lay
midwives in the State of Utah;
WHEREAS, there has been an increase in thenumber of
children delivered by midwives lit the State of Utah;
WHEREAS, there ha3 beenconcern about the training and
certification of lay midwives;
WHEREAS, the legality of the practice of lay midwifery ill
the State of Utah is uncertain;
WHEREAS, the State of Utah is interested in the promotion
of health care services for protection of people of the 3tato.
NOW,  THEREFORE, BE IT RESOLVED, by the General Session ol
the 44th Legislature of the  State of Utah, the Governor
concurring therein, that the Legislative Management Committee
be directed to assign to the appropriate interim  study
committee the duty to study the practice of lay midwifery in
the State of Utah.



BE IT FURTHER RESOLVED, that the existing program, during
the interim, be supervised by the division of registration.
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Be 11 resolved by the Legislature of the State of Utah, the
Governor concurring therein:

WHEREAS, there ha3 been an increase in the number of lay
midwives in the State of Utah;

WHEREAS, there has been an increase in the number of
children delivered by midwives in the State of Utah;

WHEREAS, thoro has been concern about the training and
certification of lay midwives;

WHEREAS, the legality of the practice of lay midwifery in
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WHEREAS, the State of Utah is interested in the promotion
of health care services for protection of people of the state.

NOW, THEREFORE, BE IT P OLVED, by the General Session of
the 44th Legislature of the State of Utah, the Governor
concurring therein, that the Legislative Management Committee
be directed to assign to the appropriate interim  study
committee the duty to study the practice of lay midwifery in
the State of Utah.
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BE IT FURTHER RESOLVED, that the existing program, during
the interim, be supervised by the division of registration.
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Be it resolved by the Legislature of the State of Utah, the
Governor concurring therein:

WHEREAS, there has been an increase in the number of lay
midwives in the State of Utah;

WHEREAS, there has been an increase in thenumber of
children delivered by midwives in the State of Utah;

WHEREAS, there has beenconcern about the training and
certification of lay midwives;

WHEREAS, the legality of the practice of lay midwifery in
the State of Utah is uncertain;

WHEREAS, th>! State of Utah is interested in the promotion
of health care services for protection of people of the state.

NOW,  THEREFORE, BE IT RESOLVED, by the General Session ol
the 44th Legislature of the  State of Utah, the Governor
concurring therein, that the Legislative Management Committee
be directed to assign to the appropriate interim  study
committee the duty to study the practice of lay midwifery in
the State of Utah.



S. C. R No 8
BE IT FURTHER RESOLVED, that the existing program, during
the interim, be supervised by the division of registration.
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Woe JFEM SENATE ENGROSSED COPY,

Senate

Thirty-fifm Legislature
First Regular Session
1981

SENATE BILL 1336

AN ACT

RELATING TO PUBLIC HEALTH AND SAFETY; EXEMPTING FROM LICENSURE AS MIDWVES
PERSONS ATTENDING WITHOUT COMPENSATION WOMEN IN CHILDBIRTH; PROVIDING FCR
CERTAIN PROVISIONAL LICENSING, AND AVENDING SECTION 36-752, ARIZONA
REVISED STATUTES.

1 Ee it enacted by the Legislature of the State of Arizona:

2 Section 1. Section 36-752, Arizona Revised Statutes, is amended to
3 read:

4 36-752. Attendance at childbirth

5 A. A person attending women in chi ldbirth”~-habituaiiy-or for hire,
6 shal 1y-on-and-after-aoTy-jrT—1-957r be:

7 I. A qualified physician;

8 2. A registered nurse certified by the Arizona state board of
9 nursing as a qualified nurse-midwife;

10 3. Under the personal direction and supervision of a qualified
11 physician; or,

12 4. A licensed midwife.

13 B. NOTHNG IN THIS CHAPTER SHALL BE CONSTRUED TO PROHIBIT A PERSON

14 NOI LICENSED UNDER THIS CHAPTER, WHO DCES NOT  ACCEPT  MONETARY
15 COMPENSATION, FROM ATTENDING WOVEN IN CHILDBIRTH.

16 Sec. 2. Provisional licensees topracticemidwifery

17 For a period of six months from theeffective date of this act, the
18 department of health services shall grant a provisional license to any
19 applicant who passes an examination established by the department pursuant
20 to title 36, chapter 6, article 7, Arizona Revised Statutes, and pays a fee
21 of twenty-five dollars. The provisional license is valid for a period of

22 one year from the date of issuance and is nonrenewable. Upon the
23 expiration of the provisional license, the department of health services
24 shall issue a license to the holder of a provisional license upon

25 documentation of successful assistance in a-m-niroum-of at least five births
26 and the payment of licensure fees pursuant to section 36-754, Arizona

27 Revised Statutes.
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AN ACT

RELATING TO PUBLIC HEALTH AND SAFETY; PRESCRIBING QUALIFICATIONS, EXAMINATION
AND LICENSURE FOR MIDWIVES; PRESCRIBING FEES; PRESCRIBING ~CONTINUING
EDUCATION AS CONDITION FOR RENEWAL OF LICENSE; ESTABLISHING MIDWIFERY
ADVISORY BOARD; AMENDING SECTIONS 36-753 THROUGH 36-755, ARIZONA REVISED
STATUTES, AND AMENDING TITLE 36, CHAPTER 6, ARTICLE 7, ARIZONA REVISED
STATUTES, BY ADDING SECTION 36-755.01.

1 Be it enacted by the Legislature of the State of Arizona:

2 Section 1. Section 36-753, Arizona Reused Statutes, 1is amended to
3 read:

4 36-753. Application for examination for license as midwife;

5 qualifications; examination fee

6 A. A person who desires to obtain a license to practice midwifery
7 shall make written application to the director of the department of health
8 serv.ces, upon a form to be supplied by the director, and shall furnish
9 such 1information as may be required by the director, AND SHALL PAY AN
10 EXAMINATION FEE OF SEVENTY-FIVE DOLLARS.

11 B. TO BE ELIGIBLE FOR THE EXAMINATION GIVEN BY THE DEPARTMENT OF
12 HEALTH SERVICES, THE APPLICANT MUST SHOW EVIDENCE OF:

13 1. COMPLETION OF HIGH SCHOOL, OR ITS EQUIVALENT.

14 2. COMPLETION OF A MIDWIFE EDUCATION PROGRAM APPROVED BY THE
15 DIRECTOR.

16 Sec. 2. Section 36-754, Arizona Revised Statutes, 1is amended to
17 read:

18 36-754. Licensing of midwives; renewal of license; continuing

19 education; fees

20 A. The department of health services shall grant a midwife's
21 license to a-pereon meeting—the qual ificatdions-prescr-ibod by tkis-artic-le

and- payment of. a foo of ono dollar. AN APPLICANT WHO PASSES THE
EXAMINATION AND PAYS THE INITIAL LICENSE FEE CF TWENTY-FIVE DOLLARS.

w
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B. Thelicense shall expire July 1 ON DECEVBER 31 of the-following
calendar EACHyear*-, AND A-vaXld-licence may be renewed oach-oucceoding
yean upon applicataon-to-the--director—without payment of a-further THE
ANNUAL RENEAAL fee OF TEN DOLLARS AND LPON EVIDENCE GF COVPLETION OF EIGHT
CREDIT HOURS CF CONTINUING EDUCATION APPROVED BY THE DIRECTOR (R HIS
DESIGNEE.

C. A LICENSEE WHD FAILS TO RENBW A LICENSE WITHIN SIX MONTHS CF ITS
EXPIRATION MUST APPLY AGAIN TO THE DEPARTVENT FOR AN ORIGINAL LICENSE AND
TAKE THE EXAMINATION.

D. THEDEPARTMENT SHALL GRANT A LICENSE WITHOUT EXAMINATION TO A
MIDWMFE HOLDING A COURRENT LICENSE GRANTED By ANOTHER STATE WHICH HAS
LICENSING REQUIREIVENTS SUBSTANTIALLY IDENTICAL TO THOSE OF THIS STATE.

E. THEDEPARTMENT SHALL GRANT A LICENSE TO AN APPLICANT WHO HAS
PRACTICED MDWFERY CONTINUOUSLY FOR THE FIVE YEARS PRECEDING THE
APPLICATION, IN ANOTHER STATE WHCH DCES NOT REQUIRE LICENSURE, IF THE
APPLICANT PASSES AN ORAL AND PRACTICAL EXAMINATION GIVEN BY THE DEPARTVENT

AND PAYS THE APPROPRIATE FEES.
Sec. 3. Section 36-755, Arizona Revised Statutes, is amended to

read:

36-755. Rule-making powers of director
A.  The director may make such rules and amendments as may from time

to time be deemed necessary for the proper administration and enforcement
of this article.

B. The director shall, by regulation:

1. Provide reasonable regulations necessary to assure that any
person holding a midwife license is free from communicable disease or
diseases.

2. Define and describe, consistent with this article and the
medical practice act and the laws of the state, the duties and limitations

of the practice of midwifery.
3. Provide reasonable and necessary regulations to safeguard the

health and safety of the mother and child.

4i—- Describe aed dof-ine— reasonable- and- necessary— nandmum
gea-U fdegtdofHr-for- mi-dyHves inot-udH>g+

fa}- The-ability 4o read- and-wedter

(b) -Knowledge of-the-fundaroentals-of hygiener

(0) The-ability-to- recognize' abnormal- conditions -during- | aboer

f4)— Knowledge-of-the laws- of the -state concerning--reporting— ef
births? prenatal- bl ood— testos— and— el- the— regulations— pertaining— to
midw f ery?

4. PREPARE (R ADOPT AN EXAMINATION TESTING THE KNOMEDGE OF
APPLICANTS FCR A LICENSE.

Sec. 4. Title 36, chapter 6, article 7, Arizona Revised Statutes,
is amended by adding section 36-755.01, to read:

36-755.01. Midwifery advisory board; membership; duties

A. THERE IS ESTABLISHED THE MIDWMFERY ADVISORY BOARD CONSISTING CF
SEVEN MBEVBERS APPOINTED BY THE GOVERNCR FCR A THRM CF THREE YEARS PURSUANT
TO SECTION 38-211. MBVBERS ARE ELIGIBLE TO RECEIVE COMPENSATION PURSUANT

TO SECTION 38-611.
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B. O MBEVBERS SHALL BE DOCTORS OF MEDICINE PRACTICING OBSTETRICS
AND GYNECOLOGY, TWO SHALL BE LICENSED MIDWMVES, ONE SHALL BE A REGISTERED
NURSE CERTIFIED AS A NURSE-MIDWMFE AND TWO SHALL BE PUBLIC MBVBERS NOT
BENGAGED IN HEALTH CARE

C. THE BOARD SHALL ADVISE THE DIRECTOR CF THE DEPARTVENT OF HEALTH
SERVICES (N MATTERS PERTAINING TO THE PRACTICE OF MIDWMFERY AND THE
LICENSING CF MIDWIVES.

Sec. 5. Initial terms of members

Notwithstanding section ”6-755.61, ArizonaRevised Statutes, as
added by section 4 of this act, the initial terms of members are:

1. Two terms ending on the third Monday in January, 1984.

2. Three terms ending on the third Monday in January, 1985.

3. Two terms ending on the third Monday in January, 1986.
The governor shall make all subsequent appointments as prescribed by
Sstatute.

Sec. 6. Current licensees

The department of health services shall renew alicense to practice
midwifery to any person who on the effective date of this act holds a valid
license to practice midwifery in this state and who upon the expiration of
such license pays the required fee and shows evidence of having completed
the required hours of continuing education.

Sec. 7. Intent, regarding termination

Notwithstanding the provisions of this act, the legislature Intends
that, if the provisions of title 41, chapter 20, Arizona Revised Statutes,
operate to terminate an agency, any provisions regarding; powers, duties,
functions or personnel added or amended by this act terminate on the date
of termination of the particular agency.

Sec. 8. Effective date

This act shall become effective on December 31, 1982.



October 27, 1981

Members Attending: Lynda Collier Elaine McKenzie
Jennifer Gleason Agnes Nichols
Sh™-"n Gray Oliver Osborn
Java dine Greenman Joan Pelto
Jack Jacob David Spence
Ralph Wei Is Jeanne Wolf
Peggy Wilson Penny Chemilewski

Guests: Vernellia Randall, Maternal Child Health Nursing Coordinator,
State of Alaska, Juneau
David Ottoson, Board Member, Family Centered Birth Inc., Juneau
Liz Gollogly, Lay Midwife, Fairbanks
; Portia Kauffman, Chief, Health Facilities Certification Land
Licensure, State of Alaska, Anchorage
Erwin S. Rabeau, Director, Division cf Public Health,
State of Alaska, Juneau

Staff: Liz Sappington, Health Educator
Carolyn Aoyama, Maternal Nurse Consultant
Dwayne Peeples, Project Coordinator

The Perinatal Advisory Committee met inthe 5thFloor Conference Room
of the Anchorage Department of Health and EnvironmentalProtectionBuilding

review the draft prenatal education curriculum and to discuss alternative
birthing in Alaska.

Activity Update

The committee was presented with a summary of activity progress fur the
period May L, 1981 thru September 30, 1981.
(Committee Meeting Materials pp. 12-151

Prenatal Education:

A draft of the prenatal education curriculum was completed in September
and is scheduled to be reviewed by the committee during the October 23, 1981
meeting. Based upon the committee's comments, the curriculum will be revised
and available for public review during December. In addition, the appropriate
audio-visual materials to accompany the curriculum where previewed and
purchased during June, July and August.

Prena.al Risk Forms:

Drafts of the three prenatal care forms (Risk Assessment, Patient Care
and Patient Care Continuation) where complete, and an outcome/follow-up
form was drafted. It is anticipated 'shat this fourth form will be field
tested this winter and be revised for dislribution by spring.



Maternal Transport System;

The committee was updated by Jack Jacob as to the development of the
maternal transport and consultation systems. The perinatal hotline will be
operational in December with 24 hour access to obstetricians and neonato-
logists. The system will not oe based at the Providence Hospital as
originally planned, but will be routed through McCaw Communications, Inc.
switchboard via radio telephones to the consulting physicians.

Fairbanks Improved Pregnancy Project:

The project has continued with an average enrolled case load of 90
clients per month. A preliminary assessment of the client profile for the
months of July and August indicates an increase in utilization of the project
and cost per client of those receiving financial assistance. The increased
cost is associated with a stronger focus on high risk women and the
associated medical care.

nm.
Prolfessional Continuing Education:

The committee met via teleconference on September 3, 1381 to develop a
final recommendation concerning the purchase of the Nursing Child Assessment
Satellite Training materials frn the University of Washington. After consi-
dering the costs and the benefits, the committee recommended purchase of
materials utilizing FY '81 funds. The first NCAST class is scheduled for
October in Anchorage.

r -

The Nurse Preceptorship Program at Providence Hospital has continued to
train hospital nurses in neonatal care skills. During this period nurses
from Elmendorf and Cordova hospitals participated in the program.

Federal FY *82 Plan and Grant Application:

The grant application was prepared in May based upon the priorities
identified by the committee during the April 22, 1981 meeting. Notification
of Award was received during the last week of September and the project
received an additional $22,000 more than was originally anticipated. The
additional funds were made available by the granting agency for the purposes
of continuing the project coordinator's position full time and maintaining
genetic counselling services through contract arrangements with the
University of Washington.

(Committee Meeting Materials pp. 16-18).

Human Services Institutional Review Board:

Vernellia Randall, MH Coordinator presented a request for volunteers to
participate in a Human Services Review Board that would advise on a cervical
cap study project. This study would be conducted at the Juneau Health Center
Family Planning Clinic for a period of two years. The board's responsibility
would be to assure that individuals using a cervical cap for contraception
would have their rights protected and that the project was conducted in a
safe manner.

(Committee Meeting Materials pp. 20-22)



Appendix 1
ALTERNATIVE BIRTHING IN ALASKA
PREFACE

As follow-up to an expressed interest by the Perinatal Advisory
Committee members concerning the issue of alternative birthing during the
April 23, 1981 meeting, Carolyn Aoyama organized a presentation on the
current birthing trends in Alaska. The presentation consisted of a
general overview of the issue by Ms. 'oyama; a discussion of freestanding
birthing centers by David Ottoson; and discription of lay midwife practice
by Liz Golloaly.

INTRODUCTION

The debate over management of childbirth has intensified 1n recent years.
Both professional and the lay public are increasingly scrutinizing traditional
physician oriented and hospital based obstetrics. Serious questions as to the
necessity, safety, dignity and cost of institutional maternity care are being
asked. Critics charge that hospital obstetrics have become increasingly
impersonal. They argue that many of the routine practices are more for the
convenience of medical and hospital staffs than for the health and safety of
mothers and their newborn. Many argue that these practices may even be
harmful. At issue are such items as routine enemas, perineal shaving, 1V's,
restriction of food, fluids and mobility, separation of family members before
and after birth, electronic fetal monitoring, multiple and often unsupporting
attendants, fhe use of analgesics and the traditional 1lithctomy delivery
position for oirth. At issue also is the perceived attitude that pregnancy,
labor and delivery are pathologically inclined events, that since birth is
so inherently hazardous, it should only occur in the hospital.

Patients and professionals are also voicing serious concerns over aspects
of medical obstetrical management of labor and delivery. The emphasis here is
on aggressive management and excessive intervention. Many are particularly
alarmed about the routine application of sophisticated technology in the
absence of medical indication or in situtaions where its benefits have not
been firmly established through rigorous scientific experimentation. Much
of the controversy centers on the short and long term effects of obstetric
medications, electronic fetal monitoring, elective induction, the routine or

preventive use of forceps, and the cesarean section rate which doubled
between 1971 and 1976.

A result of this controversy is that hospital based obstetrics has come
to be viewed by many as insensitive to personal needs and obsessed with the
use of sophisticated equipment. Since the early 1970*s a small, but growing
number of parents have sought and received maternity care outside of hospitals.
This care has been obtained in the offices and clinics of practitioners, in
free standing birth centers and in he home. A cer a steady decline over the
past decades, the percentage of U.S. births occurring outside of hospitals
has risen from a low of 0.6% in 1970 to 1.5% in 1977. The trend in Alaska
according to the Bureau of Vital Statistics, shows that out of hospital rates
have gradually increased from a 2.3% in 1977 to 3.3% in 1979. These rates



Review of the Draft Prenatal Education Materials:

Liz Sappington reviewed the prenatal education modules previously
mailed to the committee. Each module was reviewed separately with verbal
comment from the committee concerning the general content and philosophy
of the curriculum. Woritten comments were also obtained that addressed
specific points was requested to be forwarded to Ms. Sappington.

The committee's general comments on the draft modules are summarized as*

- include more graphics into thn reading materials and simplify the
vocabulary to reduce the reading level;

- utilize larger print and make the visual affect more attractive;

- utilize true-false questions in the workoook and condense the
information;

- include a discussion of the effects of tobacco chewing;

- discussion of medical tests and procedures should be simplified;

- the reader should be referred to the health care provider for any
questions concerning tests and procedures.

Alternative Birthing in Alaska:

Carolyn Aoyama presented a discussion of alternative birthing in
Alaska as follow-up to an expressed interest of the committee members.
The presentation focused on the three major types of alternative birthing;
hospital based birthing rooms; free standing birthing centers; and home
births. To provide input from those participating in alternative birthing,
guest speakers where invited to discuss their activities. David Ottoson of
Family Center Birthing Inc. of Juneau discussed free standing birthing
centers and Liz Gollogly, a lay midwife discussed home births. A synopsis
of the presentation is attached in the meeting summary appendix.

Proposed Birth Center Regulations:

Portia Kauffman, Chief, Certification and Licensure, requested that the
Perinatal Committee review the draft proposed birth center regulations. A
draft of the regulations was handed out to the committee and any comments
the members may have could be forwarded to her office in Anchorage.

Public Comments

The floor was opened to allow for comments or questions from the
audience. Several individuals had comments and questions concerning the
alternative birthing presentation. Liz Gollogly and Carolyn Aoyama
answered the comments concerning the type of practice experienced in lay
midwifery and birthing center.

The committee decided to meet in the next three to four months,
possibly in Juneau. Dwayne Peeples would be contacting committee members
to determine the schedule depending upon prospective funding for next
year's grant application.



must be interpreted with caution since many out of hospital births are not
reported.
Hospital Birthing Rooms

To varying degrees, many hospitals have responded to consumer pressure
for change by altering their policies and procedures. These modifications
have ranged from simply permitting husbands into the delivery room to the
creation of separate family centered maternity units staffed by nurse
tnidwives or physicians where parents can have a substantial voice in their
birth experience. It is still much too early to assess the impact that
these changes in hospitals obstetrical practices will have on the prevalence
of births outside ihe hospital.

Alaska's hospitals have responded to consumer's requests for family
centered care with a variety of approaches. Fairbanks, Providence and
Alaska hospitals have all initiated birthing rooms with policies directed
at keeping the labor and delivery experience as safe, but as personally
satisfying to the family as possible. Only low risk women can use these
birthing rooms. Couples generally must take prenatal classes, a birthing
room orientation class and have the written permission of the mother's and
and babe's physician. At the client's request, technology is kept to a
minimum and the mother is encouraged to take oral fluids, and labor and
deliver in her position of choice. Newborns are not separated from their
families after birth unles it is in need of special care. Mothers remain
in the birthing room for about 4-12 hours postpartum with a nurse. If there
is no contraindication, they are discharged from the birthing room directly
home. Honme visits are made by either the labor and delivery nurses or the
public nurses within 24 to 72 hours postpartum. At that time, the nurse does
a thorough maternal and neorratal physical assessment Including PKJ and drawing
blood for the bilirubin level if necessary. The newborn is generally seen
by the pediatrician by the 5th day of postpartum. Families seem well
satisfied with the birthing room at Alaska hospital where they have
conducted their own survey.

Birthing Centers

A second type of facility that has developed in response to consumer
demand is the free standing birthing center. A birthing center can be defined
as both a setting and a concept. The woman's and family's involvement in
childbearing is enhanced. Birthing centers screen out high risk clients and
only accept low risk wonen who aren't likely to have complications. Medical
technology 3nd aaqressive management is minimized. The birthing center is
free standing, in e.g., located and owned independent of the hospital.

The basic goal of the birthing center is to foster childbirth as an
experience in which the woman feels physically safe and psychologically
secure and in in control of her labor, delivery and postpartum experience.
The family is central to the experience and the free standing birthing
center must be viewed, therefore, as an extension of the home rather

than an extension of the hospital.

In the birthing center, the family usually makes the decisions (within
safe limits) regarding the nature of the delivery. General anesthesia is
never used and drugs for analgesia are used only upon request. Routine
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Forceps-assisted delivery and cesarean section, pitocen induction, general
or regional anesthesia beyond pudental block are not used. Decisions
regarding labor position , lighting, and who will be with the mother
during delivery are family decisions. |If a particular medical procedure
is xonsidered advisable such as episiotomy, the patient is consulted
first and her approval is required. At all times, the staff informs her
of what they are doing and why. Typically the mother and infant are
discharged within 12 hours of birth. Because the FBC is usually a fairiy
small operation, more tailored, less routinized care can be offered.

Since the free standing birth center is not part of a hospital, (although
it is usually located near a hospital) it can only provide minimal emergency
care of the newborn adn mother, including resuscitation of the newborn using
oxygen intubation. [1V1s and plasma expanders are used for maternal hemorrhage.
Because it does not have access to blood and is not capable of surgery,
stringent criteria are used to screen against women likely to be at risk in
labor and delivery. Typically less than 10% of their clients require transfer
to a hospital.

K

e The screening out of high risk women is the single most crucial element
in assuring safety at birthing centers. The effectiveness of such screening
techniques has been demonstrated by the fact that less than 10% of women who
reach labor are transferred out of these centers. In the experiences reported
to date there have been no postpartum emergency transfers. (MCA, New York,
Oregon, McLamrnery).

| There are four identifiable stages in pregnancy at which screening
criteria must be developed and used. These correspond to Maternity Care

. Center Association's criteria. They are:

1. Early pregnancy‘screening criteria (e.g. BP or diabetes).

2. Antepartum referral criteria (problems discovered later in
pregnancy but before labor, e.g., preclainpsia).

3. Intrapartum transfer criteria (for problems disco/ered during
labor prior to delivery e.g. prolapsed cord).

4. Postpartum transfer criteria (for problems with the mother or
infant after delivery such as hemorrhage or respiratory distress).

Birthing Room /Free-standing Birth Cent.:er Charges

When compared to the charges for similar services in conventional (B
units, birthing roan and FRC charges range aom 2B. to 70% less.

A fiscal audit of Maternity Center Association (MCA) in New York for
the years 1976 to 1977 by Blue Cross of Greater New York reported that
charges for MCA were 37.6% of 1n hospital care barring complications.
Also noted was the cost to the plan had the same family gone to the
hospital, barring ¢ mplications.



The primary reasons for the reduced charges are:

1. the elimination of charges for labor, deliver and recovery rooms
2. elimination of nursery charges

3. elimination of most drug and anesthesia charges

4. reduction in length of stay from 24 to 72 hours postpartum

In addition, birthing centers are oriented toward preventing costly
complications through the use of careful screening criteria. Care during
labor and delivery is constant and individualized with nearly 100% of that
time spent in contact with professional staff. Traditional hospital oriented
management cannot begin to provide such professional contact time.

Further economies are realized through utilization of non-hospital space
as a setting for healthy normal childbearing while making reasonable allowances
and arrangements for the safe care of clients with complications extensive,
educational programs emphasizing nutrition, family relationships and self
help. Self care responsible health habits are included in the charge.
Unlimited telephone consultation is also available.

Family Centered Birth Inc.
David Ottoson

Family Centered Birth Inc. of Juneau is the only free standing birth
center in Alaska. The center is governed by a board of directors and is
not part of the hospital or physician practices in Juneau. It is a non-
profit corporation which was organized by Juneau residents to develop an
alternative to existing choices.

. Members of the board obtained a grant from the Department of Health
and Social Services for the purpose of assessiriq community need and
support, for a center; providing public education concerning the center's
services; and obtaining consultation in developing the center. Presently,
the corporation has obtained a facility and has hired a certified nurse
midwife and expects to be open for business by midwinter of this year.

The birth center will offer a home-like environment for low risk women
to obtain prenatal care, and education for labor and delivery. This care
will be provided primarily by a certified nurse midwife with a physician on
contract for back-up services. Transfer protocol will be arranged for

urgent or emergency transport to the hospital which 1s less than 10 minutes
away from the center.

The birth center 1s seeking no state or local governmental support, but
will obtain It's funding from private loans and public contributions. The
start-up cost of this type of service has been high. Although the board
would like to purchase the building it is using, it will probably have to
lease the space and medical equipment. It is anticipated that the center
will be serving 75 families the first year and 166 the second year. Although
there will be dependency on loans and contributions for the start-up cost,
the center is projecting financial stability by the second year or operation.



Lay Midwifery

Lay midwives for my purpose here will be defined as individuals who
attend women during childbirth outside of the hospital and outside of
established medical obstetrics and nurse-midwifery. Those individuals
vary widely in their training, experience and competence.

Unlike nurse midwives wnose training standards and codes of profes-
sional practice are well established, lay midwifery does not yet have a
strong professional or educational foundation. Few states have attempted
to provide a regulatory framework for them and only a few states have
taken steps to regulate the activities of lay midwives. Most states
either have no statutes relating to midwives or have laws enacted in the
early 1900's that have little relevance to modern standards of 08 care.

¢ In ongoing debate over the future of maternity services in the country,
the most divisive issue is that of home birth. Despite a common perception
that this occurred due to the activities of "counter culture types"”, reli-
gious sects and other "fringe groups”, the available evidence indicates
that the primary interest in birth at home is coming from certain middle
class individuals who are seexing greater flexibility and control of
their birth experiences than are allowed in hospitals or other institutional
settings. In addition, another large segment of this group desires home
birth for the family closeness and convenience of home. Care becomes
centered on mother and child rather than the institution or physician.

Because home birth and lay midwifery represent such as a radical
departure from the current norms of obstetrical practice, and since there
has been little substantive research on these subjects, the controversy
has been based as much on emotion and ideology as on objectivity.

My onn assessment is that home birth and lay midwifery is neither
safe or hazardous in arid of themselves. Rather, it appears from the
scientific literature that the outcome of childbirth at home with lay
midwife attendants will be largely depended on the conditions under
which the birth take place. While information is certainly limited, the
study on Home Delivery and Neonatal Mortality in North Carolina, as well
as Mehl's study of home birth in California, indicate that planned home
birth utilizing trained midwives or other trained attendants could be a
viable option in safe maternity care. There are several pre-requesites
to a reasonable homebirth approach including: careful selection of
cases to include only low risk pregnancies; a high level of parental
responsibility and maturity; a suitable home environment; management of
the pregnancy by skilled practitioner; and the ready availability of
consultation and support services to handle complications and emergencies.

Lay midwives have experienced considerable difficulty in obtaining
recognition and legitimacy. This is in large measure due to a lack of profes-
sional body which could set standards and accredit educational programs and
determine the scope of midwifery practice. Although there are about ten
training programs in the country, the Ilimited information gathered suggests
that, for the most part, they are loosely organized and vary widely in their



sponsorship, structure, teaching, orientation and stability. Moreover, none
is accredited or otherwise endorsed by a public licensing body or private
professional body. Therefore, quality of standards of instruction provided
is impossible to measure. At present there are independent advocacy groups
such as Washington State Midwifery Council that have formed to disseminate
information and press for favorable legislation and regulatory policies.

The characteristics and practice patterns of midwives vary. Sone are
entirely self taught, having done little more than attending periodically
and reading a book or two on the birth process. At the other end of the
spectrum are those, like the European midwives, who have gone through
several years of specialized training, including theoretical preparation
and supervised clinical instruction. In between lies a variety of
background and skills.

Practice patterns also differ. While some midwives conduct their
activities completely separated from other established maternity care
resources, others have developed working relationships with local providers
that enable them to provide a higher standard of care.

The basic issue concerning lay midwives has to do with public safety
and quality of care. A key argument used in the debate on where childbirth
should occur and who can legally attend and care for the childbearing women
involves the mortality rate. Proponents of hospital childbirth relate the
decline of maternal and infant mortality rates to the medical technology
and in-hospital delivery by highly trained and regulated practitioners.
Many fear that a shift of childbearing from hospitals attended by physician
back to the home and attended by unregulated personnel will result in
increased morbidity and mortality.

Establishment of causal relationships using such observational data is
fraught with difficulty. Interpreting and extrapolating trends without
taking into account the improved health in population, decreased fertility
rates, improvement of sanitation and housing as well as control of coimiu-
nicable diseases can only lead to confusing and erroneous conclusions.

The increased incidence of out-of-hospital births and the reporting of data
on their safety has led home birth advocates to begin to conduct research

into this area. Mehl et a . investigated the statistical outcomes of home
delivery in California. The outcomes of birth attended by 6 groups consisting
of combinations o* lay midwives, nurse midwives and general practitioners
were compared. The perinatal mortality rates for their study populations
revealed significantly lower rates compared to the state as a whole.

For women who have been adequately screened for risk factors with
reasonable consultation and referral, gnod outcomes are the rule. However,
even in an apparently normal pregnancy, problems can and do occur so that
a positive outcome can never be guaranteed. The interest, therefore, of
public officials in the rising numbers of out-of-hospital births largely
is due to the uncertain qualifications and competence of the lay attendants
as well as the uncertain outcome of any birth.



Midwifery outside of nursing is beginning to gain legal status as a
legitimate profession or trade. In Oregon, a recent opinion of the state's
attorney general held that midwifery, independent of nursing, is within the
scope fo the law so long as it excludes the performance of episiotomies
or use of medications. In some states, courts have recognized midwifery
as separate from nursing and in others they have concluded that childbirth
is natural function and consequently midwifery does not constitute the
practice of medicine (Oregon).

The majority of state midwifery provisions are remnants of the early
1900’s. State governments have attempted to deal with the reality of
midwifery outside the established maternity care system. In Arizona,
Rhode Island, and New Mexico, action was initiated by their respective
state health departments and state health agencies involves a qualifying
exam, case reports by midwives and oversight by a professional advisory
committee. Arizona's program was the first to be established in February
of 1978, and state officials report a generally favorable experience in
terms of safety factors and workability of the program.

b

The quality of obstetrical services is dependent upon competent
clinical judgment, standards of care and integrated referral systems.
While some states have taken initial steps to incorporate lay midwives
into the medical system, Alaska presently has not followed this action.
While the future of the lay midwife's role in Alaska's medical system is
hard to predict, it can be assumed that the demand for their services
and home births will continue.

In the State of Washington, a midwifery statute has passed in both the
House and Senate and is now “waiting the Governor's signature to become
law. Washington's Substitute House Bill No. 316 provides for a three-year
training program and defines a specific subject area which must be included
as basic. There are shorter training requirements for individuals with
nursing backgrounds. Hospitals, clinics, birth centers or private resi-
dences are recognized as acceptable settings for clinical experience.

Lay MidWife and Homebirths in Alaska
Liz Gollogly

There are various lay midwives actively delivering newborns in Alaska
with various backgrounds and types of practice. Liz Gollogly, a lay midwife
presently practicing in Fairbanks was trained in Furope, The services she
provides are prenatal care, home reliveries and postpartum care. Prospec-
tive clients seeking her services are initially screened to determine
their medical risks and are informed as to what would be required for a
home delivery. Those who are accepted are required to attend childbirth
education classes, develop a transport plan to the hospital for emergency
and make adequate preparation for the delivery. They are also encouraged
to communicate with their physician as to their plans.

During the prenatal period, the clients are continually monitored for
potential medical problems. The risking is continued throughout the
prenatal period and during delivery. At any time when conditions warrant
the patient is referred and transferred to the hospital for delivery.



Those who deliver at home do not receive anesthesiology or episiotomics
The newborn is assessed for the 1 and 5 minute APGAR and blood drawn for

testing. The parents are encourage to see a physician with 24 to 48 hours
for a complete medical cl eck-up.

During the postpartum period, the clients are advised to the possible
problems and are checked on during the first few days following birth. In
addition, they are encouraged to call if any problems develop.

During a 20-month period, client outcome was monitored to evaluate
practice. Of a total 62 requesting home births, 17 were screened out for
medical or other reasons. Of the remaining 45, 9 were subsequently referred
to the hospital for delivery. Of the 30 who began labor at home, 9 were
transported to the hospital during the 1st, 2nd or 3rd stage of labor.

Of the 9 who were transported to the hospital, 7 were primips. The total ri
out during the prenatal and intrapartum period was 35, of which 24 were
primips. As a result of these statistics, Liz Gollogly only accepts multips
as her clients.

It was Ms. Gollogly's general conclusion that lay midwives need to be
integrated into the medical community and their referrals to physicians
should be accepted. In addition, clients who do have homebirths should
not be discriminated against by physicians and hospitals.
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Introduction

The practice of midwifery and the attendance of
ho;ie births by midwives are much discussed 1issues today.
Equally discussed is the distinction between lay midwife
and certified-nurse midwife. In this paper we shall attempt
to evaluate the results oi out-of-hospital practice by -«

1
experienced non-nurse midwives. "

«%

Opponents of possib[é licensing of non-nurse mid—

wives center on several specific concerns:

1. Midwives may provide inferior care to that currently
available.

2. Lower socioeconomic status women may be shunted to
midwives 1in an effort to save funds.

3. Licensing midwives will be da facto 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 is
generally available, calling upon physicians for
consultation and intervention 1in 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,
tne feasibility of creating risk groupings by
screening.

2. The demand for midwives comes Jlargely from middle-
to u"per-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-of-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
midwivcs are unsafe (the two issues 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 t%ese data %erely,obscure

the basic issue. 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 1in risk? The second is less so:
what are the overall incidences of complications for
reported out-of-hospital deliveries? Currently, birth
certificates do not differentiate between types cf out-of—
hospital delivery- home, taxicab, car, birch 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 Dep;rtment. S{nce then, We(
have found ranges of percentage reported from 20% to 100%,
the least with unattended deliveries, the most with
physician-attended deliveries. In one of our prospective.

1 .. . o e
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

i, 1 - 1
other sample-biasing effect is that abnormal deliveries or

newborns needing medical attention or dying are all reported
at the moment of contact with an established medical or
legal institution. "mrey®"s (1977) contention that home —
birth parents "bury their babies in the woods™ 1is a non-,

scientific statement with no valid basis. It would be
# * ' . ¥ o e f A .

A .

extremely difficult to conceal the outcome of a pregnancy

d . e ° R ;’6'!

in modern society. Thus, birth certificate data 1is not a



valid source of data on intentional home birth. In this
regard, it is important to note that of Emrey ™ California
out-of-hospital deaths, 65% were among infants vreighing less
than 2,500 grams. The plan;ed home-delivery-population pre—
maturity rate has been reported as 3.0% among several
northern California home-birth services (Mehl, Peterson,
Whitt, & Hawes, 1977). There were no neonatal deaths among
these premature 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).

While established services do report good outcomes,
rea) problems exist in the practice of midwifery, which
cannot be currently regulated. The California. Department of
Consumer Affairs estimates that 300 to 500.non.licensed 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 be midwives. There are ample numbers of anec—
dotes about women who have seen one or two births-and then
called themselves midwives, only to e-count. 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; eit

Richwald, personal communication, 1977; Carson et al., 1977).

Responsible midwives become visible and vulnerable to prose—

cution by the acr of being responsible. In accompanying

their problem patients to .the hospital during labor, 1in

consulting with physicians regarding problem cases, and in

arranging hospital and physician back-up, they improve the

care of their clients and become known. To be known is to

be vulnerable to prosecution. The dilemma is obvious.- o

e; In previous studies, we have" compared two groups of

women- a planned home group and a planned hospital group - o

matching them for many of the relevant factors which would =«

be expected to affecg delivery gutcome (Mehl, 1977). We hﬁ

found significantlybetteroutcomes inseveral pa;ameters £§

of maternal and infant® outcome among the planned home group.

Canonical cfrrelation analysis strongly suggested that these -

differences were"the resul£ ofo;stetricalintervention in F;
- . _eees: . . Lo il

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

we approach the question of the outcomes of midwife-attended %g

\m

deliveries in a similar case-control fashion. The question

'

()
(e

we are interested in is the relative safety of midwife-
attended delivery compared to a standard of physician-

attended delivery.: e ...- - .



Methods
Data Collection

Our institute has been studying delivery alterna—
tives since 1973. Because of the difficulties with birth
certificates as a source of subjects, cur strategy has been
to identify responsible, competent midwives, utilizing thenm
as "index practitioners. To select an index practitioner,
we assess the practitioner®s knowledge and skills 1in 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 and accuracy. IT the criteria are met,
then we collect data on every woman contacting the midwife
between a beginning &nd 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 reason it

was essential that our 1index practitioners were capable of

: ® * 4. - tVv .,: . ." “:. *J <’ ® ,6 .
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 0
%

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

. Je
perinatal mortality of these two hospitals 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 for socioeconomic 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, individual major risk factors, total risk"”
factor score, education (our choice for a predictor of -
socioeconomic status), and presentation. Thevpertinent”

characteristics were listed on a face sheet without the ‘e



delivery details and, for each home delivery record, a match
was searched for in the hospital group. ITf 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
hospital 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 1is, 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, CDC6400ecomputerMatches were obtained for 421

midwife-physician pairs. . Tt

Data Analysis -

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

conducted with the SPSS series, of statistical

- i .- JS-I.“~ i % C*.L. 4. Vi B /M*S k)

programs (Nie,
- 4 41 %o e« k——f e*

i-il f

Hull, Jenkins,, Steinbrenner,” & Bent,, 1975) ,. 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, meconiunm
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 chstetrical procedures
(Mehl et al., 1977). ,

For the subsequent analysis we used the midwife
sample and the "low-interventionist"” phy5ician"sample.

Table 1 shows that there were no significant differences

-\ . s - .. e d * e . " . f % *t - ' 1
between the groups besides the higher incidence of planned
home births among®"the-midwife group.- 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 wereeborderline significantly more
Apgar scores at 1 minute less than 7 and 5-minute Apgar

scores less than 7.

] : 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 1improved
outcomes reported among a large group of planned home births
(attended by competent practitioners) over planned hospital
births relate to lesser amounts of obstetrical intervention
in the planned home group. Attempted comparisons of mid—
wives with obstetricians were confounded by this relation-
ship. < -. 7 v , (" " noe
e For the second analysis presented, it would seem

reasonable to suggest thctfc the slight differences 1in out—

come favoring the midwife group could be due to even yet



increased interventions (oxytocin, procedures, etc.) among
the hospital group.
It can be concluded that, at least among a limited Mi

sample size of 421 cases, midwives did as well as physicians <7

-
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 “ R
. . ] L 8§
Also, it must be emphasized that, while the midwives .
31
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- -ifit-
ut
petence. Such performance attests to the ability of these -dI'"v
women to learn outside of institutional settings.-. Were J el
W
formal training made available, it wouM seem that all would ijh=
, ! .= ft
stand to benefit. " - “

From ®the "results of this study it would seem reason- if;:
able and prudent to develop and test alternative training
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
their possibility for*""legitimizing their utilization in o "
maternal and child health care delivery." It must also be
remembered. thaV this current study ”is by no means defini”

- L e % i o m /1 it “ I

tive. Current work is underway to develop an entirely c -
California-based hospital sample and to increase the number J-*
I** R [ o.Ioo -..*:.- *.*I ./\ ..*.«»*

of midwife deliveries available for study. .o - qi

o . . K .. . *_*i..r}l:K
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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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I0A"6 matched home and hospital deliveries arc compared with regard to

the frequency of obstetrical procedures utilized, incidence of maternal and
neonatal complications, and morbidity .and mortality. Each home delivery is

*1 matched with o hospital delivery with respect to ago, parity, length of
gestation, major risk factors, and total risk factor score on the Nova Scotia
risk factor screening qjiteria. .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.

|
Home deliveries were collected from six home delivery services in northern

v * *
”»

California. Hospital deliveries were collected from two"community hospitals
in Madison, Wisconsin. Kcsults show no significant differences in neonatal
and perinatal mortality, number of nourologically abnormal infants,

-l i . :
incidence of low birth weight infants, and cases of neonatal infection.
There were more neonatal 1infections and more infants requiring resuscitation
in the hospital group. The general equivalence of results arc discussed as
indicating that pre-selccted women may labor and deliver at home in the
United States without significant additional risk, and at a lower cost than
hospital delivery.
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A continuing trend toward home delivery has been noted recentl"®

acfrosc many segments of the American population (Hazcll, 1975; Ward

*o A &>
and Ward. 1976; / r , 1975).. Much of the impetus for home delivery

has been derived from consumer rather than professional 1initiative.
Medical reaction to this trgnd has been largely negative and based
on the contention that home deliveries presentpjl unacceptable medi —
cal risk to mothers and infants. It has been contended that the

technological advances of recent years make hospital delivery manda-
i

tory (Cox, ,1976), Vegt, 1in the Hetherlandﬁ, a"medically sophisticati
techpologically advanced country, more, than two thirds of all de—ﬂ
* 3

liveries occur at home with morbidity and mortality statistics that
\ —
may be favorably compared with those of any-nation in the world

0

(Klo"csterman, 1968, 1975) . In Cardiff, Wales, recent data suggests

that a change in the past decade from largely home to largely

hospital delivered babies has had essentially no effect.on-materna
or neonatal outcome (Chalmers, 1976Hy £ . <Jiven the psycho-s dcial
advantages proposed by advocates of home delivery (Ward and Ward,
1.276) and the data from the Netherlands 1in home delivery outcome,
5s it possible that under some conditions home delivery may be a

reasonable alternative in the United States™ Several recent report

* * * m

haveeindicated low levels of complications associated wfth home
delivery--in the United States (Mehl, et. al., 1975;- Drew, 1976) .
These reports, however, have not included comparison populations*®

yho are delivered 1in hospitals. JoIn order to more approprjately

I*
assess the relative safety of home deliveries when compared.to

necessary to compare® the. horre delivered

nesi tal deliveries it 1is



population to a hospital delivered population of equivalent age, -

parity, socioeconomic status, and prenatal medical condition.

In tbis study, we present a comparison study of 1046 home

deliveries with 1046 hospital deliveries, matched for age, risk

V.

factors, gestational length, parity, education, and socioeconomic
stafus. ,This data, provides needed information for the assessment
of the safety and appropriateness of home delivery for selected
patients. ’ |

o

_*Methods1

. The methods of data collection for the home birth series have
' . *o i !

been described elsewhere (Mehl, 1"976) and consisted of chért feviﬁﬁs
of 6 home delivery services in northern California and one in
Madison, Wisconsin. We found all of the medical charts - both home
and hospital - to be complete and of a similar quality of observa-
tion. Diagnostic criteria used were ours and were based on those
defined by Friedman and Greenhill (1974). From reviewing the recort

and discussing them with all the pgactitioners concerned, it was ou:
I

. * * . * . 1 J

impression that practices 1in"observing, diagnosing and recording
"m

clinical findings were not different among all the groups studied

This does not, of course, obviate the problem of retrospective char

review an% the disadvantage of }his technique, but 1indicates that}
- _; \L

the disadvantages'were uniformly distributed. Statistics regarding
the hospital-deliveries were collected by chart review at two: '

hospitals™in Madison, Wisconsin, a largely upper middle class " .

community with a median income of s1e,000 per annum and from one:of

W
the home birth practices in northern California. Doth were pnvatc<



community .hospitals, both University affiliated, both performing

approximately 2000 deliveries yearly, one with a regional neonatal
i .
intensive care unit and the other with a regional maternal 1intensive

care unit and a developing regional neonatal intesive care unit.

|
Doth were staffed by neonatolog iists and University pediatric and

c-bstetrica®l faculty ar.d residents as well as private physicians. One
hospital®s obstetrical services were also staffed by University
family practice residents. 90% of the hospital deliveries were from
Wisconsin; 10% from northern California.

Risk factors were grouped according to the Notfa Scotia Risk
* L] L]

Factor Screening Criteria, and for each home delivered patient, a
hospital delivered patient was matched for age, length of gestation,
parity, risk factor score, education and socioeconomic status, race,
presentation, and individual major risk-factors (including 1st,..2nd,
and 3rd trimester bleeding, rupture of membranes exceeding 24 hour3
without labor, multiple gestation, hypertension, signs of pre-eclamps
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 immediately prior to the initiation of labor, .rupture
of membranes, or emergence of a complication necessitating immediate

hospitalization and delivery. All cases transferred<o the hospital

during or after labor or meeting the above criteria are included.

L ] [} *
For the home birth group, CZ all the women contacting the home

delivery services, 4% were screened out for medical reasons. More



~p--my have been screened out through telephone conversations which

would not hove appeared 1in the medical records.

*i e * *
Thi characteristics, philosophies, and methods of practice of

the home delivery attendants are summarized elsewhere (Mehl, 1975,
1376; ET"isenstein, 1976; .Ettnor, 1976; Epstein, et. al., 1976; Mills,
e 1976; Lang, 1972). Review;of these sources will revgal that an
inextricable complicating variable 1in this study 1is the mode and
{iphilosphy of gractice of theeattendants. .The home birth practitioner!
-were predominantly non-interventionist and had- a high~threshold for
4 intervention than did the hospital practitioners.-

= Educational attainment and .socio-economic status were matched

?'so that the hospital group had the. same educational and/or socio-

o1 v
_economic level as the home birth group or higher.” Mean maternal
1 e
Al
;. age was 25.2 years. 96% of the women were between the ages of 20

and 35. 22% were less than 20 and 1.0% were older than 35. 57.7%
were primigravida, 24.3% were para 1, 10.4% were para 2, 2.2%.were
para 3, 0.9% 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
S - . R
;. 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
hospital births.- This is presented 1in Mehl (1976). 97.7% of the

t deliveries were vertex with 2.3% breech and pother presentations.

L) * * e
ﬁ Eﬁere wcic>Tive sets of stwins. 74 _.9% ot the hospital deliveries
w * * - - - -
(] were obstetrician attended; 25.1% were family physician attended.
1.X uxn.uuil. Y ufS-"(0“~.
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For the ."home deliveries, 66.5"! were family physician attended? 30rS”"

lay midwife attended? and 2.7?£ nurse-midwi"fe" attended. The average

\ - .

risk factor score was 1.6# and 9.2# of each group was high risk by

the Nova Scotia criteria (We felt this was artificially high..).

\ « Results
' *

Table 1 presents a summary of the procedure utilized during the
deliveries of.each of the two groups. The hospital practitioners
used significantly more oxytocin, both before and”after d.elivery.

cCcro/oi."cGCvj trru.in® -ons
In home births buccal oxytocin was”administered .i"=m*re-sulrt>s-wer-e
f-o)."-t-hetxrinry®,vJUhereas in the hos&ital, women wer ; given inIraverus'
oxytocin. Many more forceps deliveries were performed by tlhe
hospital practitioners, as well as more Cesarean sections. Despite
a nine-fold.greater incidence of episiotomics, hospital delivered
women sustained significantly more third and fourth degree and -*
cervical lacerations, Analgesia and anesthesia were also us.ed much
more frequently in hospitals (with, the exception of caudal ancsthesi
(Analgesia, anesthesia, and forceps deliveries were only gi“.ven or
performed after transport to the hospital for the home birtuh group.)

The"incidence of manual removal of the placenta was the sarme in

both groups, indications for procedures were, derived from review
« 0F charts. * . . . * .- e K
Table 2 presents the indications for oxytocin for the two

groups. The differences were seen to emerge from greater -.use of

e"oxytocin~=xh the hospital group for rupture of membranes wi-thout-

e labor, first stage uterine inertia, and for elective induction.

More oxytocin"was "used in the home group for second stage “uterine



inertia than in the hospital group. Iypically, the home birth group

. o
waited longer, occasionally 1longer than 24 hours, before the initioti

of oryfocin therapy.
.I
Table 3 presents the indications for forceps deliveries for the
e - ¢
two groups. The majority of the hospital practitioners used the

»m

criterion of a second stage of labor longer than one hour as an
indication for forceps delivery. 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 1is reflected 1in the greater number of forceps deliveries”
in the hospital for "prolonged second stage."” The hospital prac-
titioners used occiput posterior -as an indication for forceps rota—
tion and did not permit any patient to deliver OP, whereas the home
birth practitioners did not intervene in the OP labor and deliveries
unless signs of labor arrest or fetal distress were present. This :r

reflscted in the higher number of mid forceps rotagions in the =
hospital group. The two groups of practitioners also defined the sar
type of forceps delivery.by differont “terms ... For the home group, a
low forceps delivery was equivalent to a hospital practitioners out!<
forceps delivery and a mid forcepé deIiVery was. equivalent to a low

forceps delivery. The home birth practitioners definitions for

forceps deliveries were the same as Friedman and Greenhill (1974).
-A [ ] yl

There were also significantly more forceps deliveries 1in the hospita
<lobivEr-y for fetal disti"ess. z
. Table 4 presents the indications given for Cesarean sections-for

Iry both groups. *The hospital group did many more Cesarean.secti Ins



for 1st stage arrest, cephalopelvic disproportion, and/or non-

progressive labor than did the home bgrth practitioners, and did more
Cesarean sections for primi-gravidn brcenprcsentationtf and for

fetal distress. The home birth practitioners delivered breech infant
in the home if the parents continued to request home delivery after
risks, had been explained a>nd if. the liatuchni--hndros score indicated
vaginal delivery. Frop the table, it is also evident that the -

indications for Cesarean sec}ion were more, liberal for the Ilhospital
[

group than f-or the home group.

. sone significant differences_in labor Jlength emerged iin that for

* .

para 0 and 1, length of first and second stages-were signifacantly
*

(] L] - #’00 (]

longer for women delivering at home (See Table 5) . -
L Figure 1 presents significant differences in complications of
labor and delivery for the two groups. The hospital group "had sig—

nificantly more intra-uterine fetal.distress/ elevated blocud pressure
during labor (from a non-elevated pre-labor baseline), meconium”
staining, and reported shoulder dystocia. The home group hiad more
bleeding during labor and- posterior delivereged The hospita]l group

had significantly mere postparthm hemorrhage*./, There wer; mo st;—
tistically significant differences in the incidence of faoe delivcrie
first or. second stage dystocia (excluding CPD), occult cond prolapse,
placenta previa, abruptio placenta, cord prolapse, posteri-or labcr,”
retained placental fragments, Jlate Dilation and Curettage ..after cue =

week, hemoIrhagé from day 1 (9 day 3, hemorrhage after an“ 3, entlo-

metritis, vilamentous insertion of the cord, and postpartuim thrombo—

phlebitis.



Figure 2 presents statistically significant differences in the

* * o e -
incidence of neonatal complications. The hospital group experienccc
» ° .

significantly more birth 1injuries, receibed significantly more oxygc
at 2, 3, 4, and 5 or more minutes, more respiratory distress lasting
12 hours or more among full term infants, and more Eotal non-congen:
tal neonatal complications. There were no significant differences
in the incidence of"total number of congenital anomalies, congenital
heart disease, DownlJ's syndrome, fetal wasting, hypoglycemia, meta-
bolic acidosis, -neonatal hypotension/ neonatal .hypovolemic shock,
individual neonatal infections, meconium asperation, pneumonitis,

amniotic fluid asperatiori pneumon&tis, pyloric-stenosis,, pq}ycythﬁmi
L L J n - »

cve . i i i e N £5*
lung water syndrome/ ITP, and dptic fibrosis“with meconium ileus."

. T i * i * 1 %ﬁ:,
From Table 5, it is evident that the hospital group neonates were;g:

more resuscitation, and had lower one minute and five minute /tpgai

*
. . - 1

scores”™ than-the home group. There was no significant difference. in

the incidence of fetal,eintrapartum, or neonatal deaths, or inthe

. ° o ° *

incidence of hehrologically ahnoraml. infants. Bith inju.ies 1includ

cephalhematomas resulting 1in severe anemia requiri@g transfusion or

° *

hyperbilirubinemia requiring exchange transfusion, fractured cla ic

branchial plexug injuries, facial nerve paralyses, skull fractures,
. t

t #
ﬁnd hemopneumothqrnx. ? s .
L L. PS ] ‘ . ° * ;».
- - [1] [1] w * K ° r >
/. Discussion™-..
- . * "
° _*
Given®™ two puerpally matched populations, outcome difference

Co

should accrue from the events occurring during labor andedelivery.
The data presented here indicate that for the home®™ delivery popu-

latiori described, a .group selected for low medical risk and attend*
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by midwife or physician, one may expect an outcome for baby and
mother essentially as good as the resulting from a medically matched
population delivery iIn community hospitals delivering high standards
of medical carc. The significant differences noted in the mangemcnt
of the women indicate that those hospital delivered are more likely
to encounter oxytocin augmentation of labor, forceps delivery,”’
analygesia, anesthesia, and Cesarean section.. Recall that both grcr
of women were matched for identical medical risk factors prior to
"labor. In addition, incidence of neonatal i1nfection was higher
hospital deliveries. The i1ncidence of maternal infection was not
significantly different for the two groups. = * oL

In this group of more than 1000 cases, "It is not clear that the
additional medical and obstetrical procedures rendered in Hospital
resulted iIn Improved group outcome over the home delivered group.

It therefore seems appropriate to conclude that for low medical

risk women; home delivery is an alternative that cannot be dismissed
as contraindicated because of unacceptable high risk to maternal and
infant health. This data, of course,” does not apply to home deliver
in a medically unseiected population, nor to home deliveries un-
attended by midwife or physician.

The results are, of course, limited by the limitations of thee
case-control method and themethod of retrospective chart review. \
More definitive studies are needed, such as prospective studies by’
non—clini%alli'fﬁmmﬂved i;dividuals includina practitioners doing
both home and hospital deliveries an' “with controls for obstetrical

*

practice phildéophy, 'nutrif}on, and-others, with all of the deliver:



occurring in the same geographical area. .Such a study should also
include uniform examination a.id evaluation of the neonate by an
independent examiner blind to the place éf delivery.

From these results, it would seem reasonable and prudent to
plan pilot projects 1in out-of-hospital deliveries or in changing
hospital policy to create a more home-like environment and 1in
evluating them as discussed above. It would also seem of 1importance
to identify the specific aspects of the hospital environment which
increase risk to mothers and infats and eliminate these aspects of

hospital deliveries.
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Home Hospital

° Humber Percent eHumber Percent Stnt. S
1st stage oxytocin 69 6.6 159 15.2 <0.000
2nd stage oxytocin 30" 3.6 ) 159 15.2 * <0.000
Total prepartum cases 76 7.3 173 16.5 <0.000
3rd stage oxytocin 251 «24.0 «9903 95.0 <0.000
Kid (low) forceps 7 10 0.9 205 19.6 <0.000
Low (outlet) forceps 3 0.3 115 11.0 <0.000
Mid forceps rotations 3 0.3 40 3.8 <0. 001
Manual rotations « O 0.0 5 0.5 MS
Cesarean Sections e 20 2.7 . 06 8.2 <0.05
Episiotoray 103 9.8 914 : 87.4 <0.000
1st degree lacerations 10 1.7 10 1.7 HS-
2nd degree lacerations 136 13.0 56 5.4 <0.000
3rd degree lacerations 0- 0.7 44 4.3 <0.001
4th degree lacerations 5 I ™ 0.5 =~ 73 <. « 7.0 <0.000
Cervical lacerations 3 0.3 . "32 3.2. <0.000
Pudendal anesthesia o - 0.0 655 *62.6 <0.000
General anesthesia 2 e 0.2 96 "9.2 <0.000
Paracervical block 1 0.1 52 5.0 <0.000
Manual remoyal of plancentalsS 1.4 15 1.4 =* NS
.Analgesia 14 1.3 " 555 53.1 <0.000

Caudal anesthesia 32 3.0 0 0.0 <0.000:



Indications for

.Tndicnti on

Rupture of membranes

without

lst stage

Protracted- descent,

Elective

2nd stage

labor

uterine inertia

induction

uterine inertia

Partial.abruption

Elevation

Daby died

blood pressure

in earlylab”r

*

*

OP pres.

Homo

Number

44

ON

Oxytocin

Hospital

#Humber

50

79

22



Low

Mid

Indications

Ind ication

Forceps

Arrest of descent

Elective

Prolonged 2nd stage and/or
protracted descent

.Fetal distress

Piper forceps to ACH

Forceps

Elective

Prolonged 2nd stage and/or
protracted descent

Fetal distress

2nd stage arrest

Dlceding

Meconium staining

Perineal dystocia

Forceps Rotation

Elective, OP

Elective, OT

2nd stage arrest

Prolonged 2nd stage and/or
protracted descent

Fetal distress .

for

Forceps

Home * Hospital

Juinbcr Number
2 0
42
1 54
0 1%- -
0*
0 63
4 86
4 <53
2 0
0 1
0O - - 1
*0 1
0 < 30
3
0 1 -
2 2
1 4

Stat. SiqQ.

9o

‘NS

<0.0001

<0.0001~*
< 0.005

<0

<0
<0

<0.

NS

.0001

.0001
.0001

NS
MS

NS
NS

0001
NS
NS o m
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SP TABLE 4 *

Indications for Cesarean Sections

Home
Indication Number
% wy * © *
Hypertonic labor (after oxytocin) 0
Hypotonic labor, no response to
, oxytocin 0
Vaginal obstruction by paraovarian
cyst 0
History of previous difficult forceps 0
2nd stage arrest, CPD 6

nf jlupture of membranes, no response

wF. to oxytocin

*pmlLabor- longer than 24 hours total -
Placenta previa
Fetal distress

b Repeat Cesarean .

;] 1st stage arrest, CPD 1
Multigravida breech (with or w/o CPD)
Prinigravida breech (as above)

Severe toxemia

v Meconium at 42 weehs
Face presentation
Transverse lie
Suspected postmaturity
Positive stress test .

<@ Prolapsed cord

“Fetal arrhythmia on monitor

v .Amnionitis, no labor, no rupture

of membranes

[

OPRP OO0 O0CO0OO0ORORLRNOU OO K
2

Hor.pi tal

Number

3

ol S
L]

-h

PO RPNV PRPONNO Lo R R R

o

Stat. Si

* *;S

NS
NS
NS
NS
NS

p <0.005
NS

p <0.05
NS
MS
NS -
MS
MS
NS
NS
MS

NS
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Birthv?eight:,

Labor length

para O,
para 0,
para 1,
para 1,

para 2,

para 2,

1st

2nd

1st

2nd

1st

2nd

3rd stage

mean

stage
stage
stage
stage
stage

stage

14.

94 .

48 .

21.

21.

TABLE S

Home

3518

5 hrs

7 inin

:5 hrs

7 min

.7 hrs

Ilosoj tal

3439

10.4 hrs
G3.9 min
5.9 hrs
19.0 min
6.6 hrs

15.9 min

Stat. S

us

<0.01
<0.05
<0.01

<0.005

NS
NS

<0.005



TADLE 6 *

Neonatal

f

Intrapartum death
Fetal death
Neonatal death
Perinatal ir.ortolity/1000
Neonatal mortality/1000

Neonatal asphyxia

Neonatal resuscitations required
Birth injuries

Neurological abnormal infants

1 min 7ipoar score
1 min Apgar score
5 min Apgar score
5 min Apgar score

~ i

Qutcomes”

None

= a1 N [EY .
P WwoOOoOpoPuwo®©o N

Hospital

116 =.

23

Stat. Sio

o

us

us

KS

NS

NS

NS
<0.0001
<0.0001

N5
<0.05
<0.0005

ns,.|
<0 .05
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"ooe . ABSTRACT ) “

Medical records of 1,146 elective home births from 5 home delivery

cervices in northern California were compared,with medical records
. * . a

*e % * :
of 180 planned hospital deliveries conducted by one of the same services.
e \ . . . * .

and consisting of ﬂpmen‘who met their criteria for home delivery. Three

erf the services consisted of family physicians and nurse-midwives, while

* - " * o - e "' *

two consisted of lay Didwives.*.without immediate physician supervision.e

Rates of medical complications®in both Jgroups were low. Significantly

*m * * *

more analgesia and anesthesia (although low) was used in the lanned
- < * * . i - ,

hospital group; the incidence of low Apgar _scores .y this group was

high--
cr than for the planned home growp. Results of both groups were better
* *

° . 1

' <
than those of the"general population. Possible reasons for this are dis-

Cussed,. Host other measures of perinatal outcome and complications were

not significantly different between the two. groups or between physicians
%
° * °

eand midwives.® The neonatal, mortality raté was 3.0/1000;'—the per}natal
.mortality rate was 9.5/1000. There were no maternal deaths. These fig-.

urcs support the cpnclusion that in a self-sclected, medically screened ¢

populatiop™ home delivery Tan be a safe alternative. Possible reasons for

o,
this are cited. .7 D * “ *
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iIJntroductlon
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4! Ve Began our studies on the statistical outcomes of home deliveries

.. * m * * %

mbecause of the tremendous rise in the number, of. home,deliveries across the
I?‘ s & PS L P P P *

—]‘:country and the lack of available dat_a_l on thei[ .outcomes. Ve had hoped to
provide data which parents and 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

.;vhat kind of delivery they vould choose to have or to attend. The purpose*

* > i g T % *> * - ce

of this study va9 to compare the outcomes, of 1116 elective home deliveries e« ¢
=vith 180 similarly selected hospital deliveries performed by one of the same

groups of physicians involved in the home deliveries. " e



Methods . * * * t &

. - _.. t
kel Our sources of data for the 1176 elective home deliveries®"and our methods of
S - ® e .
analysis have "heen described elscvhcre (Mehl,-et al., T976). Tn summary these
* * * k k o * « . . # P

m-deliveries vcre collected from the medic&l charts of five San Francisco Eay
! *0 L] L] L] L]

yurca services consisting of three physician-midvife groups: a rural-based -

family practice in Vcstcrn Morin County, an urban-based famlly practlce in e«

* * ' * hd * 0/ *

Hill Valley, and on urban-based group consisting of one physician (trained

. in pediatries/neonatology) and tvo*midwives; and tvo midwife groups consisting

,0f 10 lay midwives 1in Santa Cruz Tounty and 1 lay.midwife In Sonoma County.
. * . - - .0*0" .0 - s T m o X |
59%2? of the deliveries vere performcd. by physicians and hO.8£ by lay midwives.
» . . L » e X e e . * kk [} » *¢ N
.The methods of operation of these scrviecs, their screening procedures, . ee

3. e . - \ -

%obstetrical phllosophles and practices., and the .sociodeEnogrpphic characteristics

. Oi their population have all been descr:.bed elsewhere (Mehl, et al.,1976). -

n< ® o' oo o r ‘o

* F— ° * , * ok r Yike # #

.rii'; m The planned hospital comparison group was drawn.*from the‘records of the_ -. .
] . . ! * * , ! 01
Point Reyes family practice and consisttd of 100.deliveries. These women came
Qe . * e _Ke o “€ eeo e * * e -

e from the same population pool as those women Planning home deliveries®and had ~

L J [ J *— - b -

many*of the same nttitudinal sets. They would hefve, been attended at home had
J' L) -.' :o o * % ;

. they.chosen to deliver there. Women with complications of prenatal care obviating

j-a.home delivery were excluded from this sample. For the hospital comparison
;I [ ° 1 , * ® e " e . ! !
group 8I.2? vcre followed at least six months- 110 of the infants and mothers
L) L) * * » 4 o oo ._’;‘c - i

vcre discharged at the end of tvo hours post dellvery ~ The hospital- comparison

group tended to be less from the counter-culture and vcre characterized-by a
j * -3 ® 7 .,. * ..* * - * * 3:* *
more Gniform mldgle/class socmeconomlc backgrou?d W|th .usually one or both #

3 ° * ey o o *

L L " . o L] - *\ > , P - f - = °
. farents a college graduate. * . ; . - ] m . r- ;



discussion N -

- PS *'_*_-k *x v
° * * o * ) D)
Each group was a self-selected health group of -women scrc”encd for
complicating medical problems. Comparisons between the home birth group

and the planned hospital group suggests that for women delivering in the
home with the particular philosgphies and practices of this particular

group of practitioners, there was no significant, increase in Visk with

a.home delivery versus a hospital delivery. .

v *y o
Several points may be made — that the perineal massage technigue
° - € e e "ok ®
(next page) * ;. ; ; « . \
] ° ° ° m* P - % %
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There vas no association among hither group between length of labor and-
length of second stage vith the incidence of low Apgar scoresat birth or
vith other complications. The mean length of first stage labor among the
planned dospi}al group was 1?.5 hours fox primigravidae and 5. It hotirs for

oo * . - o * o,

multigravidae. eFor the home group it was 10.2 hours and U.6 hours, respec—

tively. «This difference was significant® at p< 0.05. The mean length of

Zecond stage labor for the planned hospital primigravidae vasl106.8 min 1" . X
L) ) N .V - - - __' * o ,
31.0 nin and for multlgraV|dae was 50.1 min i 28.3 min. For the home series "

*rkek ) ERES A

-9 oSt
the mean Iength of second stage was 118, 2 min T hO 5 m|n for prlmlgraV|dae

] oo , \ *
i Heo o i < i i J = o i Ve ° ;ﬁ
and UU.6 min - 23.7 min for multlgraV|dae, 'The prlmlgraV|r|ae differences ;"
vtrre S|gn|f|cant at§p< 0 D574, = - N .-** . "9\**° 4 & I . ;:»9_?_
oo © - .*’1 < 'k ' ' Y
There were 1Ih cases of prolonged rupture of membranes in the home birth IoB1
L J - [ ] V e -* Ps hd o . ® = r

series and 11 in the planned hospital series (p<o0. OI) ~ There were no infections

in xhe infants except for one low birth weight infant whose mother developed

[ I “ = - .. * -, T, . * .
signs of amnlor;cltls prior to deliveiry and Had had multln;ce vaglnal exanms, il
*% e e " ° - || e

ol .- . [ K _ee 1’/’" - e .o’ o "o e & . «.q) e - '_dl_
She was in the planned hospltal series; Table*9 presents .some add;ﬁlonal

* [
.+ ® & S m %y '/A.--. ** . 1.
datlaa—on thh reasons for.which home deliveries were transpoi“ted to the hospltal §’>V

- '_ i i [ ] - Il
. , f

foir the home birth series, ' < < - .



utilized by LIMi midwives in preventing vaginal lacerations during de—

livery did indeed function and that as the physicians adopted this

. [ ] °
technique, their laceration rate decreased. The higher utilization
o o . -
of dxytocin after delivery by the physicians may have reflecteq its
* %

availability to them and their training tc use it frequent]y. The
equivalence of hemorrhage and blood loss results®between the physician
and midwife group suggests that it was riot needed as frequently as (sed.

The lay midwives took women to the hospital more frequently*than the-
*% *

physicians, presumably reflecﬁing their decreased capabilities to ha&ﬁle

specific complications at home and their lower threshold level for- going
L) L] * L] N i , . V’s) o "

to the hospital possibly related to a lower level of knowledge. .The.

" * . oo e o

reasons for transport which were-most significantly different between"1 .
the groups were for prolonged rupture®of membranes, uterine inertia,”.".:.-

decreasing fetal heart rate, manual removal of a retained placenta, ana"
° ® ® *
treatment of postpartum hemorrhage. The physicians vere-able to treat
* L

. .. - « 0
some of their cases of uterine inertia vitb buccal oxytbein at home..- and
*

removed several retained placenta at home, as well as carrying oxytocin'

and methergine to treat third stage bleeding at-home. The greater nun-?

her of THT problems b@ought to the.hospital by the nidwives, may reflect.
* % : * ! . . @

their greater level of"anxiety in dealing with and desire for trans- 7

* = * 7 * * * "
oo - I*. @ oo - - -

porting abnormal situations to the hospital early. .

.Thg Planned.hospital population, while., having equivalent; training «
L J L J *

for. childbirth, used more analgesia during labor than the home birth® .
*

o e y *x b - 1$

series, and this may have contributed to"their ﬁigher incidence qa,kmp—.
- L *

e e e - *

one minute Apgar scores, second stage dystocia, and greater incidence of
* m o ~ * ° o \V [

fetal heart rate drops, The much lower 1incidence, of "excessive bleeding

in the planned hospital group may be indicative of.the attendents lesser

manxiety for equivalent blood loss in the hospital than®,in.the home. .-.The



incidence of postpartum hemorrhage vas greater in the planned hospital m~

.1
group and may.represent the greater tendency to pull on the umbilical. oV
cord to aid "in the delivery of the placenta. At home, the umbilical e
cord yvas rarely pulled to, aid placental de:iv:ry, but rather, the na-

e . - . %
turlal e>t<pulsive forces of the uterus were relied on. .-This is sub-
et,;ntiated by .ih; longer third stages seen in the h:Jme group.

- #

The failure of prolonged second stage to be.associated with in-

(] (]
fant problems in this series may relate to the glower descent vith*less "
PS L * * S -

intense pushing placing less of. a stress on the infanty or may relate * ~
*

*

to other factors. This"has been found to hold, as well, in the British .
* * *

ePerinatal Study (1973) and by Friedman (1974). .Clearly many of these

efindings may need to be substantiated by further study in such popu-

« o

. o » [ . o %
"lations as these.; It may be that much current obslLetrical thinking is. -
° ® e ® " * © # )
; o V. e : : T r o
Influenced by many of the studies having been completed on velfare* popu- A\
, T . - a o o** K ' * ;oo'o_« '
lations, while different results may hold in different, populations. More
o e » * % L4 * 1
e ‘o LAY ? h
work needsM to be done in this-area. ~ oo, '.*;f Lk K e, ] ]
*The 0.3Z incidence of neurologically abnormal infants at one year
follow-up contrasts favorably with the *1,72 inci*dence of *neuro'*logically *Y
, ' * e .o..l % .. }.',~

» hd - -
abnormal infants at 1 year of age found by taie National Institute of- -

Neurological Diseases and Stroke (1972). = The Apgar scores in this series ° ,

(] 0 * L]

were scored"by an attendant not involved in the actual delivery, and may * V.

. < *x —JF

el X ; ;
be inflated here, as in the hospital, where "often the physician delivering

» .

the infant agsesses the Apgar stcore. =They aret ugeful ghowever _in assessing

m > . »
the accoucheur s perception of,the infant s immedgate difficulties, which

in this series, seen minimal. =The totai percent of 1 rofr\utc Apgar-"scores
o P e

LR | * o * o'* r *..* .. * %

L . . . . m i,
="less than-7 was 4".1%"comparcd to a =21% incidence "of such scores:ih alnon-- 7}

welfare population in the hospital found by Drage and"Bcrendes (1966). n

The contribution of other.factors such "as lower stress in “the home®"c\.- : . V;

*

*



N &study such as this. *Incidences of n.cconium staining in this group
vas less than chat of the general population (Klaus and Famaroff, 1973).
This yas true as veil for labor dystocia (Friedman, 1974) and {Eastman

end Heilman, 1968), as veil as for other complications (Eastman and

Heilman, 1968). . e " * . - - . .
' P ’ R '

Neonatal mortality rate for the home delivery population vas 572 *
per 1000, and perinatal mortality was 9.5 per 1000. Intrapartum as—
phyxia deaths occurred at a rate of 0.95 per 1000. Unfortunately few =«

2x" * ® 4

= = 1
studies are available for comparison;- Bchrman, et p! report a neonatal

mortality rate of 5.0 per 1000 in 39 ","8% no--.-premature, white"middle-

kY L) %_.j_ _** W * *l'i*yc_*?y"A .V** o &
class pregnancies” receiving private® prenatal care.l The "non- premature T
. . . - — - -ﬁ--JVV——- -ors % _
peripatal rate for this group ,yag; 7 6 per. 1900, and*the overall neonatal
% _o*> my "N ,®» e e o . -

cud perinatal .mortality rat&s.vere. 13.8" and 17.6 per!.1000, respectively,...

Chan, et aliW rfcport an intrapartum stillbirth rfate——due to asphyxia of

1
.1.7 per 1000 in 1162 patients receiving random assignment fetal moni— J\-
1

= - -, e v . f o "
toriqg at Loma Linda-University Hospital, and Shenker, et alll report

a 0.5 per 1000 mtraparturp .asphyxial death rate, |n fetal mgpltored 1. 2
)
& o < *
atients. " The rematurlt , rate of the Behrman et al Stud vas 418Z; * e
P % "E Y @ - —.°F ty -F

in the home"delivery series it vas 3.0Z. ThcK planned hospital population- *
had a neonatal mortality rate of 5.5 per 1000 and a perinatal "mortality.

cox < y *_ -X".v \%
rate (11.0 per 1000. .7%- xxx ’. - -rb» 7 *wvr « "i*

t \ v.--—-
TItis compares favorably to the work of Halverkamp (1976) showing

superior results of nurse r.onitorring labors compared,to fetal monitor
pachir.es. Table 10 is included to show the egiiivalence of physiciar ¢
.-midwife observations., for t he horn” delivery series. -Since these same o=

physicians vcre making observations®in the hospital, this-suggests that - «*

the quality of observations between the two populations was equivalent.\
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portion and hnd more low forceps deliveries, significantly more because of

L] *

a drop in fetal heart rate. > .. - oo
[ * 1] L] L]

Table I* presents® the comparison complicatign figures for the home -

'« *
, delivery population ("A) and the planncdhospitiO. group (JIB).* Th- planned
*

> e * *

hospitnD group shoved "significantly more second stage labor dystocia (p”.0.025)
more drops of the .fetal heart rate (p< 0,005), more postpartum hemorrhage""

ip<0.00l), more forceps deliveries (p< 0.001), cpisiotomics (p t0.001j,

.o - * * . « .

Cesarean sections (p’\O..025), analgesja (pg0.001), and signific%ntly less

total unmedicated deliveries (p<0,0001)," ; ; 3 LE Ll L.
WN w * * e o * e*x "W * rT < x . \ Y o
- 1. , . 9 . LR . N

Table 5 compares the<peIinatal outcome data. The. neonatal and perinatal- -

nortal ity results .verc not significantly different hetween"the planned hospital®

n n n '.*. 1 **1- .*-
.Croup and the home delivery group, nor vds, "the,rate of low blrthwelght infants,

. e * o m B * .

or the mean length o' infant follow-up. The hospital neonatal death rate T
* ‘ *_ R s L

was 5-5 per 1000 live births With 11.1 perinatal deaths per, 000 total births.*:.

# * * ° * o

Tublc 6 compares infant morbidity obtained and outcome, and Te,blc 7 compares *°

- o - * R * o _ _* * *
neonatal complications. Ilhe planned hospital group had significantly more-®
* * ..* -1 o *_ P

fetal hypOX|a (p< 0.025) and significa™F ,nore ® “"ute Apgar scores less

than L (p< 0.025). Among the home birth scrles *Qie mj,dwives had more in- %
* o AN R L e @t N Lk m /e T x TT s

fants Tho recelved phototherapy for Jaundlce than ’g id-the phyS|C|ans (p<0.025)«
*

L] L Ke L]
Chgses of fetal deaths are compared in Table 0. V; A O
s e . . o .z . T omme e
* Tho prematurity rate for the population initially seeking assistance » ee
. . *% m °
from one of the services studied was -3.0”.; For the"planned hospital grcup
* } - _ T * < ;* P - w ° P - ,.’ ; ’5 l.
it vis 2.82. There" was no Bignifleant difference between one minute Apgar-
- o o3 h ’ * e ) ® R * o - ® o

scores ranging from li-6 between the home birth group and Die planned hospital _&*

group :vith 30 and 7 such ratings, respectively.*."_Average Apgar scores for..

- N S ° * * e o * o K ®*

tho planned hospital group were 8.6 at one minute and 9.77”at five .minutes,*..
-:*.._k‘k_,v«“. 0 **e * *.1°V 1 <x * * , } | kx

.were -not statistically significantly different from tho"home _birth group.”. /.



Table 1 compares the statistics on the selection of the planned hospital
* . ® ’- ' f
group vith the electe#d home delivery group._ There vcre more primigr**avidae in

the hospital group and fever secundipara. The. other differences vere not

o* . | .
cignificont. The maternal age vas not statistically different belvcen groups
* ° . * °
* * *o

Virtually all the vomen 1in the planned hospital group vcre trained in childbi

J-.*..yv o* ook i- -re LI -
classes (as vere the home group) such ns Dradley or LaMaze “A high incidence

of breast-feeding also characterized the planned hospital group. All women

1 - o e * = L
in the planned hospital, group attempted breast feeding except one, and, for.

a variety of reasons, two oi thcse"vere not successful.* e * y
.3 ‘Statlstlcs on the presentatlons and dellverles dre compared in Table 2.
) oo : . "v:F:v T Vor . J m .
The planned hospital*grgup contai*neg;more*br*e*ech infants, had more Cesarean
P > ° (L ° A
sections, had more analgesia, received more oxytocin during first stage,
"e .. R L *yl e ¥

”second stage, and after third stage- Ia-bor, had more low and onid forceps -

deliveries, and more epislotdmics.® The breech infants did not contribute

z. ooe - -n; r* _ / * Kl;;
to these dlfferences vith the exceptlon of onc"Cesareari sectionf It s
R L ) -
important to note that *th"c-labor attcndcnts for i"hcse planned hospital
' S-> 1 ro0

dellverles hnd the 'same philosophies ns the home birth attendents so that

16 e v yvAaANT i o« LY ) r<H e
thcse dlfferences presumably come as.n result of the effect of. being in the ~
- e *Y - V- Jxp Prel WA i - - - T -~
hospital Zand nay relate to-a lower motiyvation for the women to carry

'VS"V4-*V K=y Tk /. # >

through with an unmedicatcd delivery or to more readily available analgesia *

or an atmosphere more encouraging of analgesia, or to a feeling of pressure

L ] * * 'I . -
etransmitted to the birth attcndcnts to intervene sooner or more aggresswely
;e * * % oV, V* Wr e "W M e e

in tlic hosputal than* at*home. These may be related to the subtle effects of

atmosphere vhich arc ns yet difficult to measure. eThe indications given for ;

t,4.>>.
forceps and Cesarean deliveries are compared in Table 3. The planned hospitr.
tf >4 "erf]
r.we. Ftr >7 erd. - -

group*had Jllore Cesarean sections, prlmarlly related to cephalopclch dispro-
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1. 159111
imueailbnc lor L-Sections ail® forceps He]ivories ¥
in YJomcn Beginning Labor at Home

«

- o Home  Hospital

_ * Humber  Humber
~Low Forceps Delivery

Protracted descent * - - *x _ 6 0
Arrest of descent ~ 9 3
*

Dysfunctional Ilabor x> i <0

Brow- presentatlon with arrest of descent 1 0
ey

Fc*tal heart drop* Coy .1 3
A **

Bleeding during 2nd stage . . o 1

i i 11 - 7
Hid Porceps Delivery

d)) ,.
Protracted descent o mae 1 I N YR 0
w oo« [ *E ok x # . < uwMe= i* > L ..
Arrest of descent L -
» ; “ I* ‘ A © * UK TR ok 7 -ah . _t
Dysfunctiona abor- ,.T‘-*HVJV m e il . 0,
A et E’Aﬁ Y ’X'qi"si* I T LI Vixg
e Fetal heart drop, occiput posterior "presentation "._.. * 1 e 0O -
. - "y 1M t
Fetal heart™ rate drop, arcnionitis, ematernal hypertension ,0 "1 xR CS
*

m- - e m s - L4 &~eo o s 6 * 2 -
C-Scctions e . e Teee < £eo*1 T~
Cephalopelvic disproportion;* ... VAR .l | WIS -

- M S8 ‘1. *.-: - - - ._I* 1 _ WaV «n‘/»,_- --rfl j:;*i .m A eee* ] /\»
Failure to descend, occiput posterlor presentation, - 6- . >T e
relative CPD T T &

- . . o 'of od\| C* .:,*- - o
Arrest of active phase dilation, fetal heart dro op, iivin }’\’\ - 'I— - -
word 4X neck - *xoL e X, e=me 7% g g U Ad =i g eime
Prolapsed eorg 1 - . v.ow. . .1 e rn * 7 e
LT SRV UiV
Breech with amnionitis o - « . e N1

Psychotic reaction to labor

* *
Acutely dropping fetal licart tones v 7.
i o e I’.V.' °
Toxemia ;- “ - . 1,V V. - -r —
L t L L * [ ] % ® - '.‘*
Breech*"with low breech score, poor labor progression e O.F v 1 'v.
“Transverse lie with one prolapsed cord -. : . (i)V: 2
" e e . “ N ’ 28 - lO
, o Fqe T ¥4 7,2 * T, P Te T x dke f
.: e - . . .’_'*.V - _.. -*q’- f';;' &

; 7 e - miv;:. -
¥t F ‘ ofy e - 1Jﬁ%w
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Total Births
Live Births
Fct.il Deaths

Neonatgl Deaths
Total Perinatal Deaths

Low Birthueight (¢ 2501¢)

Jfean Length of Infant
Follow-Up

S.D. Length of Follou-Up
z Infants Followed to 6 mds.

*

*includes 6'sets of twins
**Includes-2 sets of twins

A'pcf 1000 total births

% 1|ger 1000 live births

HydnAten @Ut’cone 9

t.
Home California St. Hospital
Number  Rate 1973 Sign.  Number b Hate
1152* * #e.  180%%
v .1]_47* 0 ' 180**
5  -4.31 8.21'3 NS - 1% 5.51
6 5.22 110.32 " NS. 1 =5.52
-H . 9.51 2031 HS 5 0]
15 :1.32 5.32'3 NS m] . 1.72
11.5 idos. ° . m NS . 11.6 mos.
+10.3 nos. NS +10. 4 nos.
* < oo 0 * .' ,<
83 .4% NS 81.2% m
< sk
' .III*
' = * I
. .’.'?*"f%. v o 00 ! .' -
3 « o ' ’
N . . 4
* ]

or white, non-Spanish surname, age 20-29 )
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PR D v eRE Vrimigravldae ....N-729”" J.->*"Mu.ltiBravidae H-U7
T s YrTE 7 # M.D.’§ . -vMidwivcs h'.D.Js V  iemives * . MD.'s
R N46A . ' . N-265° . 1l-221* . N-196 . . N-685
Complications' Hone To Hosp Hene Tollosp SS  Hoe To Hosp Home To Hosp SS Home To Hoip
|, Jaundice, reg®. fix 1l 5 . 2 '9 p<0025 2 Vo g 0 -1+ N5 . 3 6
. . . oo oF 9 .
Fecal hypoxia' - 2 « 0'. g "0 e NS o 0 =* 1 _.1 -1 0 0 NS » o 1
&* - * L / ¢ o
* neurological* 2 v o’ NS o o) -0 - - .
Abnormalities2>A s oW ; R 0 9 s NS; 2 1
1 e ° * o .
;' » Cerebral- palsy . 1 0- o 0 'V: .N8 O\ - 0 % a0 - 0 IS .o/o\l Lo
. . ) * Kk o . | f '.
. Neoﬁnat?l FTT. Cex VIS % tgr Te NBe .0 o J 0 0 NS, .1 1
‘e’ Apgar (1 min,).score’ e » ° > 1 h ...’ e i . . 3 :¢ _ ) e 9
50 o ® o ’ / ] * . # . * »
score Ies%*thaq 4 g *'3 0 . ‘ NS 0 V1 0 i« NS 3 1
o * * 4 °
.. ,-.’score“4.V 6. ‘.-..v' 712\ 7™ ' e 5 '3 ', NS’.-.%2° A 2 . 5- NS 14 11
b . ) .. L] !

f 1 calculated on. the basis of hore & hospital
I "2 include cerebral palsied infants
v'' A development ac.l year follow-up V' ¢

1 1~ -
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1.‘_0,
»t 7

P o @ d o mee o & o . e Rate Egr T I ia
j./ Condition 'Ve~T, m’ "' "Number- 1000 ¢ | Delivery  Complications Outcome
Congenital Defects 6 5.2
\
, pda * ‘ Home . None repaired surgically at 1 year
I
j:  +Goarctation of'aorta - Hoe None Jepaired_surgically at 2 years
: OrTLpfj@'OCG'e e #.I-DLE None repaired surgically at.15 hours e
Y. Myelomeningocele, thoracic  Home : None __mental 6 motor retardation at 18 month:
. K" ’ i L) °
I_ . . . , .
. Multiple minor anonolies » -Hlosp, FHTAC-S  ‘no mental or motor retardation at 1 yc,.
Down's syndrome e Home " Meconium emental retardation
<1
. Cerebral palsy . 2 1.7.- *  Home FHT/pre- . motor retardation
g A Tesr) V sefcip, del.
of !
» Hone * -'None' ". l, mild spastic with slow verbal devclopc.;
.
|; Surgical Conditiom*si1 2 1.7 ;Home Note ' '« ‘pyloric stenosis repaired at 5 and 8 da
I « ! . . P
_ . - e 7_:%ir |-
Low Birthweight , 13,1, if Hosp 2nd Tri Bleed,” 1332 grams, in hospital 1 month, severe
» °»
"' None i ' 1729 grans’, in hospital 2 weeks, alld r
j s%ﬁ"’% . Siox 5200 P
> . Hxe. B reech *21%4 grans, in hospital 12 days, mild }
- . .
e ‘Others: Hore None * mNo problems
Low Birthweight 16.6  .1° Hosp FHT prior neonatal oepois and amoionitio
. . L \ i o to del.,v, . ;.
RO L % . o ]Iqosp*. . ' 2 cases mild R . E
>Hyperviscosity syndrome A,V 5.5 -l."t"Hosp ' .None .. .resolved
> o



Age® at Death

"S" months est,.fcest. age

*

/.During labor.

& °

" During.labagy

/AU
' 2 days ¢
* Kk gk

"..7 days e

.* * ! mn ?C

ée7 days '

10 days *
B "
, " 2 weeks

"§’3vveeks. s Z.) | V.-

)i" During ‘labor s 1

8 dawr,

% o o m*'

Deliveryl Complications”

Hone  Hone

|
» 35 Weoks esc,, g_est.. age' V2e* Hma  None
ml_ '* Hosp , «Amnionitis

mlD in place
I O
/

ceHe . Hone e

o« 11 % I;p“re . Hore...

v Hree 1 Hone

\
I-UTEELI-I—bne .

Hosp e Rapidly HAT
. | o o m|

Uosp . ..Hone;-. * *'_ .

Rh incompacability., insisted on home delivery

Intrauterine death,* unknown causa * %
Vo, .
Overwhelming intrauterine sepsis

% , o’

Unknown cauda
Macrosomin, single umbilical artery, bilateral ad
t_hemorrhage, numerous.congenital'anomalies

Cystic fibrosis, meconium ilius,epostoperative pc
tinitis and sepsis'r e .

Coarctation of aorta.

Cor biloculare

Sudden infant death syndrome . . . .
Post srurgery fc.)r.*tetralogy of. Fallot *

L . «
*Mgningoencephalitis,. etiology unknown

Apisstic left ventricle
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, Midut

#Multigravidae
YOS, *MD. 's

H-/.17

Midwives
N-196

, ;W To Hosp Hure To Ho3p S$4 Home-To Hosp Hoe- To Hosp S5
° ° V )

eoo- o 51//_'...0

Q"

o*
° "/* I '
. 0

J o.*

hone & hospita

~fanes
. w-up'e

H-265 H-221". = o
g\, pso.02si2
- 20 ‘g ns.. i..'#0 Lt
.’ .f..‘- o0 .*. *. [ J e oo
*ek O 1 O_’>
f =
NS 0] 0
.0 . ,HS 0 0
\
HS 0 1
\
«'5 = 3hts HS 2 A
' 4
o
* V1 ) ’ Je
h* ’{_J*-T o
# ? I.‘
9> .. x| > .
ne | o el
.

\m

NS
0 NS
' ..N5
0 "NS
0 ns
eiv *:5hs
5 ¢ eem\S...
"
l-k

Total

M.D.'s.

N-605"

. *?)0* .

ey leby

|

Home 'To Hosp Nome To Hosp

"1A

PP

11

1.

N-11A6 .
Mlduivei
N-461 ':
SSle.
2 10  p<0.025
‘0 .0 HS
0 e? HS
0 1 s
0 *\ HS
1 2 NS
7 8 'S
i

Planr.r
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e T«, & . Primigravidae . >KXK-r''vv - - " Multigravidae i
I :(H-52/133-39.12)‘ *‘%tat *V A fer o ' (N-10/45-22.7.2) -
ramplication . ' 'Hospital Percent Slgn.**l Complied tion . Hospital Percent'-
intrapartum A\ Intrapartum
ase]
< DystoCia 1st Stage- T 11.3 ' NS * &' Dystocia 1st Stage ‘2 " AA
Dystocia 2nd Stage .; , %8 75 w0025 mDystocia.2nd Stage*,' 1 2.2
aD- LY 7 53 NSi: .7 _  CPD vith brccceh 1 2.2
; Qe 30 mNS « V. ", Precipitous labor- 2 AA
, ' 10 75 's p 0.005 fAK "™ - 1 2.2
Hypertension. Co (1.5 ' NS Hypertension e 1 2.2
Precipitous labor -9 P15 T NS e k! Transverse lie " e 1 7
Ocher* . - m6 A5 - "TOTAL ~9 *
J I ’ *))0 "o Otail* - * 56 ® . oo * | I* ' * -
o * ) l.: |.> o' V P . .
fostpartura’ Wt 1," ! ] i Postp r li:l‘ -
|. ...-.. ° e, %! ) I I °
Hemorrhage3 1 ~ | 5 U 32 <P 0001 -Hemorrhage e 0 W%
Extcssive FP bleed3 , . 5 - * 1D “p 0 001 ; . Excessive PP hleed . | ¢ 2.0 =
*Retained placenta. * 5' ot _Retained placenta i 2.2
, Egd[?ergfet;:ilgn' 0 8 l,::g W < \V—4 Endometritis, .V K- 2.0
: : \ - , -
3 %.t ., #o ,yt o - o oTOTAL; .3 .
* ), - , o*#* .
' -, ' * .. YA
|*S|ngle- cases .of -amnlon|t|3 ohouldcr presentatlon (ORAR Vi **coraparcd V|th Tabic 5A
|tord prdlapse, cord knot, recurrent pyelonephritis,- ..
' -transverse lie., ¢ 'em " o' my "V mmm m 1
\i.l- «"Me;- - e Voe - oL ;
|LPcrcenc complrcatlons per 133 primigravidae, 45, muItrgrawdn c . - . %o

-V
*k
Stat.

Sign.**"-

NS
NS

NS
NS

. NS
NS*
NS
NS

Dystoma as used in thls table is defined as: prolonged or arrested first stage, failure to dilate;

|proIonged or. arrested-2nd stage, &eulure to descend,, according.'to Friedman and Grecnbill C~A'.
( - \
Hemorrhage is'defincd as nmore than 630 ml; *excessive bleeding as "more than normal”, and includts
late bleeding after the- th|rd postpartum dJ ° %% y \ : C e T

1 4w eco_o - o _*«. ece_oo''- _ o o _

P sk * * T - * _* * i . > . * % >
/ A f‘q‘;/C((*. w # K [. VoA «- . °° @& *R . . 0 .. L * H °
* * b

'-V
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A Kcasons for Transportation to the Hogplf.} ind Therapy Applied r
Cnplication * ' ' . idwjves . . Scat.
g™ I S
Ist Stage Comphcatlons o .
iJo prenatal care m o !
Deh %ratmn" IV Hyd ation ' » )
sev re toxcmag gzsarean J e o -0 , ﬁ%
Prolonged rupture of membranes -o-induction * > 0.01
ADystocla Lst ta e cludm CPD
y ﬁgrm?DrEI n aac% h?/ FHT 7 ¥ o
Onternal Honitor &oxytocm ' R
Arrest fDIa n. o -
) anonmgJ rghor and uterine e 0¥  KS
o -0 |ner a-5- INt.* monitor., oxyltocn}
row entat|onr$1 tocin A orceps 1
Uterme ertia- >oxytocm 0.

ep ‘ S
AArrrreesStt55-)],:%-{1D ESS anord ‘Cesarean

hiid |

Hypertensmn Rx ed Mh raag. sylfate. .
Bleeding durmg Iabor5no treatment'
Amnionitis>antibiotics  *
P.ear, desire for hospital C
De3|re for anesthesia

nef thesia H|ven %

Analgesia 0

Hypersaemsélv*s and compazine/' ST

Dropping FHT'S ee - ' 3y
Eéstfigg%pgécmomtor appl|ed . N,

rolapse—-Cesarcan |
W|th R]econPum_kmtu ation **
Psychotic Reaction;to Labor™ Cesarean
|

. *'- <S<
.-9 e KSr

6* PO
Voot

* - .k
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* e o Hidwice services Functionin Inde endently .of Ph S|C|ans .
|tV et & fing Independently .of Phy messw@tttt&s
A \orapll@@ttlé'mv oW e Prlmlgrawda%l‘lN -729 Mulmgrayuii@u N-AL7 . Totals N -1146
<> - - ¢ dwives ves Nidwives
[« iyMD's N-464 mmN-265 MD's N-221N-1% ° KD a N-685 ' K-A61
* . Y'/v'Home2- Hosp3* Home' Hosp'. Home Hosp Hoe Hosp Hore Hosp Home Hosp
Intrapaftura ‘ ! poLo v : .
'.Hypertension-' 1 "6 2e-0 0 0 0 o 1 ' 6 2 mo °
, * .Dystocia Isc stage, .5 16 oo 2 18« 2 eA 0 8 27 20 *2 26
j*’. Dystocia 2nd staGe™ « ¢ * 9 8 1 .6 * A "3 O' e« G 13 "ee 11 * 12
* 3rd stage oxytocin 115 43a =1 7a*V .33 3/a 2 da* 133 <782+ 3 11a*
Meconium staining totals 19 2 eA% '29 | 7 0 4 la 126 e | e 8 3a
Meconium stain with «/ n o 9. 909 00 002 e O
I * 3a 0« 0 "*2. ' - ‘ .
FuT irreg. ord/ t 2.0 t 0 N 3 i 3 0 1
‘eePrecipitous labor-. -] 0 ' e*Q *% g 7 0 *0y’ 0 ' 0 ‘ ‘
i .. 0 e O o7
- CPU T ¥ _ O S 0. «9°- 0o .. 1 *So- .Oy =0 J4. 0" *9
. Poly/oligohydramnios-, \ o. 2 e 0 | 0 .1 m. 0 O meeQ 3 0 1l
Drow presentation - 1 <0 I ! *o; 0; 0 0 1. 1" ' =0 *1 e
Place_nta previa .0 1 <0 ,e0 O-r O 0 O +« O -j* O« 0
. Partial abruption ’ e 0 1 el ° 0 o *0 0', 0f 0 0O'@ i * o= ‘0 4!
_Shoulder dystocia a1 O « 0. <], e 0, 0 - 1° 0 1 “e0'- .1'5 1
AIT irrcgA)/ s mec. e 2 . 5 «1 \6- \1 1 | 2\ 3 5 1 --3
, ; .Poscpartum -
** Excessive PP bieed™1 U la 2! la +10 ¥-mZa 4.’ 2a 16 3a- 6 A
' PP. Hemorrhage? . | 0 . 0 3. ,» 3 0 0 2 3« 1 " 0 ¢ 1.
I . .. Retained Placenta ' 8 2 2 .2 2 « 0'. 2 2 -2 2. 2
PP Depres_s_ion . o (i 2a 0 . 2aeyg p\.- .1. 0 ‘0 0 © 0’ 2a
Endometritis 6 la 3 . me 2'% la 1 -0’ 8 2a° 4 1
: Thrombophlebitis ' e 0 0 0 oy 'O O 'm0 O 0O . .0 "1

1 : . L .
calculated on homo + to hospital totals -2 complication managed at hooo 3 complication managed at hospital

4scc Table ,5A for definition <5 -24-48 hours after delivery .6 after- th|rd postpartum day 7 Axeluding
abnormal prgsentatlon a already at hospltal for another reason «. . 1 , Y«

STATISTICAL SIGNIFICANCEL: xp<0.001“' . yp<Q025 " .all others’- not significant *

=

1

b
* "k % gmoe . ° * \ * -

I e o o R . 1 |



M.D.'s Midwives Stot.
N-78

, K-58 -78 o Sign.1

-2nd Stage Complications

**

Protracted descent
Rx'cd with low forceps (L FITYJ") 4 > NS
Rx'cd with aid forceps with “HIT-! 2 1 NS
Rx'cd with oxytocin 5 u 9 NS

Arrest _ . "

v cro, Cesarean Section A ", NS
Abnormal Presentation, mid forceps 1 1 % NS
Brow presentation, low forceps o '* 1 NS

»

Dcopping FHT's- . e

Low forceps- T 1 0* NS

W_|(§h meccnium-t-0xytocin, intubation 0 2 NS

mid forceps 1 0 , N8

leedi —I. in . ) .
B ee. |Pg foxytolfln . i . 1 NS
3rd Stage Complications o' /
J

Retained placenta-“manual removal « 2 h e0<0.05
B6morrhage->oxytocin, mcth., blood 1- A . ?KO 025
Cervic.il laceration-~suturing 0 "1" enl NS
a sums of complications

b "based on total N's (685 and 461, respectively) - ,



Senator Charlie Parr
HESS Committee

POUCH V " 1
Juneau; Alaska —f f ] a A A1l
99811 1

Senator Charlie Parr and all other Legislators

Sir:

I am in support of SB 727 "An Act Related to Midwifery".

I feel that pregnancy and childbirth is a natural physiological
process and, in as much, a state of wellness rather than disease.
For that reason, |1 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 1in matters
relating to safe, healthy childbirth.

Sincerely,

y.XsXecciu t

A v (Jjt
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Statistical (Xntcres oc Ha="0iRms m the U.S.: Cuttent Status
lewll C. Mehl, MO 4

We Segen our studies on the statlstleal outcomes Of home del I*
verles because of the tremendous rise In the number of home deliver!*
occurring across the country and the lock of *ny iv|ttable data on
their outcome}, We had hoped to provide data which parent) and pro*
fesslonals could use on their Individual icalei of relative value
along with the experiential data on emotional outcome) a) they weighed

the risk) end benefit) to determine what kind of delivery they srould
choose.

First, | will report the statistical outcomes of 1146 planned
homebirths In the San Francisco Bay Area and then | will compare thit
to 180 similarly selected hospital deliveries performed by one af the
same groups of physicians. This Is part of some ongoing work In which'*
wo are attempting to accumulate a matched hospital series with which
to compare the home dellvery statistics.

Our source) of data (Mchl, et al., IS76)'1were the medical
chart) from five'home delivery service) In northern California. The

flva service) Included 3 physician groups and 2 lay mitkvife groups
at follcwt:

(I) A rural-bated family practice In Western Marin County (Folnt
Feyes) composed of family physicians and J registered
nurses, performing both home and hospital deliveries sine#
'370 ns part of a comprehensive family practice.

{2) An urban-based family practice In hill Valley eomoostd of

physicians and 2 registered nurset**one a maternity nurse
practitioner--In practice since 1373.

(3) An urban-based group In Berkeley consisting of | physician
(whose training had been In pedlatrics/neonatology) and 2
-eglstered nurses, affiliated with a womenl) health cooper*
atlve In Berkeley. Thlj group did not have hospital p'lvl*

+ leges and performed only home deliveries, referring womrn
regulring hospital caro to local obstetricians. They had
bmn furttloning 11 nee early 197k.

(k) 1C lay midwives from Santa Crur County, functioning In both
urban and rural settings without Immediate medical super-

¢+ vision, and with limited medical backup, performing births
since 1971

(5) A rural lay midwife (Haney Mills) from Sonoma County with

900d physician backup, performing births sinca 197

rnr th facuity of fh» ¢ fy 0/
enter for eaI 08 f’” : é fa*'l'w tice” andf( ) |alryl
ar orc "T# mn [end" “xrvipo ant 01 Cunpli atiom
BTiVery ™ ent othtr Vorke,
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"in the latter service’ records, had been kept only for the las*. 171 of
. hei" et tIimated 500 deliveries durlng a five yeif tine span. All recordt
'until April 197S were reviewed by one of ut (I£H). They were ade-
'quttely detelled regarding prenatal cere, Intnperttm end poit partum
eventt, end Infant ond moiernal follow-up, Tha group* repretented the
following percentages of,the total jemplai

‘(1) The Pptnt Aeyet phyilclen groupl kO.kt
(2) The Mill Valley physician groupl . . 2*
(1) The'Berkeley physician group: . 7.62
(k) The Sente Crui County nidwlves groupl ! 30.6*
(5) The Sonoma County mldwlfet 10.02

The ley midwife from Sonoma County (Haney Hills) began her mid- .

wlfery activities accidentally, visitng * friend In labor. Others
learned she had attended a birth ond asked her to their deliveries,
until she eventually developed a reputation as a midwife (See the
Chapter by Haney Hills later In this book for more details on her
+ mldwlftry experience). Her training was self-acqul red through read-
ing-and experience, The Santa Crux mldwlves began functioning In much
the same fashion, becoming mldwlves to meet an experienced need In tha
co-munlty, and educating themselves through discussion groups, experi-
ence, and rrnding, Their average fee por birth was S35.00. so thot
t-ielr rotlvation 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 medi-
cal backup through physicians (mainly family practice residents) at
the Conrrxsnlty Hospital of Sar'a Aosa, who, while unwilling to attend
home deliveries, were willing to discuss problems over the telephone
end handle complicated deliveries In the hospital. The Santa-Cruz
group had poor nedical backup, and were not able 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 In the Sonoma area were occasionally as far as one hour from a
hospital, although the usual distance was approximately I* minutes,
labors In the Santa Crut area were occasionally as far as 65 minutes
from a hospital, but usually ranged from 5 to 15 minutes. Transport
facilities for both lay midwife groups consisted of the midwife'* car
without any specialized support equipment. Equipment present at del-
iveries with the lay nldwives was also ninimsl and typically consisted
of a bulb syelnge. sterile gauze, sterile gloves, a fetoscope, blood
pressure cuff, urine dipsticks for testing acetones, glucose, and pro*
t«In, a portable scale, and little else, Their mode of operation ha*
been described by Larg,10

The physician services lire ;ht a home delivery kit with them to
births. Typically thr nurse would attend the labor from Its Inception
.and the physician would arrive during the second stage for primigra-
fldat and late first stage for nul 11g'avldan, Tha physician kit fn-
eluded IV equipment, oxytocin and methergine foe use after delivery,
othar emergency orugi, forceps to use if necessary, as wnll as suture
supplies, (Hcwavar, there was no Intravenous oxytocin’or forceps
ut»d at home In this series.) Tha only equipment or drugs not praiant

't in Utalr.fgWﬂNusually pros;@nt In tha hospital,wa* vhola blmani A

"1 -5~ HHI

complete list of l.-pplles Is available on request (sea addresses of '
authors tabulated at end of book). The transport vehicle for the
physl clan groups was also the car belonging so the birth attendant,
for the Point Reyes group, the closest hospital was 20 miles, for
the Berkeley and Hill Valley groups the distance from a hospital was
usually 5*10 minutes.

Prenatal care was essentially the same for ail groupl a«d did
not'deviate from the standards recommended by the American College of
Obstetrics and Gynecology with regard to vI-.l frequency, laboratory
tests, and clinical assessment. The lay midwife groups required a
minimum of-two visits to a physician at which tire clinical pelvi-
metry, Rh status, blood type, rubella tltre, hemoglobin, hematocrit,
VORI and gonorrhea culture were determined. Nutrition, the avoldanc*
of prenatal medication, and the psycho-ioeial aspects of pregnancy
¢+ :re stressed more than If typically done In prenatal care, and visit*
usually lasted 20-30 minutes for the physician groups Involving dls-'
cussions with the rurse and then the doctor. Tor the lay midwife
group, the visits were typically 30-60 minutes. Three women had no
prenatal care, and first presented themselves In labor.

There was no 1Ir> .Ing of weighi gain. It was felt, that every
woman should gain at least 20*30 Ibs. during pregnancy+and'the averagx
weight gain was In the 30*35 range. Women with :hronie medical

disease were encouraged to seek a hospital, as were women who remained
anemic. The threat of a hospital birth usually Increased patient com-
pliance with Iron-containing preparations and, *s a result, the number
of women delivering at home with hemoglobins of let* than 11,0 g->T was
minimal (less than U). s

Intrapartum care was essentially similar among the groups as
well. The lay midwife groups did not perform breech or twin deli-
veries at home. The physician grouos did, on occasion, although only
after explaining the problems Inherent In such deliveries. After 1373
the usual policy was to recommend Cesarean settle* to wea-m with lew
breech scores (2atuchnl-Andres breech score) and to attend women wlth
breech scores Indicating safe vaginal delivery at hone If ihr wj—n
so desired and requested, (Since the completion of this study, the
lay mldwlves have begun .ttendIng sov> breech dellvgel-s at ho— be-
cause of parents' dlssatlsfact lon with the rising Incidence of Cesa-
rean section In the breech presentation.)

Labor prolongatlon, of Itself, was not treated as | ec-plicatlo’
requiring hospitalization, Uterine Inertia was Initially ofttn
treated with buccal oxytocin by the physician qrovp at home, and If
results were not forthcoming, the woman was trar.ported to (he hnspl-J
tal for IV oxytocin. Prolongation of the aecond stage of labor was |
also not treated as a complication; Indeed, most of the pratllllonersl
felt that a slower -second stage with little pushing by (he rother
(often 2-3 hours) was prEfera Te to a shorter second stage (ins thanl
2 hours) character!zed by an Intense pushing effort by the rather. |
Cases of second stage arrest, however, If not responslvt to buccal
oxytocin ovnr a 1-2 hour period, were transported to the hospital (Of,
forceps delivery. Tha mldwlves ware unabla to admlinlstar oxytocin
and, consequently, *«nt more of their patlent* to the hospital® for [



MW IV t: HAVS DEGUI ATTENDING SOf£ DREECH DELIVERIES AT
fellif* BECAUSE OF PARE?7S'd 1SSATISFACTION WITH THE RISING
r II\!LODOICE of*Qasarean-seqti(ﬁ_l\p._t_hizilﬁreech presenf.enlcion.-i_ .
Both groups non! tored the fetal hurt rate closely throughout
the first end second staqe, using a fetal stethoscope or Doppler ul*
truound fetoseope, end felt that any significant drop In heart rate
requiring Intervention would be noticed. Blood pressures wire checked
approximately every 1-2 hours during labor- fetal heart tones were
checked as often »s after ever/ contraction during second stage If
some vorlabl'll ty had been noted or If the rother were pushing parti-
cularly hard, but usually were taken every I[Jminutes during second
+ stag* and every 25*kO minutes during first stage, depending on the
character of the labor and the frtal heart rate pattern. The fetal
heart wes occasionally listened to through a contraction and for lonvs
time afterwards to determine the presence of any abnormal pattern.

Meconium staining without fetal heart rate Irregular!tlet was
not treated. (Meconium staining u-ich fetal heart rate Irregularitl1l.
was cause fo- hospl taliza'tlon, and the infants, with one exception,
were treated with |.-.tubatlon and lavage.) Prolonged rupture of mem-
branes In a tern slaed Infant was followed, but not treated unlest
necessary. It was felt that If the mother did not Yhcw signs of
amnlonltls and had a good socloecononlc/nutritlon background, that *
Intervention was not necessary within 2k hours, If labor had not-fia-
gun by 2k hours, Induction In the hospital was usually undertaken.

The mldwlves practiced perineal massage to prevent tearing,
while the physicians typically did not. This was optimally done by
the mother and father for the month prior to delivery and was done by
Che midwife during the Isst half of the second stage. This was not
done consistently by all parents.or all mldwlves, but It was felt by
the mldwlves that It helped prevent lacerations during delivery,

Torceps deliveries were not conducted at home, and no analgesle
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 Immediately after delivery to hold and
nurse, wllh blankets being placed around the Infant to prevent heat
loss. The umillical cord was not damped until It ceased pulsating
exeept In Ah negative mothers, In whom It was clamped Immediately

after deliver/. Ahotiam was 'tven to the Ah negative mothers within kfl
hours. Silver nltrati was [

applied routinely to the Infantsl eyes
unless there had been a past history of gonorrhea, or one or both'par-
ents ware unsure of tha other. Most of the Infants ware fed cdy by

breast without glucose or formula supplementation, and wero fed ad lib

Home visits wera usually made each day for the first three post-
partum days, and telephone contact was maintained with the coupla, Tha
Infents were seen by tha physicians at nna week In their offlcai and
again at four weeks. After that point, tha recommendations for well

-

=77~ ntm.
7

child care of the American Academy of Pediatries were observed. Mld-
wlves referred Infants for newborn care after the first, week to pedla*
trlelanj or family physicians, and continued to follow tha infants
themselves for varying periods of time. All mothers had a postpartum
a.iaminall on from k-6 weeks by a physician, and for the lay mldwlves,
results of this examination were recorded In thalr records;_

STUOY POPULATIOK

Hatell* has described the demographic characteristics oT the
homcblrth population In the San Francisco Bay Arei In a Study of JOO
homo deliveries from the socloanthropologleal standpoint. Her subjicll
overlapped to some extent with our samola and were derived from tha
uame subject pool— San franclsco Bay Araa couplet planning homehlrth.

TABLE 1 v
'HOME DEL IVFAY STUDY POPULATION

Contacted Heme Delivery Servlets 1,)*9 - 100.01

Screened Out, Medlcil Ox 55 ookt

Cecl ded Against 1%7 10.51
Attempted Home Oellveryl 1k6 85.01
Physicians 685 55-67
Midwlves , k61 AO. 21
Taken to Hosplt»It 136 11.91
Physicians Y 5.17

Mldwlves 78* 6.81

Completed Home Oflivery 1,010 7k.91

* Patients hosplta 11ted .represented 8.57 of physicians'
cases, 16.57 of midwlves'eases.

In Haiell's study, 507 lived In typical American fashion, with the
father gainfully employed, In a single family dwelling with one or two
cars, were not members nf an ethnic minority, not on welfare, and
without household servants, A general characteristic of the group wit
described as a self awareness shown In a concern for nutrition, health

foods, ecology, humanistic psychology, and a strong feeling for a nat-
Typically, the mother and father had both altendrd

ural birth process.

college, but neither had graduated. The fathers' occupations were

noted to vary through the range of occupations present In the 6sy Area,

from auto mechanic to physician to homesteader. Only one tenth were
classified as "hip,” In rebel 1ltan to "normal American Values,”™ living
In a variety of alternative styles.

In our study, patients ol the lay mldwlves tended to belong mar*

to tfie counter-cul ture than Maznll'i population, In the physician
groups,’ more professional couples were Incluued. A detailed socio-
economic study on one of the lay midwife groups (the Sonoma County
sample) Is currently being coordinated by one of us (vEH), and a
psychological/developmental outtoma itudy on a subsampl# of t'< Santa
Cruz group Is balng analyzad by two of us (LEM and CMP),



rasTe"!
study'population,

(p. 77) presents statistics on the lelectlon of the

Only 15 of thojc women who requeued * home del’

Ivegy were screened out for medical reason* (Including premature la-
bor, toxemia, and underlying jyjtemlc dlieaje), Thli lew percentage
would jeem to Indicate that women seeking hone deliveries are a self
Selected healthy group, probably knowledgeable about childbirth, and
the Importance of nutrition In pregnancy. Nine women with previous
fetal death* were Included In the homeblrth sample. Previous obste-
trical comolleatlonj (with the exceptlor of Censarean lection) were
not used at tereenlng criteria, jlnce It Wat felt that theie were,
to tome extent, latrogenic,

+. 115 of the women who considered home delivery decided against
It for non-medleal reasons. This was highest In the lay midwife
groups end may have been related to a hesitation to deliver without
physician backup. In the physician-directed services, a eonron'rea-
son cited for swltching to a hospital birth was that Medicaid would
COVEr only hospital deliveries.

TABLE 2
CHAftACTEAI STIC5 Of MOTHERS

. Humber Percent Calif 1373
Hothar's Agel 1,166 m100,05 100.05
<20 . 60 5.2 17.3
20-31 1,066 9.1.2 77.6
' >35 16 1.6 5.1
Parity: 1,166 100.05 100.05
para 0 > m 723 63.6 ' 6J.3-
* para 1 5)7 20.7 .31.0
para 2 128 '11.2 v 133
para 3 36 3.0 » 6,0
' para 6 18 16 ~” 6.3
Prenatal Care Degont 1,166 100.05 100.05
1st trimuster 707 ?H 72.8
2nd trimester 362 20,2
3rd trimester 76 6.5 6.5
none 3 0.3 2.6*

‘Includes prenatal earn unknown

Of the 1,|66 women beginning labor at home with the Intention
of delivering there, 1)6 (I1,35) were sent to the hospital to com-
plete their delivery for treatment of Intraportum (115) or postpar-
tum (0.35) problems, 035 of the deliveries begun at home were com-
pleted there. Thus, of the Initial set of women contacting the,home
delivery services, 755 successfully delivered at hum,

four surviving Infants required hospltallxation for other than

phototherapy within 3 daya of dellveryi

a fifth was born very pre-

maturely In the hospital, and remained there for on« xunth,

Vaite 1 (p.

pares them to California statistics for 137}."

optimal

There was a high m/Sier (655) of prinlgravidae

- . e

roihus

' 'Our 305 -eu

«w< <
In t-

childbearing age of 2CG-3« Ye*M,

incidence of grand nulliparity of

woren were trained
. 115S women attempted breattfeeding (l.e.,
Ilte total) and at 6 ronlhi of age 11}S were succestful

less th

These women tended to begin prenatal car*
sample, perhaps because they felt more knowledgeable and there

the average being 25.3 m»»
In this series. [ |

an IX. Virtually a'l 1

In childbirth classes Such at »rad'.ey or la.-jre.

all but 1 of the terlri e
(i.e.. 5?2-¢
later than the California

ra, less of a need,
TASLC 3
CHARACTERISTICS Of fAESCh'TATIOH { OELIVCAT
Prasentatlont 1,166 Ico.c*.
Vertex 1,125 35. IX
8row 3) (0.)5)
5hould«r (3) (o))
Sreech 21 1.35
0<I Ivary! 1,166 loe.o:
Cesarean 26 1.65
Yaginal 1.116 ' 37.65
Anjlges1* only (16) (1.::)
Anesthesia only (3) (?.)55)
Both (6) (0.55)
Hone *(1,035) (55.55)
Oxytoelnt
1st t 2nd Stage Labor 55 7.65
3rd Stage Labor 235 10.55
forceps: A
low forceps n 1,01
Mid Torceps 6 0.55
Ptrineal lesions! )
Laceratloni Requiring Repair 166 ir.*>5
Eplslotomlet 83 715
Table ) (above) presents statistics on the pretentatirns ,-d
deliveries. Host of the deliveries wtre vertex presentatlons (33

Of the 21 breech pretentations (1.85) 10 delivered successfully, h

choice, at home, while
worn all

unexpected and with lay

IX of the women studied hid

Il were taken to th* hospital.

mldwlves.

Ic*v forceps deliveries,

Tha letter

0.55 h,r

mid forceps deliveries, and 2.65 were delivered by primary Cr,,r».

section.
.at the Mayo Cl Inlc'

then California's primary taction
bla) tha rata of this study,

The California Cesarean section 'rate was J.gt In ,
found,-half of tha Cesarean sections #r« repf,

rata svould approximate SCI

7

(or <
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+«le, | for amnlonltla, and | for psychotic reaction to labor.
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.WWiOtKTK STATISTICS _81-
1
id-..... Of the l,VO imaiRnis O- this suof, cuuy 8K had episioto- 'OIW(nNNN i rio *
KIES A =3 OtilY MOTHER 157. HAD TEARS IN NEED OF REPAIR; THE rirstN’-"- o IO
LOVEST INCIDENCE OF TEARING WAS / T o LAY WOWIYES, CK.Y % wiILE
IT WAS ~  AYCNG Trig HiyE31RTHS ATTENDED DY PHYSICIANS. < o r -
lacerations rcrjulrlpg repair were lowest {k.kKT and 5*7T) In
the lay midwife group* and highest (1*0.2T) In the physician group NO™-* 15WM
with the shortest experience In performing honse deliveries without
eplslotomles. Similarly, epislotomles were much lower for” the lay r:
midwife groups than for the phyilclan groups. . 1 H
5 2
, TABLE <
INDICATIONS FOR THE 15 C-SECTIONJ | FORCEPS DELIVERIES
IH TnE 1, 11)6 WOMEN BECIHNINC LABOR AT HOME r
low roacfpg cnivcPY ol %w#gw E-
v A |
Protracted descent * .C — V
Arrest of descent &4 U S b+
_Oysfunctlona | labor > X I(*D_% g? Cft HTS
Brew presentation srith arrest of dascant N 9Gift & 8 9 a_ a
retal heart drop 9 _w ol s >t wv
< i - w w*C V «x
MIO FOPCEP5 DELIVERY gfb > % ?g\z W
WIS Q <0 X@ao * %ﬁg%}g%’g
Protracted descent LI 3 m_‘]ﬁ] 0
Arrest of descent I g' %
Oysfunctlonal labor ol
fetal heart drop, occiput posterior (OP) presentation ' Y 0 x nw Nvo war rMniA
«onnnN«ooo™”".
C-5CCTIOHS *
Cephalope Ivic dlsproportion (CPO) ) IS —m "Ncnr*"NN-U
failure to descend, CP presente!'on, relative CPO 6
Arrest of active dilation, fetal heart drop, cord kx nock
Prolapsed cord N 0|2
Breech with jeolooltls
Psychotic reaction to labor i
/_?cutely dropping fetal heart tones 1.'AWQO?SV\“-IQ* - O S'<n 0 <0 |-
oaemla
*rr
Analgesia and/or anesthesia were used In only IT of the vaginal >
deliveries. During the first and second stage of labor, JB women (or 8An e X>,\ |
]1.JT) received buccal oaytocln at home, while 47 women (or 4.1T) re* s _\I/*
celved IV oaytocIn In the hospital, Following completion of the third TC]S ga m
stage of labor, IL6 mothers received oaytoelcs ol home (given entirely -Cc n 8 L? I U A ﬁ
by the physician group), flj In the hospital, The mean length of first nn ”EE ; ﬁn
stage was 10.2 hours for primlgravidae and 4.6 hours for mul!llgravidao| R Q/ g&{y@
second stage means were IIB and 45 minutes respectively. Table 4 61“\’}(, S » "c %8
(above) presents the Indications for forceps deliveries and Casarean ' ; WO*§*|X & 7 o0
sections In tha women beginning labor at home. There we ¢+ 1} C’sec* l?g{K& 2()/\ o ykl%\(yluﬁ
lions ‘or cephalopalvic disproportion, | for fetal distress, | for tOM“ '
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homebirth statistics B

TABU 7
AEASCNS FOR TRANSPORTATION TO THE MQSPITAL t THERAPY ATP-i GO

M.O.'i Hicfwlves St.it.
COMPLICATION t THERAPY H»58" li»78¢ Sign.t

lit Stace Conoll cadons

No prenaCdl care

Oehydration-I1V Hydration 0 NS
Severe Toxcml a'**Cesarean 1 s
Prolonged rupture of membranes-Inductlion .0 6 p 0.0
Oyjtoela 1st stage (excluding CPO) 0.0
Uterl>.e inertia Cxvtocln K p. 0.
labor orolongation withsFHT*
Internal monitor { Oxytocin 0 NS
¢+ Arrest of Ollaticn
InvolvingiFHT J uterine inerll**
Internal monitor Coxytoiin 0 NS
Bre.v oresentat lon*0Oxycocln ,
low forceps 0 NS
Arrest t Uterine Inert |e-*Oxytocln
6 low forceps 2 %
Arrest-CPO, Cesarean 7 NS
Arrest-»fHT, nuchal cord x6, C*sec 0-
Hypertenslon-
Ax'ed with magnesium sulfate 0 S
Unt reated 0 Hs
Bleeding during labor*No treatment 0 NS
Amnlonltis*Antlblotics 0 NS
Fear, Oesire for hospital p 0.05
Ces Ire for anesthesia IS
Anesthesla given S
Analgesla only
Hyperemesls-1V'.s and compatine NS
Oropplng FHT's
No therapy, monitor applied p (iéml
, Cesarean sect lon NS
Cord prolapse-".esarean
With meconlum-Intubatlon p 0.025
Psychotic reaction to labor-Cesarean MB

* turns of comollcatlons .
t based on total H't (605 | 661 respectively)

A T1S-1 -ijaa
5~ MCI

TABLE 7 COITO
REASONS FOT TRANSPORTATION TO THE HOSPITAL | Turttrv iart.tr;

K.O.'s midw;ves St*:.. 1
COMPLICATION t THERAPY ho56* CN*73* Slgnt )
2nd State Complications !
|
Protracted descent-* *
Px'ed with iow forceps (I FHTi) A Vv,
Rx'ed with mid forceps with FHT* 8 - 1 Nj
ftx'ed wlih oxytocin 5 3
| Arrc. t
Ct>0*Cesarean section U ‘ X: i
Abnormal presentacicrr»Mid forceps 1 HS |
Brow presentatlon*Low forceps 0 1 NS
1
Dropping FHT's i
Low forcmps 1 ©
' With meccnium-0xytocin, intubation 0 = HS |
Mid forceps 1. o NS
Bleeding-Oxytocin 0 | NS 1
yrd Stage Complications " 1
1
Retained piacenta-Manual removal c »
HerniDrrhag-mC.cy toe in, methergine, blood 1 i p<?.0is
Cervical lacerat:on*Suturing 0 i .
R A
* sums of complications
¢t based on total N's (665 | 1 respectively)

PERINATAL QUTQOrsC

Six sets of twins were successfully delivered at hcwe. [»!*;e
ing the total number of births to 1,157. There wasno "\it*»# nu-
tallty or residual morbidity. Infant morbidity it lir-nar 1lnl In
Table 8 (p. 86), \

Fifteen infant!, Including two tett oT twins, w*lgs*d I+ts tfa'
7501 grams at birth. Eleven of these were over 7250 gri~s, rnurte*-
of the low blrthweight Infants were born at home.

One 13)7 gram infant was born In the hospital following s*:-*:
t' mnster bleeding and rejoined there for a month. -Two of tse
er babies weighing 1700 and 7700 gra-"'s were ad->itei to (Nr im '.-jl
with mild respiratory distress syndrome. All the low birth w. gX
babiei survived without other postnatal complications (hji t*oir
I[loned shove.



H\EJIRTH STATISTICS 0
TABLE 11
CHARACTCP.ISTICS or MOTHERS
1 Home Hosp
mm jS'imer Percent llurier Percent

mother's Age ws»  100.c; ISO .200.02
<20 60 5.2 12 6.7
*ZO—JI. 1102" 53.2 160 a?.?
35 o 1 IS 1.6 6 3.6

| Parity 1U5 1C0.02 ISO 100.0
para 0 723 63.6 133 73-3
para 1 237 20.7 ¢+ 33 18.3
para 2 123 11.2 - 3 5.0
P>r5 ) )6 3.0 2 1.1
.para A 13 1.6 I 0.6
Prcnil Care Jagan 1lu ICO.0t 130 100.c
1st Trimester 707 61.7 n 66.0
2nd Trimester 332 31.6 s 63 35.6
3rd Trimes ter 7 6.5 1 0.6
hone 3" 0.3 . 0 . 0.0

* Tor Some group! fsaan ige-C'..?,
t Includes prenetel cere un'uncwn.

Callf.

1373

100.0:
17.3

77.6
51

ico.0:

¢ 'i3.3
31.0

13.3
6.0

6:3

100.0:

72.8
20.2
6.5

2.6t

Stat.
Sign,

“HS
SS

..HS

"p<.005
*HS

p<.025
HS

Vi

‘ HS

NS
SHS
a*
HS

R*nge»16*6li, Varte.nee-16.0, S0-6.I

Virtually <11 0f the wo«n In the planned hotpi t<| group were
trained In childbirth classes (at .were the home group)-’such at Bradley

or lamite.
planned hotpftjt group.
tenpied breatl Teedir.g except for one.
of these women were not successful.

RESULTS

A high I-.tldtnce of breastfeeding also characterized the
All women In the planned hotpStal group at*
for a variety of reasons, two

Statistic! on the presentations and deliveries are compared In

Table 12 (p. JI).

The planned hospital group contained more breech
Infant!, had more Cesarean deliveries, had more analgesia,
rore oaytocln during first, second, and after third stjge
had rore low and nid forceps deliveries and rplslotonles,

received
labor, and
It Is-Im*.

portjnt to rote that their attendants had the sane phllosoplel at the
home delivery attendants, so that these differences come as a result
of being In the hospltal and may relate to a lower motivation for the
women to have natural chl’dblrih or to a rore readily available anal*
gesia or to a feeling of pressure transmitted to the birth ettendents

to Intervene sooner and mjre agJ™esllvely
home,

which are, as yet, difficult to measure,.

In the hoipltal
These may ali :e related to the subtle effects of "atmosphere™”
The Indications given for

than In the

forctps and Cesaresr. dellverles are compared In Table 13 (p. J2). The
planned hoipltal 9'C.up had rore Cesarean sections, prliMflly related
significantly more be*

to CPO and have rors low fcrceps deliveries,

cause of a filling fetal heart rete,

?

. [ * .

TABLE 12

Home Hosp
Humber Percent- Humber Percent
Presentation 1166  100.0: 1718 100.0:
Vertex . 1125 . 16; 968
* Brow 3 (0.3) q ) A
Shoulder (0.3). ' 0-4
Breech 2? 1% v 9 5.1
Delivery 1166 1og.ot ' 178 100.0;
Ceserean - 28 b 5.6 .
Vaginal . , 7+ .me 97.6 ' . 163 96.6
Analgesla only 16 (1.2) . ? (S.07
Anesthesia only g (0.3) ¢ 0.76)
Both (0.5) [ (06
l'one 1095 (95.5) “ 156 (86.5)
Oxytocirt ' ) *
Ist nd stage 85 7.6 29 15.3
3rd stage labor 235 205 56  30.3
forceps . - .
Low foreeps' Il 0 7 3.5 o
Hid forceps b 0.5 2 -
Perineal Lesions 1
Laceratns req. repair 168 129 15.6
Epislotomles 83 '7.8 62 25.1

. . *_:
nn 1"
CHARACTERISTIC* Of PRESEHTAT10N »—OIUVEIWL ) ~H— ~=

Stalls.
Slgnlf.

p<0.305
et
7 kk

p<0.0 i0

pd.025

p<0,925

p<0.025
*«

a*
p<0.00|

P<0.001
p<0.005

p<0.001
p<0.00I

HS
p<0.00t

Table IV (p. 93) presents the comparison complication figures
for the planned hospital population, and compares these results wilT.

those obtained by the population delivering at home,
. hospital group showed significantly rore second sta%e tabor'dystocll '?
(p<0,025), more drops of the fetal . )

mpartun herorrhage (p<0.
lest than
pottpartum (p<0.001).

heart rate (p<0

The planned

. more post*

population hed s
1), cplsiotomitt (p<0.

) and less "excess've bleeding"” (defined as
Cc's but more than the attendant Is comfortable wrxh)

The planned hospital
cantly more forceps deliveries (p<0,00

i

Cesarean sections (p<0.025), and analgesia (pO.0Ot), and signifi-
cantly less total unmedicated deliveries (p< A0 )

“ RELATIVE PERIHATAL OUTCCMt
*

t

N *
'

Table IS (p. 96) eonpares the perinatal outcome dita.
natal mortality and perinatal mortality results were not signifleantly

different between the planned hospital
group, nor wet the rate of lew blrthwelght
The hospital
1000 wl(h 11,1 perinatal deaths per

of infant follow-up.

The neo-

gro..p and the home delivery
Infants, or the metp length
negnatal death rate was 5.5 per
1808, 1 :



1 Nivoss ' ' . _, Hosp
/* ? v F Lo oeefl VAR - .h'tfC- }'}"»'.‘. Kﬁ@rﬁer Hurrhe r
Low Toreeoi Oeliwerv" S A A PR R T
A o g g
, Protncted dttccnc < 0, 0
Arret: of dejceni y o= » #13
Vv fox*x/asr
Oyt funci ion*1 libor CV=FE e 7 ; »* e 0’
Brew orejentacion with arrest of dejcent “fLr 0
feta l-heart drop * “ro» 3
Bleeding during 2nd stage N ml o #*! |
v v IS e
Kid forceos “eliveru o
Protracted descent 7, v 3 0
Arrest of descent - * ¢ *#"- i
Dysfunctional labor . ‘0 i
r.i *Petal heart drop, occiput posterior (OP) pras< vl -7 0
yni- PHTS, arnionltis, maternal hypertension ¢ vy-*40 ) ‘T
. T * . e
j > vz
C-Sectlons i . -
+, V- 21 . . . . .
'] Cephalopelvic disproportion (CPO) "'livd el v -\/7
1i¥v |V| failure to descent, CP presentation, rel. CPO ; 6 '*I/ﬁo
o7 ;V _ Arrest of active dilation, fHTI, cord Ax neck- I * 0
Prolapsed cord w ook wmfc 73 mi)?
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HOVESIRTH STATISTICS *H

TASIE 15
mi COMPARATIVE PEMHATAL OI/TCC-i

Mom: Hosp Calif. Sfcat.
Humber Rate ' Humber Rate ; 1373 Sign,
Total births 1521 180t
live Births 17> Lsot -
Fetal Deaths 5 63Q + . 1 5.5s 3.2a,Y HS
Neonatal Deaths 6 5.2® 1 +55® i:.3® aHS
Total Perinatal _
Deaths " 5.5T 2 11la 20js HS
Lew 61rtbwe ight
(<2501 @) IS 1.3® 3 1.7® 53®/Y NS
Mean Length of
Infant Fo'lcw-up 11,5 mos. . 11.6 mos. . NS
5.0. Length of
Follo-i-up 10.) ros. 10.6 mos n NS
2 Infants follo-d ’ ,
to 6 nos+ 83.62 81.22- HS

* Includes 6 sets of twins
t Includes 2 sets of twins

Q 1 per 1000 total blrths i
® 1 per IC00 1lve blrths
T for white, non-Spanish surname age 20-29

I* *

Table 16 (p. 35) presents Infant morbidity for the hosp1lal' group.
Table 17 (pp. ?6°9?) compares neonatal complications. The planned hospl*
Hi group hid tigni Tlcintly more fetal hypoxia (p<0.025) end signi-
ficantly more 1 minute Apgar scores less thin 6 (?«0.025). Among the
homebirth series, the oidwives had rore Infants who received photo-
therapy for jiundlce than did the physicians (p'0,025). Causes of
fetal deaths are compared In Table 18 (p. 98). ,

The prematurity rate for the population Initially seeking assis-
tance from one of the services studied was J.OS. cor the planned hos-
pital population It was 2.32. There was no significant differences
betwten | minute Apgar scores ranging from 6-6 between the homebirth'
group and the planned hospital group with 60 t 7 such ratings, respec-
tively, Average Apgar scores for the planned hospital group were 8.8 a
at | minute and 9.7 which were not significantly different from the
homeblrth group. .

There was no association among the hospital group alther between!’
length of labor and length of second stage of Incidence of low Apgar
scores at birth or other complleitions.

1 =R

The mean length of 1st
Stage labor among the group plan’
ning hospital birth was 12.5 hrt
for primigravtdae and 5* hrs
for mulligrayidie. for the home,
group It was 10.2 hrt and 6.6 hri
respectively. The standard de-
viations were 2,5 and 1.) hrt,
respectively, for planned hospl

”tal group and 1,9 and 1.2 hrs,
respectively, for planned home
gr~uo. This difference was s!g-
nifleant at p<0.05.

The mein length of 2nd
'stage labor for the planned hot*
oltal orlmlgravidae-was 106,8
min t JI1.0 min and for multiqra-
vidae was 50.1 min'i 29.) min,
for the hone series, the rean
length of 2nd stage was 118.2
min “ 60.5 min for prinlgraricae
and 61s.6 min-+ 2).7 min for nul-
tigravidae. The primigravidie
differences were significant at
p<0.05. Hultlgravidae were not
comparable for parity and could
not be compared.

There were 16 cases of pro-
longed rupture of membranes In
the homebirth series and Il In
the planned hospital series (p<
O.ul), There ware no Infections
of the Infants except .for one low
blrthwelght Infant whose mother
developed amnionitls. + She was In
the plannad hospital series.
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3. mCE
com arativetﬁqfl)?\atlzZi outcomes ' TASLE 17 CCNT'O
P ! CCrPASATIVE HtCNATAV OUTCOVES
MO"E 11 ga/.v leat ii.no - -
Cudn.ICAT 10NS Mot it miwivor - STAL >, COMs»U CATIONS PIANIES STamS |
Hone To Mosn | llo-v; | To M’]ﬁ Sii'llr. '
~1
; : Jaundice aeq. Rx
Jaundice Aeq. A* 1 s /- P | : oy
: 9 0'0. sie fetal Hypoxia 3 p<0.025
fetal Hypoxia 2 . 0 0 0 5 ) e .
; eurologica 1
Neurological ) | 0 | - Abnorryj 111i es2»3 0 HS
i Cerebral Palsy Vs
Cerebral Pjlsy 1 0 0 1 s N e 01 . .
* jNeorata
| Neonotal f*T 1 1 0 1 S . J
j Apg.sr (] n"iJn.) ol | Apcar (1<n| n.) ’
Score < . 0 1 1 ! Score S A 6 050.9°5 |
A Score ¢+ 1-6 12] - 7 5 2 g i Score + 1-6 1 NS |
home HUiricr. AviDAT 17 3 Calculated on the ba3|s_ of heme Ahospltall
i CCMflICAT IONS MD, *s N2l o STAfIS. Includes cerebral palsied Infants
Nene 0 Hidwives N»I9S | = Nir.i 3 Oevelopment at 1year fol I"<-UP
0 nosp 1 i sieNied..... T e o e e, -3
Jaundice Req. Rx 2 1 0 1 NS
fetal Hypoxia 0 1 0 0 \S conclusion + "
Neurolog Ical
Abnormal1lies3 3 0 0 0 1 In conclusion, the home delivery group of xj-vrn w*re a s«!f-
Cerebral Ralsey | 0 NS leiected group screened for obvious problems and ce-pl *tatics >C!j—
y c 0 0 NS ring during pregnancy, wRile the hospital group is a similarly se;*c-
Neonatal FTT 0 0 0 - 0 ted group who would have’been eligible for a ho** delivery h|C t-»y
Apgar (I nits,) s decided to have one. While the hon>e delivery outcome* ar- ret dir-
Score < | ' 0 ectly conparab'™* to State statistics, their outcomei are tettir shin
Score » 1-6 2 1 0 ' NS average and lower than night have been e«oected. Sthrna' \ all
1 2 5 NS have studied 33.0CO white riddle-class women In Oregpn r*ccivi*;
prenatal care from private physicians and found a nronatal rortillt*
home total H.| U6 rate of 12 per 1000 live births and a perinatal mortality ratt of w
COMPLICATIONS MD.'s N-PSS  \idwives (l-6al STATIS. per 1000 total births. Interestingly enough, if ore eliricat»J
siCNir, rvaturt infants from Behrron's series, the neonatal death o-t -at >>

\orre. To Mosn  Home T
0 Hos
p per 1000 and the perinatal death rate wjj 7.5 per IC00 which is me:

statistically significantly different fro< the home delivery serial

Jaundice Peg, Rx 3 6 2 10 .
fetal Hypoxij X ) . P 0’\-5025 of this report (cf. Table 15, p.9 ¥).
Neurological Another often asked Question Is that of (he need for routi-e
Abnorrsi || tie*2*" 2 1 0% 5 . fetal nonitoring, Chan et al,' have studied the role of fetal moni-
Cerebral Pilsey NS toring in reducing Intraoartur deaths and In a studr In whim riilfnti
1 0 0 1 NS were randomly asalgneJ to fetal monitoring, there was no statist.:
Neonatal fTT 1 1 0 1 Cally significant difference between the monitored group j"C t*r -or
n|n_) NS monitored group, Also important Is thjt Chan's study revealed r*
Ap%rgk < Inte.spartum death rate of 1.7 pee ICCO In his 1112 "o-'itpred rc-e-ts
L Soore e (F6 ”i] I 1 2 NS This Is not statlstically significantly different from the int'a;tni.”
. 7 8 NS death rate of 0.55 Per 1000 in our series of IIl! horv >'.'vee.*s. in
cool*d on next 1 another study, Shenker et al.13 reported a 0.5 per ICC! .ntrapa/t,-
death rate in monitored patients/ This Is rot statistically signifi

cantly different from our series either.
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Shenker et *1.15 did, however, sho* a
*19-dflcane decrease In Incraﬁartum deaths In
the monitored serie ver.stui th; unronl tored
series In Bellevue NOSPITAl In New York City,
Clearly, the nursing care In Se'levue Hospital
Is not adequate, which b'Injs us to recent
studies from the West Coast showing an equlva*
‘ent success rate 0r nurses versus fetal ronl*
tar, but with less Infections reported with
C'e nurses. It. Is not harc to Imagine which
wss the -xpre supportive personal care.

Other Important Foints can be made. The
perineal massage technicue used by the ni<s.ives
to aid in preventing vaginal lacerations Curing
delivery was effective, and, es the physicians
adopted this techwisue, their laceration rate
decreased. The hloh»r utilisation of oaytocln
a'ter delivery by the physicians rjy have re*
feicted Its availability to them atd their
t*ainlrg to use It freguently. The equivalence
of hrmo rhage and blood loss results between
the physician and midwife group suggeits that
it was not needed as frequently as used. fhe lay
midwives took women to the hospital more fre*,
ouently than the physic'ans, presumably reflect*
inn their decreased capabilities rgrhandle spe*
cIflc compllcat tons at hone and their lexer
threshold level for going to the hospital pot**
s1Sly related in a lexer level of knowledge.
The physicians were ab'e to treat some of thtlr
cases o' uterine Inertia with buccal oa*tocln

at home, and removed several retained placenta
at home, as well as carrying oxytocin and mrth*
erglne to treat third stage bleedin% at home.
Th* greater number of HIT problems brought to
the hospital by the mldwlves maY_refle_ct their
greater level of anxiety In dealing with end
desire for transporting abnormal situations to
the hospital early,

Comparisons with the planned hospital
group suggests that for women delivering at
home with the philosophies and practices of
this particular group of praclitloners, there
was no significant Increase In risk with a home
delivery versus a hospital delivery. In fact,
by avoidance of obstetrical medication, such as
was used more frequently In the hospital by
equivalently prepared women (presumably because
of the effect of the hospital e'mosphrre on the
encouragement for obstetrical medication), the
Incidence of low Apgjr scores was less at home
as was the Incidence of fetal hypoxia.

The greater use of analgesia Ir labor by the planned hospital
group may have also contributed to their greater Incidence of second
stagl  <stocla and greater Incidence of fetal heart-ratt droos. The
h.-eeer  fan's did not contribute to these problems. The incidence
of pos  rum hemorrhage was greater In the planned hospital group
and may i iresent the greater tendency to pull on the umbilical cord
to aid In the delivery of the placenta. At home, the umbilical cord
was rarely pulled Co aid placental delivery, but rather, the natural
expulsive” forces of the uterus were relied” upon. This Is.iubltan*
tiated by the longer third sta%es seen In the home groug, The con*
tributlcn of other factors such as lower stress In the homo environ*

.ment, alternative deliver)é positions, and the like cannot be assessed
u

In a study such al this, but may be significant.

Of note, as well, are the close similarity of these findings* to
the home delivery statistics in the Netherlands (personal eomnunica*
lion, Jan. kloosterman, .13, University of Anste'dam) and tc hcro del*
lvemr statistics compiled by Gregory white, Mf,13 In.Chicago, and by
Victor sernan, HO,3 In Los Angeles.

Generally, the response of physicians to home delivery has been
negative. Many view homebirth as an Irresponsible risk to mother and
‘child. They do not encourage or attend home deliveries, and many hive
refused to give prenatal care, advice, or Instruction to couples plan-
mng1 homebirth. A dicho'cm, exists In obstetrics today between the
technological trend represented b¥ high risk obstetric units with
fetal monitoring and readily available medical and surgical Inter-
vention, and the famlly-centered, natural childbirth trend represented
Ir. Its evlreme b%/ couples planning home delivery without nedical lup-
poTi, V* feel that reducing- the antagonlsm between these divergent
poles would enhance care for.-women choosing hotplta) as well as home,

de 1lveries.

More studies of this kind are needed before any conclusions can
be drawn. We are currently engaged In a studw In which w* are atlc-0'
ting to match a comoarison hospital ?roup. However, evidence 're**
this study population already strongly suggests that home delivery Is
a safe alternative for medical'," screened healthy women; they deserve
adequate care for the delivery of their choice. ~This would Include
prenatal care by a physician, childbirth education, and only necessary
Intervention by attendants. Hospitals should be encouraged to adool
those techniques of homebirth that Imorove pregnancy outcome, which,
might .Include perineal massage and gentle head delivery to avoid
epislotomles and lacerations, choice of the use of andlgesia and an-
esthesia, and generally kp))rowde a supportive, friendly, and comfor-
table environment for ‘labor and delivery,

rinally, what these statistics h.sve missed Is the Importance of
the s_i)mtual and the emotional aspects of birth. Someday, perhaps,
wa will be able to empirically validate what our feelings tell us Il

true.
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ch Id cart pt Ih< American Academy of Pediatrics were observed,

wives referred infants for newborn ..are after the first «<ts to pecia*
triciant or family physician(}, and continued to fOll— the Infants
themselves for varying periods of tire, All mothers had a mostes'iv-
e-iminallon from *.-6 weeks by a physician, and for the lay m.ldwl*el,
results of this examination were recorded In their record).

STUDY PQOPULATION

Haiti I* has desc-lbed the demographic characteristics pf the
homebirth population in the San Francisco Ba?/ Ars» In a study of
home deliveries from the sodoarthrppologlcal standpoint. H*r subject*
overlapped to some extent with cur sa-pie and were d-rived fren (h,
same subject oooi-'Si.s Francisco Bay Area couples planning bcv-ebirth.

TAILC 1 ]
HC'E CfLIVFPY STi.br POPULATION

j Contacted Home Delivery Service: l)-* 1CO.J".
Screened Out, Medical Ox 55 h.li
Decided Against KF . 10. 1

Attempted Home Delivery: I, Ha 8.5t |
. Physicians 6*5 55.E- |
Midwives G kg,;; *
Taken to Hospital: 1236 .32
Phys ici ans 5 .U
MitVives . 3% 5.31
Completed Home Delivery 1,010 Tk.j2

* Patients hospltaliled represented 8.52 of physicians'
cases, 16,92 of midwives'cases.

In Hazel!'* study, 502 lived In typical American fashion, with (»,
father gainfu'ly employed, In a single family dwelling uilh o-r or
cart, were not members of an ethnic minority, notcm welfare, a-:
without household servants. A 9-r.eral characterlsllc of the grev: -as
described as a self awareness 5hcwn in a concern for nutrition, »-ea"s
foods, ecologv, humoristic psychology, and a stron% feelingb for 1 -it'
ural birth process. Typically, in* rrsthfr a-d father hjJ Dboth attmg-d
ccllege, but neither had graduated. The fathers' oceupatlc-s ."t
noted to vary through the range of occupa'.ices present in the ?ir A*»i,
from aulo méchanic to physician to homesteader. Only one t»"lh »*r.
classified as "hip," In rebellion to "nomvil American Values." living
Ih a variety of alternative styles.

In our study, patients of the lay midwivestend-d to telc-g na'i
to the eounter-cul ture than Haiell's poFuIatmn. In the_f)hyneu_*
g*oups, '}re professional couFles were Included. A detailed socio-
economic study on one of the lay midwife groups (the 'onc-a Cru-ty
sample! Is currently being coordinated by gne of us (vi'0. and a
85ycho|09|ca|/de\(cIopmental outcome study on a tubn-o ¢ of the Janta
rux group Is being analysed by two of us (UM and CHP).
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MSG 82-0901 6633 PRTY 1 03/25/82 10:46:02  8RIG: LF*H IN= 0003 OUT= 0026
FROM: DEBBIE/FBX TO: LINDA/JUNEAU
TARGET: LJH2 SUBJ: VIDEO PARTICIPANT LIST FINAL PAGE 0001
y 1* VICKI PENWELL PRO
LIZ GOLLOGLY CON
ENID GEIST PR®
DR* JEAN WILBUR CON
n |\ LOIS DE RAADT PR®
| 6. JENNIFER GLEASON CON )
/17 CATHY REIMHERR- PRO  CJji, U
ELAINE MC KENZIE CON
/ DIANE FULLER PR®
S/LO, EILEEN MONTAN Son by Y)Y AjIIOW LCM
| 12. JANICE CONGER PRC «
i3, WENDY HOGAN . PRO . AN VAN
{i4 KATHIE GETTINGER PRO ( Ua |
yi5 TODD PARIS PRO
16 DOROTHY WOOL PR®
17 COLLEEN MORKAL PR®
S\TK Tt T ELTin@>NV  ( 3Swm
MSG 82-00016565 PRTY 1 03/25/82 08:47:27  ORIG: LSOO IN= 0001 OQUT= 0006
FROM: ELAINE TO: LINDA
TARGET: LJH2 SUBJ:.MIDWIFE T.C. SITKA LIST-CORRECTED PAGE 0001
LINDA, HLRL IS MY "FINAL- LIST NOW, AS | UNDERSTAND IT, | HAVE CHANGED TWO
NAMES AND CORRECTED ONE WHICH YOUR LIST YESTERDAY REFLECTED AS "CON" THE
CHANGES ARE *#: ‘
A\jjJAtx vJauts -
1- DR- SUSAN CARLSON, CON P
~2. CAROLYN EVANS, PRO - '
V3- ##DR. EDUARD SPENCER,
4- BETH COX, PRO CON  vir«/wWh, Bd m ¥ Taal  Yiixk g
Js. JEAN FRANK, CON-dN-
«/& KATHY HENDERSON, PRO .., > nv ..
/1. **1)R. RODNEY VAUGHT, CON - £LfUm.*k
A . **MARY CLAYTON PEARCE, PRO (ADDING MIDDLE NAME PER REQUEST)
>59. **TED PALMER, PRO (YOU HAD HIM LISTED "CON)-
/\0.CARLENE STOKES, PRO —
11.KATHY GODDARD, PRO j
A 12.ANN LOWE, PRO _ A~ twAiv~ AjojE, TWO FftEOPLE DROPPED YESTERDAY ARE DELETED

U.'v WX — \CMv) - ATHvIMVI/V-VE}
|



w\iv~”

MSG 82-06GG16630 PRTY'" 1 03/25/82 10:39:05 ORIG: LAO8 IN= 0001 ONT= 0023

FROM: MICKI IN ANCHORAGE TO: LINDA IN JUNEAU
TARGET: LJHZ2 SUBJ: NEW PARTICIPANTS FOR VIDEO PAGE 0001
IN ANCHORAGE WE WILL HAVE ~ N /Mxil

N

2* DR* DOUG SMITH, CON
3. CHRIS RUSHING
~t4. DR. JACK JACOB C ’
5* TIGER OR MARY KEOUGh]pRO—
6* DR* MARIAN WITT CON— H* N oxQ NS

7. DR. PATTON ~ TTV JO H N ~ P ~ C ™ [/ N LA n N

8§* KAY LAHDENPERA CON - ftV. jfWvLJyi .Dhs* ti-zaJU *dr-.jrtflA AgM 'V *' AN
I I V
MSG 82-00016630 PRTY 1. 03/25/82 10:39:05 ORIG: L.A0O8 IN= G##1 O0OUT= 0023
FROM: MICKI IN ANCHORAGE 10: LINDA IN JUNEAU
TARGET: LJH2 SUBJ: NEW PARTICIPANTS FOR VIDEO F*AGE 0002
T~%asu c LivI~ps2 -}~
9. SHERRI HOLLEY PRO. /N
/ a2 YWOAK W V|AI- vux&J (MXAA Ayn, L, *Av»
v/10. PAULA KORN NURSOMAWIFECON >
vt 11, CLAY NEWMAN PR ~ (i n
y 12. Al- RUSHING PR* .. ) i 1A(J. IL*
/ , tjL o j,In > n noo /
VI3. JULIE GBRHAM D?Rft i . £
r—.w® TrrkAl’\M: it ,p =
/ALTERNATE

/14* LESLIE BRECHE PE® Xth*UrA"

'15.  ZELDA COLLETTOP AULE Fn\](h>XL*qui TA/UJLOVA'C"‘ I !

WE ARE. HOPING TQ HAVE ALL .15 .J?PEAK



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, Stale Capitol
Juneau, Alaska 99811
(907) -163-3991

March 9, 1981
MEMORANDUM

T0: Representative Mike Beirne

FROM: Betty Barton™©
Research Staff

RE: Alaskan Abortion Data Trends
Research Request .No. 81-54

This memorandum responds to your request for data on abortions performed
in Alaska within trie past 3 to 5 years. To respond to this request,
we have contacted staff from the State Department of Health and Social
Services, the Commission on the Status of Women, and Planned Parenthood.
In addition, we have contacted representatives of Bartlett Memorial
Hospital, which is one of the hospitals in the state where abortions
are currently performed. 1In the course of our research, we have learned

that the data you are seeking appear to ire unnva'i lab 7o' on"a statewide
basis.

The Department of Health and Social Services (DHSS) compiles data
regardino the incidence arid nature of abortions conducted in Alaska.
However, the data are submitted solely on a voluntary basis. The
Departmnit receives its information from hospital providers who submit
abortion reports on a form devised by DHSS; private practitioners do
not usually provide the Department with data. Because of this, the
data are not regarded by DHSS staff as an accurate measure of abortion
trends in Alaska. Consequently, the data have been omitted from the
Department's report, Alaska Vital Statistics since 19/8, and according
to Department staff, some thought is being given to discontinuing the
abortion reports altogether.

In the event that you have not seen them, we are enclosing a copy of
the Abortion Profile 1970-19/7 and excerpted materials from the 1977

issue of Alaska Vital Statistics, the most recent report that included
the abortion data.

If you would like'us to attempt to obtain more up-to-date information
for selected regions of the state*, we could undertake some additional
research. The additional research could include:



Representative Michael Beirne
March 9, 1981
Page 2

contacting Anchorage-based private physicians, who are known
to perform abortions, to determine the"size and nature of their
caseloads. As | am sure you are aware, the majority of the
abortions taking place in Alaska are performed in Anchorage,
and, consequently, this data could provide a fairly significant
sample of statewide patterns. However, there is some indication
that these practitioners may hesitate to provide us with the
information due to the sensitive nature of this topic.

corvtacting all hospitals within the state where abortions arc
performed. It is unclear whether abortion data ol hospital
agencies would be accessible. I, my conversation with records
personnel from Bartlett Memorial Hospital, |1 learned that no
separate records regarding abortions are maintained, which means
that data retrieval would entail sorting through annual records.
The Bartlett spokesperson added that they would be hesitant to
provide any data beyond the total number of abortions performed
due to potential privacy act inf -actions. The staff person
added that this policy might be modified if the hospital could
receive justification for the release of more detailed informa-
tion.

contact inn Planned Parenthrnd to determine the number nf abortion
referrals made in the Anc: .oragearea. Staff at Planned Parent-
hood, which has recently open J a medical referral clinic, in-
formed me that they would he able to compile data regarding the
nature and number of abortion referrals that have been made by
staff at the clinic within the past year". This data, of course,
would net reflect the number of women )io actually pursued this
course of action nor would it include the number of individuals
who have obtained referrals from other agencies. Nonetheless,
Planned Parenthood does capture a significant proportion of the
population seeking informe.t'ion regarding abortions, which perhaps
would be useful information for you.

It is unlikely that any of the above options or combination of options
would provide you with comprehensive statewide information. However,
if you would like us to explore any of these options, please contact
us. In the meantime, we hope thatyou find the enclosed materials
he Ipfu I.

BB/bf
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ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, Stziz Capitol
Juneau. Alaitl 99311
(907) -165-3951

December 23, 1981
MEMORANDUM
TO: Representative Fred Zharoff

FROM: Jonathan SherwoodJ
Research Staff

RE: Cost-of-Living Differences in Alaskan Communities
Research Request No. 81-145

Richard Osterman of your office requested that we provide information
regarding the differences in the cost-of-living among Alaskan communi-
ties. He indicated that the focus should be on a minimun standard of
living, e.g. food and rent. Although no current estimates of compre-
hensive cost-of-living differences are available, we have provided
recent estimates of costs of food and housing for Alaskan communities.

FOOD COSTS

A price index for food costs in Alaskan communities is published on a
quarterly basis by the University of Alaska Cooperative Extension
Service (CES). This index compares the cost of one week's lood for a
family of four witn two children in elementary school. The food items
and i.heir quantities are based on the U.S. Department of Agriculture's
Low Cost Food Plan, which estimates consumption levels for a diet that
fulfills minimum nutritional requirements.

The CES receives no funding for this program; the information is
gathered by volunteers in each community. Unfortunately, the volun-
teers receive no training to assure data is gathered in a consistent
manner. Therefore, the data may be somewhat distorted.

The 1J.S.D.A. plan is not intended to reflect the consumption habits of
the Alaskan consumer but is wused to allow comparisons with national
averages, which are based on the same list of items. Variation between
communities in Alaska is probably very great, given the limited selec-
tion of goods and the significance of fish and games taken to meet sub-
sistence needs in some communities.

According to Marguerite Stetson, who compiles the information for CES,
the U.S.D.A. Low Cost Food Plan is about twenty years old and may not
reflect the current buying habits of any contemporary consumer very
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wall. For instance, soft drinks are not included on the list of items
priced.

Table 1 shows the cost of one week's food and the percent of Anchorage
cost for selected Alaskan communities for September 1981. Sitka has
the lowest food costs, and Barrow the highest, with a range of 122%.

TABLE |

Cost Of Food At Home For a Week For a
Family of 4 with Elementary School Children

September 1981 % of Anchorage

Anchorage $ 86.69 100
Barrow 160.05 220
Cordova 135.39 185
Delta 111.62 - 129
Fai rbanks 98.47 114
Juneau 93.95 108
Kotzebue 152.54 176
Nome 150.27 173
Petersburg 95.17 110
Si tka 84.63 98
Tok 114.80 13?
Unaiakleet 174.42 201
Valdez 106.68 123

Source: Cooperative Extension Service, University of Alaska and
U.S. Department of Agriculture cooperating.

HOUSING

The U.S. Department of Housing and Urban Development provides estimates
for the construction costs of low income housing for thirteen locations
in Alaska. These estimates do not include property costs or site prepa-
rations; however, they do serve to show the relative construction
cost differences in comparable locations. The HUD data in Table I
show that construction costs are almost twice as higu in remote loca-
tions as they are in Southeastern and along the Rail belt.
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Al Robinson, an economist with the Anchorage HUD office, felt that the
estimates, made by the Washington D.C. offices, were very low. Accord-
ing to Mr. Robinson, the maximun funding limit of $92,200 per unit is
required for almost all HUD projects in Alaska. Most projects are for
units comparable to those assumed for the table. Mr. Robinson mentioned
that the Alaska office is just beginning a survey of construction costs
throughout Alaska to use as evidence to obtain approval from Washington
to raise the funding limit.

TABLE 11
HUD Prototype Cost For Low Income Public Housing
June 1981
Cost for Two Bed-
Location room Detached House % of Anchi
Anchorage $44,000 100%
Fai rbanks 46,700 106
Juneau 42,400 *96
Ketchikan 42,300 96
Sitka 42,450 96
Kenai 48,200 110
Yakutat 48,200 110
Ft. Yukon 67,500 153
Galena 72,500 165
Coastal (N. of Aleutians) 81,750 186
Tok 62.G50 142
North Coast 84,100 191
Mainland (N. of Aleutians) 93,500 213

Source: Federal Register, June 29, 1981. Percentages
by House Research Agency.

HID also provides estimates of rents for newly built homes in six
Alaska locations, as shown in Table [IIl. Lee Huskey, an economist
with the Institute of Social and Economic Research expressed some
skepticism of the actual costs given, but felt that the relative dif-
ferences were probably fairly accurate.
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TABLE 111
Fair Market Rents For New Construction
1980
Cost For Two Bedroom
Location Detached Housing % of Anchorage
Anchorage $643 100%
Fai rbanks 633 98
Juneau 670 104
Ketchikan 584 91
Western Coast 947 147

Source: Federal Register, August 29, 1980. Percentages
puted by House Research Agency.

The most recent information on comprehensive cost-of-living differences
among Alaskan communities is Alaska Interregional Cost Differentials, a
study by the University of Alaska Center for Northern EducationalRe-
search published in 1977. The study compares the cost of food, housing,
transportation, and personal care in 31 communities and 21 Regional
Education Attendance Areas for 1976.

Tht. study was made during the height of pipeline construction activity;
some communities had inflated prices resulting from heightened demand.
Cost-of-living differences for this period may reflect a situation
untypical of more recent years. In addition, the study based its
housing cost estimates on a State survey which had canvassed adispro-
portionate number of State employees, as the survey was to be used to
adjust State salaries.

The Division of Personnel conducted surveys of food and housing ex-
penditures in 1972 and 1976. The former study served as the basis for
regional differential in the State salary schedule., The Director of
the Division of Personnel of the State of Alaska is empowered by AS
39.27.030-.040 and AS 44.31.020 to require the Department of Labor to
gather data reflecting cost-of-living differences among election dis-
tricts for use in their annual salary survey, but he has notdone so
in the ten yeari~ the law has been in effect.

We regret we are unable to provide more complete, up-to-date cost-of-
living information, but to cur knowledge, no State agency has compiled
such information. If you have any questions, or if we can be of fur-
ther assistance, please do not hesitate to contact us.

JS/dp
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Childbirth

experiment

goes well
by Peter Eisner

Associated Press

Fortaleza, Brazil — A pilot proj-
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.”

"The only pediatrician _a new
bab{ usually needs is fits own
mother," says Dr. GaIba,A,rauho.

The Brazilian obstetrician has or-
ganized a network of 'traditional
rural mldwlves who s.re taught
methods that blend with traditional
health care. They also learn to rec-
ognize warning Signals in the few
births which require a doctor’s atten-
dance, o
*We've never had o woman die in
childbirth,” Araujo scid in an inter-
view. "The statistics show that ¥
percent of the births were without
corr\}\Pllcatlons," S
ith more than 8'J00hirths in five
years, the project, sgppqr,ted by U.S.
private money and Brazilian govern-
ment funding, has also slashied the
rate of infant death in one of the
world’s highest population growth

reas.
"UnderdeveloRed countries have
been Imitating the developed coun-
tries in providing health care,"
Araujo said in in_ interview. "They
have been adopting technology at
high cost. But nobody can afford to
ay.
P yThe pilot project here stresses
inexpensive methods which require
minimal_ training, and also provides
local training ,n"family planning and
birth control —a sensitive subject in
tliis predominantly Roman Catholic
country, , o
, U.S.,foopullanon specialists, based
in Brazil, praise Araujo's work. With
two-third o' the world's people living
without (dequntc medical care,
these specialists say, the project
may have major Implications in"the
coming decades. . ,
Ardujo cited U.N. statistics which
show tlut, If present trends continue,
there <ili be three billion births
worldwide_between now and the
}/ear 1000 The statistics also Indicate
liut jiic billion of those Infants will
die, an additional 40million will not
reach a year of age and 100 million
women will die In the birth cycle,
Araujo, medical director of the
Materth, Hospital in Fortulezn —
an Atlantic coast city of 13 million
", 800 miles north of Rio de Janeiro —
says the data he is gathering show at
ledst 8 percent of pregnant women
can give birth without hospital care.
"Modem medicine is using more
und more sophisticated apparatus,
makln% birth more a matter cf sur-
ery than a physiological act," said
\raujo, who has sponsored interna-
tional forums on health care and has
lectured in the United Stales and
elsewhere,

Sale prices effec
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Araujo’s project, which receives
grant money from the Ceara State
government; federal health officials
and the Kellog Foundation of the
United States, has established a
series of regional and local health
clinics. He and other physicians en-
list the help of traditiongl midwives
and offer them group training.

The progect advocates the use of
"birthing stools," either at_home or
in_a clinic, instead of giving hirth
lying down. The hirthing stools —
which can be a simple a$ a wooden
chair with part of the seat removed
—place the mother ina ,squattmg,po-
sition so that gravity aids the Dirth
process. o

Three hundred midwives have
been trained in Ceara state,,learnmg
apout problems of infection _an
about modem preventive care. They
also are taught warning signals of
birth problems and can refer moth-
ers to local "satellite clinics" for bet-
ter care. The satellite clinics, in turn,
can refer patients to "base hospi-
tals" for more sophisticated help.

There are now eight satellite cen-
ters and three base hospitals. Araujo
says he and the state health depart-
ment plan to double the number by
1983 with eventual plans to cover the
entire state. .

Ceara, with a population of more
thun five million, is in Brazil's
drought-stricken northeast. poverty
belt."The birth rate here is higher
than the nutional rate of per 1000
and the infant mortulity rate higher
Illlgorb the national raté of 100 per

The statistics at the satellite cen-
ter at Aquiras, 2 miles from Forta-
leza, are markedly better. Since the
clinic opened on May 1 1977 there
have been 239admissions and 1800
births. An additional 39 cases were
referred to the Fortaleza center and
oilier women _received pre-aud post-
nntal care. There were 20 infant
deaths among the 1800 births, n
death rate of 12 per 1000 — one-
eighth of the national average and
lower than the U.S. infant mortality
rate of 5per 1000 The overall sta-
fistics in the Ceara project are simi-
lar, Araujo said. .

The coordinator of the Aquiras
Center, Dona Teresinha Pereira
Lins, herself a traditional midwife,
said the clinic has been able to con-
vince reluctant locnl residents that
the free health service works.

"l began Iearnmg (to be a mid-
wife) from my%ran mother when |
was 21" she said. "When 1got here,
everything was different. But now,
everyone s used to it ond we deliver
Pto'@babies a month."

Araujo said the northeastern
project “hus Important lessons for
more developed ureas of Brazil, as
gvteltl as for countries like the United

ates.
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