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-CASE DISCUSSION Continued

statements regarding this subject. The statement is as follows:

Whereas the mortality rate of home deliveries is three times greater when
compared with hospital deliveries in 1976, and whereas It is impossible

to predict an uncomplicated labor, delivery and neonatal resuscitation,
and whereas practitioners who have attended out-of-hospital deliveries
have experienced undesirable if not potentially fatal complications, and
whereas anyone undertaking obstetrical care does so with the implieo goal
of a successful outcome for both mother and baby, nowtherefore be it
resolved that until further data are available, the home is not the pref-
red place for delivery because of the sufficiently increased risk 1t poses
for the mother and infant, and be it further resolved that a major priority
of the Colorado Medical Society should be to make all Information relative
to risks of home deliveries available to those persons Interested in such
a way they can make a rational decision, and be it further resolved that
the members of the Colorado Medical Society should strive to make Inhos-
pital obstetrical care a non-illness, family-oriented experience.

The last sentence of the State Medical Society®s statement cannot be emphasized
too strongly. By making every attempt to render childbirth a time of joy for the

parents and family in the hospital, most of the problems we have been discussing can
1n all probability be circumventea.

References
1. American Med. News. August 11, 1978, p. 11.

2. Brit. Jnl. Obs. Gyn. 64:6, 401-411.
3. Onl. of Rep. Med. 19:5, 281-290.
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I'(Business and Professional Cod*s 2.5.2746 - 2.5.2746.8; 12.5.2350-12.5.2359)
Practice supervised by physician or surgeon (physician®s pr*" ce not required); case
of ncj"rmal childbirth. Authorized to provide family-plannin. care. Shall not use in—
struments, or artificial, forcible, or mechapical means to assist childbirth, nor per—
form version; shall refer complicated cases to physician. Shall not perform abortion
Requirements for censure are left up to appropriate boards and committees. In gene :a

California®"s statutes establish the confines of the practice.



e ftatutory provisi ONS PER-
TAINING TO LICENSING

(377.20-75)
OF MIDWIVES

NURSE-MIDWIFE i .
Requirements
fini tion : .
’ L]
cgistered nurse who Limi tations . . f
as expanded his/her on °
ractice to the care Practice ' .
f mothers and babies ) « 4
hrough the maternity Special
ycle. * StaFuFory
Provisions
PROFESSIONAL MIDWIFE . Graduate of school of midwirer,.
Requirements
finition
, . *e 1
n individual who has . .
cceived formal pro- Limitations Cases of normal Ulabor (uncomplicated vertex or head presentation). Shall not use drug
cssionai training on instruments, nor perform version or attempt to remove adherent plancenta. Shall not a
s a midwife. Practice woman in labor until after seventh month of gestation. J
L]
) I
Special Examination required for licensing.
Statutory . . *
Provisions
LAY MIDWIFE Requirements
flnllion i
individual who Limi tations .
"acticcs as a midwife on
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aining. Special . )
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TAINING TO LICENSING
OF MIDWIVES (30.485.011 - 30.485.091)

NURSE-MIDWIFE i
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jfinition:

Registered nurse who Limi tations
as expanded his/her on
ractice to the care Practice

f mothers and babies )
hrough the maternity Special
ycle. ~ Statutory

Provisions

PROFESSIONAL MIDWIFE Diploma from school for midwives; sponsorship by two practicing physicians;
Requirements read manual 1intelligently.and write legibly (this may be waived).

;finition:

Vn individual who has

ability t

any artif

received formal pro-— Limitations Cases of normal labor; shall not use drugs, 1instruments, nor
fessional training on forcible, or mechanical manner, nor attempt to remove adherent plancenta.
is a midwife. Practice poisonous drug or herb medicine, nor attempt treatment of disease when

physician cannot be secured.
Special

Statutory
Provisions

dance, uadd* the supervision of a physician, s’

attendance of

LAY MIDWIFE Requirement 0{ fittM.. o”mot. »oth.r. and n..bor- _periods
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»Flnitioni

individual who Limi tations
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INUIANA

STATUTORY PROVISIONS PER-
TAINING TO LICENSING (25-22-1-5,22-22-1-6; Admin. Rules (25-22.5-5-5)-1, {25-22.5r5-5)-2

OF MIDWIVES

NURSE-MIDWIFE .
Requiremento

Linition:
gistered nurse who Limitations ;
s expanded his/her on
actice to the care Practice

mothers and babies

rough the maternity "*Special
cle. = Statutory

Provisions

PROFESSIONAL MIDWIEE Diploma from school of midwifery which has proper equipment to tencli anatomy, phyaloloj
hygiene, ontlcepsls, neurology, toxicology, and the proper management of Itbor; high
school education; a.bllity to read and writp the English ”“anguage*

*There are few schools 1in this country which train midwives who are not nurses. Since
“many., prnfpu. 1lrmaJL-m LriM-Lviis. were., .educated alL foreign Institutions, some states feel 1s_
necessary to require proficiency in English.

Requirements
fiTition :

n individual who has

ereived formal pro- Limitations
dssional training on
s a midwife. "Practico
i (Statutes pertaining to midwifery In Indiana date to the late 1800°s. Midwifery Tn Llw
Special state 1is preaently controlled by administrative code. Both the statutes and codes hnv<
StaFuFory been Included.)
Provisions Examination required for licensing. Gratuitous services in an emergency not prohlbltci

by act, nor docs it restrict lieensed physicians.
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Statutory
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ee(Art._43.82
* %o
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» :
1
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NEW JERSEY

(45:10)

Certificate from school of midwifery, or maternity hospital granted after 1000 hours

instruction 1in not loss than nine months.
Certificate from foreign school of midwifery of equal

Endorsement by physician.

requirements.

Shall not perform criminal abortion. Normal 1labor cases, only

Examination required. Topics covered by examination specifically laid out by statut*™

Chapter does not restrict physician nor gratuitous service 1iIn an omeryoncy.

New Jersey midwifery laws similar to Washington 7.
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Requirements
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GHIO

(4731.30-4731.34)

Diploma from college for nurse-midwives

Practice under direction and supervision of physician.
Shall-not perf ®m version, treat breech or face presentation,
abnormal condition, except 1in- emergencies. ,

Examination may be required.

use

irstruments.or

treat
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UTAH

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

Completed approved certified nurse-midwifery education program.

Under this act, may also provide normal gynecological services.

Establishes.committee to supervise practice or nurse-midwifery.
Acl does not affect rights of p;rents to deliver their baby, where,

with who they choose regardless of certification.

«

Examination requir
when, how aid
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o X

Diploma from legally incorporated school on midwifery in good standing, granted after
least 2 courses of instruction of at least seven months each in difforent calendar yea
Diploma from foreign institution on midwifery of equal requirements.

Shall ot prescribe any drugs or medicine except some household remedy.
a
1
Examination required. Topics covered by examination specifically laid out by statute.
i «
Gratuitous service not prohibited by chapter.. Washington®s midwifery laws similar to

New Jersey's.

\/
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F (30-15* 1 -30-15-8)

f *o
Graduate of school of midwifery; certified by American College
Practice under the supervision of or 1in association with physician
pracbice or specialized Tieldf of gynecjlogy or obstetrics.
d .

) L]

Persons holding licenses 1issued before current laws enacted
until expiration of licenses withoit privilege of renewal.

WEST VIRGINIA

may continue

of Nurse-Midwives.

engaged in

family

to practico



MEMORANDUM State of Alaska

to Pete Jeans date February 6, 1981
Deputy Commissioner
Department of Commerce & tile no J-66-298-81

Economic Development
TELEPHONE no 465-3690

Thur: Harry Treager, Director
Occupational Licensing subject M edical Board Inquivies Re
Lay Midwives
From: WILSON L. CORDON
ATTORNEY GENERAL

Sarafr T." Kavacharov
Assistant Attorney General
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A sharp ii.crease in the number

- » nNutinnn that 'ne would not
Js. have anatural childbirth came
thortly after her e*timalcd "due
date.” She vidicd her nbvtctrician for
her regular \Vednc»diy appoint
merit,and he told her th.t two wrek*
overdue ua* too much. They could
induce ialnir, he tuggcvtrd, lather
than wait until .it baht became loo
big and ri*k a ditVuoh birth Me
added that inducing labor now
would hrl[>in avoid the pntvihility of

a ( aevjrean birth. Reluctantly, Ad
inn decided lo take her doctor*
advice.

In thr ho*ntal die wa* given a
ding to bring on laKir lorten houi*
very little haliliciird. Then, a* the
dinner hour approached, the doctor
told her »hc would need aCac*«rran
tecltoii. an oticralion in which the
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and/or accelerate labor. If this re-
sults in inadequate or distorted la-
bor.aCaesarean iscalled for, and (he
woman, exhausted from hour, of
labor, submits.

Many, tike Elaine Adams, are dis-
appointed about bc ng rushed into
it without proper knowledge. “In
the delivery room," she told me,
“strap{*ed down for the operation, |
felt angry and trapped. Later, | was
in pain from surgery, while others
who had hal normal births were
bouncing out if bed and nursing
their babies right awa;."

“Bikini” Surgery. Just a few years
ago. Flame Adams's story would
have been unusual. Women across
the country, after a long struggle
against medical convention, had
managed to force obstetricians and
hospitals to ac cpt a host of different
childbirth methods: delivery with-
out drugs, labor assisted by hus-
bands; even births at home, aided by
midwivev instead of doctors. But
now, the obstetrical pendulum has
swung back with a vengeance.

To many medical experts, the re-
turn of (he Caesarean is a return to
rational birthing. Caesaican sec-
tions,* llics feel, arc rts|xi||siblc for
America's decreasing infant-mortal-
ity rale. | his pioccdtirr spares the
prrmature oi low-see i baby, as
well as the breech hat 'xmi bul-
locks or feet first, from ihc rigors of
vaginal birth. "Tien to 15 sears ago,
a baby svcighing less than three
I>ound\ ran a high risk of dying,"

*So nwnril [xwutt [ulitn | Atu. n i
K,.I (Mrrnl Uw »mU in thn Inimn

M*
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says Dr. Charles Brinkman, chief of
obstetrics at the University of Cali-
fornia at Los Angeles Medical Cen-
ter. "Now. in our hospital, 60
percento. the babies who weigh tsvo
pounds, or even less, survive."
Caesareans have also soared in
popularity because physicians feel
more at ease with the procedure.
Today, many Caesareans arc per-
formed through a "bikini" ait—a
small incision across the lower pait
of the belly, just above the pubic
hairline—instead of a longer, length-
ui»e incision beginning just above
the pubic area and extending we'lup
over the abdomen. Ami instead of
the general anesthesia used formerly,
more than half of C-scctionsarc now
done ssith a spinal anesthetic that
allows the motncr to stay a ake.
Vet the increase in the use of
the technique has spawned anger
and concern among many women.
"Thrrc is so much emphasis on ihe
natural ev|ericnce that you feel
cheated if .ou fuse a Caesarean."
say* Tracey Campbell, who went
through a suigical birth. "Some
women feel, Idid something strong.
| ate loo much. | breathed the slong
ssas. | am 1101 1 woman Incause |
didn't actually give birth.""
Almost *7 percent of the incicasr
in tlie Caesaican rale can be traced to
repent C-scslions—surgical drlivrires
m women svho hase umlitrgom tin
prmedure before. However, mans
physicians and ihc c'aiinnal lusti
tutrs uf Health Task Fnnc on cat
sairan Cinldhirili pomt out thai ilm
adage "Once aC section, alwassaC-

l if
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section" need not hold sway. The
risk that ar. old C-section sc*r will
rupture during a subsequent vaginal
labor is tail, especially in women
who h  nad bikini cuts.

No Evidence. Some doctors also
feel that obstetricians are too quick
to opt for a Caesarean because, with
busy practices, they find it inconven-
lent to allow birth to come of its
own volition. Thus, rather than wail
out aslowly progressing labor, they
will do a C-scctioo. "A lot of
people out there practice aggressive
obstetrics," says a leading Los An-
geles obstetrician who docs not
want to be identified. "They hurn
things along when they shouldn't.’

Many doctors believe, aswell, "hat
the procedure is a legal safeguard.
Obstetricians rank fourth anong
physicians who are specialists as tar-
gets of malpractice suits. "The cli-
mate is such that il the physician has
done a Caesarean he has done every-
thing he can," says Dr. Thomas
Garitr,associate medical director for
pcnnatologs at Long Reach (Calif.)
Memorial Hosp.ui Medical Center.
"If he tolerates a long vaginal birth
and gels a damaged baby, il is moic
likcls to be attributed to ti ¢ physi-
cian'snot doing enough In the lale
1960s and early 1970s, he adds, poor
birth outcomcs-includmg cerebral
palsy, depression and neurological
danugc-werc blamed on longer
liours of labor. "St doctors won't
tolerate long labors anymaore." Dr.
Garitc vas>. ,

However, the contention mat %‘-
sections dsniini'h e incidence of

N

March

cerebral palsy and other neurologi-
cal problems among normal-weight
babies carried to term is now a
controversial question among obste-
tricians. The Task Force on Cae-
sarean Childbirth could find no
compelling evidence that habies
born by C-scction fare better than
their vaginally delivered brothers
and sisters.

Moreover, some experts believe
that the obstetrician may even con-
tribute to inefficient labor—one of
the indicators used to rationalize
Caesarean section—by using drugs to
induce hirth. “Birth is like plucking
an apple off a tree," sa%s Dr. Cab,n
Hobcl, professor of obstetrics and
gvnccology at Harbor-U.C.L.A.
Medical Center in Torrarce, Calif.

“If the apple is ripe, it will just Wf-

off. But if you start too soor, it's like
trying to pluck a green apple. You
might break the branch. If you try to
induce the patient before everything
is ripe, you can gel into trouble, and
you may wind up doing a Caesarean
section.”

Backing Off. In a substantial
number of births, ic obstetrician
who feels thai labor is not progress-
ing well is abetted by an electronic
fetal monitor. Once the membranes
hase ruptured, th doctor will place
two fingers in thr woman's vagina,
and the fingertips will &o h the
baby'shead Then he will pass a thin
plastic and-w ire tube up into the
vagina, and tsvist a coiled wire at
the tip of the tube into thr baby's
scalp Once this electrode is in
place, an electronic digital icadotit
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ifit TOO MANY CAESAREAN BIRTHS?

on a monitoring machine continu-
ously flashes the baby's heirtbeat.
Ideally used, the fetal monitor can

tell the obstetrician if the birth pro-

cess is causing the child to suflcr
because his brain is not receiving
enough blood and oxygen.

But the monitor itself has become
a focus of controversy. Some obste-
tricians lack expertise in interpreting
the signals. Moreover, the monitor is
(ronc to readings that indicate prob-
cms where none exist.

In the late 1970sDr. David Banta,
a physician now with the Office of
Technology Assessment in Washing-
ton, D.C., and Dr. Stephen Thacker
of the Ccntci; for Disease Control in
Atlanta prepared a report on fetal
monitoring for the Department of
Health and Human Services. "W ¢ es-
timated that half of the .Icrcasrin C-
sections over the last ten years could

be attributed to the monitoring,"

Dr. Hanta says. "And essentially,
most of those Caesareans were
needless."

The goal say sonic medical ex-
perts, shouh then be to lessen the
Impact of the A>il monitor. "There
IS no quest on that there has been a
tremendous benefit from the in-
crease in the ucsareun-scction rate
and that there have been benefits
from fetal monitoring,"” says Dr. 11
bel. "But now the question is: how
much can sou hack ofl from fetal
monitoring and Caesareans and
maintain the success svr have had in
reducing infant mortality? Can sse
reduce the Cacsarcaivsrciiori rate
from 35to 10 percent and maintain

good outcomes? | think we can.

Mitigatirg the Effects. One rea-

son for reducing the Caesarean-sec-
tion rate is simple economics: the
rocketing number of surgical births

has brought immense financial bur-

dens. In Southern California, for
example, the average physician
charges about S750 for a vaginal
birth-but about $1000 for a Cae-
sarean section. The Task Force
report says that a normal birth
will mean a two- or threc-day
stay in the hospital, but for a
repeat Caesarean it will be about six
days, with a net additional cost of
over $2000.

Obstetrics experts believe that in
some cases the surgery mas' dually
be harmful to the baby. Caesarean
delivery is recommended lo rescue

a bam unable to withstand pro-

longed birthing. Although aotli-
centur technology makrs it possible
to determine fetal maturity, these
methods are not always used or
correctly applied. As a result, a
scheduled C aesarean performed be-
cause the baby is allegedly over-
due can bring forth a premature
child subject to dangerous respira-
tory pioblens.

Caesarean sections take a thsio-
logical toll on the mother as well. In
one study in New York, 25 percent
of the women who had Caesareans
suffered complications, including
lung problems and adscr c reactions
toanesthetic, compared With only 15
percen: for ssomrn wb 1 delivered
vagina!'v. And the risk tl at a Caesar-
ean mother will develop a jtelvic

tol
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infection is 7 to 20 tinres greater

Such postoperative complications
may simply mean more time in the
hospital.” Rut in ,ome a.ses the ad-
verse reactions can increase the risk
of death. “In 1978 th: maternal
death rate in vaginal deliveries was
218 per 00,000, reports Dr. Diana
‘ctitti of California’s Kaiser-Pcr-
manentc group. “But for women
who had C-sections, it was 40" &er
100,000, or four times greater."

Women who have undergone
Caesareans seem even more con-
cerned with the psychological hurt
that follows the procedure. In many
hospitals the woman is not allowed
to hold her child immediately after
birth. "1 saw my son only briefly after
he was born," says Sandy Bambcck, a
young Californian. "And | still feel
the rauiua of not being able to hold
mm and nurse him."

While the hurt is real, however,
psychologists say they find no pcrsua-
sise evidence that Caesarean mothers
suflcr deep or long-lasting psycho-
logical damage. * We found that Cae-
sarean mothers often tend to bemore
involved with their children," says
Tiflany Field of the Univcisity ol
Miami School of Medicine.

Moreover, seomcn who halc had
Caesareans agree that negative psy-
chological eflects can be mitigated
if the woman-and her husband—
retain a sense of control over then

birthing expcricr :c. Groups formed
to help women suggest that:

« A pregnant woman should
learn as much a> she can about
Caesareans so that, if the possibility
arises, she will be prepared for the
decisions that must be made.

* If told during labor that a Cae-
sarean might be done, a woman
should question the physician cloxcly.
“Don'taccept the doctor's saying this
isthe only way the baby isgoing to h'
born,” ays Tracey Campbell, now a
Caesar an-birth educator. “Find our
what the problem is, whether there is
something wrong with the placenta,
the cord, the contractions. Have your
questions ready before you go into
labor, and have your husband there
with you to hear the answers."

 If awoman is having a second*
baby after having had one by Caesar-
ean, she inay want to find a doctor
who will allow a trial vaginal labor.
She shouldn't agr:e & a scheduled
Caesarean, unless her medical condi-
tion makes it imperative. Even so,
she is rntitlcd to a second opinion.

* The mother-to-be should shop
carefully for a physician, and ask him
what die Caesarean percentage is at
the hospital where he practices. She
should also ask what his ow n and Ins
partners' is. "If he says, ‘If that is a
concern, maybi you don't want to
see me," Campbell noies, “then
maybe you don't."

run MTtsnoN has created another escuse for being late to work:

"Cot my pant leg caught 11 the bicycle chain, boss."
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G-jjon Anemone clocks the vital signs ot s pros;.-ect:ve mother at the
+ Seattle Midwifery School/Home Maternity Service.

Midwifery school

helps

with hcme-Dirths-advice

by Sheila Ann* Fccncey
Times sU!fropcrler

(JCMr. fie're like snoops. Our
‘bii'frole is to always Icox
\J u fe. something goinjj

wrong,* Susan Anemone s:. < of
her vacatur/s cunc-s nature.

Ms. Antmo:'.?. Margaret .ons-
field, Susan V.ycru, and Su”an
Rivard are Washington s:a(e*ll*
censed miuwives vh >operate the
non-profit Seattle Midwifery
School unti Maternity Service.

The service par.aily supports
the school, and z.zz provides the
field training for students.

Rigorous, continuous screening
of patients occurs continually to
oSsure tluit the prospective tr.otlt-
er ;s "low nsk." factors Such os
high oiood pressure, anemia,
bleeding, or matpresentatton
(breech or unusual birth), or even
desiring a home uinh for the
wrong reasons, will prompt the
partners to refer the client to a
hospital.

The mother la speedily trzrs-
frrirvi to the hospital shr-ufd a
complication arise during labor,
Ms. Anemone explained. This is
cvtdence of the moving nature of
a midwife's role: the old-time,
rural midwife, who once had to
fandie any probk-i.is that came
along, has been replaced by urban
CpCOalkSll who handlo only roi-
l«ne births, or.d refer more comp.i-
ruled cases to medical specialists.

Home births are Jess ext ensive
(the service Costs .boot Si" . phi
mileage in some rases), honne*,
riler wumen more control ovi-r
trie hinli expcrxnce and the
opportunity to ha.c their loved
ones present if they desire. Mi
Ancnuor Sw-d.

~T.ua has i» dn ih a different

valui- si.tr.,- i fc rua  tv;mg
oosfifAl-d .. a (. i) ravticon-
trol over i'--r m:t body," said
Ms A*ifinci.e. Sin  ddvd ll.at the

Y%ei*vsee ulfevi . up*. lolTvd ai, -*ma-

uve for wtui.ea w.ia wan, to bhe

attended by other women, and for
those who dislike or fear hospitals
for some reason. \

f's.Ancmonoczld the midwife
tal.es a back seat to the mother
dunn® Lhe hirth "Our patients
aren't sedated. They're well-pre-
pared, witn chil 'oith tnstructicn."

While deliveries by tnidwives
are a controversial topic in the
mtdicai profession, Ms. Anemone
said non-nurse midwives have an
advantage in a home binh be-
cause midwijvcs trained entirely in
hospitals can't be ex-poctvd to do
as well in a home setting.

“he added that persons trained
in hospitals with a variety of
tc hnoiogy and machines at their
disposal "do not develop the self-
rc tance and stalls to know (their)
linitaftons."

Ms. .Anemone said the two-year-
old school, which isindependent of
nursing school or hospital affili-
ations. is perhaps the only one of
its xind tn the country. Other
midwifery (pronounced mtdwhif-
fery) schools exist, hut generally
are run ia conjunction with, or
subsequent to, a nursing prcgram,
M1 Aremonc satil.

Tha school, wh.ch was estab-
lished bj Anemone, J'arufield,
Myers and Riverd to tram li-
censed midwives, accents only six
students at a time, and has a
wetting list of as man/ as 300

The service accepts applica-
tions from prospective mothers
who wcu.d like a team of mid-
wives (student midwives aunt as
part  :j.air obstetrical training)
toa ,dthem

Altncugr. the service has cp.r.-
tngs for prepunt women who
would like to deliver tt home, Ms.
Anemone added emphat.cally tiiat
"we never tell people to ltave
home bir.hs. They come to us
after their dcois.ons .avc U-im
nude” *orfr
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Lnda Fitzgerald

ET" rom my bed ! could hear the sound of
S)r™ the midwife s knitting needles clicking
U as | rested betu een contra.nons. It had
been a long and tedious labor and the strain wes
siowing on everyone. My Jncnd who had come
to take photographs and be a labor coach la)
half-asleep at the foot of the bed. my hushand
sat dozing beside tne

The words of my nndutfc drifted through my
mind. "If takes a mature woman to hare a home
birth... After you give birth you will kuou you
can do almost anything ”She came and sat &<un
next to me, offering me alook of understanding
concern. "It hurts,” Lam planted. "Vr] I know."

she -aid. "but you can handle it." I gripped ner
handandtook my thumand:h controth d hreath.
Thirty two hours after my firit labor tntng<. 1
knew the meaning of "good things come to those
who uatt." as a surprisingly pink, hud) little
creature lay squirming on my breast | had/ait
climbed Annapurna and accepted the Kobel
prize altin the course of little more than a dry.
The birthing had not come easy but | had
gotten uhat | wanted: to labor m my own hed
and to hare my bah) be free from iK'eritntmn
%tn%lhmedication | had been in control of the
rth,



The desire of many women to regain control of their binjf
experences created the altemative birth movement a decade ago.
Although the dbstetrical profession has responded by ottering, in
tome hospitals, reduced obttetikal intervention, modihrd hospi—
tal rcutinc, and altemative b rthing centers, a segment of the
population ischoosing to have their babies at home.

In the mid-"60s, home birth was on the verge of becoming an
anachronism But during the past ten years, there has been a
tremendous resurgence of interest, and a movement has
developed and grown both in strength and numbers. New home
birth organizations have formed, and the conferences arc getttng
bigget

The National Association of Parents and Professionals For Safe
Alternatives in Childbirth reports that there has been a three-fold
increase in the number of home births between 19?3 and 197%1.
with hospital births declining from 99 3 percent to 9# percerc
during that period In Califormia and Oregon, home birth ra’es
have doubled every year for saveral vears and now rcp Cicnt 3
percent of all bitihs in California, and - percent in Oregon

With the renaissance of home binh. the midwife, the tradi—
tional home birth aticndant, has been called back into active
service Although trained medical profession Is (physicians and
certified nurse-midwives) do attend home nrths, n i the Iay
midwife who is present at ihe majority < home births Lay
midwivet have acquired their sdlls by working with experienced
midwivts or doctors, studying obstetrical manuals.or bv training
ir the few lay midwifery schools that earn The Califomia
Department ofConsumer Affairsestimates that over 400 lavmid-
wives are practicing in that state with 9.000 habirs born annually
under their care.

In spue of the increasing demand fur home birth, the medical
establishment remains firmly opposed to itspraitur. The rwenty-
ihousand-member American College of Obstetricians and
Gynecologists (ACOG), home births most vonl aitic, cuntends
that "labor and delivery are potential har.rdt lhai requite stan—
dards of safety which are providelin the 10spual. and cannot be
matched m the home situation "ACOG . futmer earcunve dues
tor. Warren Pcarie. has been known v make statements to the
press such as ""Horne binh constitute- maternal trauma and child
abuse "'

It sunder the banner of "safely" tnat the obstetrical establish—
ment has successfully persuaded the media and the general!
public that home birth i . dangerous praline Kescruly. ACOG
released damaging SUInlus or. home tilth whkh puiponrdls
show that home buth puces atwo in hsr times grraier ink lo ihe
baby*s life than hopitai bsiith Home biiih advocates siev ris
study as fraudulent, claiming that A >0 G nrser released the raw
data on whtchihe study was based, and that the spurious suits-
tics make no differentiation between planned md unplanned
Isome births

Home bush adsocatcs pouti to the studies done bt Di  louii
Mchl a a more relisble mduatui ol tix ulety ol home delivery
Dr Mrhls study isone u: ihc most ecumnt u.ndcMtrd so far.
iunsparing more than a thousand midwife attended hone buihs
with an rqual number of hospital hutht met a scs-ycat |«tiou
Mt*ii uxd matching ttitrtsa among thr women lo eliminate any
scgnihcint diKrtrrwrs fx-wten the two gtoupc Meld®s luulmgs
show iUai the numbri vt ircalit deal! mifc emnlat in tie two
rioups. but that the husp.i*l gsoup »h*"»id fttuli «cm.pUaikmi*
ot labor and delivery. forth mvjuixi and a grrairr modeller of
hemorrhage in the moshcrs -

Childbirth in the Courts

He me birth snot illeg@l in America. There are no laws in any
state that outlaw the practice. ljowever. the use of home birth
attendants can be legislated. It isnot illegal for parents to deliver
shrir own baby in thru home but should a friend or trained
attendant assist in the urth inany way. she could be accused of
practicing medicine without a license, or worse.

In Califomia in recent years three midwives had serious charges
leveled against them (two were charged with murder, and .he
other with a felony.)

It ts not illegalfor parents to deliver their
own baby, but shoulda fiend or trained
attendant assist, she could be charged with

practicing medicine wi'hout a license...

In the highly publicized case of Marianne Doshi. the judge§
decision was a victory for home birth. The charges of second-
degree murder and practicing medicine kuhout a hcervc for
having attended the birth of a stillbom baby were unexpectedly
dismissed by the judge (who was constdeted a conservative by the
home buth advocates) with tilewords "1 really feel that we have
a segment of our society that wants to chouse an altemativr to
what the Califomia Medical Association, or the AMA. or the
medical profession wants to pr -ide as far at the buth of children
goes And 1 think these people probably have that right under
our constitution | hope the medical profession has enough
maturity at this point to say that there are altemative ways 1
amconsirurd hat had that child died in the hospital .we s.oJd
have had a r*toussnd doctors lined up between here and Loa
Angeles \alli ng to testify that the dociors piovided medical treat—
ment according to ihe standard of care ~

In anuilxr tax. Jo Ann Ruiz, a midwife and legnierrd muse
from FI Dorado County. Califomia, was indicird by agrand jury
for practicing medicine without a herrue for leaving coonselrd a
woman wanting a home binh, inptrnaul care during her pieg-
runes The charges againsi Jo . nn were ulnnuirly dropped, the
reason bring, according io -mr doctor who an -ndrd txr he _ting,
that “the ctinsr unity dertundrd cho- r. ™

but the n«iu serious >ave u.i pending, ihai ot
Tatpening. has been far moc» trying Tatpemng. a Monterey
physical iheiapcsr. fiat been chatgrd with ftiu-dcgiee murder for
anrnding ihe buth of a stillbom baby inDcvembei of 1979 Iitst
de-rre murder, according to Califurma uaiuirs. indicates an act
commuird cwn of a "malignant and abandoned heart ““Ruwlx
was arrested two days alicr the snllb.rih ami. with bad et at
tI0U.0UO. she was va.led for seven days Her hail was firally
reduced to L ¥000 and the wal trifAsrd

At Kuwalxt rust prrutal hearing m February, the *fust dtgr-e”
was dropped lrum her murder charge but practicing medic ne
without . licrnx and grand thtft (fur charging for her xrvt.es)
wtlf added

RosaU latprrungs tigit to « eperdv trial has hetn siulatrd by
ihe prosccuihirt s continual dclass and postponements All in all

vin Jus txen scheduled lor thutrm prthmmary healings - a



record for Madera Counts, where her case isbeing heard. So far.
her legal ren have accumulate - to SJ0.000, and may run beyond
$30,000. Should Tizper.ing le COftv»vd. she could spend seven
years or more in ja~. Thai far. —.e causes of tfe stillbirth have not
been fully determined, out ac. -rdmg 10 an - jtopsy report, there
were no indications of trul c.s:rev> daring labor.

Rosalie s legal straggle has proved sobering for other midwives
in the lIss commun.ty. The unspoken legal rule of thumb appears
to be: ifa baby cites sc horr.r. the attending midwife will be
charged with murcrr ora telor;.. If the baby dies in the hospital,
it'san act of God.

Rcnahe Ta/prnmg. charged with tititedegree murder for
attending the birth of a iullbo/n baby

Rstrn Lang,a founding mother of ihe Santa Crur Birth Center
and midwife for twelve years, describes her own tenuous situa—
tion "l know that all 1have to do isgo loa buih and have that
baby not be alive when titbom. and within twenty four hours,
the pofitr arr going towalk into my house and look through my
youtnah My entire famtly wJl be subyc ted tu ihe law™ (In
Califomia, where lay midwifery n dearly IHgal. ifa midwife i
arrestrd for aprob.cm mat occurs ai a both and hrt children are
with net ai the tor e of the arrest, they rould he taken to juvenile
hall )

Although midw.vet have been involved m most of thr home
buth court battle ” cfci"ort »r  haw home buth ptacti.es ate not
immune from legal sirt.rates Moat recently. Peter Rossi, an M 1)
from Sctka. Alaska, was a»q-.ued Of rsr charge 0f negligent
homicide™ for ha.mg attended the siillbuth or a b.wy horn at
noetic

Hofic birth organizations, as well, have been subjected to
legal pressures, asevidenced by the ease of the State of Hinois\s.
the _Association for Childbirth at Hor.e, Intemational (ACHI).

This case began three years ago when Hlinis ACHI leader Cat
Feral came to the attention of ihe local medical community due
1o her role as counselor of expectant mothers. Stemming from a
doctor®s complaint, an investigation was begun by the Hlinois
attomey general, who terved Cat Fetal and the ACHI with two
subpoenas asking for seventy-one itemr from the ACHI"s birth
records.

Included in the list of items were questions that challenge basic
freedoms of individuals. The subpoena asked for the names and
addresses of every parent the ACHI had trained; their phone
numbers, birth dates, and work phones. Another question was
phrased: "W1 ere have the ACHI home birth series been offered
in @ Hlimis, b) the Untied Slates, (C) the world? State dates
and leaders ana addresses of each location.™

When the ACHI refused to honor the subpoena, a lengthy
court battle ensued, and the organization was charged with
consumer fraud for certifying childbirth educators. The ACHI

won the first battle on a tedmicality. The decision was appealed,

dropped, and then reopened by the stare. At present the case
against the ACHI s begin appealed to the Hlirois Supreme
Court.

The Source o fthe Conflict

Throughout the history of childbirth, an antagonism nas existed
between female and male practitioners The arguments given

Suppression offemale practitioners in

the middle ages evolved into the witch

trials, from which midwives emerged
forever stigmatized. ..

today against midwrvet piacticing home birth have been reiter—
ated by doctors for su hundred years Charges of incompetence
and incipcnet.ee were ascommon then as they are now

In the middle ages, rcsinctioru were first placed un midwives
durmg the fourteenth century, when they were compelled (in
England by law), to call on the barher/surgeon to perform diffi—
ault deliveries Should a midwife be present at the birth ar a
stillbom or deformed child, the could be hung as a witch

As Europe emerged from thr Dark Ager. medicine was
established asa profession, and physicuns sent pennons to heads
of stair complaining about thr *Wworthless and presumptuous
women who wric usurping the pnsirssion ”Ltteming laws were
passed to prohibit all hut u* lvetsit) trained (male) physicians
from practicing the healing a.is Since diwiors did nor near ihe
peassantry, these laws were not observed m rural aress, which
remained the stronghold of the midwife/female healer To rid
ihe profession of ,ts competition. phtucians enlisted thr aid o
<o-"ili and stair to help them eliminate ismale pracniiunets
Tho suppression evolved into the witch dials, ai which doctors
test,bed at medical ewvperti 10 assist in determining <fa midwife/
female healer had caused an afttution to berall a peasant. Saul
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One Doctor's Perspective

"I"ve been surprised and pleased 10 hrd that. given die current
atmosphere around home birth, the opposition u not as tabid as
itappears in public “%Says Dt Stanley Sagos, a family practitioner
in Cambridge. Massachusetts mho oriels homr birth Trained in
South Africa, where its a common practice, he says he began
doing home births here rather naively "People wanted buth at
home and 1 didn"t know that n was such a problem. lwas not
aware of and tull am not aware of any statistical data that contra—
indicates home birthon the grounds of safety in scrrened popula—
tions *

In spite of practicing . an areawhere the medical community
as >whole frowns on h = birth, Or Sagos say* that, surpris—
ingly. he feels supported in his practice "We hasc made it a
policy to be very public abvui our home birth practice We write
about it, talk about it, and let our colleagues know that we"d like
1o hear anything (hat might dissuade ut from the practice "

"l find that obstetricians are csften relatively uncritical of their
«»n anti-home buth stance until they v fuse a chance to look at
itm an unthiratened situation lask them when ticy Last had sn
event inwhich u really would have made sdifference not to be in
s hospital, how often such e«emi happen, and ifpolicy should be
made on the bests of such incidences"

the church: "Ifawoman dare tocure without having studied (ata
university) she isawitch and must die.” When the trials tapered
off in the 1600s. midwives emerged forever stigmatised as incom—
petent ifnot malevolent practitioners who had developed a deep
and lasting resentment for the medical profession. The midwife"s
skills and techniques that id been called sorcery were now
labeled medicine when pcn”rmed by a doctor.

in the seventeenth and eighteenth centuries, doctors preyed
for antf-midwife laws, blaming midwives for childbed fever Mid—
wives. in tum, charged doctors witn commercialism ano :he
misuse of their tools.

by the twentieth century, obstetrics had come to be a recog—
nized surgical specialty in America, and midwifery a dying art.
Although a study conducted by Johns Hopkins University in the
early 1900s indicated that obstetricians were less compcten at
childbirth than midwives, doctors, in the name of science and the
improvement of maternal and child health, convinced state after
stare to pass laws prohibiting ot limiting the practice of midwifrry.

The long-standing biases and rivalries between the two practi—
tioners cannot be overlooked in the current dispute over home
birth.

Although a studﬁ conducted in the early
1900s indicated that obstetricians were less
competent than midwives, doctors convinced
state after state to pass laws limiting the
practice of midwifery.

If you were to ask most mainstream obstetricians why tuey
oppose honje birth. you would be likely to get a one-word, dl-
encompassing ans- "— safety. Citing the higher risk factor; it
poses to mothet ano chud. obstetticiaru will quote a long letof
unforeseen. life-thtratening complications that can arise sn a
matter of minutes in a seemingly normal, low-nsk situation

Having received their training in hospitals whici. ue primarily
centers for treating ihc sidk, it ismall wonder that phystcunt
view childbirth as a potential hazard. In tendency programs as a
whole, normal labor and delivery are given very little considera—
tion. being described as "unremarkable birih™ in obstetrical tr*i-
books Most obstetricians base never seen home birth, and
many ha\c had limited ripcricncc with unme .ated births In
coniunction with being educated in a system that she vs too little
respect for the normal process, young doctors are encouraged to
disavow the healing instinct, and replace u with th: frequent
application of medica technology This fostets a belief that high
intervention type obstetrics is the only way to get out a hcal-hy
baby

Suranne Arms, author of ptftpuon. a book mat
rsposes the abuses of obsteunal intervention, described the
uphill bailie that the home buth movrmrr* » facing "We are
confronting an obstetrical establishment that is completely mid
on high rechnologv. has bought it lock. Mock and barrel from the
computer and aeronautics industries, and has failed to ntamme
its motives in butujg It"”

The lomphcatrd tv m of icchnulogu.il checks and ba-an es
designed for the quick and easy hotpiUl binh canno: oc
transfritcd to the home Home birth would prue 10 be a tine-
consuming inconvenience and an unprofitable prospect fot :ne



obstetricianwho isused todoing forty births a month ina central
, location.
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David Stewart (above) ofnapsAC says,
"Home births represent an enormous threat
to the system. Eve?/ home birth is a loss of

an average ofat least $1 000...

David Stewart, the eiecutive director or NAPSAC. believes
that the medical establishment®s resistance to home birth can be
reduced to the profit motive He erites in the spring edition of
the "News From H.0_M E -- nensletter: "The most efficient way
to gross a lot or money in maternity care, from the economic
viewpoint of the doctor and the system, itto adopt the assembly*
line model from industry, to forte everyone into hospitals, and to
coerce the binh process into set routin 3 This fact k apparently
well known to hospital administrators, drug companies, met icl
device distributors and |tome] medical doctors While the cost
effectiveness to the system ismaumued by such amodel, the cost
effectiveness to familicl leaving babies smimmued. alcng w_th
the minimisation of kindness and humanity in childbirth "

Stewart hat found that. "Home births represent an enormous
economic threat to the system Every home birth sa lossof an
average of at lesst Si .000 10 percent home births in the United
States represent a lost of at lesst s > billion evety year™ Stewart
poinu out that dewtort didn™t obiect as strenuously tohome birth
until the last few years when upper and middle clast couples
adopted it Says Stewart "IFACOG can manage it the battle of
home versus hospital birth » id not be fought over the facts- the
facts are not in their favor Power and politicsjrr however Hence
it is via power and politics that they will seek to squelch home
binh. This they will do by encouraging the hsrrassment of
doctors who sympathize witl”home buth hi seeking restrictive
legislation limiting midwive and tn leveling child abuse thaigct

again? Zparticipants ut home bum “*

Sagov claims that an obstetrician would be hard pressed to find
statistics for a strict in _hospital policy. "Buth issafe nowadays c o
the basis of the data, there just doesn™t seem to be awhole lot to
talk about. All of the published data indicates that tn screened
low-risk populations the outcome is® cely to be good whether one
isat home or tn the huspitrl .

In spite of the statistical data and the support he fecis f.str his
colleagues, he acknowledges that he istaking a very real, personal
rik indoing home births. "We feel very wulnerable," he admits.
“We feel that tFthere was a misadventure ar home, especially a
maternal death, there would be a slur cast on us for being home,
even ifwe were completely above critician techically. I thinkwe
would be hard p.csscd to find expert witnesses on our side to
Justify our choice of the home as a site. Though we have not let
that deter us, we're aftatd of it It'sa recurrent nightmare that
something might happen that would be judged unavoidable ifit
happened tn the hospital, but would incur a very harsh reaction
from the medical profession tf it happened at home."

Dr Sagov feels that the question of home versus hospital u
besically a straw issue, one whicb has come tc encompass larger
questions of freedom of choice and the rigt to <l
tittermination Though tho has helped raise public debate, it
ultimately clouds the real issie: finding ways to get together D
make available the safest :nd most sautfymg range of birth,ng
choices.

He finds a sole focus on sue to be one of the greatest nuclei
"If your orientation is that the home u the best place oi vice
versa, and you are not looking at the larger piccure of what s really
d* fed here- namely, satifartson and safety foe as many pec pie
as possible, then you"re going to be spending you energies
st igghng with side issues and mm the point."

doth "in be a beautiful, meaningful experience wherever 1L
happens "1¢r seen people have iuu the most rich and tunicm-
deni experiences in the hospital in all sons of curunxtunvrt. with
Cariaream that they didn"t anticipate, or having spontaneous
vaginal deliveries that were with friends, other siblings and
family members They"re been wonderful experiences where
everyone hu felt all of that excitement that makes ui want tobe a
pan of childbirth ™

No matter how great an espeneive may be possible in a hos—
pital setting, howrvrr. there will always be women who will
choose home buth Dr Sagov uvt ne wishes the oostctrscal ,om-
munity would tun accrpt this and get on with fulfilling their
niponnbihtKi asphylauns poinding safe caie "It uuf orients-
nun asdoc ion ts. How tan we make a sale and how can we muai-
mue consumer chonc ina way suntisienr with our con.etm for
physical safrtv.” my own sense isth.i we can do a great deal that
will rrhrne c,muse”s worries " -P 7
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M idw ifery and the Law

The status of the law varieswidely from state to state. Many states
have no legislation or case laws coveting midwifery. In some, the
practice i considered illegitimate but not illegl. Other states
make the practice clearly illegl. Lay midwivcs have been pros—
ecuted in Califomia. Kansas. Florida. IHimois and elsewhere,
following Isa cross section of how the individual states rate.

The Western States

As a whole the west has a favorable midwifery and home birth
dimate. Oregon. Texas, and Utah arc so-called free states, where
there sno legislation governing the practice of midwifery, anc
midwives can openly practice without a license.

Orcfon: The state attorney general has stated that as long as mid-
wives u k hygienic methods to insure the home buth will be clean
and safe, there isno reason to regulate the ptactice. Oregon is&
very progressive. individualJ-rights oriented state. Midwives can
have a business license, charge for rheir services and advertise.
Doctors are generally ope.i to home birth and will do postpartum
check-ups in the home ifasked. Midwivet car. filebirth and death
certificates.

Califoria: This state has one of the worst legal situation*, but it
has a strong home birth movement pushi-.g for better legislation.

Tetas: Texas has no regulations governing midwifery except in the
border area near Mexico, where the local public health depart—
ment supervises the pracuce of lay micwifery. Sixty percent of ail
btrths take place in the home.

L"b: Utah is a Mormon state and midwifery fits into thru
beliefs A year ago nurkK-midwifcry legislation was passed which
could have restricted rightsof parents, "iu» itwas amended by pro—
home binh legislators

Washington: In Washington a midwife can practice without a
license s she does no* advemsr or charge for her services. The
stare has recently revived old licensing taws for mtdwives Mid-
wives uxd state officials are in thr piocess of updating the licens—
ing procedure*

Aniwu: Aruoru is very similar to Washington where old mid—
wifery licensing laws have been revivrd. The first midwifery eaam
was given a year ago

Alaska: Allows home binh arid midwifery, although a general
preference is to havt a physician.

The Southern States
Mon of ihe old licensing laws remain mtaci. althoughm m have

been updated Some stain rrquuc that pubtai health depart—
ments supers isc training, examining and Inenung

Virginia. Thru are rwo or three intraed m*d»i*rs pianicing in
this stair laierne regulations arr scry rctiiciive Tne publh
health depanmeni folloss up on rath delivery

Honda: Under the old licensing an. a lay midwife must aurrsd
fifteen bmh* under a dwtoe"i supervision If the donor recom—
mends hci fur a license and the county hrahh depianmrru
director agrees, she u eligible fur die midwifery ei. r. Ina 1979
decision in Si  Augustine ihe 1951 ft"Hida statutes foe Ikrnsing
lay madwises was drilarrd unconstitutional . in ihe case of Carole
has* If ihe decision a upheld in Taenisc Suptrmr Court, Flut-
1Ja law will change

Kentucky and Tennessee DMh stairs allow niadv-feiy. espeiult
nurse midwifery, with the fronuci Notung Service

Ailumv Allow* las-midwilrrs but i phasing 11 out by not
icr-rwing licmsc* ue thene who ha»r pcactKtd tre seats

The Problem o fBack-Up

The increasing difficulty of obtain, re adequate back-up assistance
from the medical community apf*ars to be the most dangerous
problem facing home birth in this country. The denial of back-up
and prenatal care i the medical establishment™s most effective
means of penalizing mtdwives and women wanting home births.
Midwives who have been practicing during the last decade report
a gradual tightening up of doctors® attitudes toward home birth.

Accotding tomidwife Raven Lang. ''Things areworse now.n a
way. because twelve years ago. physicians didn"t really know what
home birth was all about, and they"d say. yau can call on m  if
you need transportation or back-up. Now they are dear and
precue. they do not want to be involved."

In Santa Our . Califomia, as in parts of Illirois. Colorado and
other states, midwivcs have reported that obstetricians have
banded together and pressured their colleagues into refusing
prenatal care and back-up to persons involved in or having a
home birth. Thu iseven a problem in Oregon and Washington,
two states which have a favo.able climate for home birth S*s
Oregon midwife Shari Lauct. "l have to search for doctors to do
back-up becauK they ate filled with stare tactics from their
peers.”Lao-r also claims thai women who choose to come under a
midw ife’scare, after having seen an obstetrician, arc often in fora
fight just to obtain the prenatal rccoids that are legally hers.

Lauer docs all of her own prenatal care, and receives emergency
help from doctors on a good Samaritan basis for her clients in
Washington, she has only two doctors who will back her jp. She
reports that, inone instance, she had todrive awoman necdmg a
Caesaican section out of het own city (population 100.000) to a
rural area forty minutes away toget emergency care Said midw fe
Raicn Lang about the situation in her atea "There v no back-up
except from other n. dwives Ifyou have to go to the hospital, its
take,*ho you get ““

Toma Brooks, head of the Association for Guldbirtli at
Home, International

Thu "pm luck™ stair of abatis can piote to be dangctous in
some iiriii having o
transport a laboring woman wuh a prolapsed .ord wnr girthd
a: the hospital by an urtxeprr*iivr stall > rtifii.J (cy.upl.
who pa 4 iuile atimiutn in thru ic|Kaud plrai lot a surgeon
do aCorsairan sr.non A" one midwilr urugglcd lot halfin hi- ir
10 keep ihc babs t head on us told she was iulU thru s, 1.1
surgeor in ihe whole «uuniy. and the. would 1lm hast iu wai.
The m,dwises put ihc woman t-aik in :bc ambulance and dn-.e



to another hosp al. twenty minutes away, where the woman was
finally given a ( cction

"Ifa doctor delivers at bom: and there
is a f>oor outcome,..no one m il testify
in bis defense."

Tonya Brooks, head of the ACHI . calls the back-up situation a
"national scandal "' Says Tonya. "In the lasi fourteen rears. 1have
not seen improvement in back-up. Everywhere we make stricdes,
there are other hospitals that are nasty about it >~

Suranne Arms believes that in refusing prenatal care towomen
wanting a home binh. and by cutting off back-up tomdwives.
doctors are hoping, in effect, to prose that out-of-hospiul birth
and the use of midwives isa dangerous practice

Physicians justify their reluctancr to ptoside back up by citing
the legal riss that could arise with their assistance Inarecent Lot
anititi Tenti article on home binh. a Santa Barbara physscian
complained about midwivcs bringing in psurm» inemergencies
"The physicianwho tries to bail that situation our u thr one who
has to go to court if there’s a suit, because he"s the one who has
the insurant* The lay midwife doesn"t have the insurance
Although there are frw. ifshy . instances whete ducian have been
prosecuted under such circumstances they ate m the Irtiri of the
law legally responsible foe the welfare of whomever they tteai In
a state like Califomia, rulpcactict Lawsuits err a proctunmt irai
Says an obstetrician who backs up home births but tefuses to
attend them: "If a doctor delivers at home and these & a poor
outcome, whet set ot not there could ha*e been emthmg that
could have been done about n inahospital, that dntoe"s ass isces
the lire, no one will testify in hit defense ~

Dolors wit i the murage or conviction to attend n«ne t-.nln
often find malpractice insurance held 10 new bs ACHI
President Tonya Brooks rapUmrd “In the Lnned >tair» now.
insurance companies often will noc give malptasmr msutancc to
physicians who do neme deliveries or will raise the rates to high
for those physicians that they are prohibitive "

Notcal Mutual, die imuiansc somparu of Nutil rtn <alitusnu
physuianv. infotmrd isthei_ts two seats ago that uvi . n <ttmd-
mg h--me birthswould no longer te unfitJ hi nalj _.ivr ivui
erue “lie lack of uuutancc van mean anend ine <« . ihnpiial
mplivilryrs. thus limiting hn oe her abclLiy so psvn<de emeiartwt
care Duetoes wanting tomaintain a lone huth piwi.r nnd
it rsecrwary to seect dear of thr phyui lan-owued lanwn that pui
restraints on then tight to piasmr & thry slwear

Midu nes Unite

Increased harassment, soesvurrtnt wuh iiutei-ed I'rwvarj ha
'then servnes and the dcvitc tu upgrade ilm» .eirvuun has
pushed midwnes so hand iugetlit 1l«i ate lwnating i.rtsri
organized. with gtav--ucrts su(*pvet gtoupc i-liri. taming .nil’
ittong otgameaiwnsi it<eii(drie wnl newsletter* fu> *io irt
and t'Shnti Mans nudwisrv ate icenng to helave inat
msolvemetil and legal action air rwvrteals tk.l* ir*t itwsi la
learned if the sgr-oU pt*.i«» is su vurvrve

Some midwivet. wliohaie susssc is- the [Vaikt It a-pinnal
point of sirw. at hesi think invuSvesnenc n ywiitm a ipj (upei

MUfVVSt

Wir.ois: Presently has an a Thaie licensing stystcin foe certified
nurse midwitrs and lay midwives, and requires the presence of a
ph.neian. New legislation has been proposed and is in the
iem :hy hranng-dcbaic stages

Wuconvn: Recently passed legislation allowing nome births
undtr lay nudsmes.

Ohio. A..ows home b:r:hs under lay midwives and physicians.

East

Nrw Jersey: The attormey general has proposed regulations that
would allow only hospital births, doing away with midwifery in
tha *U.c

Maryland and Washington D.C: Euii allow the practice of mid —
wifery and nurse midwifery.

Maine. Allows the practice at lay and nurse midw ifery
Masuchuvriu Lay midwive.. may attend home bmiu without a
physician.

CoaoertiCMl State legislates nurse-mudwises and lay midwsvrs

are working to replace the old Urruurr board with a safe carttfi-
cation process and so base rr<dnal back-up assured.

| «

The Baby buggy a fully equipped paramedical vehicle.
Hands ouimle while nurse-m* Wives from the A R 1
dims sn PNersis. Ar_ji-nj do Nome births

Tookfor Birth

I *iv MiJu i/try S.hintli

1U Vaisb Vmdwslio Wivwl Ivh Mit. \*t. Vatib fIA

[he V**ftwufs Cesssri U 11 Paw- Irsat
kvtwuM |w (UJtvnk al How PO bus []|V ceflivaCA

Ihe » «iu» Case Mawalerv Pocguwv S.m. Ucl CA

S#* A90 )7



There c also training at. lable for nurse midwivcs ai Georgetown
Univmity. YsJe University and one or two other medical schools f

Home Birth Organizations

The Association for Childbirth at Home. Intrmaoonal (ACHI).
P.0. Bo* 1219. Cerritos CA 90701: Third largest childbirth
organization in die United Starts The ACHI kalso an interma—
tional training and research organization that has trained over
800 childbirth educators and 10.000 couples.

NAPSAC. P.0. Boa 267. Marble Hill M0 6)764: NAPSAC pub—
lishes a directory of altemative childbinh issues, and has
compiled data on home birth

Informed Home Birth, PO Bo* 788. Boulder CO 80)06. spon— -

sors midwifery workshops

Home Oncoted Matenury Experience. >11 New York Avenue.
Tacoma Park. Washington DC 20012: A national consumer
group with branches m n lesst twenty states H O M E  pub—
lishes a 1st of 1.)00 birth attendant! throughout the U S and a
1look otted a ComprtiMtnr* Cmdt toHom€Birth, alsosquar—
terly newsletter. “§ews fromH O M E " »

Peace and Haase Aasocuuoa af Wichita. MarvEUcn lordon. 27)0
Hustle. Rose HiU KS 671)). A group wurku g for midwifery
legislation in Kansas

Intermational Childbirth Lducatiur. Association. P.0. Bo* 208)2.
Milwaukee W1 ))220 The biggest thildhinh rduunon
assoeuoon

Washingso®, .Suit Midwifery Council. Ann Yom sun.
Langndgr A«e.. Olympia WA 98)02

The California Aaaotubon ef Mtdwi*«-i T O But ))06. SanJose
CA 9)116 A group ofahundred and hfsy practicinghome both
attendants including lay Rudwnct nurse midwiva. and lucnard
pnruciam whu air working iu get m.dwifrrs leguiaiion passed
prensde guidelines lor madwitery and working foe midwifery
concerns
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ate dui ii Ras-cn 1.mg says. "You can say, well, ldon™t beltssc us
thai [politics) and meanwhile you're getting handcuffed and
raken off to jail-you gei politicized fast.””

According to Califomia registered r-irxc anc udwife Mickey
Scin: "It’s very diffiault for midwives ro be good practitioners
and good politicians ai the samc"umc. Babies tome first. Every
rime we uy to get organized and st a meeting, the people attVr
there, and it’s lor good reasons. \Xc need people who know h*-w
to organize, and that’s a ill most midwives don™t have "

Getting together on bant issues and arriving at standards for
their profession isa hurdle that lay midwivcs have yet to jurr.p
Paramount among their concerns arr issues involving ruining a.-d
legalization Many fear that in ordei to practuc leglly, they will
be obligate) to receive their training in 1 hospital under tic
supervision of doctors, and be transformed in ihe process into
medical technicians Raven Lang isof the opinion that ifm.d-
wives become tutc-approved practitioners, thev will lose the +t
of wrung women in childoirth. Says Raven “f everyone B
cembed, midwives arr not going to make beds and uke home
ihc laundry and bung the dinner the nest day ““

In training lay miwnes. she teaehci then, ro trust their God-
given instincts, rati.ct than focus ent.rels on acquired me h al
dlls She thinks hopital training should be limited, and tfu, a
midwife can gain most of hrf knowledge by watching rvoenai
buthi

The (oriental air.ong the lay community jppcan to be that
bat* emergent) warning n essetial, but that abnwn al
condiiiomm birth should be uughi ptimanly by madwTses. with
ton* hospital training mirupmrd with normal home births e

The concept of"tpuiiual midwifery" mas have been mound-»
stock) by < segment of midwntv who tninpiet it tu mean ctac
the atmosphere created ac a buth n tu gieaict impoctantr than
Uthiiic.al sills ACHI Vue Picsnimi Linda Bennett takes b<j(
with Uui posnt of view, contending that it i, imperative irat
tafny be given tup pnoeiiy us the home buth situation Say*
Bronet. "Ydu unroe yuirp uvtr the pt saulogNel contemi and
is. vell 111 wsi slip ah ihai®vou ate v  tret u> handle 1%
ensue>onai and ipciuual aspriis of birth uiilii the phssiul one* ate
handled "

LuaKishir.g ptuct«i<fi am) gsndeimes t*ai been tidhcuU foe mw
community uf midwnct At the heaii ol the mailer is ihe
<[er»iu> “1 what trails lursiuuses a madwite'i mponwhslitw t
Ssiwnnr Aims and cwhett in the home buth nw*rmii>i ha-e
pcopmrd a tarred syscrm of midwifery pea,me a son of c/tcrf
ladJc wiieiebs an,.dw.fr . .>uld wain to peaitwr ai asrftkefi uscl
of rsprrstae  Should shr *ani to p'an»< ai a w-hes level <«
low'd Lake audumeai llau*ng *1 V-ps Ul rinl*.-e* X llet
uanla'ds tor Theme Ives ant thai ilu sue uses ihe ts whrti a

thr siaie « pog 10 dois under peewoie from ihe niaumiea-w

Ins.. 140 Valin Rd . Needham MA 02192 Sams ] meawal I-mmunsi and na'nm| kd*b*Nig groups

If chr.i (WaemC u to be itgulitrd thr itufwity of mad*i*es
would want is see a tseiuof Uaaid ii-mfwud peunaidi of ihts
peers with tepevernuuMs from the mrsUal iMsenuni *
Ca"-kunia midwife Nairn “hihtli rsplaamd w pdlcm Vr
nsedanrs lire p*»ai lean of having an ocganaaaiMr like me
A M A rwlig us Be dots® warn swgei v> powerful wohus eat
iwMBaNU iha" we ate uelefing peofile alowroj and densi®g
sshrri _la tight sw sahac =« lsae

h. . rss%i nndwisss halast Wui siaivialj seliusy s re.ttt.
As Nta/iie Aims sats. | Hiesk ar~sPwjf paaunuig an, ais e, U
Dpcr.i_e ro aleriam staidaid and wants W liww it *c- ,.aC
aefotsed ey hats faaduus <
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Lam Roscnhergrr, i member of ihe California ASS0Ciation of
' Midwives, explains that her organization would lilke t0 see
- certification of lay Midwives as a protection for the public: a

practitioner's certificate would show she had gone through a
specific training program, or had otherwise demonstrated
proficiency in her work

At present, the CAM. one of the best'Organized midwife
groups, is working to define the lay community's goals Through
networking and lobhying efforts, they are preparing to take on
the California Medical Association's lobby in order to get mid-
wifery legislation passed

Midwifery legislation u now being written or is coming up for
consideration in a number of states California, at this point,
probably has the best chance of getting favorable legislation
passed If the adage is true. "As California goes, so goes the
country." the hope is that in the neat ten years other states will
follow suit. Two bills in the past made u halfway through the
legislative process in California, the most recent having been
defeated by only one vote in subcommittee In the four hours of
testimony on the Midwifery Practice Act. only tne California
Medical Association and the local chapter of ACOG argued
against the bill

In trying to gain support for and push through the next piece
of legislation, the CAM will switch ns focus fiom debating health
and safety with physicians, which has proved lo be a no-wm
situation to placin% the emphasn on the iigM of consumers 10
choose ihc type of health cate they want

Although she supports efforts 10 legalise midwifery. ACHI
Vice Precedent Linda Bennett cautions that ihe standards set by
licensing do not necessarily guatamce competence, as has been
cfeasly licmonttiaicd in the vase of medical peei ieisew boatdt
"The key." Says Linda. *A informed health-care consumers"
Parents muu decide what commutes a good midwife

Ti e home birth movement n in the proven ot gaining control
OVer parent! tights to a fire choice concerning where how and
with whom birth should hr cipcticn>cd ten in ihe lUr.de of the
parrnn ihjt ihe fuiusr id that ftee rhowf now lies Thr mrdaal
ettabl dimeni will trspond accredmgh. if u it facrd with a
determined segment id society lhai demands home hum & an
option changes ihai have murrrd to (@l m thilcbitih fuse
COMe about because of consumer demand M*jw<*e* will he ai
ihe foxrfiunt 0f the home bezili contruveny but without ihe
patron thrs cannot bung atwut the ihangts thai air reirttaiy d
home binh isto turnmur hays midwife Main hrlwm “Inihc
United States wliere fftonrs «»caii louclii than wutdt otsscimei
demand suliuiuteh ihe kiwdeti su«e

"Thr home both dualwm twlai is nut Iwipeless ai all *
concludes Suzanne Atmi ‘It it as demand.ng a tnuaiM<n as ihc
Vaeinam war was whrse you lisriall] had sn diup out al she
sttirm osotdes fu the system tuchange  All the mowmem has
+ she decision making pciwvi d ‘hr women itiemsehvs Al
they have * the power m people t feet to walk uu< and tai Mrll
no wewooigo Aslong at mere air people tat keep «I<it the
knowledge ihai katthienbc awunderlul. magualecrm. you will
nrvet drive is undrfgiound '
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tniKs.ii/jte Deception Jy S'jzannt Arms. (Bantam, $2.50). The
ser.nal book on the childbirth revolution, it exposed cb
abuses of medial technology-

commtmenu chitdbiren Dv Lester D. Hazcll Berkley Publishing
Corp . $2.25). One of the most comprehensive home birth
gu.urs She provides an excellent description or labor and
dc-cery in the home birth situation.

childbirth jt Home by Mxrion Sousa (PrcnticcHall. $7.95).
Exp.sinswhy home birth isa good altcrnanve to hospital binh,
anc also contains a superb chapter on compilations in labor.

sBinh jt Home by Sheila Kitzingcr (Oxford University Press.
111 95). The most up-to-date guide to birthing at home, it
contains valuable information on arranging a home birth and
the safety factors involved.

The sren BOON by Raver. Lang (Available from Science and
Behaviour Books. InctP O Box 11457. Palo Alro CA 94J0C.
$* %). One of the am books on home birth to appear, it
helped kick off the hutne birth movement and hai many binh
stor.es of interest

Acutletiers. Booksfores and Films

Binh Notes,
90701

Birth family Health Booiutoce. >4*0 B West Orange Avenue.
Amuheim CA 92D04 comprehensive list of books on birth and
health related issues Also has ishuts calendars, and other
item*

Birthing, cto bos 415. Wmuna Liar IN 46590.
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By Gena Corea

on i go to the hoxpttal." Julie Oiwn t*.J 1owarn her

preqnant xixter. Liunc. when vhe heard that, though
Launch akfor hid no: >ct eﬁun. Jur membrane* h.d rap-
tured Too lute Launc hud e o
Independently. Ratine, another vote. . uiicmpied to reach
| aune to tell her: -Don't et them give you Pit,on." Bat by
that time, the Pit,v»n dnp hud already been vtu.led

Kur lu. eldest ol the four voter*, al*0 tned to proiccl Luur.c

'[hl1t Jay—the duv L,ur;c™* firt bub* Jew.  torn—
delivered by Caesarean w> tion _

_Launc%r u close f.irulv with an extragrdinary r ther.
Tillic Olven. author of the femuuxt cgu\\k. THIMeA | dd.v.
and tr.ore recently. Sdmtet luunC'v father. ~ 0Se:..
teathe' lutvji hotor and r* a former uu.*n or%anlze: Ir.c
work of the three cider daughter* trcuntcmcd w-n child-
wnhandirmmivt health Perhaps these arc rcawm* why the*
under torid. and were c*prcully *»utraged by. what hap-
pened to Launc . .

A pohcv researcher and a wi.ter who at one time marked
kith The krmmvt Pie**, Liunc ixlhe youngest [)Icr.d..ugl -
ler. When she became prcgrunt. viw and fer hu'.'ar.]
Mkhucl Margull'. a musk'un, fvgm votacunisly 1.aJir.g
hooks andankle*onehddtNith 11Uy look Iti.Jkv r.tu;.1
%ﬂndblrth dawee and talked exten3|vel,¥ with midwive',

ou

h thex wouldhasc prelencdan d«ite-attendeddel.ve
en. they felt conl.d>r.: the, eoad hnult,- Mu b.nh tr.,
hmpttal faCPI'[IC* offered tn their health plan After a... they
wcic prepafel and Laurur s»ax m excellent health

la>.nc *water* broke at five a in and thre% Ih>uix later, on
JuI)(( . 1WY \he and Michael »ric at their hewp.lU ul
Oakland. Caldonua

1U\
11

Photograph b> r*r::a;nH:!!

The do, lor there told them that i.vc hosp:i.t ..ad a poLcy
urt ruptured membranes. the baby mu* be rfe.x .red vsithy.
-hour* beca%Ase 0: the an%erof..tfectﬂl.. :.cmbrPr.y>
Ol the "bag of water' that Yunour.d a tctu* p.. eel it mrcir,
any bacte'u that might come up tne vagina aid into the
d:erux So if Liung Xlabor did rot [>og.n’soor.. .he, doctor*
war,ted to mdtice it mtravenouslg bv,glvmg he Piioon. a
dr%g tt?gt stimulates uterine co.ttrae.lo]
m_on)itor
Iylng orA
.0-0f hardly move The LbV. nude Luur.c Ix, rdortafc.e
the EFM.akcv t .Mol thi'vin.y oalrgeitu,.i..;cwhichw
wheeled lo llie Ivdxtdc ol a w, nun u. labor An_aud.0
Jeviee. a screen Lkc that of an oscnloscoi)e - a Xieou.lv
unrolling Raﬁer taé)%re,curJ the heartbeat ol the U iu* and In*
xtrength™of the motha'v contractions o
Al nam.the undené phytteun cumc in ai d xaul th-t
Luun(f’xtljaborwod ] be induced by Prtoeur  [t* roLey/’xlie
evpailor

aufk and Ma:ud de.uk'J i.}5 to enter ini, an ade*
—ad xapv ielatuMt'.ip uijh itaxva™ or» Jley!-* jtwani ta
fight alone ug. Imi' the hkp,j, especially”he» they ex
't eoniuknt’tk-s knew erwugh :0eh ~ nge i» .ilicy. II-t
rallttwrr awaieiwxxof llxe corr.pUvit*« %", mey Ve
not prepared wnh pioetical ﬁ!te;tutlve» wi.en :... hoxpcul»
r... *tvgan towo aagaimt them _
1<lyric anu Mjchael could luxe gone loa .Ied.c«l B
2:-.e>, MaXn What | SWW&IT(HJ ha* e Jour J .
", order to avoid tixc danger ..i rrdeetron aw. ..alcd with

.F»3

m L.une wa, tuuiked up to ancl ,.ror.£ fetal
§EFM) and ar, Intravenous feeding t». ¢ She way
e: ho** r_deference lo the r. whine need* tr.cl
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ngineering A Caesarean

Scenario No. L. "V.i'rc going lo iruil.c ycur con*.
tractions more effective,” the doctor announces lo the woman in
early labor. He ruptures her mer.braj-.es prematurely. Then lie
orders the nurse to five the woman Pitoon.

The Pilodn-inducni contractions come much stronger and
more frequency than normal ones. Each contraction cuts :t the
oxygen supply to the baby. During natural labor, the bary 1as
time lo "catch its breath,” but between the artificial contrac-
tions, the haby has las time to get oxygen. This causes feud
distress, an Indication for Caesarean delivery.

Or. Pcur Dunn writes in tIx British medical g’)ournal The
Lancer. " Tlie Increase in Caesarean section followbig failed in-
duction is well known."

Variation: When the doctor ruptures the membranes, the fluid
in which the umbilical r -cd /.0ats spills out of the sue. The cord
drops down before the L”y s head ](Iots and is squecicd. block-
ing off the baby's oxygen supply. Tliis condition, a prolapsed
umbilical cord, is a severe complication. Emergency Caesarean
follows.

SCENARIO No . 2: The doctor inserts the internal electronic
fetal monitor (EFM) into the woman's body. Piercing the scalp
of the haby, he attaches an electrode to its head. TI.c procedure
frightens the woman. Later, she feds uneasy at the strange
sounds issuing from the machine. Cr she may panic when, as
frequently happens, the EvM m-ifunrt.onx and record* “fetal
distress.” which Dice tur.es out nut to have been there, tn isrr
fright, her body releases cabxhcLmiae. a substance which can
lead 10 a slowdown of the baby's hex*! rate and a lo-scrvd fetal
blood pressure. This reduces list baby's oxygen supply and
brings on f(Ud dotrrss.

Visnatum M ired up to ihc iKcatu ring r-aclunc, she woman
cannoi walk aniund. The tmmcbiiits. along with the ui;vine
pudtiun she b obbged lo lake in deference lutheo u k u 'l iwvds,
results in "supine hypotension," a ro&tkiion which involves
lowered blood pressure. With U*s L'.ixd getting ta the fetus, its
oxygen supply b rtductxl. Later, the woman's xupLe p>sihvn
kmIx lo comprcswun ufthe oir.hilieJ curd. In order to rescue (lie
dbtreswd fetus, the doclcr calls for a C-coarean.

ScinaRiu No. }: A nurse shaves 09‘ thr tabor.; * wucua's
ﬁuln. hairsoJp'rsirrar.enema. Tle doctor taxcroaa l.V.ir.ta

er arm and the LEM tluuogii her vryas. btrang.rs trniik&U
and medical students) repeatedly gist ter sa.rinalsun . sor.vr-
times when she b in thr miidle of a contraction. 1-ae pruc-
dura frtghuo Ihe woman, t r.d the fear slops her Lhsr.

The dnelur glva her PvUk n'la furxr Ihe reMUL-ptiuaof L U .
The nuxis-uiduad <ur.trectjms go out of (uatrd. TTie doctor
odministers another drug to top the contraction- Later, hr
raUrts labor again with ["dudt. The wuiuji gets v,r> tired aad
dsseouragtd. She lan tJ sor'wltut inthe ehikt) d lav body lo
hear her child. Mid mere dregs, it# doctor slows ike cuitrac-
tions Then he diagnose* "future to progress" tci doesa Ca.-
sarean. The wunsaa is grateful.

lanaiuM Thr PIEwm-ridaad c-eiti—tia.s reiru.n Innmtry
but are mueh more pa-nlul than catur&l ia..s. 7.a d- »«ri. .a
the woman Faio-nbrvv.g drugs, lie dws rwle.;"-m that Ihe
dru_?_s can slow labor and lead to a nedJioa caf.x| "uterine
ityitiuseUon." Eventually, he secttoas Ihe woman hr "dysiocu”
(bnitaimltahue), or "failure lo pragma.” 0

JULY

JONES

the breaking of the waters, or premature rupture of the
membrane (PROM), midwives and conservative obstetri-
cians refrain from examining the woman vagin-lly with their
hands, h isjust such examinations that could lead to infec-
tions ) They take the woman's temperature fr-jui.nily. Only
if a sign of infection develops do they intervene in the birth.

The more aggressive doctor-in-comrol -pproach to
PROM calls for delivery ot the baby within 24 to “$hours of
rupture through induction of luoor with drugs. e that fails,
the doctor performs a Caesarean.

About 15 years ago. the time limit following PRi )M w .,
hours. Then, in some hospitals, it dropped to 4Sh urs. Now,
in some places, itisonly 12 hours.

In 1979.Dr. Kenneth Kappy and colleagues fro: 1 the Tufts
University School of Medicine Affiliated Hospital :n Boston
report..-J c.t their own work practicing the r nservattvc
approa.-h to PROM . If there were no signs of ir.f. .tion, they
waited wh. ¢ the women went into labor spontaneously.
They did not examine such women manually.

Of levt vomer, stud.cd who had babies unde- 37 weeks
gestation, more than half waited longer than a 1 Iy, and 19
percent went lo: gcr than seven days, before LI or hegan.
One woman waited 58 days. Despite the higher potential for
infection at delivery, there was no significant illness among
mothers, ar.d no deaths among them or their babies.

At the hoipLaJ, Pitociti Iipped uezdily irto Laur.S; vein. The
contractjons came on strong and suddenly. Ur!!".c normal
contractions, there was r.0 Buildup to them. Launc concen-
trated on h-r breathlng exercises and Michael sspxrted her
iIntently. They felt good about the labor. They fi.t they could
handle the experience. , ,
“When Kvia, Laurie's eldest sister, learned tf .he induc-
tion, she w*s worried Karla, who teaches cxercis :sto preg-
nant wome.t. knew that labor induction was frequently the
prelude to Caesarean section. .

She Called the hospital several times and finai  reached
Michael "V.hit isthe hosp !domg,to Launc'." * use asked,
frantically "Try to get her off the Pilocm Try W walk her
around to br.ng on her lapor * = ,

Instead, the docvrs UpPC Lianc's dose Of 1 ;0cin_At
one pm L. the hiby’s lurartocat accelerated 100 j .Uch. The
drug wax slopped for awhile _

Laurie’s parents. Michael's parents and an 1vycai-old
mecc. Encka. arrived at the hospital in the afternoon. Hos-

ital rules_allowed or.lv Micha-i in tne labor :oom. but
/-ycar-ol] Tdlie hah*-charmed, half-sneaked her way to her
daughter'sside. . _

It wus the cleciionte fetal monitor she w e urn. The
machine spresence idled the room. At atmev.len Laurie
needed to concentrate or. what was happening nwdc her
body, her attention, arid that of everyone in I . oom. was
diverted to the machine Launc and Michael v, re stanrg
directly at jt. their eyes ?Iued to the gfraph trust sim *ed every
uny sanation in the beat o: then child»hear.

| iIDc Olsen did not let herself teer her outrage over that
machine until later she had come to be of use. Sh- immedi-
ately set to work [%uttln pressure against Laura; s back to
relieeS0Me pain. The labor, she saw-was arrhythmic. It was
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not laborasTlllic hsl both experienced and observed it.
"Labor wasn't going well. Jack Olsen told his daughter
Kath:e over the telephone. Laurie wasn't dilating. Kathic
called sister Julie. "Let's go to her." she said.

As they set off in the car for the two-hour 'rive to the
hospital. Julie said
nano?"

“'kk'hat do you rr.

*They're going tc have her hooked up tc the fetal monitor
by the time we get there. They may let her off the Pitocin for
as much as two hours. And at one o'clock in the morr.ir.g,
she'll be having a C-scction.”

Kathic laughed. * Julie, how can you say that?"

'They change shifts a: midnight. The Pitocin is going to
foul herup soseriously thatshe won't be able to go into actnc
labor. They'll realize tha: late in the evening. They'll wait for
the next shift to operate.”

J ulic's analysis c f the ordeal her sister would go through
at the hirthing proved not far wrong. Many observers. | ke
Julie, have noted tha: people seem to be undergoing more
Caesarean sections these days. But it is no; until you start
examining statistics that you see how sudden and extreme a
trend it is. As recently as 196S. the overall rate for Caesar-
eans in the United States wasonly 5.0 percent. By 197S. that
had shot up to an estimated 13.9 percent. And in some
hospitals today, the C-seciion rate has reached 25 percent of
live births.

This leap in the rate of C-scc'.ions comes at a time when
women arc winning many battles in their struggle to regain
control over childbirth, a normal pr<Kess which physicians
have dcfinc) asa medical event. In many parts ot the coun-
try. women have won the nght to give hinh in a conscious
state, without heavy medication: the right to bear their chil-
dren in an upright position rather than flat on their backs,
bound to delivery tables; the nght to give binh in the pres-
ence of alo'-ed one rather than totally among strangers; arJ
the right to see and hold and nurse their babies immediately
after birth All these chr.gcs center childbirth on the
woman; Caesareans put it back in the hands of the doctors.

trz g oy &

Fran thefig irttalar.. itwriw clearllicn!sr C-fcetwn dclixin
isno longer lacing used as an emergency- birth meth *J to s.,sc
the life of mother or chiid. Rather, the demands of bm.i
technology; nd the medical technocracy arc now taking prec-
edence over ihc best interests of mother and infant. As one
critic of the me in Caesareans put it. "The mother is H»i
percent out of control of the birthing, and the oStcineian is
absolutely in charge The Caesarean it the obstetrician's last
opportunity to play God "

Changing icrminc!?gy reflceis this "The chief of00gvn
[obstetrics and gynecology] won't let us answer the phone
'Labor and Delivery' anymore.*' says obstctnc nurse Betts
Wood of Vanderbilt Hiwpt.il in Nashville. Tennessee *V.c
"have to say Metal Intensive Care L'nu **

indeed. s« cnthus'asu; are some doctors about doing
Caesareans that ihcs >k as if there were something vrorv
with women who wart *o h.v c their babies the old-fashtonv J
way “It rruv well dta* dunng the nest 411 years the
allowing of A vaginal dchvciy or atiempted vaginal delivers
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may need to be just-ficd in each particular instance." write
Drs. John Suthcrst and Barbara Case in the April 1975 issue
of the British journal Clinics in Obstetrics and Gynaecolo?y.
And in an American journal last year, in an article entitled
"The Fetal R::ht to Live." four Israeli obstetricians suggest
tilat an "occult reason" may lie behind awoman srefusalofa
Caesarean section. "It is probably that the patient hones to
be treed in thisway of an undcsircd pregnancy.” they write.
Other possible reasons ft r this strange reluctance to undergo
a C-scction. the doctors speculate, may be “fear of surgery,
prejudice, ignorance, difficulty with the language or inade-
quate rappor. between doctor and patient."

Physicians refer to C-section deliveries as "from alxwe"
and vaginal deliveries as “from below." Dr. Helen Maries-
kind, author of a report prepared for the Department of
Health. Education and Welfare (HEW ), relates that while
she was conducting interviews for her study on the rising
Caesarean rate, obstetricians repeatedly asked her: "W hat's
so great nbou: delivering from below, anyway?"

T0 be sure, there arc sometimes valid medical reasons for
“delivery fror. above." An estimated seven percent of the
Caesareans row being icrformcd are for conditions that
endanger the baby '>life, such asplacentaprevia, in which the
placenta covers the opening to the birth canal, or ahruptio
placentae, in which it tears from the utenne wall, cutting off
the baby's oxygen supply. But these arc unusual birthing
conditions and Ittse been rare throughout history Asrecent-
ly as 39b5. doctors who exceeded a five-percent C-scction
r. *e vers' gcereral'y suspected of cross incompetence. For.
ti.ouch Caesarear.s can sav ¢ lives, they also can pose scnous
n-\s*. *the n. iacr. Some arc these.

» Death dump ch.ldbirth Caesareans, like any form of
surgery, occasional’;, can result m fatal complications.

* Inevitable separation of the infar; and mother after
delivery. This .-an lead to difficulties it emotional bonding
between modcrand child and in b»cant-feeding.

* Ptin, pas weakness and dd.iculiy m movement after
surgery-. According to one rer rj. half of the women who
undergo a C-scction suffc- wnous side effects like hemor-
rhage and infection

* Infection of the respiratory or genitourinary tract. Ir one
studs.C.icmtc. n mothers had a 20 4.percent rate of utenne
infection after hirth, whtfe mothers who delivered vagna'ly
ft.-fi "lv 114.percentrate of utenne infection

Au sunt it tip. a C-section is n:a/or surgery. "People hive
the idea that . Caesarean is a simple little operation." says
Di J R. Me? unmans, chief of obstetric* at Community
General Hospital in Reading. Pennsylvania. "But i's a

s L
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major operation. There are all sorts if complications and i
problems than can develop. lhe risks present with any
opcration— anesthesia effects, shoe* and hemorrhage, cino- |
tional trauma—are inherent with a Caesarean. Should
hemorrhage occur, there are then complications associated |
with the necessary blood transfusions—hepatitis or other..
adverse transfusion reactions. And. during surgery, doctor-
induced injury to organs near the womb is "ossibie. There is ;
also a disfiguring scar left from the operatica. depression and
asense offailure, all of which would r.oi otherwise be associ-
ated with the birth of n child.

For the infant, there arc different hazards:

* Respiratory Distress Syndrome and hyaline membrane-|
disease. Both of these lung problems are more frequently |
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found in infants delivered by C-scction than by normal birth,
C-scction infants also have more mucus in their lungs. Icad-
mg to the conclusion tru.t there is something abort the r.or-
mal labor process, not thoroughly understood, ih.it dears a
baby's lungs.

« Drug reactions. From Pitocin. used to indue.'labor, to
pain-killers to anesthesia, the long-term effects of Irugs on a
newborn ir.iant are not well known. They look \ orse with
ever.' passing study. More and more women refuse to subject
their fetuses to the damaging effects of caffeine, dcohol or
nicotine, only to have their about-to-be-born children bom-
barded with pharmaceuticals which the women never even
heard of before labor began. A study in the Britts t medical
journal The Lance: found that infants born after .t Pitocin-
augmented labor were six times as likely to be a. mitted to
intcnsive-carc nurseries as infants whose mother - had no:
been goen Pitocin

The I ey toresisting a Caesarean is understanding how the
operations are engineered by doctors and graspi: g exactly
when those rare occasions do occur when a C-section is
necessary to save lives. If you are a pregnant woman or think
you might ever become one (or arc the husbanu. fnend or
lover of i pregnant woman), you should be infoimed (sec
box. page 35). If you arc giving binh in ahospital. >csure .0
have a well-informed ally with you who can argue with the
doctors if it turns ou; to be nccessarv

I TKESCaM RIOSHIl’\m

At the liatpUal, nur\cs ca iein, checkedlAuric and *arncdhcr
that her com Was not dilating enough. She was not "pro-
gressing in I. bor "

Tillic Olsen was .iwarc of the intimidating atr... spncrc in
the labor area. Time and again, the nurses ....i doctors
entered the room, looked first at the machine «xamined
Launc, called attention lo her failure to dilate anu said tries
were going L Lincrease the Pitocin.

Each time. Launc and Michael questioned the tecd tor a
larger dose. Each time, doctors assv.ted it was t'-ential.

Right after one of the examinations, a nurse wl- -had been
gentle with Laurie tame to check the Pitocin. I: > >ked like
the flow was blocked. The nurse jiggled the butt e. t-argc
a.0skis ). 1jiOhin sp-d into “.aune s *ein. Llc ha-, missive
contraction lasting wn.»t seemed to he hetween iv and ten
minutes.

The ban's heartbeat .1l the electronic tet.! mon.tot

j dropped from IWi beats per minute to 41). Within seconds,

the room filled with doctors and nurses. They cit off the
Pitocin and gave Launc another drug to stop the coi traction

The doctors said Launc might havc to haveaC.c .atcan It
was an emergency Michael could not he present But the
babv s heartheat was beginning to climb sgo.n; Mu had sai
n.i Theyv.ould.u—jit a Caesarean only if "wcu ..osolutcly
necessary

Al right, the d.s.ots suid. losing *onw > the.r urgency
Bat Launc and Michael would have to-  .sins.i:fonn in

m-se.l( .iC".i'Can w.snecessary later

Ihe donors brought the form. Mu.uel read L to Launc
between contractions As he wert through the K g list of
things that could go wrong and things riie d.udoi h. J a right
to do dunt gsurgery. they felt increasing'.'powerless to resist
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the hospital ard its authority. One provision on the fonn
rave the docto-s authority to remove any of Laurie's organs
when they oper.ed her up to do the Caesarean.

They did net want to sign it, hut Laurie was in labor, in
pain, exhausted. They did not know exactly how to word
what they were willing to sign. Should they cross out some
items or write :n qualifications?

They decided: we cannot deal with this now. What is
happening now is labor, getting through the labor. They set
the form aside. Tilkc pressed against her daughter's buck, to
try to ease the pain of the contractions.

In the waiting room. Jul. « Olsen watched a man she had
not scm before make a phc-"c call. His wife was having a
Caesarean. According to Julie’s count, there were five births
coine on at the hospital that night. Four were Caesareans.

At midnight the doctors announced that a Caesarean was
probably necessary for Laurie. They said, “You’re only five
centimeters dilated and you've been in labor for 13 hours.
You’re going to be exhausted with another 13 hours of this.
Your baby is probably not going to make it because he’s in
distress aiready.”

Laurie knew it was wrong to assume that because it took
her 13 hours to get to five centimeters, it would take her
another 13to get to ten. Natural labors do not work that way.
She coulu be at ten centimeters in another hour or two. But
maybe aitificially induced labor was different. Maybe the
baby wwu in danger.

A doctor said. “Let’s give it another hour."

Tillie watched Laurie and the doctor. Liurie. exhausted
and in pam. wro bargaining not to he pat out. bargaining to
be conscious during the birth and to preserve her right to
have Michael w:"h her.

Launc went :nto surgery at 1:10 a.m. She kept saying to
herself. “Laurie, your baby is being born " But she could not
pay attention t. the birth She could not even .ook over at
Jesse, her new sen. She was vomiting severely now, Bum .he
anesthetic.

Sister Julie’s sechano of the engineered C-sccticn had
been off bvonls ten minutes.

leoven- from the C-secti* n shocked Liunc She had
r.o idea she would be vo sick. so debilitated by the surecrv
She wasir. grca: -air Inher hospital room, several television
sc'v blared on d:::crent stations, and nurses left ringing bells
unanswered for what seemed L.c hourv It w.iv vo difficult to
rest that she checked out of the hospital alter thuc days,
“against medical advice." It was seven weeks be'oic she felt
she had hi r bod;, back

As her .treneth reiurncd. Liuric felt anpner and angrier
about the Caesarean. Some of the reasons (or her anger
seemed trivial to her Like the scar. The realization that she
had a tremendous scar for the rest of her life ft itched It
hurt She fell it disfigured her.

Other reasonv scented more important M.mv of the hos-
pital procedures, she thought, probably created the need for
ihe Caesarean As ihe doctors acknowledged, the drop-
r “iced la>w put e\:ra stress on the baby and. thnvich the
a*’.urinal .on1 .rior.s. on her

She wav .mgr., ir>0, with the way people reacted to her
Caesarean They treated her as though she had had less than
a r.nh They p ’leJ her Their comments maJe her feel
terrible about hvsclf. Women said. "I low awful thai sou had

ILLY
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v led rescrt-so anxious
faivhecl African npkefs™
Into the operating roon

v

to miss the thrill of pushing your baby out of your body.” She
began to feel she had mivsed out on a terribly important
occasion in life. But at the same time, this feeling became
mixed with another: sic found herself fcistily defending her
experience. She wanted people to know that. Caesarean or
not. it wav still a birth.

oOil /71 /7kt* 0 |._|
Laurie Olsen"s story is one of many thousands. The rising
Caesarean rate, as vet. shows no signs of leveling off. What
haschanged over the last ten years to push the C*section rate
higher? Why arc physicians—who Once viewed birth by knife
as atechnique of last resort—now so anxious to wheel Amer-
ican mothers-to-be into the operating room?

There arc many reasons, all interrelated. Dr. Helen
Mnricskind. in her study An T maluotion of Caesarean Section
in the Ui:xcil Stares, has given the most complete picture of
the problem. (Anyone interested should read her findings,
available from Clara Schrffer, Room "23. E-2. Hubert H.
Humphrey Buildjrg. Washington. D C. 20201.1

One reason lor tin- increase :r C-scctionsis greed. In 196?.
the ratio or live bitths to obstetricians was 261 to 1. Bv 1975.
the number ot births had dropped as the number of obstctn
cians increased, and the ratio shrank to 145 births to one
ob-gyn Yet. astonishingly, the after-tax income of ob-gvns as
a group rose dramatically, passing the median incomes of
even general surgeons and psychiatrists, to establish the field
as the highest-paid medical specialty.

“’Dm is a remarkable accomplishment in view of the dra-
matically f. !.ng buth rate."0."Mrvcs Dr. C. Arden Milter.a
public he.ilM plos.n.m ,n the | nversus of North Carolina
“It seems to tne.” Miller adds, “tli.it in order (or those
obstetricians to maintain that sort of livelihood, they arc
forced to resort to mote expensive and elaborate ti hnolo*
pics, of wh\h. I think. Caesarean section isone.” (ihc cost
of a Caesarean—including tncrc.tscd physician (cc ami hos-
pital sl.iv—+ about three tUNES greater than the cost of a
vaginal delivery )

A* v.udv bv Dr Andrew Heck, director of the Division of
Maternal .irj Civ.ld Health ;n Si v York State’s Department
o( Health, shows widely diverse Caesarean section rates
around New York state—fro** two pctcent tnortc funpu.il to
22 percent nar other

m\. li.ii we've Ken able to show isthat Caesarean section i»
a pcovL:r tribute and not an attribute of the woman,”
Meek explained in an interview “If vosi go to a doctor who
likes todnC.w's. re. nsection®. « su re going to get sectioned
In other words, snake bite po omng iv.i function ot the 1md

[9X-i
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At one point £'said; ) | reaIIy hurts " The nest thmg Lknew,
W|th novvarrdrgand no ex rPan tion, there was a mas comln
down on ma/fae couldn’t talk. It was over my mad. | w»

trying not {0 bregthe In,
| Wanted to tl)ul m¥ hands up toshosc the mask away. to getrid
of|t tosa Pn want to otowee;t) I'll lal.c Liepain™ Lat
when T went to [ift my arms, they were tied duan

| thought, “I can'’ move! I'mgoing under.” It wes terri
Fm?ngIShOOk head vi v&go uslg anid he took i Oft. I!t/t

that time, Lwasalre
Aftervv%rd | thoug %tv%rgt ?gehn of *>wer' evuos | had
then may be the same feellng WOen have ddring rape.

thy lUhwaU/T, Chisago, lbiiou. 1wanted tn he awake
fortheblrth Uul lwas spacw uring tecontractlons Ldon't
remember | oo muc gal were%mg t000 & general
anesthe3|a an Lwﬁt 1 |t must h e
fore out—l remember this so e'carfy—
sur eqons started talking about thelr wee en(}h
en 1 woke Up in ecove someone said lo, me—it
man%volce— “You have a Irf. g]ust coml out 0 t|er
?t esia. M eayes were st cos 10 myself, "
real dontttq hoot. 1could care livetftin I| ve‘s r dies.”
Ffum thal minute un. Ivvasde yressed. In tiic middle of the

t 1) it t w&tah itual.
b o
er» V\Ee wert loseea sy hlatrlst %
that | didn't ogeter butl S0 o&ach

testl
that |H?dnthalt my daugnt ng elt
EUNICE ”IUSﬂItV tLwfirhl, Kt* Jox.*f. Stainly aftrr |
arrlved in the hospital room, Ihc doctorenterEd IL mid,
(O]G this ovrr with € Oreyour husband comes ui.” Lsaid. "WV
e you doing?" ||e said, | m breaking tI c baQOfwaters Th|S
will improve the quality of IThc rontr_.;>.a
The contractions r| led anﬂ u dru fod 1v¥] stnAnP l«¢
bed. ItwasHu kin palnt Utrxag ald v,bralevet

your a%ﬁ
out 4 quarter tu sis, | began lo push. I\/\asahvdu I
thnI]rd fal ?ood U ush—a? dp rgasmic. 1wav | U|u
n 8 wonaerfyl fime QH Ing; then they announced tH11s ",

Sug
P In {10 ave a (aesare
arted hutIrrln that |sa o qoin to haveaCaesarean
atcou rPUSU |v be wrong?The ectlsal Mrs. lInnM. v.yo.r
ba gshea rate b sllghtly aftectodl Ve classify hm as’ da*

| Sa|d ¢ HU[ | m puvldng! I'm having Has hJ-y n w!"

NOone responded lo me. 1 hey Juvl started tarryi.g M. .n |Ig
rush and taking off all the monitoring w.ro and b'rvto.M h —
taking ore all My ciot INS a0 siasing My stomach, = 11V wn
time | wav proltMMig.

I protrsird all Use way as It.es rolhd me lutufli the luT—
naked on It* table—into die operating room | proicstid up o. J
the vers nuimenl they put im out With anesthesia.
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oi strike which bites you. The data in r.iy report offers
indirect evidence thr.t the performance of a Cae.st.rcan sec-
tion is unreluted to the woman’s condition.

Convenience, as well is greed, may he a mm..-bon of
doctors who perform Caesareans frequently, (J: e would
expect first-time Caesareans, which are suppos'd to be
cmergencv operations, to occur randomly around; .c dock.
Bel when an associate in Reek's office looked at the_statistics
o: rive New York hospitals in IVV7b. he found that <l percent
of the first-time Caesareans took place during working
hours—between 7a.m. and o p.m. Only 3Spercent .Keurrcd
between ftp.m. and 7 a.m.

Some doctors, in tact, openly defend the practice ifsched-
uling binr.s at their convenience. Dr R. E. Hall w. *quoted
in a congressional hearing as having written to | x fellow
ohstotnctar.s: "It ishigh time we sheJ our shame ov.: prefer-
ring to p act.ce obstetrics in the daytime.” And rw i British
physicians a:gue the same thing in a recent ar ;de. "If
planned .nduction for nonurgent reasons snucu'Cv.” write
Dr<. Joltr. Suihct't ..nd Barbara Case. “the work oad of a
busy m.itsrn.:. unit can. possibly, be spread evenly hrough-
out the week, It might even be possible thereby toe* nplctcly
nv.nimuc the performance of Caesarean section at. f >rexam-
ple. weekends or holidays, when medtcal staffing ;an be a
ditlicuit pioblem.”

J ust as the economics of delivering babies has changed
sir.ee the beginning of the "7iK. v>too has the cm nasis of
b.nii slutted trom physician concern over the tr.oth -r's well*
hemg i». what could only be called a buby-os-prodnc mental*
tn on the par o: the doctors. They atgue that tr.ev ... .-getting
“better b.ibie*" with the increased use ot Caesaret.r section,
bus when .is"ed for evidence, they cannot point Mstudies
that support their contentions that normal birth is... my way
detrimental to infants.

Dr. Saul L ;rner at the University s Massachusetts Medi-
c~. School is; great believer in ( ”Sections He .ivwwi vtha! in
2u years. most women will deliver babies by surgery. Lerner
ivalso one of the doctors who claim normal birth is a danger*
ojs process for babies

“There’s a lot if torse there." Lerner hyj e« icsucs.
“babies can be battered by labor Sometimes *u get a
't."Xhpisichahy.’w aeeeedouto:shape That’snot toodfor
the b. w We're trying to avoid br.ar. damage

l.err.er couiJ supply no citations, however, tor studies
supporting!)!* belief that C*xctionvcould reduce the number
ot brum-damaged tntants The s’uJics art. in tact, »>ton his
wle Several recent Mud.e> uul cate there is no tvidence
whatever that liberal use of the C-«ecison hav done . nylhing
to r.UCthe menial performance ofchildren. “Nertbei ivthere
conclusive proof." the authors »tf a Brown Umvei v paper
add, “that Caevircal) section has ‘ con able to S.iace the
inci?nce of neuro'a ,:tcal disorders ,n oar populati- w

'\ ...ndition frciluentiy menu, r.ed 1v ob-gyns!ke Lcr-
ncr. who believe normal birth c or lead to br..in *.. uagc o:
ncan'Mgwal Jitfkuliv, iv that »uoan as breech 1 tit A
hrecsb tnnh a.»ur> when the o.tw x poa‘a.mcd :< ceil the
womb in anv way <thet than aMd-ftr*; As muiy as four
percentiifbtrthvarel'reechdcloer.cs Thoughntanv gyns
now insist ail breech bmhv should be delivered by L vectior.,
tnedWal studies do not vupp,irt this prudes.
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A retrto*(\C! e review of 457 breech deliveries at the
MIJfeh! ['i"»tcr Hospital in Burlington. Vermont. rove tied
novgT P *-tovement ir. death and morbidity rates for
breech babies ¢ Evened by C-section over those bom vagi*
naliy. In some brecch births, a C-section may be warranted.
especially i: the ;mfan: is of very low birth weight. B.:t proven*
tior. may ultima: civ be the solution to the breech birth prob-
Icm. notsu'pcal :ntcr\cnticr.. One breech birth study found
tha*. a simple c\ ercise performed twice daily bv the mother
actually change,: the baby’s position from brccer. to head-
first in 88.7 perc;:.nt of the women who tried it.

Jo Fij Pzrf
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The role ofmedi:a! technology in the rising rate of Caesareans
cannot be underestimated. The chief instrument o’ that >*ch-
nology—the machine that so dominated Laurie Olsen’s
birthing—inthe electronic fetal monitor With the EFM has
come a “diagnosis’ of something called “fetal distress” and a
cure for the condition—Caesnrcan section Before the fetal
monitor took ever the watchful role once performed by
human beings, fetal distress was rare.

Most reports indicate that the fetal monitor pies a high
number of false positives—indicating babies arc distressed
when they arc n->t. Dr. H. David Banta and Dr. Stephen
Thackercoauthorcda federal report on the EFM. Banta and
Thacker cite four studies which compared groups of EFM-
monitored mo: crs with those monitored by nurses. The
EFM group showed no I”ncfii attributable to «** -achinc.
Bar.tu and “*hae-.ere. nciude that the “EFM h. .. ifany.
proven hcnc’it not g:\en by the regular ascu'taoon [human
mor.itonng with a stethoscope] and it is a costly ard danger-
ous procedure.”

Yetinai ™*711* on ofthe FFM published in February 1978
in Patient (ere. obstetricians agreed that it is advisable to
monitor ev try mother in labor and that women who refuse
the machine n:y be uninformed or simply srf.sh. Dr.
Ronald Chez, profcw of oVgyn at Howard University
College of Medicine said: “Our task is to help these patients
recognize that th :v are introducing their own hedcvsm into a
12-hour event .* .t r ay affect the 7(M\/>years of ,:le of the
infants the' b;a* "

If the fc.-I m.-- tens mo*: . wrong, dangerous, expensive
and unccmlon. *le to the mother. who mu™* lie immobile
during herldvr. shv isit u»ed? Doctor' mi't of.eti ate the
fear of mal|*nc: :c suits as :/,e chief reason They arc afraid
that if they do pcrorm a C-section when a babx ftactually
distnmcdorwh-T.tbeopcrationisnccc'snrv forthemother x
health, they wd. r.iy for it in coun. Even physician who do
not believe tn t1* EFM—and one. Dr Albert H.ncrk.imp.
who authored a study which found that use of the monitor
made no d».ferc**ce n fct.il outcome—still use ihe m.icltinc
because o! ,i tear of lawsuits

But Dr lie ;i NLncskr.d thinks th.n. bus.-J on the
findings of Her HEV. study, malpruclicc suit' are not valid
fears “There h *cbeen ore or two rc.itlv v.h »pp *g suits.”
she s.ivs B 1*- adc* that most malpr.'cluv 'u # nsi'Umg
C.iCMtitm* re . 1 evert* that occurred -at. ; the 1-
»CCc*.i00. potin: jre to perform the operation.

ManeslHit; eod.'Covered that physician' are *alonger
berg targ! Ih  to emd’ a complicated v.gire delivery.
like a brec’h b rh. without resoniag to tne km ¢ Otherv

>=T7* <7l ] f
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admit they are now reliant on the fetal monitor for tuning
into the fetus and birthing mother during labor, having lost
the skill of manually listening to the Jvaby’s heartbeat. One
oh-gyn said he felt “naked” now without the machine, even
though he admitted that use of this machine has undoubtedly
led to some unnecessary Caesareans. As with any technolo-
gy. once physicians arc hooked up tn it, it is often difficult to
kick—even ifthe hardware proves undesirable in the end.

fl, CHILD.ABUSEImm

Itimately, thejustificationfor the rising Caesarean section rate
restson a devaluation of thewoman and aglorification of the
baby. Some physicians would have thisview embodied inthe
legal code. The four Israeli obstetricians who authored the
article "The Fetal Right to Life" declare that if a pregnant
woman refuses to submit to a Caesarean section which the
physician deems essentia! to save the fetal life, “the doctor

—Continued on pace 42

topping

Tin: KrinF.MICof Caesarean sections will not go assay
until there are considerable changes in the power structure of
American medicine, diil in ihe meantime, there arc some things
you can do lo avoid having an unnecessary C-section. One Is lo
have a midw:.*e attend vw r haliy’s birth. If, however, an obste-
trician will )>cdctivcring vour child, choose sour doctor carefully
nnd have 'ornr clear understanding with him or her fore labor
begins. e=] |5through this kind of direct political action—women
taking the situation tn their ow n!lands—that the C-scction ralr is
goirg to drop." says Dr. Sidney V.ulfc, director uf the Health
Kevjreh Group in Washington. D.C.

Here arc v me questions to ask ihc doctor at the beginning of
your pregnancy:

Qt/wrnos No. 1: What percentage of deliveries dues he or she
do hy C-scctinn? This Is the mm: telling fact. "If it*, over ten
percent,** say. Wolfe, "lhrn he or she isone of ihcdoclors who it
kesr ng tin average up. Watch out.*’ Other critics would set that
pcrc:nt;ige lower

O'i'.stios No. 2: Whai does the doctor feel arc legitimate
reasons for a Carvircan? 1 the ph)sirian answers that all hmeh
deliveries, n« ju'l eonipliested ones, justify Ihc operation, he-
w ire. Ditto it he or she says that ntl svomen svho hose had a
Caesarean mu«i h " rtpeats for suttvquent pregnancies. Ifyou
havr had a precious C-sretion. sou probably had a "lower-
srgimnt Section.” and Shis docs not nieevjril) mean that you
can nesrr del.err saginally.

QI r.sTlos No. 3; What docs thr doctor know atvout Ihc policy
nl thr hiKpltr* where you plan lo deliver your bnbv? In what
percentage of pregnancies does the hospital use the fetal moni-
tor? Jfihe ar*'.»cr istnw than ?# percent, thechances are higher
yoV v¥ill have a C-sectU..«. Also ask wbett er Ihe hmpital will aliuw
patients tu tic conscious durmg the (.'-section and what its policy
is«r oltirr in.dual problems, suili asnnturvd mrmliranes.

Q* :>TU»S No. S What is the pfiyvirL.n'sopinion nn drugs
nee. in Ir.duir labor and bow lung wruld hr or she wail before
startiag lahur induction? The drurs uvsl for Inducing labor are
coming more and mors into questU-t. In the rave of Laurie Olwn,
they contributed In thr Rod fur a Caesarean welkin. C
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must be legally entitled to warn the
woman that she is committing a
felony"

iheir article, which appeared tn 1979
in Obstetrics it Cynccology. is pub-
lished at the same time abortion oppo-
nents are using the fetal r;ght-:o-lifc
argument to justify compulsory preg-
nanes. Such arguments turn the woman
into mere housing tor a fetus whose
rights ar.d personhood are given more
validity than the woman's, and in the
name of whose welfare the woman's
bod;. can be manipulated, probee and
invaded with impunity.

VO today, while women are accused
of rr.urder for having abortions, some
obstetricians are charging women with
felonious behavior (for refusing Caesar-
ean sections), hedonism and ignorance
(for refusing the electronic fetal moni-
tor) and child abuse dor resisting tech-

o 2ms 5
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nological hospital deliveries ind bear-
ing their babies at home). "I think
home birth ischild abuse.” D:. Edward
Hon. developer of the EFM. said in an
interview. “If my uuugnter \.anted to
have a baby at home. | wouL say in no
circumstances should that b* done. 1
would tell her very plainly tha she does
not have the right to make that decision
lor the unborn child."

These arguments reduce tl +woman
to a vessel, an object. That ;» the view
women have been so force: illy chal-
lenging for the pus: ten ;.ea:s As Tillic
Olsen, who watched in suppr«. .sed rage
the events leading up to her . mghter’s
Caesarean section, observes: "The
stunning rise in Caesareans a: this par-
ticular time has a great deal ;.i do with
sexism lighting tor its continuance.”

G ot wies ety bt

Ir.cdtcalsubjccu.
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Rouglily Mib.CkX) people will read '»ena Coteuv "The Caesarean Epidemic” in this
issjc ol Mpther Jones Eight hun tred thousand is a lot cf people, but n's >niv a

fraction

those who should know uhats happening inAmendsmatcrnitv surds.

That's why we ohcr inexpensive rcpnr.ts of this and other imp. riant \fjante =

The Caesarean Epidemic MGTHOTU

I veni

At a tir.ie when the muverr.eni toward ir.oie natuiul chidb.rth l.u wot, several

v.,.. -ii . doctors arc assctiing their jontio! over the t.nh
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PRELIMINARY SUMMARY COMMENTS: PUBLIC MEETINGS

Alaska Comprehensive Health Care ond Financ Study: Cattelle Report

January 11-15, 1982

Nome, Fairbanks, Teleconferene Sites, Anchorage, Juneau

ihe challenge is make the state’s health dollars stretch as far as

possible by maximizing the federal subsidy.

Extension of Medicaid coverage to groups currently covered only unuer
Lite General Relief Medical Program - G.R.M., would seem to be the most

logical and cost effective mechanism “or accomplishing this.

The state might consider using Medicaid funding to ensure transportation
of needy patients to Indian Health facilities where the 100%
reimbursement 1is In effect.

If this 100? federal reimbursement policy continues efforts should
be made to make sure that the Indian Health clinics in Juneau,
Fairbanks, Kodiak, Ketchikan, etc. can recover that 100%
reimbursement and tha* *he rural hospitals are retained in Indian
Health Service ownership, even if operation has been c.ntracted to

a native health corporation or local governments.

Ihe two groups to whom 1 would recommend oxtendina Medicaid coverage

are:

a. Needy families according to the Medicaid income standards
with both parents in the home, using any existing insurance
as a prior resource. Ihc current policy of linking Medicaid
eligibility with AFDC and thereby covering only single parent

families has been destructive to family structure in Alaska.



b. The medically needy using a "spend down provision.

Additional services to be covered under Medicaid:

a. Physical therapy, occupational therapy and p-osthetic
devices.
b. Prescription drugs might be included if some agreement

could be reached with Indian Health Service to make
sure that their current excellent pharmacy service to
rural Alaska would continue since it wculd be difficult

to duplicate in the private sector.

C. Institute some cost sharing mechanism such as a $2
per visit copayment, if such a program would not be too

difficult to administer.

d. Develop prospective reimbursement system for nursing

ho”es.

The cbove listed suggestions for broadening Medicaid eligibility are
contingent ucon the accuracy of the statement on pg. 23 that the
"freedom of choice” provisions have been narrowed federally so that
the state could adopt "cost effective arrangements™ that could link
eligible natives to certain 1HS facilities where 1001 reimbursement

would be realised, end could also lock overutilirers to a single
provider.

The Handicapped Children®s Pr09illt has not even been mentioned in the
Battelle report even though it is an important resource for subsidising
medical care for high risk, low inco-e children about whom the Battclle

report is concerned.

The Battelle report has failed te consider the current Catastrophic
Il1Iness Program which also provides coverage for some of the needy

"uncovered".
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In considering the poterti . state saving by broadening Medicaid
eligibility, the saving in these two programs should be con—

sidered dS well as the savings in GRM funding.

In order to provide more corprehensive planning for the Medicaid
eligible children, 1 would recomend that the coordination of the
children®s portion of the Medicaid program be placed in the
Division of Public Health so that a close coordination could be
achieved with the EPSDT and KCP Programs that are currently
administered by the Division of Public Health. With waiver
authority to overrule the "freedom Of choice™ provision of this
would now be possible and would undoubtedly be cost effective

for the state.

Before unconditionally recommending the extension of Medicaid
eligibility Is the possible effect of the (federal) cap on
Medicaid funding in the state. Specific’lly, every attempt must
be made to exclude the 10DI reicbursercnt to IMS facilities from

being included in the Medicaid funding cap.

There is an important assumption underlying the entire Health
Insurance section that nay not be valid, i.e., that the 29,000
uninsured non-Hative Alaskans would avail themselves of health
insurance if it were offered to them; there has not been enough
effort expended in finding out why the uninsured do not have

health insurance.

There are two groups of people that are apt to be risk takers

and accident prone, and for that reason are likely to incur large

medical expenses related tc accidents both for themselves and for

other Alaskan residents. For this reason 1 would suggest a scheme
aimed at subtily mandating insurance coverage for ihcsc people, i
that proof of both liability and health and accident insurance be
mandated prior to issuance of an Masker motor vehicle driver®s

license, Including motorcycles.

.e.



In regard to extending insurance coverage several suggestions:

a. Some form of state sponsored incentive to small businesses
to offer health insurance to employees might be a helpful
plan, if indeed this is a problem group. However, before
designing such a program, | would suggest survey of small
businesses In Alaska should be made rather than making the
assumption on the basis of nationwide trends that their
employees are 1n need of health insurance. A problem may

also exist in cases where the bread winner is self-employed.

b. Some Investigation might be made to see whether It would be
possible and advantageous to link some health insurance
benefits with the collection of Unemployment Insurance 1n
order to cover the temporarily unemployed rather than

mandating a complex scheme of exit lags.

C. Rather than devising a statewide insurance plan with e
subsidy arrangement that sounds too complex to be administered
effectively on a statewide basis with a highly mobile and
diverse population, 1 would suggest that certain homogeneous
population groups be encouraged to enter into group plans for

their own constituencies. Examples might Include:

The Old Believer villages around Katchemak Bay where nost
of the families are large and the fathers are self-erployed
fishermen.

Some of the Native Health Corporations, like KANA in the
Kodiak area, where aedtcel care is available thrcugh the
private sector but the Indian Health beneficiary population
is resistant to paying for their prlvau care or arranging
their own Insurance coverage thus rather than instituting

a parallel system feeCrare for the Native population.

The Report, on page >?S, states that the plan "could Include a
provision with respect to limiting coverage of pre-existing

conditions”™. One of the problems with many current private
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insurance plans is that pre-existing conditions are not covered
under GRM, HCP, or Catastrophic plans. It is also hard to see how
excluding pre-existing conditions and subsidizing high risk patients

are compatible concepts.

An effort should be made to educate Alaskans in general and Natives
and rural [Inhabitants in particular about how to utilize health
insurance. Currently many Alaskans who do have Insurance have very
little concept of what services are actually covered, and many of
the Natives with coverage through regular employment plans do not

even know what company Insures them.

Providers also need education regarding utilization of Insurance.
There are cases in which Insured individuals have personally
pocketed up to $18,000 because providers neglected to secure
assignment of benefits. Rural clinics have resisted the bother
and paper work necessary to collect from private insurance which,
unfortunately, must be done in order to remain economically viable
especially when dealing wit . "ural non-Natives a Targe percentage
of whom already have good health insurance coverage through their

employment.

The Pattellc Report hcs missed the boat regarding "Rural Health
Care* although it has pointed out some important facts that, if
accurate, may well point the way to a logical evolution of the rural

health care problem. Problems are:

a. The way tn wtiich “rural* is defined to Include areas such
as Kodiak, the Kenal Peninsula, the Mat-Su valley, and the
South Eastern cities outside of Juneau and Ketchikan.

b. The euphasls on the rural non-Native population as being
a primary target group. There 1is an inconsistency In the
preoccupation with this group, particularly since the
report states on page 178 that all but 7,003 of the
36,%00 rural non-Nattves live In South and Southeast Alaska

and yet does not identify these as being problem areas.
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C. The Battelle Report focuses far too much on the rural
non-1."jtive population on the great majority of which really
does not have much of a 2,000 non-Natlves that do live in
primarily native areas served by IHS hospitals could be
better accommodated if a r?ans could be devised by
which the IHS facilities could and would collect health

insurance.

d. IT contracting management of IHS owned hospitals and clinics
to Native Health Corporations or local governments would Indeed
allow for the recovery of health Insurance payments while still
allowing collection of 1005 federal reimbursement for Medicaid
eligible natives, It would appear that this would be the most
beneficial type of administrative arrangement for the state

to encourage.

e. The unqualified a.ceptance of the State Health Man®s
designation of I vel I and Level If communities which in
several cases does not fit currently reality. Some of the
coarunltles designated as Level Il and capable of supporting
at least a old-level practitioner are not assessed by a
sufficient population thrruoN readily available ground or

boat transportation.

f. In designating appropriate staffing for Level Il como.nlt"es,
I wc.ld suggest a cartful review of the redical ca.e his jry
in the communities such as Aniak -here over the past 15 years
unsuccessful attempts have been made to place a physician,
a physician®s assistant avJ a public health nurse, experience
in this particular community emphasises he fact that a
practitioner of facility should not be Imposed upon a community

without adequate evidence of full coonunily support.

Current Indian Health care System and state public health nursing
syttcrs should be preserved erd built upon. In no way should the
services that these system nc-r provide be circumvented by the

Native Health Corporations evti though they may asSuae some of the

management functions.



Local responsible governments should be involved whenever possible
and assumption of health service functions by local governments
should be encouraged through a realistic level of state "evenue
sharing. Local governments snould provide a stability that may not
exist with the Native Health Corporations, furthermore racial

bias would be eliminated 1f health service were linked to local

government.

The state should attempt to take maximum advantage of Medicaid
funding for coverage of the native population and should also
consider covering travel of Medicaid eligible adults to IHS

facillties.

Maximized private reimbursement should be developed through
education as well as through other than direct federal

management.

Resent the implicaton that ttere is a lack of cooperation
between the state and the Indian Health Service; for 15 years
a close cooperative relationship ha been developed especially
In regard to the state public hea®"th nursing and Handicapped

Children’s Program.

The state shoul® design an organi/cd and fund a grant program

for primary health carefacilities In rural ar as similar to the
currently existing Community Kent?) Health Center programand the
Infant learning grant progrwn. A specific amount of money shold

be allocated for such a program for which Interested local governments

and/or Native Health Corporations could apply.

The state itself should not assume the responsibility for provision
of primary rvrtical careas distinguished from the primaryprevention
health that it now provides for the rural or native population

only, but rather should aid local ’entities®” (what ever they are)

to provide facilities and arrange for appropriate iccdical care
provision, by instituting a well designed state sponsrred grant

Of loan program, the state night better and i*ore co”“rehenslvely

scr.c rural areas than through the current legislative ’Christmas
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Tree"™ approach whereby funds arc allocated to communities like
Cold Bay 1in which there 1s no existing responsible government

"entity".

There Is no mention of the possibility of augmenting the current
Catastrophic Illness Program and perhaps allowing for some

preauthorlzation of financial support under that program.

There has been no mention of the possibility of developing a
mechanism whereby pioneer funds could help to subsidize the care

of pioneers, natives and non-Nati es In nursing homes.

The state should direct its ef orts towards maximizing the
benefits of the dollars that are already being spent for medical

and health care in Alaska rather than spending additional money.

The existing rural health problems are not simply a result of lack
of resources but also of a lack of mechanisns for coordinating and
allocating existing resources, endorse the establishment of a
coordinated planning authority which would Include federal and

state activities.

If the state opts to encourage planning efforts of the Regional
Corporations (page 201) in order to expand tlicir perspective

and roln to enco*“p«sv the non-f.utive rural population, it shcul-
support it financially as that function was one of the first to

be dropped with loss in Fe ®eral funding.

The staffing requirements recommended by South Central Health
Planning forLevel Il are considerably less th.in recomendcd by
this study and the IHS Resource Allocation Criteria. We have
found those criteria to ve unusually generous js well as rigid
in their adherence to the traditional medical care model. We
ere concerned that the operational costs of such a staffing

configuration would be financially unfeasible. ... ....



On page 195 and 195 there are several Inaccuracies with regard

to physician®s assistants and nurse practitioners, i.e.,

a. nurse practitioners are licensed under the Nurse Practice

Act, not the medical licensing act,

b. nurse practitioners practice on their own license
associated with a physician 1n a collaborative but not
supervisory capacity, physician assistants practice on

an associated physician®s license,

C. the nuriber of currently licensed nurse practitioners

is 60.

Our support (Health Systems Agency) is given this effort by the
State. A greaf many complex issues have been covered in this study

and presented in a clear and concise manner.



Page iii - The Alaska Native population is given as 65,000. On page
7, the figure 7G,000 is used. Since the IHS figure is 64,047, (1980
census) it would be better to use 65,000.

Page 13, A. Medicaid - The last sentence of the introductory paragraph
should be modified to explain that the federal government will pay
100% of the Medicaid bill of a Native American 1n IHS facitilies as a
part of non-Medicaid legislation related to improving the health

syste: serving Native Americans.

Page 170 - The term "rural health authorities”™ is used several times
in the document without being clearly defined. It has the connotation
of an enforcement agency. Perhaps "representatives,” or something of

that nature, would be a better term to use.

Page 175 - There are several mistakes in Table XI11-1= The corrections

are as follows:

Under Census Areas, add Yukon Koyukuk. Across from this, and under

the Community column, add Tanana.

Under the hospital column, please correct these names:
Bethel PHS should Yukon-Kuskokwlm D?lta Regional Hospital
(PHS)
kanakanak Should be Bristol Bay Regional Hospital (PHS)

Norton Sound should be North Sound Regional.

Under the hospital column, add the following;

Faith (Glenallen)
Petersburg General (Petersburg)
Wrangell General (Wrangcll)
Tanana PHS (Tanana)
Seward General (Seward)
Kodiak Island (Kodiak)

Are the figures given in the population column for the communities or
census areas? This should be designated in the column heading. The*
population totals of 52,000 in this table conflict with the 57,500
figure of table XI1U-3 on page 178, and the njrrativc on page 177.
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Page 180, C - Please insert AANHS after Indian Health Service for
clarification, It would be better to use the term Native Health
Corporations, both here and throughout the document, to distinguish

them from the profit Native Regional Corporations.

Page 180, #1 - Clarify the first sentence by saying "The AANHS....provides
health services to Alaska Natives and non-Native spouses™. Please clarify
the third sentence by saying, "Use of the AANHS system by non-Natives net

eligible for services <s very small".

Page 182 - Table XIlIl - 5 does not list data source. All tables in the
study should reference the data source.

Page 182 - The following breakdown would probably best describe AANHS
health program.
Inpatient Services
Ambulatory Care Services ?
Medical Care
Dental Services
Optometry Services
Audiology Services
Community Heol"h Services
nublic Health Nutrition
Mental Health
Social Services
Health lduc.it ion

Environmental Health Services

Appropriate adjustments would then have to be made in the narrative

which Tfollows.

Page 183 - a. Please Irsert the following paragraph which should help

to explain the IHS arrai.gement with Bristol Bay:



"Direct cere program funds are a major source of support for the
operation of the Bristol Bay Area Hospital by the Bristol Bay
Area Health Corporation, underthe provisionsof P.L. 93-638.

See further discussion of P.L. 93-638 programs under Native

Corporations on page 186.

In the last sentence, change "Funds for travel have been..."™ to "Funds

for travel are..."

45. Page 183 - b. Move the two sentences beginning "In the future™ through
"...desire and qualify" to page 136 (2. Native Corporations).

46. Page 184, c. Second paragraph - AddTanana to the list of hospitals and

omit Tanana from the sentence whichfollows it.

The third *-»ntence should read, "Hospitals and clinics arc manned..."
Under the Service Unit column,

f3 should be Bristol Bay Area

#4 should be Yukon-Kusko”™win Delta Regional Area

#8 should be Interior Alaska.
Changes should be made on page 185 accordingly.
Please correct the hospital nar.*s, see comments for page 175.

47. Page 1E6 - The first sentence should use Interior Alaska Service Unit
not Tanana. The last sentence should read *"...Native Corporations to

deliver various lcveis of health care services in the region.

4%* . Pace 198 - The firit sentence would be more accurate: "Generally,
cofTmir ity health aides are employees of the regional health

corporations. CHA"s are not employed by the AAMIS."

45. CHA"s record the names of people to whom they deliver carc, Including
non-Natlvcs; therefore, the avail. >le information is more than

anecdotal.
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Suggested rewording for the first factor under Accessibility: "The
distinction between what 1is permitted and what is practiced."”

(Standard operating procedures are "official".)

Page 199 - First paragraph, fourth sentence - This is not true, the

third party payers do reimburse fo non-Native medical care.

Second paragraph, First senter.e - Insert rural before "non-Natives",

insert in remote rural villages before "do not".

Page 206 - c. last paragraph - Again, the AANHS 1is able to collect

from private insurers.

Page 207 - b. First paragraph, first sentence should read "...govern—
ment providers for care provided to subscribers who are also eligible

for AANHS services (i.e. Alaska Natives and non-Native spouses)."

C. Perhaps the state could work with the Native Health
Corporations to develop a model for involving non-Natives on their

boards.

Page 206 - First paragraph - Because the future funding of HSA's is
"hazy*, perhaps the best approach wouid be a coalition of Stale, USA,

Native Regional Health Corporations and AANHS planners.

Appendix 13 - First complete sentence - "Relationship™ would be a

better wurd to use than 'wsimportance".

In Alaska there arc currently 60 Nurse Practitioners authon ed to
practice. While the educational preparation does vary between certificate
programs ar.d programs conferring a Master"s Degree, the minimum rrguiremcf.
in Alaska Is one (1) academic year of preparation. Because of some of the
» programs do not lead to an academic degree, requirements for entrance -
vary and Bachelor cl Science in Nursing Degree is not always required.
burse Practitioners also mrst be certified by a national certifying body

in their speciality are*.
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Nurse Practitioners are authorized under the Nurse Practice Act not the
Medical Licensing Act. Nurse Practitioners are licensed Registered

Nurses who are authorized to practice acts of medical diagnosis and
prescription of medical, therapeutic or corrective measures. The Nurse
Practitioner regulations (12 AAC 44.430 to .490) do require a collaborative
relationship with a physician. Tihs relationship is a collegial one

rather than a supervisory relationship.

The Board of Nursing also notes that none of the authorized Advanced

Nurse Practitioners are practicing in a hospital setting.

As a citizen of Alaska for only three plus years 1 have watched with

awe and amazement at how the billions of dollars available in this state
have bee™ leading many Alaskans to want the State to provide everthing -
food, clothing, housing and how even free or subsidized health care.
Orrganwotions and private individuals are fighting to be the next in lint*
to receive some of this State®"s wealth. The attitude seems to be: well,
if my neighbor or business associate can get dollars for this or that
project, why shouldn®t 1 get my share also? This attitude is appalling

to me.

I was an observer at the Statewide teleconference yesterday to discuss this
Study, and was shocked that no one presented any concerns about the section
of the study discussing implementation of a statewide health insurance program.
At the end of the teleconference yesterday my question to myself was: does

the average citizen ot Alaska really went Alaska to become a socialized state?

By implementing either a subsidized health plan for small employers or a
statewide health delivery system (which 1 realize this study Is not

reccr tending), you get the seme results more people expecting handouts without
working for them.



I believe my company 1is representative of small employers 1n Alaska

(9 employees). We are forced to offer health care in order to compete
with the State, Federal and Municipal governments for workers. This 1is
not as true in other states. The Battelle study states that nationally
50?) of the firms with fewer than 10 employees offer group health. 1
believe this to be 75% Or higher in Alaska. Alaska is not like outside.

I believe that implementation of the subsidy program for small employers
will cause them to cancel their present policies to obtain "free" money
from the State. What"s the incentive for them not to! After all, they,
like my small company, have other ways to spend the money that goes toward

health care premiums for our employees.

One question which 1 had in reviewing he subsidy section was what would
happen if the small employer applying and qualifying for thp subsidy program
suddenly (6 months into the program) had a large increase in busines” and
thus an Increase in employees, which would increase his payroll to bring

him above the limits to qualify for the subsidy?

Or. of the other areas of concern: the suggestion of exit lags. When the
length of unemployment in Alaska is longer for a larger percentage of the
unemployed population than it is nationwide (as your study indicates), what
is the incentive for the unemployed to really make an effort to get a job
then not only do they receive an extremely high weekly unemployment check
but now also will get health care benefits for themselves and presumably
their families for 6 weeks after they terminate their jobs? Doesn’t this
encourage some employees to quit their jobs for a paid vacation and paid

healtn care for 6 *eeks before looking for another job?

Suggestion: a questionnaire to all small employers in Alaska to see how
ncny do offer group health to their employees, the number covered and not
covered, the premium, and if not coverage 1is offered, would they he interests
in a state subsidy. Make it short and simple so they will all take the time

to respond and maybe even enclose a stamped envelope.



Additional observations on the first section of the study pertaining

to health care for the needy: First, several of the options suggested
would add an unproportionally large cost per eligible for a few tobe
added to the Medicaid or GRM rolls.

As examples: Option 5, the spend down for GRM, isestimated 1n the
report to annually cost the State $5.8 million for only 550 new
coverages. This breaks down to $10,545 per new coverage. Option 1,

the spend down for Medicaid, is estimated by the study to cost $12.4
million and adds 1,650 new coverages— a cos »f $7,515 per new coverage.
It appears other options would cover a greater i imber of people and

at a lesser cost.

Another 1item in the Needy section which 1 strongly favor (because of my
basic philosophy that one shouldn®t ever get something for nothing) is
Option 7 - the patient cost sharing. The estimated net savings of
$680,000 seems minimal compared to the millions to be expended butl
firmly believe 1t causes thp consumer to be more cost consciougand

thus reduces unnecessary utilization.

The advisory committee®s policy guidelinesto the Department of Health

and Social Services are the following:
rOLICY GUIDELINES

The conHttee agreed to a set of general policy guidelines (listed below)

for use in formulating an intial set of options:

1. Cause minimal disruption of the existing health care system.
2. Hinimize-direct-state participation in the delivery of health care.

3. Improve the economic efficiency ot the health care system, i.e.,
discourage people from seeking unnecessary health care and include cost

containment incentives for third party payers and providers.
4. Yi**1d the greatest improvement in the health status of the state populMicr:

l.e., focus on groups which are at highest financial and health risk and are
the most needy.
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A review Of the Rural Health section of the Alaska Comprehensive

Health Care financing study researched by the Battelle Institute

leads me to make the following observations. The thrust of the message
in this section states that the State of Alaska seeks to improve "rural
health care™ in Alaska. However, it states that the problem derives
from 91) resources and (2) organizations, It should be noted the IHS
has a system 1n Alaska that has been here for many decades, and it does
the job with scarce financial resources. Now, the sttate comes in and
says we"re going to improve the health of rural Alaskans, and that begs
the question of how they are going to improve it. The only way is to
provide additional financial resources. Ky contention ls that there ls
not the politlcial will In the State to fund rural Alaskan health
systems which serve predominately Alaska natives. It should be noted that
the State spent 60 million dollars on sports stadium in Anchorage, and
I do not foresee the State providing in excess of 55 million dollars per
year for rural health. Thu IHS system 1ias the organization in place,

it is a good one, it merely requires the financial resources to be able

to carry out its full program. -

As to the establishment of rural health authorities. | think this
establishes another layer of bureaucracy,k and drai is precious financial
resources from the operating health entities in Alaska. There 1s a similar
situation in the Indian Health Service Area Office in Anchorage where the
program formulation branch docs essentia*’y planning activities, and the
regional corporations are concerned that this is merely another meaningless
bureaucracy in the IMS system. 1 feel that the State should deal directly
with regional corporations, and deny the establishment Of rural health

authorities.

1 uelieve that freestanding regional entities with their own planning
systems should ta*c preccndence over any centralized rural health
authority, oi any other type of health planning authority. This would
encourage better Inter-staff, inter-reglonal cooperation rather than
spending large sums of money on programs that would rot be truly cost-

effective to the people of rural Alaska.



The report states tint the State of Alaska and Department of Health S

Social Services encourage regional administration and local cont. ol of

and they cite the Hauneluk Association assumption of
Public Health Horsing program.

health programs,

I fully support the concept of local
and 1 urge the State of Alaska to foster the mechanisms by
which this can be accomplished by limiting the regulatory and admlnis-

control,

trative road blocks tc such an concept.



Limited funds for Ccnrnunity Health Aide Training represents a
real and continuing problem for the rural areas. Reduction of funding
to the INdian Health Service is creating major problan in basic training
and for inservice training.

HEalth Aide Training is available only in three locations: Anchorage, Fair-
banks and Bethel. MDre training centers are needed. NCV seme of the train-
ing is available only once in two years; the Aide often with little or no
training; turnover for aides is very high.

The 40 clinics mentioned on Page 193 should be reviewed: the selection
criteria should be explained and defended.

More work is needed with recard tr the mid level practitioner.
Non emergency travel for medical services should be- provided in the rural areas
Possibilities for the native tribal organizations to operate the IHS facilities

Not enough emphasis was given in the report to mental health and alcoholism
issues.

Certain additional topics sliould be addressed in the Rural Health section
of the report:

Health education in schools:

local control of health services;

Oormmity responsibility for alcohol problems?

improved health aide programs:

improved health planning and resource development efforts.

University of /daska chould improve opportunities for health aide training
as a university responsibility.

Misconception is abroad that the Indian!lealth Service is alwasy primary
health provider in the rural area.

Accessibility to health caro was not stressed enough in Utc report.

Itcd.m | travel for both ®&v?rr*<ney and non-frorgcrcy needs attention and
provisions node for such.

Eligibility guidelines should be changed for GR led and raise incaw level
for elegibility test for medically needy.

Benefit suci*noior -y Division of lublic Assistance (CR Med /Social Security)
after denial ard Vhilo case is jxnding nifcal

Methodology in developing 44,000 not covered pars .is need statmcnt a:id
explanation.

Cost rluring. if adopted, would hive very wide effect loth for fxiblic
prograrrc and throughout insura;»cr industry: leas utilization cf service*.

More information needed on how uninsured person* receive services for r*.uirui



tore attention should bs given to Catastrcphis Illiness program; very
important program and very much needed.

State should be concerned about those with deep and genuine medical needs

and who have not been given services under workmen's condensation programs
even though many individuals dropped from workman's compensation benefits

are disabelcd and have increasingly difficult time in proving their disability
to an insurance ccxnpany representative . Such persons shouldat the least
be targeted for ehlp under the "medically needy'program.

Clcner cooperation and coordination needed betv*sen tlie state and the Indian
Health Service.

COst sharing would add dignity and respectability to Medicaid and GP. Med
program if it can be wored out. The treatment of the topic in the report
is rather confusing and needs more clarity.

The Medicaid and GP Med Program should be combined into a single assistance
program for the poor.

Long tern care, while utilizing a major portion of state medical care funds
is not treated very well in the reporte

The use of the 1976 data should be explained especially as totheadjustments
which can be made to n»ke the- data valid for consideration at the present time.

The Pural Healthsectia. needs the most work «md it should provide more specific
options for irpruvonent to be considered by the policy makers.

Clinic operational funds support/ source/proMcms need treatment in
the repcit;

teleccnrunications utilization should be treated;
more attention to travel for medical servicer, in rrural areas needed.

"trilol specific" issues frcrn native non profit health organizations
slould Ix* considered rore carefully.

tht- de* im oticr, of native rorpoiations status of non-profit and
profit needs norc* careful uscagr.

need exists for definition of levels of benefits available fron tlic
IndisnHoalth Service.

Btatatmt of tnvill use by non-natives of IHS facilities and programs
not accurate



ALASKA COMPREHENSIVE HEALTH CARE FINANCING STUDY

Health Surveillance Coveragea

DRAFT

John Mlddaugh, M.D.
State Epidemiologist
May 6, 1981

Prenatal:

Complete assessment and counselling on risk factors
Rubella blood teat

Syphilis and gonorrhea screening

Hb (blood count)

Urine analysis

Blood group Rh type

Blood pressure

Infanta: (birth-17 months)

Immunization* appropriate for age

Well baby assessments (4 weeks, 2 months, 4 months, 6 months,
12 montha, 18 month¥*)

Phenylketonuria (PKU) and hypothyroidism screening

Hb (blood count) once by age 17 montha

Children: (18 montht-15 years)

Vision - 2 years, 5 years
Hearing - 2 years, 5 years
Tnmonizatlons - IB montis, S years

Dental exna - annual
vdultji: (16 yeara and older)

Blood pressure - annual

Dental exam - annual

Immunizations (dlphtherla/tetanus every 10 yesrs)
Breast self-exam instruction - annual

Ma»ography - yearly between ages S0-S9

Vision - every 1 years

Hearing - every S veera

Pap cytology - annual %4ten sexually active,

then every 3 yeara after 2 negative esame between age.. 20-41
Stool fjr blood - annual ~ SO y.o.
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June 19, 1981

Representative Thelma Buchholdt * JOH?I wr
Representative Terry Gardiner n
Representative Don ClockslIn

Alaska State Legislature

Pouch V

Juneau, Alaska 99E11

Dear Representatives Buchholdt. Gardner and Clockslin:

Your thoughtful response to an editorial 1n the Anchorage Daily News (Hay 12th
edition entitled “Health Care Plan Can Ualt for the Facts-) has been read with

a great amount of Interest. It continues to be encouraging to know that readers
of the Legislature are addressing with courage and determination the difficult

and important problems of health care and health financing for Alaskans. Our
department has appreciated the opportunity to work with members of the legislature
and to keep all of the members advised fully as to the status of the ass 9n**nt
given to the Department of health and Social Services to provide for a study of
health care Iss f including access, financing and other important facets related
to health care T the future.

Aa you kn<w. the work of the Battelle K*an Affairs Research Centers has been

ufderway and cont nuci by contract with the Department of liealth and Social Services
The need for such a comprehensive. fundamental and basic study of all health care
services provided by gover-ent and the financing of that health care with loca —
tions for the future all have been of deep concern to and under consideration by

the department for about three yean. With the ippropr ation by the last snUon

of the legislature m Hay of 1980. 1t was possible for the oepartwtt to wve

forward and to provide for the flnt baste phase of the study during the fiscal

year ending June » . 1981. The cost estimates for Ft 1981 were «t<ked out with

as *Kh precision as possible and with very close projections. The requirements for
the basic research contract with lattelle. eapenses of the Advisory Covnttee®s WON
and other eapenses Such as printing, related to Such a major project were developed
for the fiscal year in rftlcti the obligations were made, the present fiscal year.

The Battelle contract was to be carried out across two fiscal yean, 1981 and 1982,
for the 1*n envisioned under the project. From the cutset. Including the
departmental prelminer reviews, the development of the toquest "or Proposals, and
finally the conn :t itself, the department took Into account that 4t was not possible
to determine all tha data already available from all sources which would assist in the
project. For that reason the original contract with Batt**lit include** the following
required work provision: (2-4 1l.e)
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"A description of the types of data not available at present but
needed to decide which alternative health care provision and
financing approaches would be desirable ano feasible for the
State of Alaska to pursue, and the costof obtaining those data."

Thosedeterminations nave now been made and the department Is able to ldentify
for the first time the additional research thatwill be needed ln order to
complete the study as was anticipated all along.

On December 17, 1980 a "Status Report™ was sent to every member of tbe Legislature
from the department, detailing the progress of the project as of that date.

Battelle contract activities and schedule of the study was detailed 1n that report.
In April of 1981, the department again transmitted materials to every number of the
Legislature regarding the status of the project Including two basic Interim Reports
prepared by Battelle Institute fir Human Affairs Research detailing the progress and
developments on the study as of April, 1981.

While the department concurs with some of the observations made In your FOﬂﬂn
article prepared for the Anchorage Dally Hews and which appeared on Wednesday,

June 17, 1981 under the heading "More Health Care Facts", there are parts of that
presentation which could very easily mislead .he public and 1 am sure you would not
wish erroneous Impressions to grow out of your presentation. For that reason, |1
would like to make tne following observations:

1. Your presentation of the "first phase of the study" as consisting
of "documentation about the current state of health care flnanclng
In Alaska"™ Is oversimpllfled. Halted and. to that extent. Inaccurate.
As you will see by referring to the Request for Proposal as well as
the contract with the battelle Institute, Section 2-4 requires work
related & at least twenty copies separate even though at tlws
Interrelated. ifiiTe it is true that Battelle has presented, as
required, two Interim Reports, they are precisely that and Intended
to be such Interim Reports. You have indicated In your letter that
"Battelle™s contribution tc current knowledge Is already dcvie".
That statement could seriously mislead legislators and the public.
Itille the first two Interim background reports to the Department of
Health anc Social Services have been completed, that does not man that
the present and continuing >wrk , Jer the contract into the next phase
and 1r Fy 1982 will be of “ value or unnecessary 1n order to do the
thorough job planned from the beginning.

2. When the Pvquett for Proposal was developed and the contract entered
Into there was and currently tt a very significant and crucial

reality faced. It will be found m Section 2-4 le of the *Fp as set
forth above.

The Interim Reports and further conferences and correspondence with the
Bettelle Institute heve indeed ldentified requirement for additional
facts «f»ich as far as we know, an* at far as they know, are not available
from any twee at the present time, examples of these Include but are
not limited to the following:
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A. Alcoholism Care: Alcoholism has been repeatedly identified
as perhaps the major health care problem 1n Alaska. HB 41
mandates alcoholism treatment benefits ln the state employees~
health plan, and a number of other states have also mandated
such benefits. Alcoholism treatment consumes a significant
share of the state health budget. The questions which arise
are: Does broad scale private coverage of alcoholism care
truly reduce alcoholism? What 1s the return on the state’s
current Investment In alcoholism care? How significant 1s the
problem that treatment is often available only at sites distant
from home - can such programs be successful?

B. Private sector Insurance coverage: Knowledge about existing
coverage levels for different types of benefits ls important to
the evaluation 0" several of the options. The profile generated
thus far has relied upon data from the principal insurers, and upon
some national level data. While this has been sufficient for
Interim purposes, much better Information could be derived through
a scientific sample survey of the coverage offered by employers
in this state. This would also permit linking coverage Information
to characteristics of business and employees, and permit a more
thorough analysis than currently existing data would allow of
Issues which affect employment related health Insurance.

C. House Bi"l 41: HB 41 is a package which combines components of
several different options, including a state sponsored plan,
mandatory benefits, and expansion of Medicaid. Taken as a package
what does HB 41 1imply about the demand on health care resources,
costs to the state. Incentives created for changed private sector
behavior? tfrat are the principal implementation Issues tilled
by the bill?

D. Long term care: Long term care is the principal component of
Medicaid costs, due primarily to price, since the size of the
elderly population 1s small In Alaska. But during the next ?0
years the number of elderly could grow by 125-2101 according to
the Bureau of the Census projections for Alaska. Furthermore,
recent congressional interest has suggested that federal M.-dlcald
contr*butd4ons for long term care may be capped, even if other
elements of the program are not. *>at does this 1*>ly for the
Stete budoet? Can the state take steps to t*y to reduce the bill?
ieiat are the problems of integration of the long term care industry,

which Is principally private and for-profit, with the state 3 systenm
of Pioneer Hone care?

C. Physician distribution: Recent rese rch from RANO has suggested
that Physician availability in rural areas is improving purely
as a result of market forces. *iat does th«s imply for Alaska
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with respect to the projected size, specialty mix, and
geographic distribution of the physician population? What
does it imply for the use of non-physician providers? What
have been the recent trends in this area, and to what extent
can we expect them to continue?

F. An analysis and evaluation of tne present status of native
non-profit health corporation assumption of responsibility
for health care from Federal Government and from State Govern—
ment; current and/or potential capacity for assumption of
more local control; financial implications both present and
and in the future under a greater assumption of local control
of health care and financing by the native corporations.

G. A thorough analysis of the possibility under current federal
and state programs and the Implications of mandating a '"cost

sharing”™ or "deductible™ provision in the publicly financed
health programs.

H. The implications of federal fuid reductions for health financing
on state options and state budgets as an outgrowth of federal
congressional changes and Initiatives as well as changing federal

policies with regard to Medicaid financing which will be mentioned
later.

These additional data gathering projects are included 1n the work program antici—
pated as a large part of the requested FY 1982 appropriations for the FY 1982

part of the study. These were not included under the current contract provisions
but represent statistics and data anticipated under Section 2-4 1 e of the

Request for Proposals and the contract.

3. Your letter leaves the impression that the three areas being pursued in the
second phase of the project necessarily will become reco.»nendatlons from the
Department of Health and Social Services or the Governor to the State Legis—
lature. That may be the case but it Is not necessarily the case. At this
stage Battelle and the Department are probing, 1n as much depth and breadth
as possible the problems and possibilities for changes and loprovements
The final report of Battelle 1n December 1981 will indicate to the Department
of Health and Social Services the costs and the benefits Involved, the values
and the limitations. Whether to proceed with the recommending to the Legisla—
ture that any or all of the option* or alternatives be adopted will be decisions
of the Department of Health and Social Services, its broad-based public
Advisory Committee, and the executive branch of government. It 1s anticipated
that clear alternatives, undergirded with as factual a base as possible, will
be available at the beginning of the next session of the Legislature.

The focus of your letter seems to concentrate on "health care financing 1n
Alaska™. That Is one emphasis and responsibility of the study. It 1s by no
means limited to that concept. The scope of the study Includes; (1) The
present health care delivery; (2) The present health care financing systems 1n
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the State of Alaska; (3) Identification of existing pote~tial funding

sources; (4) An examination of improvements to the present systems and,

(5) Exploration of alternative methods of providing for health care and

cost distribution in Alaska; (6) Design proposals for the implementation

of potential new systems or methods. | think you will agree that the requirements
under the current research and the work yet to be accomplished by December

extends far beyond that which is presented in your letter.

4. Your letter leaves the impression that the Battelle study 1s being extended in
time or that Battelle is not providing the originally anticipated information.
On the contrary, it is anticipated that the original time schedule will be
adhered to with the completion of the study in December of 1981. It is true
as we all know that the study is to be carried out within parts of two state
fiscal years. The department requested funds in fiscal year 1981, ending this
June 30, for the actual obligations made and necessary to carry out certain
planning and research for 1981 fiscal year. That budget was submitted and
administered relateu precisely what was anticipated for fiscal year 81.
Additional funds are being requested to carry out and to complete the study
in fiscal year 1982 as was originally intended. Those funds in 1982 fiscal
year, beginning July 1, will Dbe used for: the investigation of the issues
not originally forseen in detail but thought to exist as indicated above;
the expenses of travel and per diem of departmental personnel attributable to
the study and for the statewide Advisory Committee representing a broad
spectrum of the public; the expenses connected with holding of public hearings
in at least four locations in Alaska between now and December of 1981, as
required under the contract and set forth in the Request for Proposals and the
incidental costs of the study project such as printing, required telephone and
so forth. The fiscal year 1982 phase of the work is extremely important and
considered absolutely necessary necessary for the maximum advantage to the
State of Alaska for this project. None of the funds requested in the 1982
budget overlap, duplicate, or substitute for the work required by the Battelle
Institute within their contract during the FY 1981 budget year and part of
their work In the 1982 budget year. Additional payment to Battelle for the 1982
fiscal year will be for those activities beyond the scope of the original
contract but which could not be forseen until all the existing and available
data could be gathered and analyzed in order to determine what statistics, what
data, what facts were not available in usable form from any quarter. You

indicate correctly in your letter that "the rest is to pay for more research
and documentat lor.".

The department of Health and Social Services, the Battelle Instltut , and the
Alaska Comprehensive Health Care and Financing Study Advisory Coenittee all have
been aware of the provisions of House Bill 41. It is acknowledged that in Its
current version there could be some overlap between the goals and provisions of
House Bill 41 and what might emerge from a longer term more fundamental and

more extensive study of the facts and data that we believe to be required to
arrive at sounder public policy decisions. The Department concurs with the
editorial In the Anchorage Dally News to which you refer entitled "Health Care
Can Halt for the Facts". Reasons for the agreement are outlined above. In
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addition to those facts the following developments are emerging among others
on a current basis with a possible strong impact on a re-designed health care
and financing policy for the State of Alaska:

1. The U.S. House of Representatives 1is considering HR 850, an act entitled
"National Health Care Reform Act of 1981". Thatnational bill addresses
(@) need for structural reforms; (b) specificdeficiencies in the
present method of delivering and financing health care with problems identified
as lack of coordination and continuty of carp, excessive government regulation,
third party payment system problems, reasonjble cost reimbursement,
government as third party payer issues, lack of competition. Other
congressional initiatives currently underway include a bill to be introduced
immediately by Senator John Heinz of Pennsylvania entitled "Competitive
Health and Medical Plan Act of 1981". That bill if enacted provides an
important alternative in the form of a variationof health maintenance
organization which wuld encourage and stimulate competition among
alternative systems cf health care delivery. If enacted, 1t will, or could
have, an impact on Alaska. If it is not enacted, some of the strengths and
values identified therein should be considered in the process of the final
design of a revised system for Alaska. While that bill has specific
advantages and relations to the elderly population, it is not limited to
the elderly population and the Medicare program.

2. Discussions between the Battelle Institute researchers, n\yself, and members
of the U.S. Department of Health and Human Services®™ Health Care Finance
Administration last week explored in some depth the relative value of the
State of Alaska seeking Medicaid waivers in order to retain any reasonable
portion of the federal Medicaid funds for Alaska in the event the final design
of a program for Alaska, under the comprehensive study, might impact on the
Medicaid funding 1in such a way as to create a potential loss of part of the
federal Medicaid funding. The current federal Medicaid Initiatives as you
know include strong proposals that likely will be enacted soon to put a
celling on the growth of the Medicaid program within states and limit the
*ate of growth of tha: program. The exact Medicaid ceiling decisions of
the federol congress are not known at this time but doubtless will come Into
clear focus, 1f not fnally determined, before January 1982. Those decisions
will have strong implications for federal funds avaf®able for health care
in Alaska as well as rew flexibilities in using Medicaid funds within any
state. They certainly should be taken Into account prior to the enactamnt
of any major or new programs adopted by the Alaska Legislature.

e

For all cf the above reasons, I would urge (1) that the prlrw sponsors of House 0111
41 and other Interested Legislators, await the completion of the Alaska Ctwprehensive
Health Care and Financing Study; (2) strong support to the departmental budget
request for the S150,000 needed for adequate financial under;irding for that effort
after July 1, 1981; (3) tha: a fresh look be taken in the rew legislative 1982
session with regarf to the Important Issues Involved in these public policy questions.
The 1issues .urrounding health care and health financing from public funds is of
growing concern throughout the nation and within Alaska. As early as three years back,
the Department of Health and Social Services did anticipate some of the questions
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which have more recently been raised and began then to make provisions for a
thorough analysis of the issues involved including health care, health financing,
access to care, barriers to care, benefits, coverage and who properly should pay
for benefits expected.

The prime sponsors of House Bill 41 are to be congratulated in turning their
attention to some of the issues involved in the health care area. The Department
is pleased that tne work of the department and the Battelle Institute for Human
Affairs Research has been of value to date. We believe that the value level and
contribution can strongly be inproved and extended following the outcome of the

second phase of the work now underway and scheduled for completion in December of
1981.

Sincerely,

Frederick McGinnis

Deputy Commissioner and

Project Coordinator for the

Alaska Comprehensive Health
Care and Financing Study
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Amerlcan efforts to develop the finest in health ca’‘re

are the envy”of the world;~In technology and training our,>&
medical community offers abilities that are first rate. rr
*Heal th care"capability dob not, however, insure health**

.care delivery."And despite“widespread and“expensiven?

efforts to provide assistance to all, there stll are manyv-*
citizens whu fall between the"-crscks in the myriad of *
federal "state and private programs thatare available.”.*- j**-1
“In Alaska"estimates indicate at least 10percent of the *
poou &tion does-nol ."have"healthcov™- a~f - a situation”
that has.drawn the attention of 1*. izi <t; concerned over”"**
the devastatixigjexpense of. emergency and long-term 1
services. Like everything else,_dhvea)!th care costs more

state awash in unprecedented revenues, health care is a
basic, quahty-of life issue"that concerns everyone at one
tjneoranother; 7tjdyJ! f\r\y £ -it*. 1

But the House apparently has acted too soon on the }
initiative.. The/state already hat funded a three-yearA**- j
study info .ealthTafe financing,*the results of which are|,r }
not due until December. Jbe stud» presumably will be~of” "3
great value Tn determining the best shape o! a hralth Cale .
strategy for Alaska. Legislators would do well lo wait for- 1
Z* 5x55BP fHISff.*ri:.etv T s><

Waiting another six months, to be sure, will m*ant® 9
added difficulty for those who suffer mol none during >t
the interval But the p»r*” < il be worthwhile tf the delay
ultimately results in a plan that u securefa ffordable and
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Preventive Health Care

There are many approaches to preventive health care. Those can be

divided into three general categories: 1) health education and com—
munity information programs; 2) screening and early diagnostic pro—
grams; 3} alternative treatment programs, usually involving mid-level

practitioners. Given the staff time which we have available drring the

interim, we can address only one of these categories In depth. The

second--screenlng and early diagnostic programs--could be treated most

efficiently by our staff. We envision addressing the following ques—
tions:

1) What 1is the relationship between the State's mjjor health problems
and preventive health care services?

e We would identify the state"s major health problem and attest
to determine how tl *se problems could be addressed through pre—
ventive care. This section would include an overview of the
various approaches to preventive care outlined above.

2) What are the primary oeneftts of screening and early diagnostic
program?

e This component of the study would address both the health and
cost benefits of the early diagnostic programs, e.g., likely
effect on health care Insurance premiums; possible effects on
other state programs.



3)

4)

t hr ~CPe2niuhnanh 6arly dia9nostic Programs currently operate In
2V S5 2 nprogramsServed?* t0 thMe Pr<9™ 5?

= Programs to be examined would Include- «u, ,
EPSjT program; Public Health Service; Indian Health Service.

Are there Innovative screening and early diagnostic programs which
have been initiated 1in other states? Mnw am

progra“effret,veness??

9 R ttT €™ YtWeodBCECplians e &

Any research that we V\Aild undertake on the subject of preventive health
care would be intended to con, ,ment the Battelle stud?
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Tin felly Alaska State Legislature ey

Mike Colletta

Senate
MEMORANDUM
TO: Charlie Parr
FROM: Rocky Plotnlck Weller
DATE: April 30, 1981
RE: The Alaska Comprehensive Health Care Financing !

You hav-" asked for the current status of the Alaska Comprehensive

Health Care Financing Study. |1 have outlined the study"s purpose and schedule

below:

. The study®s purpose Is to explore health care financing In Alaska,
explore alternative means of expanding health care coverage, and
improve physical and financial access to health care services.

1. Phase 1 of the study was completed by Battelle on March 30, 1981.

It describes the present methods of public and private health care
delivery, access, coverage and financing in Alaska. Also, it pre—
sents alternative approaches to reshape health care coverage and
financing, and to a lesser extent, delivery and access.

. The Advisory Comlttee will meet May 7, 1981 to consider the alter—
native approaches addressed in Phase 1 and decide which approach**
Battelle should devel.p.

Iv. Phase 1l will provide a complete plan for Implementing and financing

each of the alternative approeches selected. The deadline for the



draft is September, 1981.

The final document should be completed and submitted to the Department

of Health & Social Services, the Governor and the Legislature by

December 11, 1981.



Battelle
Study

; ALASKA DEPARTMENT OF HEALTH & SOCIAL SERVICES

Early this year, DHSS contracted
with Battelle Human Affairs Research
Center to do a comprehensive year-
long study of the delivery and financ-
ing of health care tn Alaska

They have delivered two interim
reports, the first an anaiysn of health
care resources and financing, and the
second, some options for state acttor

The analysis found:

* a higher-lhan-naiional average

death rate for every age group

* a unique pattern ol disease and

injury highly related to life-
style and behavior

* shortage m practitioners and

clinics us villages and diffkult
access to acute care in remote
areas

* Jiortcomings m behavioral

health services, emergency
medical transportation and
village sanitation In some com-
munities

According lo ihe study, the total
health care bdl m Alaska in 1979 was
SABO million financed 14 percent by
state and local government. 31 percent

by federal govemmert and SS percent
by the private sector. It found that
44,000 Alaskans, neatly all of them
non-Native civilians under the age of
6S, have no health care insurance
r-'verage of any kind. For those with
coverage, significant gaps in benefits
were found lot newborn and well baby
care, extended care, mental health
care, dental care, vision care and hear-
ing care.

The study produced a spectrum of
alternative actions the stale could
lake. An advisory committee chow
three basic packages which Battelle
will study in further deial for a
report due September 13.

One package looks at redesigning
a health care program for the poor
Actions which Battelle may address
include ihe fodowtng

I . allowing two-parsnt families to

be tjipbir under current Mcdt
casd/Generai  Relief Medical
ef'gthlWy

2 making ail hosacholds eiigfbie

if their incomes are leu than
ISO percent of thr federd

— June, 1981
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poverty level guidelines for
Alaska
3. withdrawing from Medicaid if
restrictions which accompany
rsnicipallon threaten key
aspects of ihe program
A second package Includes a state
sponsored comprehensive health intur
ascc plan open to 41 Alaskans, poai
bly with subsidized premiums for low
inci'me g >ur nor covered by Medi
caa It sum. be designed to com
piemeni private health insurance plans
not replace them
The third package looks a tm
proved access lo health care for
rural Alaskam. including coordination
of a'lvtties of the star. Indian Health
Services. Name corporators™ and the
private sector.
Thr state cr-dd chamr a cornbm-
ason of actions from all 3 packages
A final rtpon a scheduled to be
as the hasds of DHSS. the Governor.
IrgwJaiors and other interested pers<*w
by December IS Deputy formas
eoner Frederick McCann n coordta
a inl ihe study protect
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