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; Chjir sources of data for the 1176 elective home deliveries and our methods of

o o *
..I ,

analysis have been described elsewhere (Mchl, et al.,1976).

In summary these
PS n

--deliveries were collected from the medickl charts of five San Francisco éay
" # ..* *
Area servicesconsisting ofthreephysician- mldV|fe

* o

*
groups: arural-based
. »

s «
family practice in Western Marin County, an urban-based family practice in m

Hill Valley, and onurban-basedgroup consisting of one physicist (trained .

. In pediatrics/neonatology) and two"midwives; and two midvife groups consisting

aC10 lay mldV|yes in Santa Cruz County and 1 lay.midwife in Sonoma County.
-0 m :
50.2[ of the- dellverles vere performed by physicians Rnd &O 8< by lay mIdWIVCS

;Thc methods of operation of these services, their”

screening Procedures. ee T
IJ_J a oe L _J * . - ) .
“eobstetrical philosophies and practlces and the .sociodeffographic characteristics
© Efl © - © = o e . - °o
nﬁf their populatlon have all been deSCQIbed clsevhere (Mdﬂ et al.,1976). - <"
3 * 1
mli] - - T - y S B
, e * o%* r Fkk # e * . * * k o * LIPS
i " The planned hospital comparison group vas drawn from the records of the .mm
1
Point Reyes family practice and consisted of 180. deliveries. These women come ~~
.'JF - © > T * . * mm * % -
-from the same population pool as those women plannlng home deliveries and had -
many"of the same attitudinal sets. They would heNe been attended at home had
4- * R - * Tt

. they chosen v.- dellver there.

Women W|th compllcatlons of prenatal care obviating

, .
/<a,home dellvery vere excluded from this sample For the hospital comparison

ifto - - - . - - -

=il

group 8I. 2% were followed at least six months 110 of the infants and mothers

were dlscharged at the end of two hours post-delivery." n7ie hospital comparison

. T b 70 .o S - ® v (1}
group tended to be less from the counter-culturc and v-crc characterized-by a

* o X o *

Bore @niform mlddle class socioeconomic backgroupd W|th usually one or both *~

le * * N

“parents a college graduate * w7 Te T

o ok <= /



DISCUSSION .o . oo™

° *

e " e e * e

e -Each group was a self-selected health group of -women scre*Chcd for

“« ° ’ ° T &
complicating medical problems. Comparisons between the home birth group

and the planned hospital group suggests that for women delivering in the

heme with the particular philosophies and practiées of this partidular

group of practitiopers, there wags, no significant incrgase in.risk with

* L]
- * - - [ ] o
a home delivery versus a hospital delivrry. ....
e . . . . . ; - Y
Several points may be made-- that the perineal massage technigue
(next page) ° o *
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There vas no association among either group between length of ’Iabor'and—
lorgth of second stage with the incidence of low Apgar scores at birth or

vith other complications. The mean length of first stage labor*”among the
* *

planned Hospital group was 17.% hours /or prinigravidao and $Ji hours for
' ok ° * . * o* mm Foogle
Mip.tigravb.dae, <For the home group it was 10 2 hours and h6 hours, respec-

% : * o ¥ , " B ' ° * o
tivcly. mrhis difference was significant at p< 0.0%. The mean lefigth r

second, stage labor for the planned, hcspital primigravidae vas 106.8 min t * w

31.0 min and for inul+igravidae was $O.1 in i 28.3 min. For the home series :* ma

* * ] "k 7"". ) ~ ‘e o k ;d)/@/[?‘o ymjj
the mean length of second stage was 118. 2 min d: h0,$ mln for primlgravtlae

E_ E] . |* [} ((| '. . ' (8 ”) » ) Huo- ||\7|.o .
and UCb min - 23.7 min for multlgraV|dae The primigravidae dlfferences .
ro’ me < 2r-/ - ..

vtireysignificant at p< 0.0%," 3 . oo o' *. *OEFTy T
* 4 bW e e A * . * S . A '
Ll There were Ih cases of prolonged rupture of membranes in the home birth ¢ o
: ey o omr e om
series and 11 in the planned hospital series (p<CX OI) ~ There were no |nfect|ons—

in the infants except for on,\e Iow Eirth weight infant whose mother developed

ti* -
L) - e e ik " e o o . “ . r;V

signs cf amnxonitis prior to dellvery and had had multlple vaq:nal exams.

= r *-om. C.J - DR | ' < L » - :‘tl
She vas 1in the planned hospital series; Table'9 presents _some addltlonal V-

* ox x I . * .t om - T* .o ;s”
data;on thh reasons for.which home deliveries were transported to the hospital jrie

* o ;- .=V - f - - ..V

for the home birth series. - *



utiiizea oy the midawives In preventing vaginal lacerations auring ae-

1ivery did indeed function and that as the physicians adopted this

technique, their laceration rate decreased. The higher utilization
e e t *

of"oxytocin after delivery by the physicians .may'have reflecteql its

availability to them and their training tc use it frequentuly. The
equivalence of hemorrhage andblood loss results®he tween the physician

nnd midwife group suggests that it was riot needed as frequently as“used.

*

} } * H * _" e 4
The lay miduives took women to the hospital more frequently than the-

physicians, presumably reflecting t.heir decreased capabilities to handle
specific complications at home and their lower threspold level for-going,

0 ) * * o.**o ) '

to the hospital possibly relafed to a lower Ie\'/ell of knowledge. ..The.

r
0

* ®o— L J

reasons for transport which were-most sigﬁificantly different between-*
> ,1 e LI

the groups were for prolonged ruptureof membranes, uterine inertia,f
decreasing fetal heart rate, manual removal of a retained placenta, and e

treatment of postpartum hemorrhage. The physicians wereable to treat : e

.- e 0 :
some of their cases of uterine inertia vltb buccal oxyt6cin at home,-and-

" L4 - -
removed several retaf "placenta at home, as well as carrying oxytocin

K v L 7e .
and methergine to trez&t—thi*rd stage kileeding at hpme. The .,greate.r flun-?"

ber of FHT problems brgught; to the. hog_pital l{y the*midwivcs may reflect-.
(] . : :

1
w
'll

their greater level of anxiety in dealing with and desire for trans--j;

. *ook " oy L) y <
_»oorti.ng abnormal situations to the hgspitalh early. ;=1 ;X " g ._*Vr;f<_ ro
.The"planned.hospital population, wﬁile.having équivalent'.tréining -

* ** * -
1 (] © - L] *® * - (] ’*000

for childbirth, used more analgesia during labor than the home birth ~.

o . e oo *

aeries, and this may have contributed.to"their higher incidence of I o w
*

,ge minutd’Apgar scores, second stage dystocia, and greater incidence of e
0- *o ’ | H . V
fetal heart rate drops. The much lower incidence of "excessive bleeding” |

in the planned hospital group may be indicative of.the attendents lesser. m

anxiety for equivalent blood loss in.the hospital thanvin the home. The /



incidence ol postpartum hemorrhage vas greater in the planned hospital * .1

t

* xp -
g;oup and may represent the greater tendency to pul; on the umbilical. r-%r b
?ord to aid "in The delivery pf the placentg. #At home, tZe umbilical :
cord was rarely pulled to aid placental delivery, but rather, the na- o o
-, ..

tufal eipulsjve forces of the uterus were“yelied on. -This ismsub—

etantiated by the longer thirg stages seen in the heme_group..

-The failure of prolonaed §econq stage to be.associ;ted with in- »
fant pgoblems.in this ﬁeriei mﬁy relate to the slower dg;cent with*
intense pushing placing less of.a stress on the infant; or may relatf

less
[}

to other factors._ This"has beeQ found to hold@ as weII@ in the British

-Perinatal Study (1973) and by Friedman (1974). Clearly many of these

* % % " o & bl R o« =

efindings may need to be substantiated by further study in such popu-
* . - ’* . o o . » -

"lations as these..- It may be th3t much current obstetrjcal thinking is. e

- % V. o % . - . '
einfluenced by gany of the studies having been completed on welfare"popu- =

* *

lations, )Wﬁle different results may hold iii different populations. More
a * » e * e * /
york needs to be done in this-area.

-The 0.3Z incidence of heurologicélly abnormal infants at one year

a'.#‘ hd ¢ *. f hd hd

follow-up contrasts favorably with gpe "1.771 inc&dence of Qeurologically j
. . .
abnormal infants at 1 year of age found by t?ie National Institute of .=

- - - LICIE 2K T - - < . e - o - o

Neurological Diseases and Stroke (1972) . The Apgar scores in this series -
L] . o " . # vy 9 o* L]

vere scored by an attend%?t not involved in the actual delivery, and may -
* i

. o . ot . 1

be inflated here, as in the hosp}tal, where*often the physician delivering

. 5 i - _#
the infant assgsses the Apgar sgore. . -They are useful however in assessing

the accoucheur®s perception of the infant"s immediate difficulties, which N

L3 L * L L L3

in this series, seen minimal. ;The total percent of 1 roiqutc Apgar scores
- i - * o " - _ e * _* e |17
- m _;o* o . ° * VA
less than 7 was 4~ 1Z"xomparcd to al!21Z incidence of such scores:ih a non- *
%

welfare population in® the hospital found by Drage and Berendes (1966). n

The contribution of other, factors such as lower stress in ®he home cn- : 7;



vin d study such as this. mincidences of meconium staining in this group

*

\7as less than that of the general population (Klaus and Farnaroff, 1973).
This \us true as veil for labor dystocia (Friedman, 1974) and {Eastman

and Heilman, 1968), as veil as fot other complications (Eastman and

P .'*- * * P o~ _ *

eHeilman, 1968)_. ) . * **‘.‘ « e j‘ SR )
Hconata.l mortality -rate for the home delivery populatlon vas 5.2 -
- # . Leeeqe* . e
per 1000, and perinatal m9rtality*vas 9;5 per 1000. Intrapartum as-
phyxia deatha oct:urred at a}ratélo*f' .0..95 perm1000. Unfortulnately ftew .
c*tudies are a*vailable for comparison'.: .éeh*r,man et al” report a neonatal -

K * x g Kk * dky A '*J

emortality rate of 5.0 per 1000 in 39/896 non-premature®, white middle-

class pregnancies* receiving private prenatal care/ The non-premature [
perinatal r» ,e for this group ;vas-7.6 per. 1000, and”~the overall neonatal
and perinata .-mortality rates, were. 13. 8 and 17. 6 per!.1000, respectively.,..

Chan, et alilU rC-.port an intrapartum stillbirth rate-due- to asphyxia of

L) - -

1.7 per 1000 in 1162 patients recéiving random assignment fetal moni- }C
*T gy Yo * </ - & " e ;-* -,V ./ *e i
toripg at Lonia Linda University Hospltal and Shenker, et al-1* report

« 0.5 per 1000 intrapartum asphyxia! death rate in fetal monitored : = 7
* - wmr Tii-l eV KE * L3 B P
-patients.” "*The prematurity, rate of the Behrman, et al study was 478Z;

in the home* delivery series it vas 3.0Z. Thdtf'planned hospital population-~
had a neonatal mortality rate of 5.5 per 1000 and a perinatal "mortality.-/""-.

rate 11.0 per 1000. -. =*™*r/ . BV A AR B » < %
T » s - . o x = \ 7- -7
This compares favorably lo the® work of Halverkamp (1976) showing

suncrlcr results of nurse nonitorring labors compared ,to fetal monitor
* . e 3 G- 7 e . ;e &\/ . “.*re

machines. Table 10 1s included to shc-w the equivalence of physician ;
-midwife observations ,for t he, ome deliv‘e.;;y.series. gSince these samem.v 3 -

physicians were making observations®in the hospital, this-suggests”that

the quality of "observations between the two populations was equivalent.st :
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portion and had more low forceps deliveries, significantly more because of

a drop in fetal heart rate. K L, .x x - *

.; Table L{pfesents' the companison complication figures for the nome .
dLIivery populatign (1A) and thetplanned hospital group (?iB). The planned

e * s

hespital group shoved significantly more second stage Ienor dystocia (p” 0.025)

e *

more drops of the.fetal heart rate (p< 0,005), more postpartum hemorrhage4 4

(p<0.001), more forceps deliveries (p< 0.00l), cpisiotomics (p 40.001j,

™ * . -

Cesarean sections (p-c"0.0ZS), analgesia (p<0.00l), and significantly less

total unmedicated deliyeries (p< 0.001). . ; ; .*

i'm ' L 2 _. .- LI L ® o L J ° °° - - L J

Table 5 compares the perinatal outcome data. .Ine.neonataL and perinatal4 ~

nortiLLity results .vere rot significantly different"between”"the planned hospital*

o* ) * o "k g * * o

Crou%1qpﬂ the home delivery group, nor vas,4dthe atg of Igw birthveight infants;
( .
or the mean length oT infant follov-up. The hospital neonatal death rate _<'T

vas 5-5 P=r 1000 live births #ith 11.1 perinatal deaths per”1000 total births.s
Table 6 compares ;nfant morn dlty obgafned ar.d outcome, ang ;ﬁbI:;7 comperes'
nepnatal complications. The planned hospital group had significantly more4 "
fL::I hyno;ua (p< 0.025) and‘sugnufucag ~vr Pbore 7. n:nute Apgar scores less .
txan h (p< 0. 025; Among the home birth scries, Ene |0denms*hag more in;'f

fants"vho received phototherapy for jaundice than did. the physicians (p<.0.02%).

Causes of fetal deaths are compared in Table 8. , ®4* _ e *
- - r- . m .o e o . - o m. 4 4 .
04-'r * % L.
4 Tha prematurlty rate for the populatlon initially seeking assistance * .

from one of the services studied vas 3.C?,; For the planned hospital group

it V23 2.0£, There was no significant difference between one minute Apgar-

o o * * 1
flcorcs ranging from h C between the home blrth grourl and the planned hospltal
o e ‘e - —e - ® oo -
° .. L J L J " 9"t ® o .. )
group:with J0 and 7 such ratings, respectively. 4 Average Apgar scores for »7_.
r *\. e * * *° ° .: ° * o*  oF e -

tho planned hosplta group were 8.6 at one mlnute and 9.7 .at five .minutes,-
*o*£%| [C » ; ] “o* . E .

eii o "6 * e o *
rmd. were notlstat;stipally slgylflcantly dlfferent frqm.qpe hene”n[rth group.
hi m . L - . Lo >e LT L 2 -



Table | compares the statistics on the selection of the planned hospital
group vith the elected home delivery group. There vere more.primigravidce in
the hospital group ar.d fever secundipara The»o-ther differences h.eri not
3|gn|f|cant The mater#hal age vas not stat|s¥|cally d|fferent betveen groups
V|rtua|Iy all the* vooen in the planned hospital group gvere rHalned |n childbi
classcjs (as vere the home group) such as Bradley or Lallaze * A high incidence
of breast feeding also characterized”the planned hospital g5r*6up. All onn
in the planned hospital group attempted breast feeding except one, and, for

o) 1r.*

a variety ofredsons! tvo of thcse'vere not successful o * * il
O e = [ 1 .

“Statistics on the presentatlons and deliveries are compared in Table 2.~

e R o : A og ok ’7v— ke Kk Kk ©

The planned hospl|ta| group contained mofe'breech infants, had more Cesalrean
sections, had more analgesia, received more oxytocin during first stage,
second stnge, and after third stuge labor, had more lov and anid( forcepsﬂ'- p
deliveries, and more epislotdmics.* ‘She bvrve.ec_hNinf.a%h'.ts d{a not centrib/ute

to these differences vith the exception of one*Cesarean section./.it is
important to note that 1iih Ialﬁ)rdttcndcnts for Inese pldnned hospital
deliveries had the Saiic Philosophies as the home blrthnattendants 50 that
these differences presumably come as .a result of the' eff ecY f being in the *
hospital-and may relate '*to a"Iover 4m*IO'ti\/‘e\dt*ioln for the yoracn to ca'Fry e
through vith an unmedlcatcd dellvery or 't6 more’ readlly avaiTable analge3|a '
or on atmosphere more encouraging of analgesia, or to a feeling of pressure
-trnnsnjitted to the birth attendants to intervene sooner Ml more aggressively
in the hospital thanat*home. These may bhe related tothe subtle effects of
ttnbsphcre vhich arc  n3yet difficult to measure. Thelndications given for;
forceps and Cesarean deliveries are compared |n Tanle” 3 The’ plénned hospltr

AR I #T I % Lah oy Y -I?j’/c
groupgnad more Cesarean sect|or13* pr|mar||y related 0 cep anpc Yic d|spro
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ITotal Births
{*ivc Births

Fetal Deaths
Neonatal Deaths
Total Perinatal Deaths
» .

Low Birthwcight ( 25019)

Mean Length of Infant
Follow-Up

S.D. Length of Follou-Up
*ﬁ L )
t

mincludes 6'sets of "twins

** includes-2 sets of twins %

1000 total births

I*pcr _ _
er 1000 live births
or

2
3 I

Infants Followed to 6 mo3.

t"crina tal

Home
Humber

1152*

T 1147*

« 11

*

11.5 mos.

15

Date

431
5.22

9.51

©1.32

,+¥10.3 mos.

83.4%

oil

white, non-Spanish surname, age 20-29

Qutcome

California Sc

1973

Sign.

NS
NS

NS

Humber = Rate

180**

180** V* |

L] ‘1_

1
.2

3

" 5.51

" 5.52
11.11

11.6 MOS.

+30.4 mos.

.81.22

.12
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5 - cxx»Lh b nu WAL U pPrUll Vl« JPIU TOTLLIVe UL JJIVETIT Lo -
n in Women Beginning-Labor at I'ome o o
Home  Hospital

Low Forceps Delivery Humber  Humbcr

Protracted descent = - _5 0
Arrest of descent A 2 3
Oysfunctional labor - R | 0
* o t* '
Brow presentation with arrest of descent ! 0
., * * 1
Fc'tal heart drop oo " 3
- . b * +*.|.l %! . - om
Bleeding during 2nd stage : ' | 1
- ... 1 .
Mid Forceps Delivery . = m = ' & Vo e Tt !
e ° * o P S T %
Protracted descent ”&V”*I g)"f e T \
. #e Ly \%* R ey T, e e L
o Arrest of descent | ' joo"
Dysfunctional labor  j- | R S \ oy o
! ;l lW ' - | r I .* ’ W II*Vl --l--- 1
Fetal heart drop, occrput posterrorpresentatron P I 0
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J\f © CHSections o T Tk I« LT '\ .
N IR HIE I SO W A o . -5
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UV ' - f/ >
Arrest of active phase dilation, fetal heart drop, "It A
cord Ax neck' oL “nk | " *?‘
e "> Ll " o vk 0\ :
r-Prola%sed cord »71\# o0’y ' / Vx/f
" Breech with amnionitis .o W7
¥ Tsychotic reaction.to labor VoM
Acutely dropping fetal heart tones ... ... 1
L To;@mia . T ‘d—lv - I T T
o W3- - )
1“ Breoch'with low breech score, poor labor progressron -0 Vv

i} ~*Trahsverse lie with one prolapsed cordi-, « o .7 * ()% 2 " 7
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ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch V, Stale Capitol
Juneau, Alaska 99811

EZE:

(907) .<650991

March 27, 1981

MEMORANDUM
TO: Representative Tony Vaska
FROM: Leslie Longenbaugh

Research Staff

RE: Lay Midwifery in Oregon
Research Request Number 81-89

You have asked that we 1investigate the history and consequences of the
Oregon Attorney General®s opinion of June 17, 1977 regarding lay mid—
wifery. Specifically, you asked about 1) the Ilegal rationale used by
the Attorney General in his opinion; 2) how the legislators who oppose
lay midwifery happened to forego the opportunity to legislate against
the practice; 3) whether Oregon has been held liable for health problems
or deaths resulting from lay midwifery; and 4) whether Oregon keeps a
register or other list of lay midwives.

Linda. vaska asked that we relay the information to your office in in—

stallments, if necessary. This memorandum presents the preliminary
results of our research.

We spo!;.: with Marianne Remy, of the Oregon Department of Healthl, who
was able to answer your questions as follows.

1. What was the legal rationale used by the Attorney General®'s off,:e
in his opinion?

Oregon law apparently provides that only those medical procedures de—
fined as involving a "disease state" require the presence of a physician
or registered nurse. Childbirth 1is not defined by the Attorney General
as a "disease state,” or as an intrusive and surgical procedure, and
therefore is not a precedure that requires the attendance of a licensed
medical practitioner. The Attorney General®s opinion prohibits lav
midwives from administering medication and from performing episiotomies.2
In the case of an emergency during a delivery, a lay midwife either calls

Marianne Remy, Oregon State Department of Health, Portland, Oregon;
phone: (503) 229-5806.
2)\ccording to Ms. Remy, lay midwives rarely violate these prohibitions,

in large part because of the "nonintrusive”™ philosophy that informs
their work.



Representative Vaska
March 27, 1981

Page 2

a local physician or transports the mother and child to the emergency
room of a local hospital. The question of whether Jlay midwives may
cut the cord of an infant has not been addressed, either in the opinion

or in the enforcement of the opinion®s prohibition against surgical
procedures.

2. Why have Oregon legislators who oprase lay midwifery notattempted
to pass legislation to restrict or limit the practice?

Ms. Remy vreports that the members, of the medical community and legis-

ators who oppose Tay midwifery and home <childbirth were not aware of
the extent of lay midwifery that was practiced 1in Oregon at the time

of the Attorney General®s opinion. Now that lay midwives have formed

associations and have become quite visible in the state, such organ—
izations as the Oregon Medical Association have begun to press for

legislation to restrict attendance at a childbirth to Jlicensed phys—
icians and nurses. In fact, such a bill apparently has been introduced

during the current session of the Oregon Legislature.

3. Has Oregon been held liable for illness or death attributable to
the practice of lay midwifery?

Ms. Remy 1is not aware of a..j suits charging that the state 1is liable
iri cases of complications resulting from childbirth through lay mid-—

wifery. She indicated that this question could be better answered by
the Attorney General®s office.

4. Does Oregon keep a register of lay midwives?

There is no list of midwives compiled by the state.

The member of the Oregon Attorney General®s staff who wrote the 1977
opinion will not be in the office until Monday, March 30; we will call
him then, and send vyou additional information based on this conversation.

Ms. Remy is sending us a copy of the Attorney General®s opinion.
The Oregon Public Health Association has recently formed a resource
committee to study the 1issue of alternative childbirth; Ms. Remy 1is a
member of this new committee. The committee plans to study the out-—

comes of several types of childbirth, among them lay midwifery.

~David Spence, Director, Family Health Section, Division of Public
Health, Department of Health and Social Services; phone: 465-3100.



Representative Vaska
March 27, 1981
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In Alaska, David Spence 1is the Director of the Family Health Section
of the Division of Public Health in the Department of Health and Social
Services.3 He might be able to give more information on lay midwifery,
not only in Alaska and Oregon but for other states as well.

If you would like us to analyse the opinion in light of Oregon and
Alaska law, please call on us.

LL/dp



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y. Slate Capitol
Juneau, Alaska 99811

(907) 465-3001
March 31, 1981
MEMORANDUM
TO: Representative Tony Vaska

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

In our memorandum to you of March 27, we mentioned that we would be
contacting the authorof the Oregon Attorney General®s opinion on lay
midwifery. We spoke this morning withArnie Silverl of the Oregon
Attorney General®"s office, who offered a somewhat different perspective
on lay midwifery in that state.

Mr. Silver described his legal approach in writing the opinion as one
which employed not only the "disease state" criterion alluded to by Ms.
Remy (see our March 27 memorandum), but also an old Oregon statute
that allows a midwife to sign a birth certificate. He interpreted
this law to mean that the Oreqon Legislature had intended to allow
lay midwives to deliver babies.”

Mr. Silver 1is of the opinion that strong opposition to lay midwifery
does not exist in Oregon, except among members of the medical community.
He feels that, owing to Oregon"s strong "naturalistic” movement, many

people support the notion of "natural™ childbirth performed at home
under the guidance of a lay midwife.

Ip answer to your question concerning the state"s legal liability, Mr.
Silver believes that his state has no legal responsibility whatsoever

in the practices of lay midwives, as Oregon does not participate in
any licensing or training.

The copy of the Oregon opinion sent to us by Ms. Remy has not yet
arrived; as soon as it does, we will Torward a copy to your office.

If we can be of furthe*- assistance, please call on us.

1Arnie Silver, Assistant Attorney General, Portland Division; phone:
(503) 229-5725.

AMr. Silver mentioned that the opinion was requested by the Oregon Board
of Nursiny, which wanted to know “hether lay midwives were practicing
nursing, and therefore would come withing the purview of Oregon laws
governing nu-sii g.
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3924 E. 8th Ave (2

Anchorage, Alaska 99504

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

Dear Sir:

I would like you to vote in favor of Senate bill #747, regarding the legel-
ization of midwives and the establishment of a midwifery board. Homebirths
and having midwives present at births is a part of our heritage. Although
this practice had diminished in the recent past, it is on the rise again.

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

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

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

I realize that persons in the medical profession will lobby against this bill

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

Sincerely
Thomas Malone * HMQ%

Ka"”~Ma” one

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



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

Alaska "tatc legislature

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

MEMORANDUM

T0: Senator Charlie Parr
Chairman, Senate HESS Committee

FROM: Representative Ken Fanning
DATE: April 9, 1982

RE: SB 747

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

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

this bill.

Thank you for your cooperation.

Paid for By Private Fund*
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April 16, 1982

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

Dear Al:

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

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

Sincerely,

Nancy Deitrick
Senate Aide

ND :sr



Pouch Y, State Capitol
Juneau. Alaska 99811

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

Research Request No. 81-116 (Additional Information)

As a component of your request on alternatives for women encountering

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

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

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

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

mid-June.

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

costs or pharmacy expenditures.

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

BB/bf



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Touch Y, Stale Capitol
Juneau, Alaska 99811

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

FROM: Betty Barton
Research Staff

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

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

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

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

Gaps in Service Coverage to Pregnant Women

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

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

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

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



Representative Terry Martin
April 24, 1981
Page 2

to economic difficulties. Counselling administered to the client for

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

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

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

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

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

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

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

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



Representative Terry Martin
April 24, 1981
Page 3

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

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

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

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

BB/bf



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

Pouch Y, State Capitol
Juneau, Alaska 99811

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

FROM: Betty Barton”
Research Staff

RE: Funding Alternatives to Abortions
Researcn Request 81-116

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

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

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

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



Representative Terry Martin
May 12, 1981
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STATEMENT OF PROBLEM

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

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

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

SERVICE NEEDS FOR PROBLEM PREGNANCY CLIENTS®™IN ALASKA

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

Shortage of emergency housing and foster home Tacilities;

Inaccessibility of medical care;

Inadequate public assistance programs;

Deficient postnatal care services.
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Emergency Housing and Foster Home Facilities

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

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

remaining at home is not a feasible option.

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

Inaccessibility of Medical Care

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

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

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

Postnatal Service Needs

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

An additional area of postnatal services which appears to be lacking

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

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

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

Inadequate Public Assistance

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

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

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

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

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

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

elaborates:

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

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

Prematernal Home/Birth Center

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

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

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

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

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

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

Parent/Child Program

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

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

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



Representative Terry Martin

May 7, 1981

Page 8

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

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

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

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

Expanded Maternal/Child Health Programs

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

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

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

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

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

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

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

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

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

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

Paternity Outreach Programs

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

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

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

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

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

Expanded Educational and Vocational Training Programs

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

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

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

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

CONCLUSION

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

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

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

BB/bf



M EM ORANUDUWM State of Alaska

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

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

Saraff T. Kavasharov
Assistant Attorney General

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

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

STK:wjp

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

page 2, line 9

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

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

facility. delete the rest of the sentence.

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

page 8, line 14

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

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

the treatment of the midwife.

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

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

Births:

A Series of 1,146 Cases™

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

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

Medical records of elective home births
from five home deliver) services in northern
California were reviewed. Three of the services
consisted of family physicians and nurses, where-
as two consisted of lay midwivoe without itn-
tnedinte physician supervision. Rates of medical
complications in holh groups were low. Peri-
natal morhidity ami mortality were lower than
California averages. Fifteen premature infants
(1.39c) were delivered successfully. Apgar
scores were high. Four infants (0.3%) were
ncurologically abnormal at follow-up. The
perinatal mortality rale was 9.5 per 1,000 fcital
births. There were no maternal deaths.

These figures demonstrate that in a self-
selected, medically screened, low-risk popula-
tion, home delivery with medical facility back-up
can be a reasonable alternative to hospital de-
lirvery. Possible reasons for the good results
obtained are cited.

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

k k
Introduction

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

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

Volume 19, Number SiNovember ,1977
fv_

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

Methods
Sonn es of Data

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

281



. was not able to obtain telephone consultation.
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births sinre 1970. (In the latter service, records
had heen kept only fur tile last 171 of her estimated
500 deliveries during a five-year time span.)

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

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

she eventually developed a reputation as a midwife..

. Her training was self acquired through reading and

experience. The Sunta Cruz midwives began func-
tioning in much the same fashion, becoming mid-
wives to meet an experienced need in the community
and educating themselves through discussion groups,
experience and reading. Their average fee per birth
was® $35.00, so their motivation was clearly not
monetary. Typically, they were women who had had
an unattended home delivery and had decided to
help other women avoid this predicament.

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

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

The physician services brought a home delivery
kit with them to births. Typically the nurse would
attend the labor from its inception, and the physician
would arrive during the second stage for primigravidae
and first stage for multigravidae. The physician kit
included 1V equipment, oxytocin and methergine
for use after delivery, other emergency drugs and
forceps to use if necessary as well as suture supplies.
(However, there was no intravenous oxytocin or
forceps used at home in this series.) The only equip-
ment or drugs not present in their kit and usually
present in the hospital was whole blood. (A complete
list of supplies is available on request.) The transport
vehicle for the physician groups was also the car
belonging to the birth attendant. For the Point Reyes
group, the closest hospital was 20 miles. For the
Berkeley and M ill‘Valley groups, the distance from
a hospital was usually 5 to 10 minutes.

't

Prenatal care was essentially the same for all
groups and did not deviate from the standards recom-
mended by the American College of Obstetricians
and Gynecologists with regard to frequency of visits,
laboratory tests and clinical assessment. The lay
midwife groups required a minimum of two visits to
a physician, at which times clinical pelvimetry,
Rh status, blood type, rubella titer, hemoglobin,
hematocrit, VDRI. and gonorrhea culture were
determined. Nutrition, the avoidance of prenatal
medication and the psychosocial aspects of pregnancy
were stressed more than is typically done in prenatal
care, and visits Usually laMrd 20 to 30 minutes for
the physician groups, involving discussions with the
nurse and then the doctor. For the lay midwife group,
the visits were typically 30 to 60 minutes. Three
v omen had no prenatal care and first presented them-
s-dvus in labor.

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

The Journal of Rr/jrtulncne Mciliine



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

J

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

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

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

i
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Meconium staining without fetal heart rate ir-
regularities was not treated. (Meconium staining
with fetal heart rale irregularities was cause for
hospitalization, and the infants, with one exception,
were treated with intubation and lavage.) Prolonged
rupture of membranes in a term-sized infant was
followed but not treated unless necessary. It was
felt that if the mother did not show signs of amnionitis
and had a good socioeconomic and nutritional back-
ground, intervention was not necessary within 24
hours. If labor had not begun by 24 hours, induction
was usually undertaken in the hospital.

The .nidwives practiced perineal massage to
prevent tearing, but the physicians typically did not.
This was optimally done by the mother and father
for the month prior to delivery and was done by the
midwife during the last half of the second stage. It
was not done consistenly by nil parents and midwives,
hut the midwives felt it helped prevent lacerations
during delivery.

Forceps deliveries were not conducted ul home,
and no analgesia or anesthesia was administered
at home. If the latter was desired, hospital transport
was necessary for the woman to receive it.

The room in which the delivery occured was kept
warm, and the bnby was giver) to the mother im-
mediately after delivery to hold and nurse, with
blankets placed around the infant to prevent heal
loss. The umbilical cord was not clamped until it
ceased pulsating except in Rh negative mothers, in
whom it was damped immediately after delivery.
RhoGnrn was given to the Rh negative mothers
within 48 hours. Silver nitrate ,was not upplied
routinely to the infants' eyes unless there had been
a history of gonorrhea or one or both parents were
unsure about the other. Most of the infants were fed
only by the breast, without glucose or forinuln sup-
plementation, and were fed ad lib.

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

' I- /

; Study Population

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

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

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

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

Gi
.j t

I
t

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

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

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

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

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

@t

23t

TABLE |

Home Delivery Sttjoy Population

Narber  Fdied

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

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

Eleven percent of the women who considered
home delivery decided against it for nonmedical
reasons. This number was highest in the lay mid-
wife groups and inay have been related to a hesitation
about giving birth without physician bnck-up. In
tbe physician-directed services, a common reason
cited for switching to a hospital birth was that
Medicaid would cover only hospital deliveries*

TABIE 11

., Characteristics or Mothers

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

The Journal of Rrprexiuctiiv Meditine



TABLE 1
CHARACTERISTICS OF PRESENTATION AND DIXJVEKY

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

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

Ofthe 1,146 women beginning labor at home with
the intention of delivering there, 136 (11.9%) were
sent to the hospital to complete tlicir delivery for
treatment of intrapartum (11%) ur postpartum (0.9%)
problems. Eighty-eight percent of the deliveries
begun a home wore completed there. Thus, of the
initial set of women contacting the home delivery
services, 75% successfully gave birth at home.

Four surviving infants required hospitalization
for other than phototherapy within three days of
delivery; a fifth was horn very prematurely in the
hospit ' and remained there for one month.

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

11
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Results

Delivery: Home Sample

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

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

TABLE IV

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

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



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

, 1 i *. w o *

, Analgesia and or anesthesia were used in only
2% of the vaginal deliveries. During the first and
second stages of labor, 38 women (3.3%) received
buccal oxytocin at home, whereas 47 women (4.1%)
recc' -ed IV oxytocin in the hospital. During the
third stage of labor, 146 mothers had oxytocin at
home and 89 in the hospital. Mean length of first
stage was 10.2 hours for primigravidac and 4.6 hours
for inultigravidae; second stage means were 118 and
45 minutes, respectively.

Cnmplications of labor and delivery of the home,
birth group are shown in Table V (individual women
inay be listed under more than one complication).
Interestingly, the total percentages of complications
were comparable for primigruvidae and multigravidae
(18%). The majority of the intrapartum problems
involved first stage dystocia. However, the total
incidence of protracted labor in this series is notioe-
ably low when compared to that in the literature,*
as arc meconium staining and fetal heart irregu-
larities.38 There was no maternal hypotension prior
to or during delivery.

The lay midwives took significantly more of their
patients (16.9%) to the hospital than did the physician
groups (8.5%/). The former took more women to
the hospital fur induction ror prolonged rupture of
membranes, uterine inertia during the first stage of

TARLE V

Complications of Labor and Dflivery

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

Primigrrridse (N." 1347729 - 18.6%)

Gogiction Hne Hyld Tad Porenle

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

o Total e, 73 108 181

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

Total oo 31 20 51

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

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

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

(@ per Crrenhill and FrirdnunY

Muliigravidac (N - 78/417 * 18.7%)

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

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

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

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

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

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

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

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

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

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

Kk

There were no maternal deaths.

Perinatal Outcome

Six sets of twins. were delivered successfully at
home, bringing the total number of births to 1,152.

Fifteen infants, including two sets of twins,
weighed less than 2,501 grams at birth (1.3%).
Most of them (11) were 2,250 grams and over.
Fourteen of the low birthweight infants were liom

Vfjunie 19, Humber 5/Noixmbcr 1977

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

«Single cases of toxemia, prolupsed cord, thrombophlebitis.

ut borne. Out; (1,332 grams) was liom in ihe hospital
after second trimester bleeding and remained there
for a month. Two cf the smaller babies (1,729 and
2,154 grams) were admitted to the Itospild with
mild respiratory distress syndrome.

As noted earlier, some mothers were medically
screened out of the home delivery group because
of premature labor. There were 20 such patients.
If they are included, the total premature rate becomes
3.0%. (California's premature rale in 1973 for white
women 20 to 29 was 5.3%.) All the |-w birthweight
habit asuit hed without other postnatal complications
oilier than those mentioned above.

The average Apgar scores were high— 8.9 and
9.7 at one and five minutes— and were usually
assessed by a nurse or lay midwife who did not
deliver the infant. Though the scores may be in-

‘s .01 e
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TABLE VII

Infant MohhioitV

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

PDA Home

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

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

Myelomeningocele, thoracic Home
Multiple minor unomaliss . r Hospital

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

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

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

Home

‘ Home

< Other-: Home

. D
b A -y, >e

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

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

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

Four iuliiuth (0.3%) were neurologicully abuoimal
<l follow up: two had cerebral palsy and two were
mentally retarded. This finding compares favorably
with the 1.7% incidence of neurologically abnormal
infants at one year found by the National Institute
of Neurological Diseases and Stroke.10 A fifth was
slow, albeit consistent, in developing and did not
walk until 18 months.
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QAndiditiins Qicare ]
f 4 L
None Repaired surgicall)-/ at one year. . I
None Repaired surgically at two years 1
None Repaired surgically at 15 hours
None Mental and motor retardation at 1S months
HUT | cs No inriital or motor retardation a one year
Meconium Mental retardation
Meconium+ + + Motor retardation
FHT 1
None Mild spastic with slow verbal development j
None Pyloric stenosis rt paired ul five and right days
2nd Tri Bleed 1,332 g, in hospital one month, ncj)' problem1
None 1.729 g. in hospital two weeks, mild RPS '
Breech 2,154 g, in hospital 12 days, mild HDS ;
None No problems
i . callE | I-l
e ; ap
In addition to those listed in Table VI, there were

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

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

no complications. r;it i
TABLE VI

Pkhinaial Outcomle

oW SR,

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

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

1 Home None

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

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

There was no association in this series between
length of first or second stage labor and the incidence
of low Apgar scores at birth or other complications.
Arrest of descent was weakly associated with some-
what lower Apgar scores, but this was also strongly
associated with the use of forceps, and the total nhum-
ber of cases was too small to draw meaningful con-
clusions. There were 14 eases of prolonged rupture
of membranes but no resultant infections in the
infants.

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

Gur<Intinn of aorta

Cor biloeulare

Sinliien infant death svimirome
After surgery for tetralogy of Fallot

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

Discussion

This is a self-selected healthy group of women,
screened for obvious problems and complications
occurring during pregnancy, so the data presented
here are not directly comparable to state statistics.
Still, their outcomes are better than average and the
complication ratesa Iolw.er.thanlexpected.

Generally, the response of physicians to home
delivery has been negative. Many view home birth
ns an irresponsible risk to mother and child. They
do not encourage or attend home deliveries, and
many have refused to give prenatal care, advice or
instruction to couples planning home birth.

There is a dichotomy in obstetric thinking today.
There is the technological trend represented by
high-risk obstetric units with feta! monitoring and
readily available medical and surgical in** r\ t aiion,
and there ws the family-centered, naturai cidulbirth
trend represented in its extreme by couples planning
home delivery without uny medical support. Re-
ducing the antagonism between these divergent
poles would etiliance cure for women choosing
hospital deliveries as well as for those choosing
home deliveries.
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More studies of this kind are needed before any
eonelusions can he drawn. However, evidence from
this study population strongly suggests lluit home
delivery is a safe alternative for medically sciecned,
healthy women; they deserve adequate care for the
delivery of their choice. This care would include
prenatal care by a physician, child birth education
and jonly necessary intervention by attendants.
Hospitals should he encouraged to adopt those
techniques of home birth that improve pregnancy
oulcyme. These techniques would include perineal
massage and gentle head delivery to avoid cpisioto-
mies and lacerations, choice of the use of analgesia
and anesthesia and provision of a supportive, friendly
and comfortable environment tor labor and delivery.
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3924 E. 8th Ave /2

Anchorage, Alaska 99504

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

Dear Sir:

I would like you to vote in favor of Senate bill #747, regarding the legal—
ization of midwives and the establishment of a midwifery board. Homebirths
and having midwives pre ent at births is a part of our heritage. Although
this practice had diminished in the recent past, it is on the rise again.

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

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

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

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

Sincerely,

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



Alaska State Legislature

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

February 16, 1982

To: Members of the Senate
interested parties

From: Senator Vic Fischer
Re: Senate Bill 747 - relating to midwifery.

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

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

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

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

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

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

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

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

SB 747 establishes experience and education levels for licensing,

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

Committees: State Affairs, Chairman; Resources, Vice-Chairman; Health, Education &. Social Services
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Senator Charlie Pnrr

s a (>eee>'i | tee

Pouch V

duii.u, Alas'a

«yptor Charlie 1'nxr and all oilier legislators

"

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

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

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

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

obi i;ation*.

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

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

hirths. *

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

people mi! born with a natural ability and desire to attend births. They isay
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