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Ch. 16 PERSONNEL LICENSING FQ-]ﬁ-ZB

Excessive pain or discomfort during or after labor;
Shoitness of breath:

Seizures;

Wishes of the client.

Conditions of the infant:

Weight less than 2,500 g or 5fc pounds;

Congenital anomalies;

Apgsr score less than 7 at 5 minutes:

Respiratory distress;

Irreqular heartbeat;

Signs of immaturity, prematurity, or postmaturity on physical assessment;
Jaundice;

Abnormal cry;

Pale, cyanotic or gray color;

j. Excessive edema.

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

D. At the time of delivery the midwife shall:

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

2. Inspect the umbilical cord for tlic appropriate number of vessels and record
on the birth record:

3. Inspect the placenta and membranes to notetheir completeness;

4. Inspect the perineum fcr laceration.

E. The midwife shall observe hoth mother and infant for a minimum of two
(2) hours folluwing birth.

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

G. The midwife shall rcevaiuate the condition cf the mother and infant
between (316 and 72 hours of delivery to deieiminc whether physician consultation
is icquircd.

Il. All equipment used in the practice of midwifery shall be maintained in an
asepllcally-clean manner and in woiking order.

l The midwife shall maintain records of each patient attended and make them
available for audit and review as requested by the Diicctor or his staff.

TS Mo o0 T O E < o

[listoritfl Note

I oniifi Scciinn R9-16-205 repealed, new Section R9-16-205 adopted rff. Jan. 23, 197K
tSupp. 78-1)

Supp. 78-1  2/28/78
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R9-16-2C6 HEALTH SERVICES Title 9

R9-16-206. Reports

A. Each licensed midwife shall submit quarterly, to the Department of Health
Services a summary report of each case on forms supplied by the Department. The
report shall contain information concerning the pregnancy listed in “Responsibil-
ities of the midwife” (R9-16-205).

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

Historical Note

Fonr.er Section R9-16-206 repeated, new Section R9-16-206 adopted cff. Jan. 23, 1978
(Supp. 78-1).

R9-16-207. Prohibitions or limitations to the practice of midwifery

A. Prohibitions: The midwife shall not knowingly accept responsibility for
births in which there are the following conditions:

1. History of third trimester bleeding;

2. Prcaclampsia, eclampsia;

3. Persistent hemoglobin level below 10 g during the third trimester or at the
time of delivery;

4. Multiple gestation:;

5. Abnormal presentation or lig;

6. Client under 15 years of age;

1. Previous Cesarean section, or othci known uterine surgery such as
hysterotomy or myomectomy;

8. Rh negative with positive titers, or if titers arc not available;

9. Syphilis or gonorrhea;

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

11, Severe psychiatric disorders;

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

13, Suspected or diagnosed congenital anomaly that may require immediate
nredical intervention:

14, Contracred pelvis;

15. Cuncnt narcotic addiction:

16.  Suspected prematurity, immaturity or postmalurity.

B. Limitations: The midwife shall not knowingly attend any childbirth
where the following conditions exist except under the supervision of a licensed
physician:

1. Women between 15 and 18 years of age, and over 35 years of age;

2. Parity greater than 4;

3. History of severe postpartum hemorrhage;

4. History of stillbirth or neonatal death:

2/28/78  Supp. 781



Ch. 16 PERSONNEL LICENSING R9-16-303

5. History of birth injury to either mother or previous child:

6. History of difficult delivery and/or depressed baby at birth.

C. The midwife will not perform any operative procedures oilier than that of
clamping and severing the umbilical cord.

D. The midwife will not use any artificial, forcible or mechanical means to
assist birth, nor may the midwife attempt to correct fetal presentations by external
or internal version.

E. Except as provided in R9-6-205.D.1. the midwife will not administer any
drugs, medications or herbs.

Historical Note

Former Section R9-16-207 repeated, new Section R9-16-207 adopted eft’. Jan. 23. 1978
(Supp. 78-t).

Supp. 78-1  2/28/78






STATE OP NEW MEXICO
HEALTH AND ENVIRONMENT DEPARTMENT
POST OFFICE BOX 968
SANTA FE, NEW MEXICO 87503

REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY

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

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

REASONS FOR ADOPTION:

(1) These regulations are an amended version of the similarly-
named Regulations numbered HED-80-3 (HSD), filed with the State Records
Center on February 5, 1980.

(2) The changes made in this
there is no public interest that
Therefore, they are adopted

Post Office Box 968
Santa Fe, New Mexico 87503
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HED-80-3A(HSD)
REGULATIONS GOVERNING THE PRACTICE OF LAY MIDWIFERY
General Provisions

100. LEGAL BASIS: The regulations set forth herein are promulgated by
the Secretary of Health and Environment by authority of 9-7-6 (F)
NMSA 1978 and 24-1-3 (R) NMSA 1978. Administration and enforce—
ment of these regulations is the responsibility of the Health
Services Division of the Health and Environment Department. En—
forcement is provided by 24-1-21 NMSA 1978.

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

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

103. OTHER LAW AND REGULATIONS: These regulations are subject to the
provisions of the Health and Environment Department®s Regulations
Governing Promulgation of Regulations and Regulations Governing
Public Access to Department Records. In addition, department
regulations on related subjects include: registration of nurse
midwives; prevention of infant blindness; newborn screening for
phenylketonuria and other congenital malfunctions; registration
of births, deaths and fetal deaths, and control of diseases and
conditions of public health significance. Copies of regulations
may be obtained by writing to the llealtd) Services Division, Post
Office Box 968, Santa Fe, New Mexico 87503. Appeal of an adverse
decision of the Division shall be in accordance with the Uniform
Licensing Act, 61-1-1 thru 61-1-28 NMSA 1978.

HED-80-3A (HSD) Page 1 of 23 pages



104. DEFINITIONS: As used in these regulations, the following terms
shall have the meaning given to them, except where the context

clearly requires otherwise:

104.01. "Apprentice permit" means a permit issued by the
Division to authorize a person desiring to become a
lay midwife and pursuing the required course of study
to obtain clinical experience under supervision of a
physician> certified nurse midwife or registered lay

midwife.

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

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

104.04. "Continuing education”™ means participation in an
organized learning experience under” responsible
sponsorship, capable direction and qualified instruc—
tion and approved by the Division for the purpose of
meeting requirenents for renewal of registration under

these regulations.

104.05. "Divisi. p." means the Health Services Division of the
Health and Environment Department.

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

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

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

104.09. "Registration™ means a document issued by the Division
identifying a legal privilege and authorization to
practice within the scope of these regulations. Regis—
tration under these regulations is not transferable.

HED-80-3A (HD) Page 2 of 23 pages
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104.10. "Registration year”’means the period frcm December 31
of any year through December 30 of the following year;
initial registration may be issued at any time but shall
expire on the following December 30; apprentice permits
may expire at any time but no later than the following
December 30.

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

APPLICABILITY

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

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

201.01. prenatal supervision and counseling;
201.02. preparation for childbirth;

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

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

HED-80-3A (HD) Page 3 of 23 pages
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" REGISTRATION OF LAY MIDWIVES

300. TYPES OF PERMITS AND FEES: Upon application, meeting require—
ments and payment of fees, a person subject to these regulations
may be issued an apprentice permit, a provisional registration
permit, or a regular registration permit, as applicable, in
accordance with these regulations. Permits shall be issued with—
out fee through December 31, 1980; thereafter fees, new or
renewal, shall be submitted-in accordance with the fee schedule”
prescribed -in Section 400. hereof.

301. APPRENTICE PERMIT: An apprenticepermit may be-issued to any
person for a period not to exceed one year and may be renewedonce
only for an additional, one-year period. Education and clinical
experience required for regular registration may be obtained

during the apprentice period.

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

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

or,

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

submit:

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

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

600. .

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

302.02.04. Evidence of satisfactory completion of a
course in prepared childbirth applicable to
the home birth setting (may be completed
during provisional registration period);

HED-80-3A (HD) Page 4 of 23 pages



302.03.

302.04.

REGISTRATION UNDER REGULAR PERMIT:
of Section 600,

le * | )
302.02.05. Current physician®s staters i certifying. VY-
absence of communicable disease;

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

structor;
302.02.07. Fee as prescribed by the Division.

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

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

Upon meeting the requirements
a person holding an apprentice or provisional

permit may apply for regular registration as a lay midwife and
shall submit:

303.01.

303.02.

303.03.

303.04.

303.05.

303.06.

303.07.

303.08.

An application to sit the next qualifying examination;

Evidence of completion of at least a four year- high

school course of study or equivalent as determined by

the Department;

Evidence of satisfactory completion of a course in

theory of pregnancy and childbirth;

Evidence of satisfactory completion of required clinical

experience;

Evidence of satisfactory completion of an HSD approved
course in prenatal nutrition;

Evidence of satisfactory completion of .a course in pre—

pared childbirth applicable? to tie home birth setting;

Evidence of satisfactory completion of a certified

course in cardiopulmonary resuscitation of the adult and

newborn;

Current physician®s statement certifying absence of
COiikiVOTxICable CLli>trci5ti/

11ED-80-3A (HD) Page 5 of 23 pages
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303.09. Four rearmendations (one each from a physician or
certified nurse midwife, a midwifery instructor, a con-—
sumer and a member of the coranunity); and

303.10. Fee as p:rescribed by the Division.

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

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

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

RENEWAL OF REGISTRATION; Every lay midwife registration must be
received annually™ An applicant for renewal of registration shall
submit to the Department:

307.01. A renewal application on the form prescribed by the
Department;

307.02. Evidence of completion of eight contact hours of con—
tinuing education as required by Section 504; and

307.03. Renewal fee as prescribed by the Division.

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

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

RECERTIFICATION: Any person previously registered as a lay mid-

wife in the State of New Mexico whose registration has been
terminated may be recertified as a registered lay midwife by:

HED-80-3A (HD) Page 6 of 23 pages
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310.01. Submitting evidence of eight contact hours of..continuing: Cr »
education annually; 1=

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

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

as determined by the Department;

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

310.05. Submitting renewal fee as prescribed by the Division.

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

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

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

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

REVOCATICNT OF REGISTRATION: The Division nuiy refuse to issue,
suspend for a definite period, or revoke a registration for any

of the following causes:
500.01. Dereliction of any duty imposed by law;
500.02. Incompetence;

500.03. Conviction of a felony;

500.04. Practicing while suffer.irgwfrom a contagious or infec—
tious disease;

500.05. Practicing under a false name or alias;

500.06. Violation of any of the standcirds of practice set forth
in Sections 800 and "05;

500.07. Obtaining any fee by fraud or misrepresentation;

HG_AR_"IR Qicm Page 7 of 23 pages



500.08. Knowingly employing directly or indirectly any sus—
pended unregistered person or persons not holding an
apprentice permit to perforin any work covered by these

regulations?

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

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

500.11. Permitting another to use his registration?

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

500.13. Violating any of the provisions of these regulations.

e " EDUCATION

COURSE OF STUDY; The Division shall, on the advice of the Lay
Midwifery Advisory Board, periodically maintain and. periodically
revise a list of approved courses, texts, and trainers covering

at least the following subject matters. The Division may use

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

in theory of pregnancy and childbirth must include the following:

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

HED-80-3A (HSD) Page 8 of 23 pages
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Provisional Regular
RegUirgrants Requirements
| 600.01. Basic aseptic Required by both the registration
techniques levels
1 600.02. Basic Observation Required by both the registration
skills levels .
| 600.03. Basic prenatal May be done dur- Required at
nutrition ing provisional application
registration period
| 600.04. Basic parent educa- May be done dur- e Required at
tion for prepared ing provisional application
childbirth registration
period
600.05. Provision of care Required by both the registration
| during the ante-— levels
partum, intrapartum,

postpartum and new—
born periods

600.06. Management of birth Required by both the registration
and immediate care of levels
the nether and the
newborn

Identify source of
Education

600.07. Recognition of early Required by both the registration
signs of possible levels
abnormalities

Identify source of
Education

600.00. Recognition and nired by both the registration

management of Levels
emergency situa—
tions
tUiU-00-SA (HSD) Jrayc N /s 05



Provisional Regular
“ . "Requirements Requirements

600.09. Special Requirements May tie done during®™ Required at
of hone delivery provisional regis- application
tratian period

600.10. Informtion regard- Required by both the registration
ing the laws and levels
regulations relat—
ing to the practice
of midwifery 1in
New Mexico

LIMITATION: The course of study must not include the independent,
medically-~supervised use of any drugs in the antepartum,
intrapartum, postpartum or newborn periods except for prophy—
lactic treatment of the eyes; and the course must not contain

any training in any surgical procedures other than the procedure

for repair of a first or second degree laceration.

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

*Provisional Regular
Requirements Requirements
602.01. Prenatal visits at
least 15 different
women 60 100
602.02. Labor observations
(at least 10 must be
before first de—
livery; all deli- -
veries may be
included in this
numberl . 2 0 40
602.03. Delivery of newborn
and placenta 10 20
602.04. Newborn examinations 10 30

HED-80-3A (HD) Page 10 of 23 pages
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Provisional

Requirements Requirements
Postpartum home
visits (within
36 hours of
delivery

602.06. BCMC Department of Hay be done dur— Required at

Pediatrics NICU and ing registration application
Nursery (8 hours period

miniinum). Other
acceptable observa—
tions entities will
be considered

602.07. K22C Department of May done dur— Required at
Obstetrics and ing registration application
Gyneco] cqy High Risk period
perinatal Unit obser—
vation entities will
be considered

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

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

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

SUPERVISION OF CLINICAL EXPERIENCE? Clinical experience may be
obtained under the supervision of a physician, certified nurse-
midwife or registered lay midwife. This must be direct, present
in the same room supervision." Those providing supervision must
be approved by the Division for training and should have had
previous experience with home birth. Postpartum heme visit
supervision may be provided by an HSD public health nurse.

HED-80-3A (HD) Page 11 of 23 pages
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CONTINUING EXXJCATIC2T: Continuing education is required for
annual renewal of registration.

604.01. In each calendar year, eight contact hours of continuing
education must be obtained. One hour each of managsnent
of antepartum, intrapartim, and newborn periods and one
hour of recognition and management of emergency situa—
tions must be obtained: other hours may cover any

topics applicable to midwifery practice.

004.02. Continuing education may be obtained through convention,
conferences, area nridwives meetings or other mechanism
as approved by the Division.

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

REQUIREMENTS OF EXAMINATION: Any person applying for regular
registration, as a lay midwife must pass a qualifying examination
administered under the auspices of the Department. The Depart—
ment shall offer the examination at least twice a year.

FIKTDS TESTED: The examination shall consist of three parts:

701.01. A written examination designed to “est knowledge in
theory regarding pregnancy and childbirth;

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

701.03. A practical examination designed to demonsrrate the

mastery of skills necessary for the practice of lay
aidwifery.
nrxrhji

SCOPE OF WRITTEN EXAMINATION: The written examination shall
cover:

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

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

pregnant. states;

HED-80-3A (HD) Page 12 of 23 pages
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SCOPE OP

703.01.

02.

03.

04.

05.

.06.

07.

.08.

19°0

702.01.02. Normal rowth and development of Jfefu”~..apd,- ,..°
g P B -&p ii: B

A S

placenta;

702.01.03. Normal progress of pregnancy, labor and
delivery;

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

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

702.01.06. Prenatal nutrition.

Patient teaching;

Special requirements of home delivery;

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

Normal newborn characteristics and possible problems
including anomalies;

Care of the newborn; and

Pertinent legislation and regulations for lay midwifery
in New Mexico.

ORAL ELIMINATION: The oral examination shall cover;

Evaluation of judgment to cover areas of:

703.01.01. Early recognition of abnormalities in the
antepartum, intrapartum, postpartum and
neonatal periods: their significance and
possible sequelae if untreated

703.01.02. Recognition and treatment of emergency
situations

703.01.03. Course and management of normal labcr and
selected normal antepartum situations
(nutritional counseling, patient teaching,
dealing with normal discomforts).

HED-80-3A (HD) Page 13 of 23 »ges
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SCOPE OF PRACTICAL EXAMINATION: The practical examination, shall
cover basic observational skills:

704.01. Temperature, pulse, and respiration
704.02. Blood pressure
704.03. Fetal heart tones
704.04. Abdominal palpation
704.05. Cervical dilatation
704.06. Fetal position
704.07. Measurementof fundal height
704.08. Exam for edema
DCTIES AND RESPONSIBILITIES

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

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

REQUIRED TESTS: Initial physician examination shall, include
clinical pelvimetry and the following laboratory tests * VDRL,
GC screen, blood type and group, hematocrit and hemoglobin,
rubella titer and urinalysis. Hematocrit must be rechecked at

28 and 36 weeks gestation.

PRENATAL VISITS: Prenatal vists should be every 4 weeks until
28 weeks gestatation, every 2 weeks from 28 until 35 weeks gestac—
tion and weekly from 36 weeks until delivery.

PHYSICLAN VISITS: Each woman must also have one prenatal visit
with a physician at 36 to 40 weeks.*

RECORDS: The lay midwife shall maintain records of physician3
visit with evidence of his/her exam for the Division.

HED-80-3A (HD) Page 14 of 23 pages
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806. <ADVANCE PREPARATION FOR NEED: The registered lay -prior™A
to the onset of labor/ must have: r’>?=r

806.01. Arrangements made for transport of mother and/or infant
to a hospital; and

806.02. Agreement for medical referral and/or hospitalization of
mother and/or infant, if it should become necessary.

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

808. COMMUNITY RESOURCES: The registered lay midwife must be familiar
with community resources for pregnant women such as prenatal
glasses, V7IC program, La Leche League and HSD clinics.

809. LATE PHEGNANCY PERIOD: The registered lay midwife will make a
home visit no more than 4 weeks prior to the EDC to assess the
physical environment, to ascertain that the woman has all neces—
sary supplies to prepare the family for the birth and to instruct
the family to correct problems or deficiencies.

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

whichever is longer.

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

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

that the newborn needs medical attention.

813. POSTPARTUM VISITS: Tne registered lay midwife shall make post-
partirn home visits to evaluate the condition of mother and
infant at _least twice - once within 36 hours of birth and once
on the fourth or fifth postpartum day. Additional visits shall

JI nude as indicated.
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814.

815.

816.

817.

818.

819.

RH BLCOD FACTOR: In the case of an unsensitized Ph negative
mother, the registered lay midwife shall:

814.01. Obtain a sample of cord blood frcrn the placenta and
deliver it to a laboratory within 24 hours of the birth.

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

PREVENTION OF INFANTA2BLINDNESS: Within one hour of birth, the
registered lay midwife shall administer two drops of 1% solution
of silver nitrate or other antiseptic of equal potency and
harmlessness into the eyes of the infant in accordance with the
Health and Environment Department®s Regulations Governing the
Prevention of Infant Blindness.

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

days of the birth.

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

RECORDS: The registered lay midwife shall maintain records of
each patient on forms approved by the Department. Inactive records

shall be maintained no less than ten years.

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

period:

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

blood pressure.
819.02. Develops edema of the face and hands.

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

819.04. Does not gain 14 pounds by 30 weeks gestation or at
least 4 pounds a month .n the last trimester or gains

more than 6 pounds in bra weeks in any trimester.

819.05. Develops giuccsuria or proteinuria.
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819.06.

819.07.

819.08.

819.09.

819.10.

819.11.

819.12.

819.13.

819.14.

819.15.

819.16.

819.17.

819.18.

819.19.

Ha «»>2 v 32

i>_r'|h.f'-. Xk 1o
Has symptoms of vaginitis. |** % "

Has synptoms of urinary tract infection.

Has vaginal bleeding before onset of labor.

Has premature rupture of membranes.

Noted decrease in or cessation of fetal movement.
Has inappropriate gestational size.

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

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

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

Has polyhydramnios or oligohydramnios.

Has excessive vomiting or continued vomiting after 24
weeks gestation.

Is found to be Rh negative.

Has severe, protruding varicose veins of extremities
or vulva.

Is 36 years of age or older.

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

period:

820.01.

820.02.

820.03.
820.04.

820.05.

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

Develops severe headache, epigastric pain or visual
disturbance.

Develops proteinuria.

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

Develops respiratory distress.
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820.06. Has fetal heart tones below 100 or above 160 beats per
minute between or during contractdons, or a fetal heart
rate that is irregular.

820.07. Has ruptured membranes without onset of labor after 12
hours.

820.08. Has bleeding prior to delivery.
820.09. Has meconium stained amniotic fluid.
820.10. Has a presenting part other than a vertex.

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

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

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

820.14. Has a partially separated placenta with bleeding or has
a blocd pressure below 100 systolic or a pulse rate

over 100 beats per minute or is weak or dizzy.

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

820.16. Has retained placental fragments or membranes.
820.17. Desires ms<Heal consultation or transfer.

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

period:

821.01. Has a second, third or fourth degree laceration.

821.02. Has uterine atony.

821.03. Bleeds in an amount greater than normal lochial flow.
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rT*-r i"o va. v.
821.04. Does not void within 6 hours of birth. 't

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

hours.

24

821.06. Develops foul smelling lochia.

KEK30K?? PROBLEMS: The registered lay midwife will refer for
medical evaluation and/or care any infant who:

822.01. Has an Apgar score of 7 or less at 5 minutes.

822.02. Has any obvious anomaly.

822.03. Develops grunting respirations, retractions or

cyanosis.
822.04. Has cardiac irregularities
822.05. Has a pale, cyanotic or grey color.

822.06. Has an abnormal cry.

822.0*7. Weighs less than 5 1/2 pounds or 2500grams or weighs
more than 9 pounds or 4100 grams.

822.0S. Shows signs of prematurity, dysmaturity or postnaturiiy.

822.09. Has meccnium staining.

822.10. D.xjs not urinate or pass meconium in the first 12 hours

after birth.
822.11. Is lethargic or does not nurse well.

822.12. Has edema.

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

PROHIBITION AND LIMITATION IN THE PRACTICE OF T.AYMIDWIFERY
Uv/vPPRO"HED PRACTICE: The registered lay midwife shall not

knowingly accept responsibility for the prenatal or intrapartum
care of a woman who:
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900.01. Has had a previous Cesarean section or other known
uterine surgery such as hysterotomy or myomectomy.

900.02. Has a history of difficult to control hemorrhage with,
previous deliveries.

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

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

900.05. Has a history of third trimester bleeding.
900.06. Has a history of thrombophlebitis or pulmonary anbolism.

900.07. Has diabetes, hypertension, Rh disease with positive
titer, active tuberculosis, active syphilis, active
gonorrhea, epilepsy, hepatitis, heart disease or kidney

disease.

900.08. Has genital herpes simplex in the first trimester or in
the last four weeks of pregnancy.

900.09. Has a contracted pelvis.

900.10. Has severe psychiatric illness or a history of
psychiatric illness in the 6 month period prior to
pregnancy.

900.11. Is addicted to narcotics or other drugs.

900.12. Ingests more than 2 ounces of alcohol or 2 beers a day

on a regular basis or participates in binge drinking.

900.13. Has a multiple gestation.

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

900.15. Has a gestation beyond" 42 weeks by dates.

900.16. Has a fetus in any presentation other than vertex at the
onset of labor.
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904.

905.
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900.17. Is a primigravida with an unengaged fetal head at the r_
onset of labor/ or any wanan who has ruptureTdf7jnemhranes
with unengaged fetal head/ with or without" Tabor

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

900.19. Has pre-eclampsia.
900.20. Has a parity greater than 5.
900.21. Is 17 years of age or younger.

900.22. Smokes 20 cigarettes or more/ per day, and is not
likely to cease in pregnancy,

EXAMINATION IN LABOR; The registered lay midwife will not perform
any vaginal examinations on a wcman with ruptured membranes and

no labor, other than an initial examination to be certain there

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

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

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

ARTIFICIAL MEANS: The registered lay midwife will not use any
artificial, forcible or mechanical means to assist the birth.

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

version. «
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“SUPERVISION BY DIVISION

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

1000.01. One physician who must be acti Teinperinatal care;
1000.02. Che certified nurse midwife;

1000.03. Two regularly registered laymidwives;

1000.04. €s 3 member at large.

The Lay Midwifery Advisory Group will meet at least dj -a..lolly
to evaluate practice of lay midwifery as reflected in tne semi—
annual reports during the time that the program is becoming
established.

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

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

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

FORMS SUPPLIED: The Department will send to each registered

lay midwife"ari ample supply of qu~rt.rly reports one month

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

STATISTICS: Tne Department will compile annual lay midwifery

statistics and make them available to registered lay midwives
and other interested groups or persons.
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1005. PREVENTTON CF INFANT BLINDNESS: The Department will provide
ner'es. rv'supplies for prophylactic treatment ofinfant eyes
as iequired by these regulations.

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



RULES AND REGULATIONS

FOR

LICENSING OF MIDWIVES

State of Hhode Island and Providence Plantations
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March 1978






INTRODUCTION

These rules and regulations are promulgated pursuant to the
authority conferred under sections 23-13-9 ind 23-1-1 of the General
Laws of Rhode Island of 1956, as amended, a:id are established for the
purpose of defining the minimal standards for the licensure of mid-
wives and the practice of midwifery.

Compliance with these rules and regulations in no way conveys
assurance of the quality of care but rather providesthe basic
capabilities for adequate performance.
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DEFINITIONS

Wherever used in these regulations, the following terms shall
be construed as follows:

"Midwifery"™ shall mean the practice of performing the service
of a midwife or the practice of attending women in childbirth
for hire.

"Midwife™ shall mean a person who has successfully completed an
Approved Educational Program in Midwifery and is licensed to
practice midwifery in Phode Island.

"Director” shall mean the Director, Rhode Island Department of
Health.

"Council™ shall mean the Advisory Council on Midwifery as
established by the Rules and Regulations herein.

"Approved Educational Program in Midwifery"™ shall mean an
academic and practical program of midwifery approved by the
American College of Nurse-Midwives or an equivalent progranm
approved by the Director of Health.

"Physician”™ shall mean an individual licensed under the pro—
visions of Chapters 5-36 and 5-37 of the General Laws of
Rhode Island 1956, as amended, to practice medicine or
osteopathy with current obstetrical privileges in a licensed
hospital.

LICENSE REQUIREMENT

Any person practicing or offering to practice midwifery shall

be required to .submit evidence that such person 1is qualified

to practice and shall be licensed as herein provided, 1in order

to safeguard the life and health of the people. It shall be
unlawful for ahy person to practice or to offer to practice
midwifery in this state or to use any title, abbreviation, sign,
card or device to indicate that such a person is practicing mid—
wifery unless such perron has been duly licensed as a midwife 1in
accordance with section 23-13-9 of rhe General Laws of Rhode
Island 1956, as amended, and the Rules ano Regulations herein.

ADVISORY _COUNCIh oN MIDWIFERY

Within t¥% Division of Professional Regulation in the Department
of Health, thole shall be established an Advisory Cmcil on
Midwifery which shall meet at least once a year, and consist

of five (5) members; two (2) physicians; two (2) midwives, one of
whom shall be a nurse-midwife; and one (1) consumer.
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Members of the Council shall be appointed by the Director of
Health: two (2) to serve for one (1) year; two (2) to serve

for two (2) years; and one (1) to serve for three (3) years. The
first two midwives appointed shall be considered to have met

the requirements for licensure pending actual fulfillment of
the requirements herein.

Successors to members of the Council whose term expires shall
be appointed in such year by the Director to hoJ.d office for
three (3) years or until their respective successors are
appointed.

The Director may remove any member of the Council for neglect
of duty or incompetency and may fill vacancies which occur
for any purpose for the remainder of the unexpired term.

FUNCTIONS OF ADVISORY COUNCIL

The Council shall serve in an advisory capacity to the Director
in matters pertaining to the licensing of midwives and the
practice of midwifery. The Council shall advise the Director
on such natters as policies affecting examination, qualifica-—
tions, 1issuance and renewal, denial or revocation of licenses,
and the development of rules and regulations.

ADMINISTRATION

The Administrator of Professional Regulation shall be responsible
for the administrative functions required to implement the pro-—
visions of sections 23-13-9 and 23-1-1 of the General Laws of
Rhode Island 1956, as amended, and the Rules and Regulations
herein including such duties as: maintaining a register of all
licensed midwives; maintaining all records pertaining to the
licensing of midwives; conducting examinations as required:
staffing the Council; and discharging such other duties as may

be warranted.

QUALIFICATIONS OF MIDWIVES

Applicants for a license to practice as midwives in Rhode Island
shall submit evidence that said applicants are of good moral
character, are 1in satisfactory physical and mental health, and
have been graduated from an Approved educational Program in
Midwi fery.

LICENSING OF MIDWIVFS

HY EXAMINATION:

Applicants shall be required to pass written and/or oral cxamir.a
tions in such subjects as determined by the Council and approved
by the Director. Upon successfully passing such examinations,
applications shall be eligible for licensure.
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906.1.1 The Council, 1in concert with the Administrator of
Professional Regulation, with the approval of the
Director of Health, shall determine the type, scope,
subjects and form of licensing examinations and
shall determine the minimal passing score of each
examination administered, which shall be the same
for all candidates.

906.1.2 Examinations shall be given at least twice a year
at such time and place as designated by the
Administrator of Professional Regulation.

906.1.3 All applications and supporting credentials as
required in section 905.1 herein shall be filed
with the Administrator of Professional Regulation at
least thirty (30) days prior to the date of the
examination for which the application 1is filed.

906.1.4 Confidential identification numbers®shall be
assigned to each candidate by the Administrator
of Professional Regulation and the names shall
not be made known to the Council until the scores
have been recorded.

WITHOUT EXAMINATION:

A license to practice midwifery may be issued without examina—
tion to an applicant who has been duly licensed by examination
as a midwife under the laws of ano.her state or territory, 1if,

in the opinion of the Council, the applicant meets the quali—

fications required of a licensed midwife in this state.

KOREICH TRAINED MIDWIVES:

AlIl midwives prepared in a midwifery program outside the United
States of America shall submit evidence of having graduated from

a midwifery program and of holding a license in midwifery from a
given foreign country and 1in addition shall be required to have
completed a supplementary refresher course 1in the United States
approved by the Director of Health and shall furthermore bJ required
to satisfactorily pass an examination for licensure in thi ; state 1in
accordance with section 906.1 heroin.

RE-L X/VHL7ITON:

In case of failure of any applicant to satisfactorily pass an
examination such applicant shall be entitled to a second examina—
tion. In the event of a second failure, opportunity for re-examina-
tion(s) shall be subject to the applicant®s completion of additional
requi eiuort.s as recommended by the Council.
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907.0 RENEWAL OF LICENSE

907.1 On or before the first day of August of every second year
commencing in 1979, the Administrator of Professional Regu—
lation shall mail an application for renewal of license to
every midwife to whom a license has been issued or renewed
for the period ending 1 September 1979 and for each two (2)
year period thereafter. Every person so licensed who intends
to engage in the practice of midwifery during each ensuing
two (2) years shall apply for a license by application to the
Administrator of Professional Regulation.

907.1.1 Such renewal application shall include documentary
evidence satisfactory to the Council of practice as
a licensed midwife within the past two (2) years
including the performance and/or supervision of
deliveries; or documentary evidence of completion
within the past two (2) years of a refresher course
or its equivalent, satisfactory to the Council and
approved by the Director.

907.2 Upon receipt of the application and accompanying documentation
required herein, the accuracy of the application shall be
verified and the Director may grant a license renewal effective
1 September and expiring the thirty-first day of August in the
odd numbered year following the issuance of such license and
shall render the holder to be a legal practitioner of midwifery
for the period stated on the license renewal unless sooner
revoked.

907.3 Any licensee who allows his or her license to lapse by failing
to renew the license by the appropriate date may be reinstated
upon submission of an application with the accompanying data
as required herein and as approved by the Director.

907.4 Any person practicing midwifery after lapse of licensure shall
be considered an illegal practitioner and subject to the penal —
ties of the provisions of section 23-13-9 of the General Laws
of Rhode Island 1956, as amended.

907.5 Persons possessing valid licenses aB of the effective date of
these Rules and Regulations shall continue to be licensed
subject tc the relicensure provisions herein.

900.0 PRACTICE <F MIDWIFERY

908.1 The license to practice midwifery authorizes the holder to attend
cases of normal childbirth, to provide prenatal, 1intrapartum and
postpartum care, 1including the immediate care of the newborn, in
continual collaboration with a physician and in accordance with
acceptable standards or practice.



908.2

909.0

909.1

909.2

910.0

910.1

910.2

-155-

-5-

908.1.1 All complication.*: shall be referred to the physician
immediately.

908.1.2 No midwife shall attend at childbirth unless trans—
portation is immediately available for the transfer
of the mother or newborn to a hospital.

Licensed midwives shall conform to all state laws pertaininy
to the conduct of childbirth and manayement of the newborn,
includiny the provisions of: sections 23-13-4, Ophthalmia
Neonatorum; 23-13-12, "Phenylketonuria™; and 23-3-10, "Birth
Registration” of the General Laws of Rhode Island 1956, as
amended.

RECORDS AND REPORTS

A medical record for each mother and newborn shall be maintained
which shall include documentation of all care rendered.

All medical records shall be retained for a period of five (5;
years 1in accordance with the provisions of section 23-3-26 of the
General Laws of Rhode Island 1956, as amended, except in the case
of minors (17 years of age and under) which medical records s)all
be kept at least five (5) years after such minor has reached the
age of eighteen (18) years.

DENIAL AND REVOCATION OF LICENSE

The Director 1is authorized to deny or revoke the license of any
midwife who: (1) is found guilty of fraud or deceit in procuring
or attempting to procure a license to practice midwifery; (2) is
unfit or imcompetent by reason of negligence, habits or other
cause; (3) is guilty of unprofessional conduct; (4) is mentally
incompetent; (5) 1is habitually intemperate in the use of alcohol
or is addicted to drugs; (6) has aided, abetted or permitted any
illegal act cr conduct adverse to health, welfare and safety of
mothers and infantsi (7) ha3 willfully and repeatedly violated
state laws; (8) h.ts failed to report to a physician the occur—
rence of comjlications during pregnancy, labor or the immediate
postpartum period and () has failed to comply with the Rules
and Regulations herein.

910.1.1 Cori] laints charging a person with violation of any
.1 heroin or state law, shall be maintained on
tit by the Administrator of Professional Regulation
and shall be considered in rendering detennination

to c¢c"nny or revoke the license of a midwife.

Upon receipt of a complaint charging a person with violations ot
the provisions of section 23-13-9 of the General Laws of Rhode
Island 1956, as amended and the Rules and Regulations herein,

an investigation of the charges shall be initiated by the
Administrator of Professional Regulation or the Director,
thence referred to the Council for recommendation to the
Director for appropriate action.



Whenever an action shall be proposed to deny ur revoke the
license, tie Administrator of Professional Regulation shal.®
notify the person by certified mail setting forth the reasons
for the proposed action and the applicant or licensee shall

be given an opportunity for a prompt and fair hearing 1in
accordance with the provirions of Chapter 42-35 of the General
Laws of Rhode Island 1956, as amended.

Furthermore, when it appears to the Director after due process
that a person 1is violating any provisions of section 23-13-9
of the General laws of Rhode Island 1956, as amended, or ary
of the Rul>s and Regulations herein, the Director may initiate
an action .n accordance with the provisions of such statute.

SEVERABILITY

If any provision of these rules and regulations or the appli—
cation thereof to any person or circumstances shall be held
invalid, such invalidity shall not affect the provisions or
application of the rules and regulations which can be given
effect, and to this end the provisions of the rules and
regulations arc declared to be severable.



The foregoing Rules and Regulations after due notice and
opportunity for hearing are hereby adopted and filed with the
Secretary of State this 6th day of March 1978, to become effective
twenty (20) days thereafter, 1in accordance with the provision® of
sections 23-13-9 and 23-1-1, and Chapter 42-35 of the General Laws
of Rhode Island, 1956, as amended.

Notice given on: 1/9/78
Hearing held: 1/31/78
Filed: 3/6/78

(Robert F. Burns)
Soentnry of State

Attest: A true ropy
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Bemg pregnant with you was one of the most beaytiful and
weird experiences | have had, and to bring it to a climax in a
hospital, drugged and intimidated and frightened and at the
mercY of the medical profession was tod0 much for me to

handle. That's why | decided to have you at home....

A mothers letter to her infant



Anne Gardon
Research Assistant
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PLANNED
HOME
CHILDBIRTHS:

PARENTAL PERSPECTIVES



INTRODUCTTION

Most births in the United States occur in a hospital, but this
has not always been the case.In 1935, only about 40% of all
deliveries took place in a hospital _br 1978 the rate had in-
creased to over 9%. This substantial growth in the number
of hospital deliveries has been the résult of a determined
effort on the part of health care professionals. Their convic-
tion that a hospital is the safest place to deliver is shared
widely. by the "American Publlc. The increase in hospital
deliveries” has been paralleled by a decline in maternal and
infant mortality due, at least in" part, to the supervision by
health care professionals and the increasingly sophisticated
obstetrical technology which characterizes the hospital.

. In spite of the strong preference for a hospital, a small yet
increasing number of women are electing to deliver their babies
at home.” The National Center for Health Statistics l(1978)
reports a recent substantial increase in the number of home
deliveries. . In Michigan the percentage of out-of-hospital
births has increased ffom 0,21% of all births in 1970 to 0.41%
of all births in 1973 (see Appendix A). Similar increases arc
reported for other slates. This small yet important trend has
been interpreted as a growing preference for home confinc-
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ment as, distinct from an increase in the number of emergency
home births. The movement has been met with surprise, and
concern by most health professionals. When one considers
the extensive efforts of the preceding decades to make hospital
facilities available to every pregnant woman, their concern
IS understandable. This present Study of planned home births
was_undertaken in an effort to understand the preference of
families for home births. Before. presenting the survey results,
the current thinking on home births is briefly reviewed.

The American College of Obstetricians and Gynecolog;sts
(ACOG) has been outspoken in its criticism of the home birth
movement and has adopted the policy that

labor and delivery, while a Bh sioIo?ical process, clearly
presents potential_hazards to both mother and fetus before
and after birth.. These hazards require standards of safety
which are provided in the hospital setting and cannot he
matched in the home situation.0

ACOG has been so concerned over the increasing interest in
home births that it asked all state health d_ePartments to collect
statistics about the number of home births and deaths as-
sociated with out-of-hospital deliveries. In its analysis of the
information received, ACOG argued that mortality rates as-
sociated with home deliveries are several times higher than
for hospital births. .

A studK,of home births in North Carolina (Burnett, et. al,
1977?, which included a control %ro_up of hospital deliveries,
concluded tentatively that home delivery for some women is
associated with increased risk. The neonatal mortality rate0°
for home births in the study was computed to be 35 per
thousand, while that for hospita deliveries was 5 per thousand.
E_merY (1973) reports several mortality measures for Califor-
nia, all indicating high rates for home births. Neonatal mortal-
ity for 1973, for example, was 10.2 per thousand for the state
and 17.8 for out-of-hospital births,

0 "Statement on Home Deliveries." American College of Obstetricians
and Gynecologists statement of policy as issued by the executive board
in May 1975 and reaffirmed in 1976.

°‘® Neonatal mortalitg rate is the number of deaths during the first 28
days of life per 1,000 live hirths.



In order to interpret these statistics accurately, it is neces-
sary to examine what is_being measured. While'it is essentjal
fo assess the risks associated with home delivery, it is equa_II?]/

~important that the risks measured are .those associated wit

jpplanried/ as distinct from' unplanned,’ home deliveries! \We
need to know whether home deliveries that occur out of choice
are more dangerous than those that occur in a hospital. The
subject of emergency out-of-hospita! births and the un-
doubtedly high risk asSociated with the~i is a separate concern.

Unfortunately,-statistical analyses hased on birth certificates
cannot differentiate. between élective and unplanned home
births, Birth certificate information distinguishes between
hospital and out-of-hospital births and, within the latter
cate o_r}/, between births that occur in the home of the mother
and Dirths that occur in other locations outside of a hospital.
But there is no pate?ory on the certificate that states whether
the out-of-hospital focation was or was not planned. _State-
ments by ACOG and findings by Burnett, et, al. (1977) that
Infant m_orta||t>{, rates0 for Rome births are higher than those
for hospital deliveries are baSed on birth certificate informa-
tion and, therefore, do not measure the risks associated with
Rlanned home births. They are a combined measure of the

azards of planned and unplanned home confinements. Given

the lack of distinction between planned and emergency home
births, comparisons of home and hospital births based on birth
certificate Information are |Ik(_3|?]/ to yield mlsleadm% findings
about the risks associated with planned home births. One
would expect emergency out-of-hospital births to be more
dangerous than planned ones, causing the combined measure
of neonatal mortality to be high. For example, an analysis of
the mortality statistics of home births indicates that low birth
weight and prematurity are common. These are more likely
to be associated with emergency home births than with those
that are Planned._ In order to distinguish the mortality rates
specifically associated with planned home births, data other
than those obtained from birth certificates are required.

In a study of home births using the medical records of five
home birth services in Northern California, Mchl, et al. (1976,

* Infant mortality rate is the number of deaths in the first year of life
per 1,000 live births.
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P. 82 calculated a perinatal mortality rate® of 9.5 per thousand
or the study population which compared favorably with the
rate of 20.3"per thousand for California as a whole. These
figures include information on women who began labor with
the intention of delivering at home but who had to be trans-
ferred to the hospital because of complications. This is an
|mPortant point, for a complete examination of planned home
births should include all women who enter labor with the in-
tention of delivering at home and not only those who do
actually deliver at home. anorm? the women who had to be
taken to the hospital would only partially present the ex-
perience of worn ;n who choose home birth. _

Mehl (197C, p. 1) concluded that for a self-selected, medi-
cally screened population, home delivery can be a reasonable
alternative, Yet, as he himself is ready to admit, more studies
are needed before the home birth phenomenon can be fully
understood. Meld's work is a valuable begmnm% on the study
of ?_Ianned home births, but an examination of the experiences
of five home delivery services does not provide representative
information about planned home births, even in California.
There also are difficulties with the reliability of a retrospec-
tive chart review which uses recordings made by different
t?;pes of health care providers. Moreover, it cannot be assumed
that all women have the sup\oomve health care facilities that
existed for Mold's study population.

As home births are increasing, it is important to carefully
examine the risk factors and to determine whether there are
conditions under which elective home confinements are safe
for both mother and child. It would indeed be useful, as
Annas (1977) suggests, to establish a national demonstration
project to test the proposition, advanced by the supporters of
alternative childbirth, that home deliveries are cheaper and
safer than those occurring in a hospital. For a valid comparison
of the risks of hospital versus planned home births, one would
want a sample of women with a wide range of characteristics
to be assigned at random to a home birth or a hospital. Further-
more, the experiment should include controls for the type of

° Perinatal mortality into in the State of California is neonatal deaths
per 1.000 live births plus fetal deaths per 1,000 live births.
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services provided under each treatment. Planned home births
can take place under avariety of circumstances: under medical
su?erwsmn with pre- and_Post- dehvery attendance of a nurse,
with a lay midwife or without the attendance of any health
professionials, Variations also exist in the type of ‘hospital
settm?. Such experimental research would bé extraordinarily
complex and time consummﬁ; but it is important to recognize
that in the absence of tightly controlled studies, conclusions
about the comparative risks of planned home births versus
hospital deliveries will always remain tentative in character,
, Althou?h the comparison of risks is important, it is equally
important to understand more thoroughly why an increasing
number of women decide to have a home confinement. Some
proponents of the movement view the increased interest in
elective home births as an exP_ressmn of growing consumer ¢on-
sciousness and as a new willingness to assume responsibility
for the ma,nager_nent of one’s own health. Choosing a home
birth also is Delieved to represent a g,reat,er concein for in-
volving the fathers and family in the birthing experience, for
maintdining close contact hetween newborns and their mothers
and for providing a nurturing, supportive atmosphere to both
mother and newborn. Oftenit stands for an explicit rejection
of the technology-dominated atmosphere of a hospital and
Its mechanistic, |mﬁersona,| rocedures. But while the broad
Ehnosophy of the home _birth movement has become widely
nown through a growing number of popular articles and
books and through the representatives of several organizations
with a focus on dlternatives in childpirth, there is, nonetheless,
very little known about the type of people who chogse home
birth and their actual reasons for avoiding a hospital.
Literature reviews of socio-demographic characteristics like-
Wise leave some unqertaml?/ as to who elects home birth. In
her study of the attitudinal profile and social background of
1300 home birth parents in California, llazcll (1974, p. sy con-
cluded that couples who plan a home birth are average {)eo7ple
with middle class lives. Kendall (1972) and Edwards (1.973),
on the other hand, iiave associated the home birth movement
with the counter-culture. In Burnett's (1977) North Carolina
study, sow of the mothers in the sample were black in contrast
to a black population of 22.9% in North Carolina as a whole.
Even taking into account that the study population in North
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Carolina included both emergency and planned home births,
this, racial composition differS from the predominantly white
Californians reported by Hazell (1974) and Mehl (1976). It
may be that the reasons for choosing a home delivery vary by
social class and region and that the health consequences of a
home hirth differ accordmglﬁ. However, the only two major
research projects on planned home births have been conducted
in California and we know reIa_UveIg little about planned home
births in other parts of the United States. _

The relevance of economic factors should also be determined.
With rising costs of hospital care and medical insurance, some
women may elect a home delivery primarily because they can-
not afford hospital care. If the thrust of the planned home
birth movement is_economically motivated, r?ohcy_ [eSponses
would have to be different in ndture than if the major reasons
related to a general rejection of hospital procedures and the
technical-medica] model. =

This report will R[esent findings from a study of planned
home births in Michigan in, 1976, Although the”outcomes of
deliveries are reported, this is not intended’'to be a comparison
of risks associated with planned home birth versus hospital
deliveries, The study's major purpose is to describe the
characteristics of wonen in Michigan who choose to deliver
at home and to understand the basis for their decision as well
as the circumstances of the birth. Insight into these issues w'U
permit both consumers and health Rrofessmnals to acquire a
common background of fact as they struggle to improve
maternal and child health.

METHODOLOGY

The study is based upon survey interviews with 74 women in
Michigan who had a planned home delivery in 1976. The
study “design and questionnaire were pretested in a small ex-
plordtory. Study conducted with women who had a home
delivery”in Michigan during 1975.

Sample Selection

The major goal in samplin% was to interview a sufficiently
large numberof women So that meaningful descriptive stntc-
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ments could be made about the exgerlence of women who
had a planned home delivery in 1976 in Michigan. Birth
certificates were used as the startmq point for the sampling
process because they provide the orily existing data base for
a study that seeks t0 be representative. However, since birth
records do not record whether a hirth was planned to take
place at home, but merely whether it did or did not take place
In a hospital, it was necessary to go th,ro_u?h a SCreening process
to determine which families were eligible for inclusion in the
study. This was accomgl_lshed by randomly samplln(T] certi-
ficates of out-of-hospital births. Then the selected parents were
contacted by mail and/or by phone to determine whether the
delivery was a planned home birth.

Contactm[q families selected through the random sample of
out-of-hospifal births was accompanied by mﬂor_dﬁﬂculnes.
Even though the telephoning was done both during the day
and in theevening, it was not possible to reach some peoplé.
In other cases, telephone numpers could not be obtained. In
a few instances, the physician listed on the birth_ certificate was
contacted to ascertain whether the home birth had been
planned. In general, however, the entire process was com-
Rhcategl_ ?ﬁ/ the fact that at least a year had elapsed since the
ome Dirth.

As a result of these difficulties, it was necessar)ﬁ to .o
through three waves of random selections of out-of-hospifal
birth “records in_order to meet the predetermined quota of
approximately 75 interviews. Moreover, births to” unwed
women could not be included in the studr because these
records were confidential in Michigan at the time of the
sampling and were unavailable for study Burposes. .
~ Since 123 of a total of 539 out-of-hospital births in Michigan
in 1976 were to unwed mothers, the basic universe of the
sample was 416. Of these, 276 certificates were selected in
three successive waves of random sampling. A total of 163
women who had delivered out of a hospital could be located,
the remaining 113 were not traceable. After telephone con-

As a result of letters written to tlie families of our sample, several
lengthy replies were received from couples who had moved out of
Michigan since 107&3. Two of these letters are quoted in full in Ap-
pendix 13 These letters reflect the receptivity of many people to our
Interest in home hirths.
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tacts with these 163 women, 74 qualified as having had a
Planned home birth and were interviewed while 76 indicated
hat their out-of-hospital birth had been involuntary. The
other 13 women were eligible for interviewing but refused.

Interviewing

One female interviewer conducted the entire field work,
thus assuring maximum_ uniformity. and consistency of inter-
viewing. . In addition to instruction’in mterwewm% techniques
her training included review of the 1975 home birth studr and
basic instruction to understand the process of pregnancy, fabor,
delivery and the various complications that ma}/ arise” in con-
nection with birih. The interviewer also partha ed in the final
staﬂe of developing the questionnaire and, herebY, became
well acquainted with the goals and purposes of the stud;.
Interviews were conducted between June and September 1977,

Although 13 respondents refused to participate in the study,
the interviewer was generally well recelved b_¥ the participants,
in many instances, With thé warmest hospitality. For many
womenthe interview seemed to be a welcomé opportunity
to sOPeak with another adult during the day or to have a chance
to discuss personal problems. Many people were excited and
anxious to tell about their birth expérience. On the, other hand,
several did not seem to care one way or another if they were
interviewed. They answered all thé questions but gave the
impression of being uncomfortable and looking forward to the
end of the interviw. Some respondents were suspicious that
“the state” was interested in them and their home birth. One
woman, for example, asked if her child's behavior and develop-
ment would be followed through school. A magor difficulty
with the interviewing was Iocatln%the respondents’ residences
which were located throughout the state.

The Questionnaire

The initial version of the questionnaire was based on the
exploratory study of 1975 home births. It was revised tq ac-
commodate moré open-ended questions in the hope of eliciting
detailed information on the reasons women chose a home de-
livery. |t was pretested in the Lansing, Michigan area and
finalized in April 1977 (see Appendix D



HOME BIRTH PARENTS

Since the decision to have a home birth stands in stark
contrast with the societal 1 orm that women who are about
to qlve,bwth belong in a hospital, it seems plausible to expect
that this decision is made by a group of people who have
rejected emstmg social norms ‘more generally. Kendall (1972)
has argued that home birth farents are part of the commune
culturé, whereas Hazell (1974, p. 8) concluded that the major-
ity of the women who deliver at home are “quite average
[[)eople,_” and that only ten percent of them are members of
he “hip” culture. Qur study reveals that the home birth
parents come from a variety of socio-economic, educational
and religious backgrounds, but almost all are white Americans.

INCOME AND HOSPITAL INSURANCE

The average income of the home birth parents was ?16,770
as compared to a $15,258 average family income for the
state of Michigan.0 Almost 20% of the families in the sample

° Michigan average income was obtained from U.S. Department of
Commerce, Bureau of Census, "Household Money Income in 1975,
by Housing Tenure and Residence for the United States, Regions,
Divisions and States” (Spring 197G Survey of Income and Educatlong,
Current Population Report, Series P-(50, Consumer Income No. 108,
November 1977, prepared by K. Apple.
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earned less than ?8,000 (Table 1]1. Two-thirds of the respon-
dents had hospital insurance. As Table 2 indicates, Jow income
IS associated with lack of hospital insurance, but the relation-
ship is not strong.

. - TABLE 1 _
Family Income Distribution of Home Birth Parents

Income Bracket Number of

Dollars Per Year Respondents Percentage
1,000-3,999 3 4.0
4,000-7,999 11 14.9
8,000-9,999 8 10.8
10,000 - 12,999 13 17.6
13,000 - 19,999 20 21.0
20,000 - 29,999 10 13.5
30,000 - 49,999 2 2.1
50,000 and over 5 0.8
Not ascertained 2 2.7
Total 74 100.0

TABLE 2

Parents' Income by Hospital Insurance

Parents Imvc hospital insurance

Income Yes No Total
Number Percent  Number Percent  Percent
Less than $8,000 5 35.7 9 04.3 100
$8,000-$12,999 12 57.1 9 429 100
More than $13,000 31 83.8 0 10.2 100

Not ascertained

RACE

Respondents were essentially homogeneous in their racial
background. One oriental and four black women were among
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those interviewed. Hazell (1974, p. 9) viewed the absence of
hlack women in the home birth movement in California in
light of their broader aspirations.

Black people are beginning to be found in childbirth classes,
but they are upwardly mobile and tend to opt for the “best
Physmlan and hospital available, This tends to mean that
héy have the modal American birth, leaving responsibility
for manzlalgement to doctors, nurses and “other hospitdl
personnel.

One would expect this statement to be_true for black women
with higher incomes. Black families with low incomes, how-
ever, may well choose a home delivery for economic reasons.
This study cannot provide evidence for this point since there
were only four black women in the sample, none of whom had
an inconie below $8,000 per year.

In mterpretm% the racial and other social characteristics of
the women in the sample, it should be remembered that the
sampllnP conditions maK have introduced a bias whereby
people from minority, ethnic or lower socio-economic groups
were underrepresented. For example, out-of-hospital births to
unwed women could. not be included in our sample for legal
reasons, but the racial and educational distributions of this
group are known. Of the 123 such hirths in Michigan, 65
were to black women and 58 were to white women. This stands
in marked contrast to the racial distribution of the study
population, Also, the unwed mothers were generally less
educated than the planned home birth mothers. . Fifty-two
percent of the unwed women had not completed high school,
compared to 107. of the stud}/ population. Of course, it is not
known how many of the out-0f-hospital_births to the unwed
mothers were planned; but oven assuming that only a small
percentage were planned home births, the social characteristics
of the study population would have been significantly different
had they been included.

RESIDENCE

The majority of the women in the sample (42) had spent
most of their lives in an urban area and 52 had lived primarily
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in Michigan. Nineteen women previously lived in_ other parts
of the United States and three in foreign countries. At the
time of the interview, respondents weré distributed gver 26
counties in MIChI%an, with the heaviest concentration in Oak-
land, Wayne, Ingham and Kent counties.

RELIGION

Almost one fourth (16) of the respondents said they had no
religion. Qver half identified with either Catholic “or Prot-
estant _rehglons, or they slmp]ly indicated that they were non-
denominational or Christian. The remainder were members of
religious groups such as Jehovah's Witness, Christian Science,
Divine Light Mission and Church of God. It Is noteworthy
that some of these religions reject certain forms of modern
medical and health care.

EDUCATION

The home birth {)_arents had generaIIY achieved a fairly
h|(f1h level of education. The majority of the husbands had
atfended at least one to two years of college, and 46% of their
wives also were college educated. The sgcond Iar%;est group
consisted of those who had completed high school, A ‘small

group, 10% of the mothers and 5% of the fathers, had not com-
pleted high school.
- TABLE 3
Education of Home Birth Parents
Educational Level Mother Father

Numbher Percent Number Percent
Some hiﬁh school 8 10.8 4 5.4
Hi?h school completed 32 43.2 29 39.2
College and beyond 34 46.0 41 55.4
Total 74 100.0 74 100.0

AGE

Almost 79% of the respondents were in their twenties, 28%
were between ‘and % years old, and the balance was either

it






FACTORS INFLUENCING THE

DECISION TO DELIVER AT HOME

PREVIOUS HOSPITAL DELIVERY

. Most of the women (44), in -the samPIe had delivered a child
in a_hospital prior to their home delivery in 1976. Because
Rrevlous research had established negative reactions to the
ospital as a major element in the attitudinal profile of couples
who opt for a home birth gH,azell, 1974), it seemed important
to ask the respondents of this_study how they felt about their
previous hospital deliveries. The women had much to say in
response fo this open-ended question. Their answers can be
grouped into three bro~d categPrles: positive, tolerable and
ne?atlve hospital experiences. The majority of women (26)
fell'in the latter category, while 10 women réported a tolerable
and 7 a positive expérience (L not ascert_amedl). , _

Why do so many women react negatively to their hospital
experience? A loss'of control, which has several facets, was the
most frequently mentioned reason. To many, a loss of control
meant not being able to gartmlpate_m deCisions concerning
the conduct of their care. Some said it meant a loss_of dignity
and a failure to be recognized as an individual with unique
needs and desires. Addi |onaII¥, for some women loss of con-
trol meant an inability to actively participate in their own
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delivery. More specific reference to loss of control included
responses that they were Hwen medication when they did
not feel it was necessary; that they were “put down,” s the
respondents phrased 1t, for wanting to nurse: or that the
were left unattended in lapor. As can be seen from Table 4,
resentment of the institutional atmosphere of the hospital is
mentioned more frequently than resentment of physicians,

TABLE 4

Reason for Negative Fe_eI\ngs About Hospital Deliveriest
YMuInp e Responses)

Respondents Citing Reasons

Number Percent

Loss of control due to

hospital procedures 28 63.6
Separation from haby 24 54.5
Impersonal, non-supportivc

relationship with *staff 20 455
Dehumanized, assembly-line

hospital atmosphere 14 318
Separation from husband 8 18.2
Resentment of doctors 8 18.2
Hospitals are for the sick 8 18.2

Total number of respondents who had previous hospital delivery 44

t Q: llow did you feel about your hospital delivery?

uotations from two women may give some of the flavor
and detail of the concerns which were expressed:

| felt like | was a sick Patlent and treated as such. | didn't
like the idea of taking the baby away at hirth. Babies need
the closeness of their mother,” The "people in the hospital
were Kind, but they were anti-nursing,0 so | didn't receive
encouragement when | needed it. The main, thing that
bothered me in the hospital was that their routines did not
allow me to be in the positions during labor that | found
comfortable. Instead of heing able to [ay on my side, | had

Anti-nursing here means against breast feeding.



to lie on my back. They believed in Lamaze so they let
my hushand into the labor and delivery rooms, But I"was
very lonely and forced to lie on my back for 22 hours. My
Pre%nancy and labor were normal so there was no reason
or the restrictions.

They were giving the baby supplementary formulas and
sugar water ‘when | was trying to breast feed. Hospital
personnel and doctors alike neéd to school, themselves on
nursing ._. . and be able to help and advise the n_ursm%
mothel. They. kept me for two extra days, _The¥ did no
respect my wishes as the mother of the child. They had
rigid standard procedures. My bed was next to the nursery
and instead of sIeeg_mg | Iag awake listening to the baby
cry. Instead of nursing” on demand they brolight the baby
on their schedule.

.What emerges from these answers is the fundamental con-
flict between the way the respondents view their role in the
labor and delivery process and the view of the patient that is
implicit in the organization of hospitals, These women feel
strongly that they understand the hirthing process and that
they are often a better judge of how to proceed than the physi-
cian or the staff. In holding this view, they are not arguing
that they are the experts and the hospital staff and physicians
arc not. However,_thek/ do view themselves in conflict with
the procedures which they believe exist for the convenience
of the staff or are anchored more in hospital tradition than, in
expert knowledge. Above all, the women want to be active
participants in what they consider a very crucial experience
In their lives, whereas the hospital staff ‘insists upon passive
submission, Most of the women walked away from a hospital
delivery with a deep sense of deprivation, as’if theE/ had been
E%%breg or}‘ something that they had reason to expect should be

Ir own,

THIS DECISION TO DELIVER AT HOME
llow do women who have chosen to depart from the %er]-
Sre%l,l ,Oar(]:gepted norm of delivering in the hospital explain their
ISion’
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Many of the themes that emerged in the women's replies
were similar to those mentioned In connection with the dis-
cussion of previous hospital deliveries. Dissatisfaction wi \
hospital procedures was most frequently listed. For examp.
respondents were e tical of hospital nursery practices that
seﬁarat_e the mother from her newborn. The argument that
a hospital is an inappropriate place to deliver a baby because
pregnancy is not a disease, and a distrust of doctors were also
mentioned here. But the decision to have a home birth was
not entirely based on a negative reaction toward hospitals.
The women who planned home births did so with much ap-
preciation for the emotional support of relatives and friends
which exists in the home. Furthermore, they wanted to as-
sume an active role in the birthing process. The importance
of exercising control and an emphasis upon natural delivery
figured prominently in the responses. For many women the
home was viewed as the most natural place to deliver a child.

| felt the hospitals were unwilling to make changes that
would permit the pregnant woman to have an active part in
the labor and delivery. | felt that childbirth should be a
natural process — not surgery.

Because of the previous hospital experience, | reaIIY wanted
to be able to control the deliver) in a normal relaxed
atmosphere. | wasn't relaxed in the hospital.

| wanted to have my friends and family with me duringi.the
birth. 1just feel more comfortable at"home. ... | believe
|r% rgJIomg things the natural way. It was easier to deliver
at home.

When asked why they decided to deliver their baby at
home, 21 women mentioned economic factors. For example:
've never considered any other way. | had seen a home
delivery with a midwife and a doctor and | thought | would
he more relaxed here. | didn't really have the money and
| didn’'t want to pay $2,000 unnecessarily. I'm healthy . . .
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and didn't anticipate any complications. After | did some
reading. | found many more reasons. | wanted to kee:p the
baby with me and breast feed: | didn't want to be hassled
by the nurses about it, When | thou%ht of the birth | en-
visioned the fam|I¥ beln% with me and a few frignds — not
making a big deal about it, | wanted my hushand to be
involved — as_did he— and | didn't forésee the hospital
agreeing to this.

My decision was a result of all the things. | went throuqh
in"the_hospital. Also the financial part. With my last. child
the bill was $1,500. | looked for quite a whilé to find a
doctor who would deliver at home. | called all over . . .
and they all acted like | was crazy. | had talked to some-
body in the conﬁreganon,wh_o kriew someone who had a
doctor who did home deliveries. Finally I found a doctor
when | was seven and a half months preﬁnant. Havm(I; a
R_argy at home is natural. The other children accepted
m. . ..

|t is apparent from these answers that financial concerns were
among many issues in the home birth decision. Their im-
portance, as’ compared with the other factors, is difficult, to
establish. It should also be pointed out that a direct question
about the importance of financial factors was not™ asked,
Instead, there was an open-ended question about the_general
reasons for the home birth decision. This was done i order

TABLE 5

Parents’ Income by Importance of Economic Reasons
for Hlome Hirtli Decision

financial Factors Given for lionic Hirtli Decision

Income Yes No Total
Number Percent ~ Number Percent  Percent
Less than $8,000 3 21.4 u 78.0 100
$8,000 —$12,990 0 28.0 15 714 100
More than $13,000 12 32-1 25 07.0 100

Not ascertained 2
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to avoid suggesting answers. It may well be that some women
chose not to mention economic issues even though they Ia}/ed
a role in their decision. People may have been hesitant to
mention financial reasons to a stranger, More important,
women may have forgotten that economic reasons were an
important component in this decision which they themselves
have increasingly come to view in terms of “either their
criticism of thé "hospital or in terms of the importance of
assuming active responsibility for the delivery.

In reflecting about the importance of economic factors in
the decision t0 deliver at home, it is worthwhile to again refer
to the incomes of the respondents. With more. than half of
the families earning over $13,000 per year, it is difficult to

TABLE 6

Reasons for Home Deliveryt
(Multiple Responses)

Reasons Number Percent

Dissatisfaction with hospital
Frocedures and routines, and
0

ss of control in hospital 49 06.2
Emphasis on comforts and

emotional security in home 40 54.1
Desire to he close to and/or involve

family and friends in birth process 39 52.7
Wanted natural birth, 110 drugs,

no intcrvcii‘ion 34 45.9
Control in the hi.!- Erocess (either

loss of control in the hospital

and/or positive control at home) 33 44.0
Desire to care for infant 28 37.8
Economic factors (e.g., no insurance) 21 28.4
Hospital is for sick people and/or

concern over infection 19 25.7
Resentment towards or distrust

of doctors 10 21.0

Total number of respondents 71

t Q: WlIiy did you decide to deliver at home?



explain the planned home birth phenomenon entirely in terms
of poverty. "Moregver, there is no statistically significant rela-
tionship between income and the reporting of financial reasons
in the decision to deliver at home. That'is to say, women in
the higher income brackets are just as likely as those with lower
incomes to mention economic factors.  Therefore, it can be
concluded that althugh the cost factor is certainly an element
in the decision, it doés not appear to be central’to the deci
sion to avoid a hospital.

THE DECISION-MAKING PROCESS

When did women decide to have a home birth and who
participated in or tried to affect the decision? Thirty-seven
women made the decision to deli.-ur at home during the
pregnancy which lead to the 1976 home birth; 30 decided at
an earlier date, either before their first preﬁnancy (12), dur-
ing a previous pregnancy (12), between the last and recent
pregnancy (6) or Quring previous labor and delivery (3).

Given the emphasis which women placed on the_ role of
family and friends, it is mt_ere_stm% to know who participated
in thé decision. In the majority of cases (65) the father was
involved, but the woman ‘generally suggested the idea first
(44 instances). In 43 cases, othersencolraged the home de-
livery— friends primarily (34), but also Telatives (15), a
physician or other health professional (6).

Although encouragement from others was forthcoming, ef-
forts to discourage the woman from delivering at home ‘were
even more frequent. Sixty women, or 8%, Said efforts had
been made to discourage them from having a home birth. A
variety of specific concerns were expressed in the attempt to
discourage women — fear of complications during hirth, con-
cerns over the safety of the mother or the child — mdwatmg
that some of the relatives, friends or health professionals wit
whom the respondent was in contact considered the risks of a
home birth to he extensive.

Most of the women (59) knew someone who had had a home
dehve%and 15 had aftended a home delivery other than their
own. Ascan be seen from the following quote, knowing some-
one who had delivered at home can be an important élement
In idle decision making process.
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One reason for our home birth was that we didn't have
insurance and hospitals are expensive. After we talked to a
woman who had two babies at home . . . she recommended
a couple of books and reading the books we decided to have
the baby at home. My motheér had 14 children at home and
no complications. Knowing that helped me to decide.

The experience of an older relative who delivered at a time
when home births were still common and the experience of
contemporaries who chose a home birth more_ recently seem
Important in mfluencm? women in their decision. This find-
mgl_stands in contrast fo Hazells (1974|) observation in one
California study in which members only occasionally knew
others who had"a home birth.

TABLE 7

Who Discouraged Home Delivery* (Multiple Responses)

Respondents Who Cited
Sources of Discouragement

Who Discouraged Home Delivery Number Percent
One or more members of

mother's family 26 43.3
Friends 23 38.3
Physician 21 35.0
One or more members of

father's family 18 30.0
Everyone 12 20.0
Nurses or other hospital personnel b 10.0

Total number of respondents who received discouragement 60

t Q: Did anyone discourage you from having a home delivery?

RISKS

. How do women who have delivered at home view the ques-
tion of risks? As can be seen from Table 8, the attitudes of
the women in the samPIe can be distributed along a con-
tinuum. At one end of this continuum are those women who

24



A

- mm\/ /h

state definitely that thefe are risks in home defivries—{16+
at the other extreme are those who state that there are fewer
risks in delivering at home than in the hospital (18). In
between these extremes are those respondents who are of the
opinion that there are risks if (a) the woman has not received
prenatal care or (b) during Prenatal care, the pregnancy is
diagnosed as problematic. Others state that the decision to
deliver at home has to be based on individual circumstances
or that there are no special risks unigue to a home birth. On
the whole, most women do not feel that there are major risks
attached to delivering at home, especially if proper steps have
been taken to ascertain potential problems through prenatal
care. These answers are not surprising. If women perceived
major risks, one would not expect them to make a decision in
favor of a home confinement. Moreover, by definition, onl
those who successfully completed a home birth were survekle .
Women who planned a home delivery but had to go fo a
hospital because of meyor complications during labor or de-
livery are not included in the sample. One would expect
women who had complications to be less sanguine about the
risks involved in a home birth. Perception of risks was not
related to level of education,

TABLE 8
Perception of Risk
Perception of Risk Number of Respondents  Percent
There arc risks in home deliveries 16 21.6

Yes, there are risks if pregnancy
is diagnosed as problematic or

if no prenatal care 15 20.3
Decision has to be hased on

individual circumstances 8 10.8
No special risks unigie to

home deliveries 1 23.0
Fewer risks at home than

in the hospital 18 24.3
Total 74 100.0
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In symmary then, there were four major reasons that led
to the decision to deliver at home: a strongly negative orjenta-
tion toward a hospital, a commitment to anactive role in the
birthing process, a desire for emotional support from relatives
and friends, and economic reasons. Not one, but several of
these concerns Influenced the decision of each woman. The
husband played a major role in the decision, and many
resRondents new of others who had elected a home delivery.
Although relatives, friends and occasionally health Profes-
sionals cited the perceived risks of home births in attempts
to discourage. respondents from their decision, most of the
respondents did not view-risks in the same light.

These results capture the major concerns of the women who
decided not to deliver in a hospital. Being survey results, they
cannot ortraY the depth and full flavor of the women'’s con-
cerns. One of the respondents provided a copy of the letter
which she wrote to her newhorn baby. She”describes the
circumstances of her birth, touching upon many of the themes
which have been discussed.

LETTER TO SASHA

Dear Sasha, Iittlestrong baby, you Ve made it pest one week
of lie. Your first attcal week, and it looks like you Il he
around for a while.

AV ten o&lock came around tonight, 1 recalled kst Thursday
when contractions of my uterus toldme you were going to be
borm son. The cotractions had begun at about two iIn the
afternoon, weak and sporadic at first, then growing in rhythm
and intesity, slody, progressively. All the while | tried ©©
igore them-No, I not ready yet, this canT be the real
thing, 1S o soon, | haven Tgained enough weight yet, ith
be loo srall. And on and on like thet all aftermoon and eve—
ning while 1 did laundry and typed on some work 1 had
brought home.

But you kept coming, getting more and more ready to be

bom whether or not | was ready. | was scared, too, would
everything be okay, pleae, | need more time to thirk things

over, get ready inmy head.



But the body Is ready even if the mind is not quite. By
ten o Clak, after visiting with your then ucle-to-be, and my
roommate, and getting some calm and quiet around here, |
Tlipped into being relaxed. Mellow and relaxed- like 1 cant
be anywhere but at home. The fear left as the time went on.

You were bom in your home, Sasha, an unusual thing the
year you were bom forwomen teven consider. Cant imagine
except in a nightmarish way how things will be when and if
you even decice to have a child. But in 1976, hospitals, along
with much of everything are pretty messed up. Things are
backwards—health s siddess, peace is war, honesty B s,
loe s hut. But hospitals are particularly messed up, and |
didntwant t bring a child into the world in a cold, Sterilke,
gem-infested, profrt-orientsd, inpersonal, inhumane place that
a hospital B

Being pregnant with you was one of the most beautiful and
weird experiences | have had, and t bring ittoa climax ina
hosprtal, drugged and intimidated and frightened and at the
mercy of the medical profession was to much for me ©
handle. ThatSwhy | decided to give birth to you at home. 1
hope that 1tS a commonplace practice by the time you can
read this, that women get control of treir heads and their
bodies to know that they can do it That giving birth Is/can
be a warm, persoal, intense experience to share with people
you love rather than to endure or escape from-or be “duick
and painless, easy and efficiatt,” Tike the doctor tried to Elime.

Well, by ten oClock my midwives had come and visited and
made some preparations and timed some of my cottractias,
which were now five minutes agpart and a full minute long-
strong and regular. 1 thought | was in the early stage of labor
and ithad all really just begun until the midwite did a veginal
exam and told me | was six centimeters dilated (about four
more 1 go) and that she could feel your head, and the hair
on it | buf;t Ino tears Wherr]yl;m said ﬂat—ﬁaarsgqu&

INess, , excitement, everything at once. She said you
Itg%om ina few hours! k& 4

1 began to make some phone calls between my contractions
o people 1 wanted to share the news with or ask to core.
My friendand your aunt, who was excited and nervous at first
but calmed down and watched and helped. My mother, who
was also very nervous and frightened by wlial was happening.
She didn Tagree with my decision to birth you at home hbut



didn T come down on me or try t scare me out of it -itS
your decision” she said, “you know wluit$ best for yourself””
I hope 1 can be that way with you sore. day.

Your father had come back from a meeting which 1 had
talked him (;nto going eet1ierhmr?i\/e the contractions and
me time and space to get our rhythm together.

Your birth here was about the most beautiful thing I could
have imagined, if I had been able to imagine i, which 1
hadn € The house was warm and filled with peaple and con—
cem and support and love for both of uis. Most of my labor
was dine Ina confortable big duair in the living room, talking
and drinking tea between times, making phone calls and
feeling better and better about your coming. When the con—
tractios became more intese, we moved into the bedroom
which had been made ready with extra dects, a plastic sheet
a few days earlier and lest minute preparations by our friends
which I wasn Tmuch aware of. 1 changed into an old yellow
nightgown and my sister helped me change my socks-didnT
lilke the short blue socks 1@ been wearing all day, so 1 changed
10 beige knee sodks, a concession to venity. By the time your
birth came, the nightgown had been shed and 1 wasn T even
aware of the sods.

The room was filled with people who came inand out dur—
ing the next few hours. They watched and breathed with me,
encouraging my effortsand tellig me what a good jab | was
doing. 1 wasn Taware of the goodness of what | was doing
Just thet | was doing what my body was telling me needed to
be done. Breathing and relaxing and panting and relaxing and
nothing else was on my mind.

Itall happened much quicker than 1 thought itwould. The
contractions had become more and more imtense but | was
slaying with them. Then, all of a sudden my body did some—
thing very differett-it really took over for the firal big
pushes. Fell like 1 was going to take a huge crap whether |
liked it or not and you would explode into the world. Then
the harder work began. 1 could feel those pushes so clearly,
could help them along by holding my breath and concentrating
on pushing down uital I would feci some buming and ket wp,
relaxing my muscles in the pelvic floor and warting for the
next contractions t come. Those pushes had brought your
head out and during the relaxing itwould slip back . There
were a lot of cheers from everyone watching when your head



came out and sigs when rtwent back n. But itkept coming
further and further with each one, and after six or seven of
those heavy aontractions, | felt that your head was almost all
at

I couldn Tsee your head emerging like everyone else could.
I was feeling all the sensatians, concentrating fully on what
| was doing. Such a beautiful cheerful sigh filled the room
when your head was completely autl You were bom with a
cowl over your head— I told that$a sign of psychic power.

The next contraction brought out your arm ad- then the
rest of your body. My friend said your hand and arm came
out and up like a gesture of greeting. | looked down between
my legs, opening my eyes at kst, and saw your little head
looking all around ad- your eyes, 1 swear, checking out the
new world youd come into.

You went through a struggle coming and staying in this
world the first week of your life. You were so tiny we didn T
know 1Fyou would survive. Even considered taking you to a
hospital where they would have put you inan incubator and
probably fed you artificial milk and kept you away fram- me
utal you had gained a few pounds. 1 almost did It, as much
as | didnTwant you or me on the insice of a hospital. But
| wanted you o survive, Sesha, and | would have done what—
ever was necessary. Decided to keep you at home, do all we
could for you here, before taking that big step and tuming
you over t a hospital. We incubated you in the bedroom. |
Ted you every two hours whether you wanted itor rot, kept
a record of all that went in your body and came aut, weighed
you aostaitly, held you and gave you every encouragement
I could, day and night for almost a week. And you thrived,
Sasa, grew bigger and stronger and more alive each day.

You are now almost two weeks old ad- weigh over five
pounds and have a hebit of slegping most of the day and slay—
Ing awake most of the night, a hebit you pided, up from your
mother. Your baby uterire skin is almost all peeled away,
you e growing eyelashes and your lung capacity has increased.
You cry much louder than a few days ago. And you ke aut
little squeaks and smiles and giatt burps. You seem peaceful
and contented most of the time (not so sure about myself these
days but thet has more to do with me than you.) Yot give me
much joy just looking at your peaceful sleeping face and know-




Your Mother .
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OBSTETRICAL HISTORY,
PREPARATION FOR HOME BIRTH
AND CARE DURING LABOR AND

DELIVERY

The “Letter to Sasha” illustrates a dramatic re{ectmn of
hosthaIs. In_deciding to nurse their premature infant at home,
Sasha's family was “assuming a tremendous responsibility.
Though this is an extreme example, its spirit is not atypical
of that expressed by many of the respondents whose decision
to deliver at home was often based on negative hospital ex-
periences. But did all the women take on”the respansibilit
of a home birth with the same diligence as Sasha’s mother
Critics of the home birth movemeént frequently state that
those ﬁehverm out-of-hosm}al are unaware %f the risks th%y
are taking. Would some ‘of these women nhave been cor-
sidered high risk cases because of serious complications duy-
Ing a previous pregnancy and delivery? In order to assess this
item, ‘the women ‘who participated in the study were asked
abouf their obstetrical background. ,

“Prior to the home birth i 1976, 14 of the 74 women inter-
viewed had experienced an interrupted pregnancy; 10 had an
involuntary abortion %mm_carrlage), 4 a voluntdry abortion.
No woman_reported having more than one miscarriage or
abortion. Since only womén with three consecutive Spon-
taneous abortions are considered habitual aborters, medical
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opinion would not consider them at greater risk than other
women. In the case of the voluntary abortions, information
about the month of the pregnancy in"which the abortion was
performed is not available and, thérefore, the risk factor cannot
accurately be wdged. |f the women had had their voluntary
abortions” in_the “second trimester, they maK have been at
greater risk in their 1976 pregnancy than other women.

For 19 women, the 1976 home hirth was their first delivery.
Of the 55 women who had previous deliveries, 28 had one
child, 15 had two children, 7 had three children, 3 women
had four children, and 2 women had five children. As Table 9
indicates, 36 of the 55 mothers who had children hefore 1976
had not experienced any complications during their previous
pregnancies or deliveries. However, 10 womendid report com-
plications during a prenatal period. These include two cases
of toxemia, one” ecfopic pregnancy and one instance where
problems resulted from " obesity.” Others described minor
Rroblems such. as spotting, mo_rnmg sickness and colds. Ten

ad complications during their labor and delivery: breech
presentation (2), face or posterior presentation (3), blue haby
(1), vomﬂmgz and delayed delivery of the placenta w TwQ
women reported complications during both the prenatal period
and delivery. While several of the” complications listed are
potentially Serious at the time they occur, most would not
necessarily redevelop in a subsequent pregnancy.

TABLE 9

Previous Pregnancies: Problems During Frcnntal Period by
Problems During Labor and Delivery

Problems During Labor

and Delivery
Problems During Prenatal Period Yes No Total
Yes 2 8 10
No . 8 36 44
Not ascertained 1
No previous pregnancy 19
Total 10 44 4
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Judging from their histories, most of the women in the
sample who had given birth before 1976 do not appear to have
been at greater risk than the ?eneral population.” The exceP-
tions to this are the respondent who cited obesity as a compli-
cation and the two grand multiparas. The 19 primiparas, of
course, did not have an obstetrical history which could con-
tribute tojudging risk factors.

PREPARATION FOR THE HOME BIRTH

There were several dimensions to the preparation of planned
home births on the part of the P,arents. Preparation may have
included any one or a combination of the folIome; prenatal
care, reading, childbirth preparation classes, special instruction
for home birth, physical preparation of the environment and
preparation for possible complications.

Prenatal Care

Prenatal care is essential if certain com,ohcanons N é)_reg-
nancy are to be recognized and appropriately managed. Sixty-
eight" women in our sample recognized the need for prenatal
care, although the type varied. Most women sought care from
medical phySicians; several others from gsteopathic physicians;
and three women, reported carc from_either a chiropractor, a
midwife or a Christian Science practitioner. As Table 10 In-
dicates, care from a medical physician was supplemented with
care from an osteopathic ph?/sman or midwife In Six instances.

The American College of Obstetricians and Gynecologists
has established guidelines for prenatal carc.

A normal patient should 8generaIIy be seen at least every
four weeks for the first 28" weeks ‘of [ore%nanc , BVery two
weeks until the 36th week, and weekly thereafter. Weight,
blood pressure, urma{ysns, he|?ht of fundus, abdominal find-
ings on palpation and character and location of fetal heart
tones should be determined at each visit.0

° From "Standards for Obstetric-Gynecologic Services”, Committee on
Professional Standards of the American College of Obstetricians and
Gynecologists, 1973-1974, p. 3p.
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TABLE 10
Prenatal Care Provider by Month Care Began

Prenatal Care Month Care Began
Provider Ist-3rd  4th-6th  7th-9th  Total

38 52

—_
ro

M.D.
D.0.
M.D. and D.O.

M.D. and midwife
Chiropractor

Midwife "
Cliristian Science practitioner
Not ascertained
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Total who received prenatal care 47
No prenatal care

Total

o> OO [N el N S NI NSy |

—
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Almost 60% of the women ‘]44) who received prenatal care
had 10 or more visits and, hence, comﬁare uite favorably
with the ACOG standards, On the other hand, 22 respondents
(32.4%) reported having fewer than 10 visits. Obviously, this
constitutes limited prenatal care.

Table 11 shows the number of prenatal visits the women had
relative to the month of pregnancy in which the){ began
receiving care. While there is some relat|onsh|ﬁ between a
hIPh number of visits and early prenatal care, there are also
a few women who started prendtal care early but had very few
visits, These women may have encounteréd resistance from
health care providers when they discussed their plans for a
home birth, or ﬁossmly they may have had other negative
reactions to the health care system that influenced, their” deci-
sion not_to return. Emrcy's (1973, p. 2) discussion of why
there is inadequate prenatal_ care for women who plan a home
birth.in California may provide insights into what is happening
m Michigan as well.

Another difficulty experienced by many families seeking

;i tme births is the reluctance or refusal of established medi —

al care systems, such as clinics or private physicias, ©

accept or continue them for prenatal care If their wishes for
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home birth become known. Some wishing to approach de—
Inery with as much knowledge and assurance of their nk
status as possible choose to hide theb delivery plans.  Others,
attempting to be hoest, find themselves terminated from
care or subjected to corsicerable hostility and irsasitivity.
Many physicians, on the other hand, fear medicolegal Im—
plications if they are called int© salwa\ge a failedhome lato.
or birth. In this situation, the physician may have difficulty
esteblishing effective comunications with the fanily and
providing the needed, care in an acceptable manner, which
reinforces his reluctance t deal at all with families seeking
such altermatives. Frequently they face a family with whom
they have not developed a trust relationship and who may
present considerable fear or hostality toward the traditioel
medical establisment. Often, there has been too long a
delay in obtaining hospital care, no adequate history or
prenatal data s aailable, medical or surgical Intervention
may be needed. The fear of such an occurrence may have
prompted the choice for home birth in the farst place.

TABLE 11
Number of Prenatal Visits by Month Cure Began

l\é%r:tch Number of Visits AN°t

Began Under5 5-9  10-14 15-19 20 &over tained  Total
1st — 2 I 4 _ 1 14
2nd 1 5 8 4 4 1 23
3rd - 4 4 1 - 1 10
4th 1 4 2 - — _ 1
5th 2 I 4 - - | 8
flth - 1 1 - 2
7th 1 _ _ - _ - 1
8th 1 - - - _ - 1
9th 1 - _ - _ I
Unknown - - . . - 1 1
Total who

received

renatal carc 17 20 9 4 5 08

0 prenatal carc 0

Total 74
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