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MINUTES OF THE __SENATE  cOMMITTEE ON _PUBLIC HEALTH AND WELFARE

The meeting was called to order by Vice-Chairman Fhrlich at
Chairperson

_10  am/gxxon February 15 Kﬁéinromn_§g§:§__mﬁtheChpﬂd.

All members were present except:
Senator Meyers, excused

Committee staff present:

Emalene Correll, Legislative Research Department
Norman Furse, Revisor of Statutes Office

Conferees appearing before the committee:

Gordon Hahn, Associated Landlords of Kansas

Ray Petty, Kansas Advisory Committee on Employment of the Handicapped

Scott Nease, Topeka

Todd Sherlock, Kansas Association of Realtors

John Kelly, Kansas Department of Human Resources

Mary Adams, Chairman, Legislative Committee for Kansas Association for
the Blind and Visually Impaired

Michael Byington, Kansas Association for the Blind and Visually Impaired

Don Karr, Topeka Resource Center for the Handicapped

Betty Stowers, Mental Health Association of Kansas

Bobby Gene Fisher, President, Topeka Association of the Deaf

Signe Rogers, Kansas Association on Legalization of Midwifery, Newton

Shannon Landis-Eason, Kansas City, Kansas

Peggy Hardon, RN, Wichita

Peggy Hilpman, Lawrence

Ken Kasten, Wichita

Others present: see attached list

SB 366 - Prohibiting discrimination because of a handicap

Senator Ehrlich asked Gordon Hahn, Associated Landlords of Kansas, if he
had any further comments to make concerning SB 366. Mr. Hahn stated that
he did not think this bill was going to solve the problems and he did not
want the landlords put in a position where they were unable to cope.

Senator Ehrlich read a telegram from the Associated Landlords of Kansas
urging opposition to SB 366, and asked that this be filed accordingly.

Ray Petty, Kansas Advisory Committee on Employment of the Handicapped
(KACEH) , testified in support of SB 366, and distributed copies of data on
four Kansas surveys conducted by KACEH, addressing the needs of persons
with disabilities, and explained what the findings mean. (Attachment #1)

Scott Nease, Topeka, testified in support of SB 366 and submitted a pro-
posed amendment that a section be added to the bill requiring that at
least one bathroom be made accessible in every existing building over
7,000 square feet. He also submitted a petition with 123 signatures re-
guesting that White Lakes Mall be required to make at least one restroom
accessible to the handicapped. (Attachment #2).

Todd Sherlock, Kansas Association of Realtors, testified in support of

SB 366, and distributed testimony stating that KAR stands behind this
Pbill's provisions to accommodate handicapped individuals in any form to
prevent discriminatory housing practices. KAR also supports the language
in KSA 44-1016(f), which forbids denial of access to real estate brokers'
organizations, as well as multiple listing services to the handicapped.
(Attachment #3).

Unless specifically noted, the individual remarks recorded herein have not

been transeribed verbatim. Individual remarks as reported herein have not

been submitted to the individuals appearing before the committee for l f 3
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editing or corrections. Page
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John Kelly, Kansas Department of Human Resources, read testimony submitted
by the Kansas Planning Council on Developmental Disabilities Services,
stating that they strongly support the provision in the bill which would
have the effect of including the protection of the Kansas Act Against Dis-
crimination for persons with all types of handicaps. The definition of
"handicap" in SB 366 parallels the federal definition, and will allow for
consistency in terms. KPCDD also supports the provision in the bill which
includes handicapped persons in the class of individuals who may not be
discriminated against in housing or real estate lending. (Attachment #4).

Mary Adams, Chairman of the Legislative Committee for the Kansas Assoc-
iation for the Blind and Visually Impaired, testified in support of SB 366,
and offered rebuttal to some of the testimony heard before. She cited
several experiences of hers in trying to rent apartments, and said this
bill is very much needed.

Michael Byington, Kansas Association for the Blind and Visually Impaired,
distributed testimony from Judith Noeller in support of $B 366, which
stated that she had had experience as a landlord, able-bodied renter, and
a handicapped renter, and she felt that this bill would neither aggra-
vate nor alleviate all of the problems, but problems must not be created
where none exist. (Attachment #5).

Don Karr, Topeka Resource Center for the Handicapped, testified in support
of SB 366, and distributed testimony stating that he does not feel that the
Landlords Association is the appropriate enforcement mechanism with which
to address housing discrimination complaints. He said discrimination does
occur and this bill will extend protection against discrimination in
housing. He also distributed a list of Funding Sources for Modification.
(Attachment #6).

Due to lack of time, Senator Ehrlich asked remaining conferees on SB 366
to state whether they were "pro" or 'con", and had them submit their
written testimony to the committee.

Betty Stowers, Mental Health Association of Kansas, submitted testimony

recommending the adoption of the changes proposed in SB 366, and stating
that Kansas citizens who are mentally disabled deserve and are entitled

to equal protection under our laws. (Attachment #7).

Bobby Gene Fisher, President, Topeka Association of the Deaf, submitted
testimony in support of SB 366, which stated that it is important that
all citizens be given equal rights. (Attachment #8).

Senator Ehrlich concluded the hearing on SB 366.

Senator Francisco moved that a bill be introduced to control burning of
used oil. Senator Bogina seconded the motion and it carried.

SB 634 - concerning midwifery

Senator Ehrlich introduced Senator Rehorn, who gave a background on

SB 634, and said the purpose of this bill is to provide safe, home de-
livered births. He also stated that he favored a licensed midwifery
board.

Signe Rogers, Kansas Association on Legalization of Midwifery, Newton,
testified in support of SB 634, and distributed testimony stating that
with clear legalities established for midwives, there would be guide-
lines to judge one's qualifications and the midwife would be free to
carry out basic emergency routines in a home setting within the scope
of established procedure. (Attachment #9).
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Shannon Landis-Eason, Kansas City, Kansas, testified in support of SB 634,
and distributed testimony concerning the safety of midwifery; an article
by Doris Haire discussing the trends in maternity care; and several other
articles concerning home childbirth. (Attachment #10).

Peggy Hardon, RN, Wichita, testified in support of SB 634, and distributed
testimony stating that birth is different from any other area of medicine,
as only a small portion of it is medical. The emotional, social and
spiritual aspects are stronger elements, and most doctors are unable to
relate to this as well as midwives. She said midwives exist because they
meet a vital need in this state. (Attachment #11).

Peggy Hilpman, Lawrence, testified in support of SB 634, and distributed
testimony stating that medicine and midwifery should not be confused, and
should not be defined the same. Midwifery combines skill and intelligence
with dedicated work and supportive behavior. This bill should not become
a battleground between the Kansas Medical Society and consumers.
(Attachment #12).

Ken Kasten, Wichita, testified in support of SB 634, and submitted testi-
mony stating that they are asking for an equal opportunity to choose

an attended home birth. Three areas of concern cited by Mr. Kasten were
that the midwife cannot charge for her services; physician back-up in
case of complications; and insurance coverage. He stated that certified
nurse-midwives cannot legally attend home births, doctors will not, and
midwives are the only professionals around to fill that need. (Attach-
ment #13).

Kris Berger, Wichita, submitted written testimony to the committee in
support of SB 634, asking to be allowed the opportunity to choose qualified
birth attendants. (Attachment #14).

Senator Ehrlich announced that the hearing on SB 634 would be continued
tomorrow.

The meeting was adjourned.
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COMCERNS REPORT DATA FOR FOUR KANSAS SURVEYS

Research conducted 5§W1hé Research and Tfaining Center

— on—lndependent. - Living. (RTC/IL). at the

University of Kansas

Testimony Supoorting Senate Bitl 3656

Ray Petty . :
Chairperson, Xansas Advisory Committee on
— Employment of the Handicapped (KACEH) _ _

February 14, 1984
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" TARLE OF HOUSING=-RELATED ISSUES

COMMUNIIY N  LIEM e SATISEACIION IMPORIANCE
Lawrence 45 1 Affordable housing is available 487 3%
éDouglas%6§§#~‘#“ALQ_aLLWtyues,of disabled _residents.  (31-86) (61-92>
pring
: 2 You can get help with landlord- S7% 8S%
tenant relations, utility companies, (31-86) o (61-92)
and other services when problems. : . I
arise.

___Topeka 45 3 Affordable housing is available : L6 96% .
(Shawnee) to all types of disabled residents. (62=-71) (R3-98)
Summer, 1982

4L Accessible houses are ava1lable at 45% B6%
affordable coste . . (42-71) (83~-98)
S Acceptance into lLow-income housing 60% 92%
is based on low assets and low (42-71) (83-98)
o 1rneome., e e ; SR
6 Landlords respect tenant's privacy 647 Q7%
and property. (42-71) (83~-98)
7 There is no discrimination {h'W”w . 66Y% o947
houswn? on the basis of a person's (42=71) (83-98)
disability.
Kansas 75 g Affordable housing is available 36% 87%
CitK to all types of disabled residents. (26=-71) (64-93)
(Johnsone. R - e
Wyandotte)
Springs, 1983
KANSAS 1409 9 Public buildings are accessibdle 33% g6%
Fall, 1983 to disabled consumers. (33-66) (77-91)
10 Affordable housing is_available .. 417% I . 5 % S
to all types of disabled residents. (33-66) (77-91)
11 Help is availa for solv1ng 61% 81%
lord=tanant .. __ (33-66) (?77=-91)__
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"Managers of housing facilities put unreasonable
restrictions to keep d1sabt d people out."

"Managers may take a disabled person's applicati
and hold it for a long time, forcing the disab
person to find other immediate _housing.'”

——te
0.3

"Handicapped folks are not w 1ng’ pursue the
at 1scr1

i
chance _to live in_housing.th minates. due.
to the fear of reprisals . o N management may
delay »r refuse to fix brok2n pioes, unhinged
doorss, leaky roofs, etc."

"Landlords . « « think that disabled tenants will

damage apartments more thatn nondisabled tenants
might," e ,
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TESTIMONY OF SCOTT NEASE

Senate Bill 366

Hellg my name is Scott Nease. As you can see, I am in a
wheelchair, and I have been all of my life. I héve cerebral
palsy. I am appearing here today because I have an issue to
bring up. This is not just important to me but for the entire
handicapped population of the State of Kansas. I am for Senate
Bill 366, because as well as beiﬁg in the wheelchair, I am
learning disabled. I can not read or write. I taped this
testimony and someone wrote it out for me. I have been in the
recent past, discriminated against not because of my physical
disability, but because the landlord did not want a mentally
disabled person such as myself living in the apartment.

Because I am physically disabled as well as mentally dis-
abled, however, I want to see 366 amended to be even stronger
to help the physically handicapped. I am tired of going into
large retail stores and not being able to use the restroom with-
out asking someone off the street for help because the restroom
is not accessible. With an accessible restroom, I do not need
any help. There are a lot of handicapped people like me who
can take themselves to the bathroom independently if the bath-
rooms are accessiblé. Therefore, my amendment I am proposing
is that a section should be added to 366 requiring that at least
one bathroom be made accessible according to state and federal
accessibility standards in every existing building having over

7,000 square feet of retail and/or public office space. As far

5
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as I am concerned, inaccessible restrooms violate my First

and Fourth Amendment rights under the Constitution. My free-

dom of expression is certainly limited, and also if other people

have to take me to the bathroom, they have to watch me expose

myself when otherwise I could use the restroom privately. 1In

the long run, what I am proposing will make the retailers money

because more handicapped people will shop in their stores.
Attached, please find a petition with 123 signatures on

it of handicapped people and their friends who wanted one particu-

lar shopping center to do my proposal. I think all such places

should have an accessible restroom.



William Woerner
White Lakes Mall
P.O. Box 5574
Topeka, KS 66605

We the undersigned feel thdt the

place for handiczapped people to

and accesible. It is not good, h

has to go to the bathroom.

PETITION-

White Lakes Mall is a2 good

shep.  Everything is convenient

owever, if a handicapped pe2rson
Wz the under51gned thus urge and
petition White Lakes Mall management to make at least one rest-
room fully accessible to the handicapped.
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PETITION

.William Woerner
:White Lakes Mall
P.O. Box 5574

Topeka, KS 66605

We the undersigned feel that the White Lakes Mall is a good
place for handicapped people to shop. Everything is convenient
and accesible. It is not good, however, if a handicapped person
has to go to the bathroom. We the under31gned thus urge and
petition White Lakes Mall management to make at least one rest-
room fully accessible to the handicapped.
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PETITION

¥illiam Woerner
vhite Lakes Mall
p.0. Box 5574
Topeka, KS 66605

wve the undersigned feel that the White Lakes Mall is a gnod

place for handicapped people to shop. Everything is convenient
and accesible. 1t is not good, nowever, if 2 handicapped person
has to g© to the batiuroom. ve the undersigned thus urge and

petition White Lakes Mall management to make at least one rest-
room fully accessible to the handicapped.

NAME ADDRESS
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William Woerner
White Lakes Mall
P.O. Box 5574

Topeka, KS 6660
‘\ ecl that the \hlte Lakes Mall is 2 good

We the undegizyfn

place for hana:é da people to shop. Everything is convenient
and accesible. 1t is not good, however, if a handicapped person
has to go to the bxthloom Wwe the under51gn9d thus urge and

pe* ition %hite Lakes vall management to make at least one rest-
" room fully sccessible to the handicapped.
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PETITION

William Woerner
White Lakes Mall

- P.O. Box 5574

Topeka, KS 66605

We the undersigned feel that the white Lakes Mall is a good
place for nandicapped people to shop. Everything is convenient
and accesible. It is not good, however, if a handicapped person
has to go to the bathroom. We the under51gned thus urge and
petition White Lakes Mall management to make at 1 l=zast one rest-
room fully accessible to the handicapped.
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KANSAS ASSOCIATION OF REALTORS®

3 Executive Offices:
Ma 3644 S. W. Burlingame Road

ety o Toopeka, Kansas 66611
REALTOR?® Telephone 933/267-3610

SENATE COMMITTEE ON PUBLIC HEALTH AND WELFARE

Madam Chairperson and members of the Committee, I am Todd Sherlock and I
represent the Kansas Association of REALTORS. I come before you today in sup-
port of Senate Bill 366, and act concerning the Kansas act against discrimina-
tion.

Our Association agrees with your definition of 'handicap' in this bill, and
we stand behind this bill's provisions to accomodate handicapped individuals in
any form or fashion to prevent discriminatory housing practices. We are aware
of the difficulties of the handicapped in finding housing appropriate to their
specific needs. We also recognize actions already taken by state governments to
reduce impediments to handicapped individuals in the acquisition of housing and
urge the real estate industry and government to cooperate in continuing to pro-

vide guidance for needed, cost-effective solutions to the housing problems of
the handicapped.

Our parent organiztion, the National Association of REALTORS, has worked
with state governments throughout the country in an effort to make housing
discrimination at any level an idea of the past. For more information of the
National Association of REALTORS anti-discrimination projects, please let me
know and I will see to it that you receive such information.

In short, we are very much in favor of Senate Bill 366 as it applies to

y//handicapped individuals obtaining decent and safe housing. We also very much
support the language in KSA 44-1016 (f) which forbids denial of access to real
estate brokers' organizations as well as multiple listing services to the han-

dicapped. I very much urge you to support this worthwhile bill,

]/ ’
Y

REALTOR®— is a regictered mark which identifies a professional in
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KANSAS PLANNING COUNOC1,

DEVELOPMENTAL
DISABILITIES S O ol
SERVICES

JOHN CARLIN
Governor O n
RICHARD MORRISSEY

Chairperson g
JANET SCHALANSKY

Executive Secrelary

Ph. (913) 296-2608

TESTIMONY PUBLIC HEALTH AND WELFARE

On behalf of The Kansas Planning Council on Developmental Disabilities,
we appreciate the opportunity to address our concerns related to S.B. 366 con-
cerning the Kansas Act Against Discrimination.

The Kansas Planning Council on Developmental Disabilities was created
by K.S.A. 74-5501-06 in response to Federal Legislation. The Council's Mission
is to improve the quality of life, maximize the developmental potential, and
assure the participation of the Developmentally Disabled citizens in the privileges
and freedoms available to all Kansans.

The Council is composed of 15 members, one-half of whom are either Develop-
mentally Disabled themselves or are parents or guardians of the Developmentally
Disabled.

&//’ We strongly supporé the provision in the Bill which would have the effect
of including protection of the Act for persons with all types of handicaps.
Currently, by definition only those individuals who manifest a physical disability
would be protected from discrimination. Many of the Developmentally Disabled
citizens who we advocate for are not physically handicapped, but are mentally
retarded, We feel these citizens should be protected from discrimination. The
definition of handicap contained in S.B. 366 parallels the Federal definition
found in Section 504 of The Rehabilitation Act; and, therefore, will allow for

consistency in terms.



KPCDD Testimony 2

Public Health and Welfare

S.B. 366

¢ In addition to the change in definition of handicap, we also support the

provisions in the Bill (Section 8, Line 0524 and Section 9, Line 0565) which

include handicapped persons in the class of individuals whom may not be

discriminated against in housing or in real estate lending. Both of these

provisions extend to the handicapped the same protections afforded all Kansans.
Thank you for the opportunity to share our concerns with you; and we urge

you to support these amendments to the Kansas Act Against Discrimination.

Members
Kansas Planning Council on
Developmental Disabilities

JS:jmr

Topeka, Kansas
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My name 1is Judith Noeller. I'm s member of the largest, or the
smallest (which ever way you care to look) group -- the concerned
citizens.

I can say that I have experience on all sides of this question.
I have been 1) a landlord, 2) an able-bodied renter and 3) a handi-
capped renter, Without a doubt, problems can be cited for each
position now and bill #366 will not totally agrivate or eleviate all
of them, The direction I feel must be taken here 1s not to create
problems where none exlst.

Thlis 1s not to say that there are some very prominent problems.
One of these is definitely accessability. As a landlord, I did not
even think about this and as an able-bodied renter, it never con-
cernsed me (I thought). Now, having to use crutches/wheelchair, I'm
hit hard with the resality of being denied the abllity to enter certsain
areas. Believe me, experience can be the nastiest of teachers. I
can understand that, to the landlord, the expence of making a place
accessable can seem "frightening'" drain on them financially. This is
where we come upon the first of those created problems,

"Who 1s responsible?", i1s the question I hear. I see this '"re-
sponsibility" basicly as a one time thing - not on going. Possible
answere are already at our disposal. Various organizations presently
assist with monitary outlay for such = the multiple sclerosis socilety,
for example. It 1s quite possible for the landlord to make & place
accessable without that large (one time) outlay so abhored. Then,
though the landlords say they think the topic 1is overworked, there 1is
that tax credit ($10,000) available to virtually recoop expenses in-
curred. Another feared cost 1s said to be increassd insuranne.
Lookling at this from the purely practical point of view, & house,
apartment, etc,, modified in thls manner could only be safer for any
and all concerned. Fire safety, the largest cause of increased in-
surance, would be inhanced for all. Though it should, this would, in
all probability, not lower insurance, but, neither should 1s cause an
increase, ,

I've heard statements meant to be in reference to the mentally
and psychologically handicapped. One such was about & "2nd or 3rd
time child molester”. I think thls question 1s almost self explani-
tory. How many potential renters (abls-bodied or handicapped) would
you say approach a prospective landlord - "I'm so-in-se, I'd like
to rent your place, I'm an ex-con for such-and-auch offense," That's
rather 2 rediculous idea., I'm quite certain, of the numerous people
released from prison, on probation or parole, an extremely small
number have landlerds who even know they had the slightest trouble
with the law. That 1s net & subject generally "bragged" about.

Another mentally handicapped refered to were those suffering the
problems or the retarded, Teke & 20 year old man with the mental age
of about 8, I have heard landlords say they "must provide for all"
who live in their housing (apartments specifically mentioned), “Yes,
there i1s still the old predjudice that abounds saying that such a one
should most definitely be kept seperate from children - mothers won't
permit "different thing" to even talk to little "Susie". If a fully
qualified physician has allowed & peraon s0 vulnerable to live in-
dependently, can it not be assumed that the training received by that




person has shown to that doctor an ability. If granted thils small
"freedom", it seems, to me, more than prejudicel for untrained
people to say, "Oh no you can't, Not near me, you can't."

A physical problem treated in thls same manner is epliepsy.
014 wives tales even today pour fire to stigmas associated with thils
problem, Many ways have been shown to deny things to these people
without hurting our own prideful feelings (concerning such as un=
prejudice). A person with epllepsy tends to isolate himself a great
deal becauss he fears the selzures themselves and the reactions of
those around him. It is therefore extremely psainful when further
isolation 1s forced of him.

It is my opinion that testimony and written information I have
read concerning opposition to this bill seems to be trying to de
what they say they don't want to do. As they state, "We are not
qualified™ to make declisions made, usually, by physicians, psychelo-
gist, or psychiatrist, But, I have heard statements made that clearly
show them to be making instant I.Q. evaluations and, also, making the
decision that a person, psycholicly handicapped, will always remain
unsble to 1live with "normsl" people. My one question concerning thils
is, are those "normal" people any better a risk?
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TESTIMONY OF DON KARR

Senate Bill 366

While I have had frequent, though not weekly, contacts
with the President of the Topeka Landlords Association, as re-
gards the availability of rental units and the transmittal of
information concerning the Kansas Tax Credit, Section 8/Moderate
Rehabilitation loans, etc., I do not feel that the Landlords
Association is the appropriate enforcement mechanism with which
to address housing discrimination complaints. I, therefore, do
not ﬁotify Mr. Hahn of discrimination complaints as the Land-

lords Association cannot serve as a mediating body; void of

special interests.

Discrimination does occur.

Senate Bill 366 will extend protection against discrimina-
tion in housing to handicapped ﬁersons. The law will prohibit
landlords, real estate agents and people who sell homes from
unfairly excluding handicapped people from housing opportunities.

There is no freedom without opportunity. Can a .price be
placed on rights and freedom? (insurance costs to landlords)

Consumers often are denied housing by uninformed landlords
who do not understand that these persons are capable of living
independently.

Funding for housing adaptation work and materials is avail-
able (to landlord or consumers).

If rental units incorporate accesibility elements, e.g.,

a ramp, and the landlord is just renting spacé, not conducting
an ongoing business, e.g. charging for Personal Care Attendant

services, there will be no change in the liability insurance

rate.
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COMMITTEE ON PUBLIC HEALTH & WELFARE
Testimony an Senatq58111 366

3Y: Betty Stowers,
President Mental Health Association in Kansas
February 14, 1984

[ would urge, on behalf of the members of the Mental Health Association
in Kansas, that you'members of this committee recommend the adoption of
of the changes proposed in Senate Bill 366.

The Mental Health Association has long fought against the stigma
suffered by those who are victims of mental illness. As the number one
health problem in our nation today, these people have endured for too
long discrimination and segregation directed against them. It is high
time that Kansas, long a leader, even a center for the treatment of
mental illness, act to end such discrimination, segregation, or separation
in all areas. These Kansas citizens who are mentally disabled, deserve
and are entitled to equal protection under our laws.




Funding Sources for Modifications

Agency Eligible items Type: loan/grant  Contact, Address & Phone # Process __Process Time
Kansas Crippled Orthopedic: K.C.C.P.-Doris Bearsley contact Doris
Children Braces, splints, etc. grant Forbes Field or County Health 3-4 days
Limited PT 862-9360 ext. 583 Department
Housing adopted on case
by case basis, i.e. stair-
gl ide o
Faster Seal 50% funding for ramps, Faster Seal Society will mail out
Society of bath tub 1ifts, etc. grant iDon Clements form to be com-
Kansas 3709 SW Plaza Drive pleted by appli-
267-4590 cant
Multiple Sclero- | will fund a portion of Multiple Sclerosis anplication/inter-
sis Chapter all types of surgical 4015 W 21st view. Appointument
equipment (507 off on grant 272-5292 approved on case hy
Medicare; the difference : case basis
not to exceed $200 L _ o o
Community a. major rehabilitation City of Topeka application, verifica- 8-12
Development (including making the /704 Dept. of Community Dev. tion & waiting list nmonths
accessible). *See grant/loan Glenn Briggs/Al Bailey
Interagency Agreements 820 S Quincy
for eligibility require- 234-0072
ments
b. emergency assistance (to application & con-
include accessibility items grant tractors inspection 1-2
on a case by case basis). & bhid process. weeks
c. PMP assistance; C.D. to application, inspec- ) .
provide materials (up to grant tion, city commission 2 weeks

$1000) for minor repairs
(to include accessibility
items).

approval.




Ay oy ] __Eligible itews Type: loan/grant Contact, Address & Phone # Process Process Time
L. Section 8§ Mod- Rehabilitates sub-standard | Toan: tTHA application
erate Rehabili- rental units to Section 8 provides rental in- 1312 Polk made by Tand-
tation Program code standards and can in- come that will repay 233-4176 lovrd/property
clude accessibility items. rehabilitation costs, owner
meet monthly operating
costs and allow reason-
e o able profit.
6. HUD Section 202 Provides “start-up" financ- loan: HUD Area Office, application
Housing for ing for the development of |to cover 1007 of costs 1103 Grand Avenue | made by private
elderly and dis-| rental housing for low and for developing and build+ 6th floor non-profit or-
abled moderate income elderly and/!ing housing for elderly K.C., MO 64106 ganization.
____________________ or handicapped persons. and handicapped. 816-374-6038
7. tousinyg Assis- Community need for housing  report to HUD of hous- Deb Salburg application
tance Plan, City] and goals of activity towards 1ing need, rental sub- CD Office made to CD 18 months
ol Topeka (202) meeting needs. Include hous{ sidy needs and condi- 320 Quincy office, after (;aries)
ing needs of the disabled. tion of existing hous- Suite 501 receiving City
ing stock. 234-0072 Commission appro-

1

Muscul ar Dystro-
phy Association

Funding of equipment with
Hoyen 1ifts, etc.

MDA will make purchase
of necessary equipment.

Wilma Ussery-
K.C., MO
816-931-3646

val.

attend K.U.M.C.
clinic (eligibil-
ity determination.

9. Tarmers Home
AMministration

repair loans and/or grants
may be used to remove health
hazards.
income elderly homeowners,
62 yrs. or older).

home improvement Toans may
go further by bringing the
home up to minimum standards
and making changes for the
convenience of the family,

i.e., remodeling the kitchen.

(Grants only to low-

loan/grant

USDA Building
926 W 6th
Holton, KS 66436
913-364-3121

applications for
lToans are filed in
the Farmers Home
Administration
County Office serv-
ing the area where
the property is lo-
cated.
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((Jj Kansas Association for the Legalization of Midwifery

v 7a’/ﬁ25”°4

e

PEACE & HOME

Association, Inc.

I am here to ask your approval of Senate Bill # 63L. As
the Chairman of the Kansas Association for the Legalization of
Midwifery (which I shall refer to as KALM), and as President of
PE4ACE & HOME of Wichita, I represent approximately 250 families
desiring to see the state of Kansasrecognize the practice of
midwifery and provide a means by which a person who could prove
their competency would be acknowledged by license to practice
midwifery.

I am aware of the Kansas Act on Credentialing (K.S.A.
65-5001 thru 5010), requiring health care personnel seeking
credentialing to apply through the statewide health coordinating
council, but these statutes refer to health care personnell
As consumers, we are not agallowed to place an application before
the SHCC committee, ergo our bill before you today.

After many meetings and months of careful thought we have
put together this bill which we feel provides the structure to
allow the safe practice of midwifery in Kansas. We have asked a
regulatory council be established composed of medical professionals,

midwives, and a consumer to allow for a balanced approach in the

establishment of educational requirements and regulation of prac-
tice. We seek a means by which we will know that a midwife has
met certain criteria by passing state licensing requirements.

As consumers we are concerned that our right to give birth
at home safely is protected. We are not anti-medicine, we merely
do not believe in approaching what is usually a normal body process
from an aspect of fear of the abnormal. We know that a birth
‘that is attended by a competent midwife is safe.

A competent midwife 1is capable of monitoring a birth and ob-
serving signs indicating things may not be completely mormal,
knowing what her limits are, and ¥nowing if further help should

be sought. A competent midwife is also capable of applying emer-
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gency life-sustaining measures while enroute to a hospital or
waiting upon an ambulance, which by the way, is staffed by para-
professionals without an R.N. or M.D. degree., It is time to
recognize a trained midwife as a para-professional in her own
right! A good midwife does not lose face when she must call on
medical help. She knows her limits and realizes she has a "par-
nership" with medical personnel. It is her job to know when help
must be sought. Unfortunately, many medical professionals put
midwives down and make them feel defensive and a "failure" even
before any problems arise. The judgement against the midwife
comes before fact, or even in spite of a job well done in handling
a difficult situation,

We are very concerned that our right to have our babies at
home is not taken away from us. We believe we have the right to
choose the environment for our births and the atmosphere that our
newest, most impressionable baby will be exposed to. But our
choice to choose home, can ondy be done with safety and therefor
be a responsible choice, only if we can also choose the presence
of a midwife competent enough to oversee the birth. My husband
and I consider ourselves fairly well informed about birth, but
we are not competent enough to judge the well-being of our own
labor/birth experience as evidenced by the birth of our fourth
baby, and second home birth. Our baby was slow to start breathing
and was resusitated by the midwife's ability to recognize a problem
and use her skills from training. Yet my husband and I neither
one were aware, until we noticed the midwife begin to work that
the baby even had a problem. Had we attempted this birth on our
own, simply exercising our own right, we would have lost the
baby because (1) we did not recognize a problem and (2) by the
time we would have become concerned over no breathing there would
have been guite a delay and we would have been too panicked to
know what to do. Having had three previous "perfect" births, we
very easily could have been tempted to go it alone, but thankfully
we did not. This experience emphasizes the need to have a midwife
for our freedom to choose home to be exercised safely.

There will always be those who feel home birth and midwives
should be done away with. They are the ones who want to treat

every case of normal childbirth from the fear syndrome of "what




if" something goes wrong. They are those who would choose to

live thier lives in accordance t& "what if" in total anticipation
of the worst., My husband and I are well aware that "what ifs"

do exist, but we are also aware that that is the very smallest
chance compared to normal birth, and even so, a competent

midwife is trained to act in an emergency. We can never eliminate
the unknown from any aspect of our lives, but I for one do not
choose to live by fear of the unknown, There are others who

would not agree - let them choose the ultimate medical route

of hospitalization, but as for us, we ask that you grant us the
means of competent midwives, so that we have the freedom to choose
home birth with safety, and seek further médical help if it
becomes necessary,

In spite of the updating hospitals are going through and the
family=-centered atmosphere advertised in the birthing rooms, and
in spite of the shame, guilt and fear many would try to make me
feel, there are still women like myself who are happy, proud and
thankful to have our babies at home and want the choice available
for others who choose the same,

Birthing at home also have economic advantages., A survey
of the Wichita hospitals indicates an average 2=day stay costs at
least $2000,00. An average home birth in Kansas rarely exceeds
$4,00.00, For a couple having no medical insurance this is an
obvious economic advantage. Not to mention the fact that if
our midwives were lisenced most insurance companies would include
them in their coverage, thereby easing the burden even on an
80/20 co-payment plan for those with health insurance, It would
also be an obvious financial wadvantage to an insurance company
to pay 0.B. benefits of 80% on $00.00 instead of $2,000 or morel
Iy With clear legalities established for midwives, there would
be guidlines judging one's qualifications, and the midwife
would also be free to carry out basic emergency routines in a
home setting within the scbpe of established procedure, instead
of having to wait for the arrival of an EMT, who though skilled is
also a non-physician. Homebirth would truly take a step forward
in safety with the legalization of midwifery. If the state of
Kansas denies midwives legal standing, then we couples also

become denied of our freedom of choice in having a safe home birth.
We need the option of competent care at our births at home.

%K?;Qw?&%%yau@f Signe Rogers, 216 E, Third, Newton, Ks.
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The safety of homebirth is currently an issue of debate even though 98% of the
people now alive were born at home.(l) It is an important issue involving a multitude
of opinions and emotions by people of all professions and lifestyles. In addition
to the obvious concerns with safety, the issue raises questions regarding our basic right
to freedom of choice.

The American College of Obstetricians and Gynecologists (ACOG), one of the most
vocal critics of homebirth, contends that, "Labor and delivery are potential hazards that
require standards of safety which are provided in the hospital, and cannot be matched
in the home situation.'" ACOG has published a study which states that out-of-hospital
births pose a two-to-five times greater risk to a baby's life than hospital births.

The data from this ACOG study was based solely on birth certificates obtained from

health departments oi only eleven states. Additionally, there was no differentiation

between plauned and unplanned homebirths. (2)

There have been several other studies published which support the safety of
homebirth. A study was done in North Carolina during the years 1974 through 1976
that focused on the place and circumstances of delivery with emphasis given to
nomebirths and how they related to the neonatal mortality rate. An important factor
in this study is the recognition of the different types of "out-of-hospital" births,

including planned home deliveries with midwives, planned home deliveries with no

attendants and unplanned home deliveries. It was found that the neonatal mortality
rate of planned nome deliveries was 6 per 1,000 compared to 120 per 1,000 with
unplanned home deliveries making the risk of unplanned home deliveries 20 times that

of planned home deliveries. Other findings of the study were as follows: Neonatal

deaths per 1,000--(a) in hospitals--12/1000; (b) in clinics or offices--16/1000; (c)

planned with no attendant present--30/1000; and (d) enroute to hospital--68/1000. (3)



Another interesting and in-depth study is that of Dr Lewis Mehl, published in
the New England Journal of Medicine. He compared over 1,000 hospital births to the
same number of planned homebirths, matching the women on 23Adi£ferent criteria to
control all of the variables. The study found that the hospital setting had three
times greater likelihood of cesarean sections, twenty-times more use of forceps, twice
as much use of oxytocin to induce or accelerate labor, greater use of analgesia or
anesthesia &nine times greater incidence of episiotomy with a greater incidence of
severe tears needing repair. The hospital sanple also had six fimes more infant
distress in labor, three times more postpartum hemorrhage, four times more infection
in the newborn & three times more babies needing help to begin breathing than the
homebirth sample. There were thirty cases of birth injury (including skull fractures,
nerve injuries, etc.) compared to no such injuries at home. There were no maternal
deaths in either the home or hospital setting and the infant death rate of the study
was low and basically the same in both cases. (4)

It has long been known that the United States rates high in comparison to other
developed countries in its infant mortality rate. Throughout the world, for
decades, the developed countries with the best pregnancy outcomes have been those with
the most midwives while those with the worst outcomes are those with the most
doctors. 'The more highly specialized the birth attendant, the worse the statistical
results. TFamily doctors and general practitioners do better,; but the best results
are by the care of skilled midwives." While theoretically it might seem true
that there would be greater risk in a home setting, at a distance from medical backup,
we are seeing that the opposite is actually the case. (5)

The Netherlands, a country of highly diverse cultural influences, has developed
a professional and medically-backed service for homne deliveries that is utilized

by 70% of the birthing population. Childbirth is considered a normal physiological



event, and that attitude is accepted by most Dutch hospital personnel who have

been active in bringing a home-delivery like atmosphere into most hospital settings. (6)
In her article, "The Cultural Warping of Childbirth", Doris Haire states that

more and more Dutch obstetricians feel that, '"When the labor of a normal woman is
unhurried and allowed to progress normally, unexpected emergencies rarely occur,"

They also point out that the small risk involved in a Dutch home delivery is more
than offset by the increased hazards resulting from the use of obstetrical medication
and obstetrical tampering which are more likely to occur in a hospital environment,
especially in countries where professionals have had little or no exposure té

normal labor and birth in a home environment during their training." (7)

The'training of medical students in the United States today is of crucial
concern when considering the safety issue. The stress and importance of technological
procedures in many medical institutions most often supports the medical view of
pregnancy as a disease-oriented and unnatural occurence that requires intervention.
The American Foundation for Maternal and Child Health found that large medical
school affiliated institutions have a greater tendency to intervene in the normal
birth process in order to provide teaching opportunities, thus causing higher infant
mortality rates and neurologically damaged children. (8)

Additionally, the rate of cesarean sections in this country has increased by
156% from 1968 to 1977. The national rate had risen from 5.0% in 1968 to 12.8%
in 1977, with some individual institutions reporting rates up to 25%. During this
same period of time the birth rate actually declined 12%. (9)

Other statistics that promote the safety of homebirth are from The Farm in
Tennessee, a spiritual community with self-trained midwives and a self-contained
system of prepared homebirth. They have recently published their statistics for
722 births they managed between October of 1970 and August of 1977. These include

28 deliveries considered high-risk which delivered in a nearby hospital, leaving



947, of which were delivered at home with midwives. There were nine cesarean

sections (1.2%) and two forceps blrths (0.3%). They never had a mother die.

Their total number of perinatal deaths (babies dying between 28 weeks gestation
through 28 days after birth) was fifteen, a rate of 20.8 per 1,000, which compares
favorably to hospitals. They had nineteen breech (buttocks first) births, eleven
were first time mothers and none required a cesarean section. They were all born
without gnesthesiaand thirteen of the nineteen had no episiotmy. This is in
contrast to common hospital procedure of automatic cesarean section for breech
deliveries. (10)

In a very recent article, Doris Haire discusses the trends in maternity care.
She points out that our system of providing obstetric care is not always in the
best interests of normal pregnant women and their offspring, and in many cases it
is not even in the best interests of high-risk mothers and their offspring. She
quotes Dr. Roberto Caldeyro-Barcia, President of the International Federation of
Gynecologists and Obstetricians from 1976 through 1979, "In the lasf 40 years
many artificial practices ﬁave been introduced which have changed childbirth from
a physiclogical event to a very complicated medical procedure in which all kinds
of drugs are used and procedures carred out, sometimes unnecessarily, and many of
them potentially damaging for the baby and even for the mother.” She discusses
those common obstetric practices that are now being proven to be detrimental to
maternal and infant outcome. For example, confining the mother to bed during
labor has been shown to prolong labor, increase the need for pain relieving drugs
and uterine stimulants, increase the use of forceps in delivery and increase
the incidence of abnormal fetal heart rates and poor Apgar scores. She discusses
thelquestiOnable safety of ultrasound and obstetric drugs. She then describes the

data she obtained from the North Central Bronx Hospital, a New York hospital where

30-60% of the mothers are high risk. The data indicates, ", . . that educating mother



for the childbearing experience, permitting one or two of the mother's loved

ones to provide her with strong emotional support during labor and delivery, and
avolding unnecessary intervention fn the hirth processes can significantly improve
the outcome of pregnancy, even when two-thirds of the obstetric population would
be considered high risk or at risk.” The maternal and infant outcome at North
Central Bronx in this 1978-79 study she quotes is outstanding when compared to
other studies. Taking into account the fact that 30-607% of the mothers are high
risk makes the study's results truly remarkable. What is the reason for this fa-
vorable outqome? In one word--midwives. Midwives with appropriate medical
consultation essentially run the obstetric service. Doris Haire concludes,
"There is no doubt in my mind that ultimately the midwife will be recognized

as the health professional most capable of improving the outcome of pregnancy
throughout the United States.” (11)

As the studies indicate, much consideration is now being given to the
questions of birth--its setting, attend;nts and outcome, There is no one correct
answer for every expectant parent. The answers are as individual as the people
involved, However, it 1s apparent that barring high-risk situatfons birth should
take place wherever and with whomever the expectant parents feel most comfortable.
As awareness and alternativés grow in the birth movement, more and more options

are available and more and more opportunities exist for exercising individual

freedom of cholce.

&



(69
(2)
3)

(4)

(5)
(6)

(7)

(8)

)

(10)
(1)
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et al.,, Journal of American Medical Association.

"Home Birth vs. Hospital Birth: Comparisons of Outcomes of Matched
Populations", Lewis Mehl, et al., Journal of Repruductive Medicine.

The Five Standards for Safe Childbirth, David Steward, Ph.D.

"Childbirth in the Netherlands: A Contrast in Care", Doris Haire,
International Childbirth Education Association News.

"The Cultural Warping of Childbirth", Doris Haire, International Childbirth
Education Association.

"Perinatal and Maternal Morbidity Rates by Sizes of Hospitals", American
Foundation for Maternal & Child Health, Inc.

"An Evaluation of Cesarean Section in the United States", Helen
Maries%ind, Ph.D., Department of Health Education and Welfare.

Spiritual Midwifery, Ina May Gaskin.
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Improving The Outcome of Pregnancy Through

Increased Utilization of Midwives b Doris tiire

During my years as President of the Inter
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national Childbirth Education Association, the National

Women'’s Health Network, and the American Foundation for Maternal and Child Health, L have visited

hundreds of maternity hospitals throu
Australia, New Zealand, the South Pacific, the Americas,

During my visits 1 was privileged to
observe obstetric techniques and proce-
dures and to interview physicians, profes-
sional midwives and parents in the various
countries. My companion on many of my
visits was Dorothea Lang, C.N.M., Direc-
tor of Midwifery for the New York City
Department of Health and Past President
of the American College of Nurse-Mid-
wives. Miss Lang’s experience as both a
midwife and former head nurse of the labor
and delivery unit of the New York Hos-
pital—Cornell Medical Center, made her a
particularly well qualified observer and
companion. As we traveled from country
to country, certain patterns of care an
infant outcome soon became evident. For
one, in those countries that enjoy an
incidence of infant mortality significantly
lower that that of the United States the
major proportion of family planning ser-
vices and obstetric care is provided by
highly trained midwives. In these countries
the medical expertise of the physician is
called on only when the expectant mother
is ill during pregnancy or when labor or
birth is anticipated to be, or is found to be,
abnormal. Under this system the high-risk
mother, the one who is most likely to bear
an impaired or stillborn child, has a better
opportunity to obtain in-depth medical
attention than is possible under our exist-
ing American system of obstetrical care, in
which the obstetrician is also called on to
serve as both midwife and physician.

Evidence is accumulating rapidly that
our basic system of providing obstetric care
is not in the best interests of normal
pregnant and parturient women and their
offspr.ng, nor, in many cases, the best
interests of high-risk mothers and their
offspring.

Roberto Caldeyro-Barcia, President of
the International Federation of Gynecol-
ogists and Obstetricians (F.1.G.O)) from
1976 to 1979, commented on the adverse
effects of obstetric intervention on mater-
nal and infant outcome by saying:

In the last 40 years many artificial practices
have been introduced which have changed
childbirth from a physiological event to a
very complicated medical procedure in
which all kinds of drugs are used and
procedures carried out, sometimes unnec-
essarily, and many of them potentially
damaging for the baby and even for the
mother.!

Obstetric residents and practicing physi-
cians nave been so pressed tokeep up with

Doris Haire is the President of the American
Foundation for Maternal and Child Health. In
addition, she is the Chair of the Committee on Health
Lute and Regulation of the Nutional Women's Health
Network. She also serves on the Advisory Board of the
Journal of Nurse-Midwifery, representing
Consumer Affnirs.

and Africa.

technology that they have not developed or
have lost their skills to perceive and
interpret human factors and their contri-
bution to the intricate checks and balances
which comprise human parturition. Resi-
dents and practicing physicians have
increasingly turned to electronic and ultra-
sonic devices to determine the status of the
fetus. Yet the F.D.A. hasrecently cautioned
that

Increasing concern hasarisen regarding the
fetal safety of widely used diagnostic
ultrasound in obstetrics. Animal studies
have been reported to reveal delayed
neuromuscular development, altered emo-
tional behavior, EEG changes, anomalies
and decreased survival. Genetic alterations
have also been demonstrated in-vitro sys-
tems.2 (For more details on diagnostic
altrasound see Federal Register, Tuesday
February 13, 1979, part 3, pp. 9542-9545.)

Amniotomy (the artificial rupture of
membranes), which is frequently carried
out toinsert the monitoring electrodesinto
the fetal scalp, is a procedure shown by
Caldeyro-Barcia, Gabbe, and others to
increase the risk of umbilical cord compres-
sion,2 cord prolapse, and increased pressure
on the fetal brain.> Amniotomy causes the
baby’s head, rather than the intact amniotic
wedge, to serve as a battering ram to open
up the birth canal.

I recently attended the Tokyo Congress
of the International Federation of Gynecol-
ogists and Obstetricians. The research data
presented by Doctors Caldeyro-Barcia,
Flynn, and others demonstrated that
American obstetric practices are frequently

ghout the world: in Great Britain, Western Europe, Russia, Asia,

detrimental to maternal and infant out-
come.

For example, several researchers showed
that merely confining a mother to bed
during labor tends to significantly?

1. Prolong labor by 2.5 hrs.

2. Increase the mother’s need for pain
relieving drugs and uterine stimulants.

3. Increase the need for forceps extraction
of the infant.

4. Increase the incidence of abnormal fetal
heart rates and poor Apgar scores in the
neonates.

Despite evidence that ambulation during
labor improves the mother’s comfort and
the immediate and probably the long-term
outcome of the pregnancy, the vast major-
ity of obstetric patientsin the United States
are routinely confined to bed.

Drugs are used frequently asa substitute
for quality care. Yet neither physicians nor
other hospital personnel appear to be
fulfilling their legal obligation to inform
their obstetric patients that
1. There is no obstetric drug that has been

proven safe for unborn children.

2. The drugs offered to them during labor
and delivery can depress their infant’s
cardiovascular, respiratory, and ther-
moregulatory mechanisms.

3. No one knows whether the brain
circuitry of the infant may be perma-
nently affected by the drugs offered to
them during labor and delivery.

Perhaps some mothers would not care
about this, but their indifference does not
remove the health professional’s legal
obligation to inform the patient of the risks
involved in the treatment and of alternative
treatments that do not involve those risks.

The improvement in the outcome of
pregnancy resulting from the greater use
of well-trained midwives was made evident
in 1971 by Levy, who reported that during
a 2-year medically directed nurse-mid-
wifery program in California, the number
of prenatal visits doubled and the incidence
of infant deaths decreased significantly.s

Across the continent, the success of the
California nurse-midwifery program in
improving infant outcome has been essen-
tially duplicated by the Frontier Nursing
Service in remote Leslie County, KY, one
of the poorest counties in Appalachia; inSu
Clinica Familia, located in the Mexican
border town of Raymondville, Texas; and
at the North Central Bronx Hospital in
New York.



North Central Bronx Hospital

I recently obtained data from the obstet-
ric service at North Central Bronx Hospital
in New York that demonstrates clearly that
educating mothers for the childbearing
experience, permitting one or two of the
mother’s loved ones to provide her with
strong emotional support during labor and
delivery, and avoiding unnecessary inter-
vention in the birth processes can signifi-
cantly improve the outcome of pregnancy,
even when two-thirds of the obstetric
population would be considered high risk
or at risk.

It is appropriate to this discussion to
describe the obstetric service of the North
Central Bronx Hospital because it is a city
hospital, serving one of the more sociolog-
ically depressed areas of New York. The
mothers cared for at North Central Bronx
Hospital are primarily black and Hispanic,
with a smattering of whites. Thirty percent
of the mothers are clearly medically high
risk. An additional equal perecentage of
mothers would probably be considered at
risk in most institutions.

The maternal and infant outcome at
North Central Hospital in 1978 and 1979 is
outstanding by any criteria.® Given the
30% incidence of high-risk mothers it is
truly remarkable. This good outcome is the
result of the skilled and tender care of
certified nurse-midwives who, with appro-
priate medical consultation, essentially run
the obstetric service. The care of high-risk
mothers and at-risk mothers is essentially
the same as for low-risk mothers unless
there is a medical indication for inter-
vention. If a mother or infant requires
medical attention, it is provided by a board-
certified obstetrician rather than by a
resident. If a premature, low birth weight
or sick infant is anticipated, the chief
pediatric residents are in attendance at
delivery. The intensive care nursery is
under the direct supervision of a board-
certified neonatologist 24 hours a day.

The midwives practice nonintervention
obstetrics in keeping with the latest
scientific research. The results of their
efforts refute the premise that it is the
mother alone, not the management of her
pregnancy, labor, and delivery, that deter-
mines theinfant outcome of her pregnancy.

A review of the records of approximately
2608 births carried out from January 1 to
December 31,1979 at North Central Bronx
Hospital reveals the following enviable
statistics:

Every mother admitted to the obstetric
service, whether low-risk or high risk, and
regardless of age, was cared for by mid-
wives. With the exception of severly Rh-
sensitized expectant mothers, obstetric
patients were not transferred to another
hospital.

Eighty-eight percent of the deliveries
were normal, spontaneous vaginal deliv-

*|Ed. Note: Ms. Haire reports that analysis of data from
1980 confirms the excellent results achieved in the original
study. |

eries (without fundal pressure).

Cighty-three percent of the total popu-
lation of mothers were successfully deliv-
ered. by midwives.

Ninety-three percent of the infants over
1000 g. born in the obstetric service had
Apgar scores of 7 or above at 1 min. of life;
at 5 mins. the rate was 98.3%.

Analgesia and anesthetic drugs were
used in fewer than 30% of all labors.

Unless there is a specific medical contra-
indication, mothers are encouraged to walk
around during labor to shorten labor (by
2.5 hr. on average) and reduce the discom-
fort of contractions.

The incidence of instrumental delivery
was 2.34% (low forceps 1.57%; mid forceps
0.5%; vacuum extractor 0.15%).

The neonatal mortality rate among
infants 1000 g. or over was 4.2/1000; at 750
g. or over it was 7.6/1000. '

The perinatal mortality rate among
infants 750 g. or over was 14.5/1000. (The
overall rate for New York City was 15.9;
for all other municipal hospitals in the city
the rate was 20.6. Statistics are not
available for more than 1000 g.).

The overall cesarean section rate was 9%
(7% primary and 2% repeat).

All mothers who had experienced a
previous Cesarean section were allowed to
experience spontaneous labor. Of these,
37% gave birth vaginally.

There were no elective inductions of
labor.

Uterine stimulants such as oxytocin
were employed in only 3% of mothers’
fabors and only when there was a medical
indication.

Vaginal examinations are kept to a
minimum (three to five times) during labor
to avoid causing the mother unnecessary
discomfort, to avoid the inadvertent rup-
ture of the mother’s membranes, and to
avoid an increased likelihood of maternal
infection.

Great care is taken by the midwives to
avoid the inadvertent or intentional rup-
ture of the mother’s membranes during
internal examinations of the mother
during labor.

Fewer than 50% of mothers (including
the 30% who were high risk) were mon-
itored electronically. Many of the mothers
who are monitored are monitored only
intermittently to minimize the fetus's
exposure to the potential risks of ultra-
sound.

To avoid maternal exhaustion during
labor, mothers who are not high risk are
allowed to eat and drink during labor. This
practice has not resulted in a single case of
aspiration of vomitus in the 2 years since
the institution of the practice.

The mother’s pelvis and perineum are
not “prepped” (shaved and washed with
antiseptic solution). Enemas are not given.

Throughout their labor and delivery
mothers are accompanied by one or two
companions of their choosing.

Sixty-four percent of the mothers gave
birth in their labor rooms. Twenty-one
percent gave birth in labor beds that had

been moved to the delivery rouin because
of indication that the mother may need an
asszisted delivery or that the assistance of a
pediatrician may be required. In only 15%
of births were mothers moved to the
detivery table for delivery.

Eighty-five percent of mothers gave
birth in the semisitting position without
stirrups.

Almost half (45%) of the mothers gave
birth over an intact perineum. Episiotomy
was performed in only 26% of births,
Twenty-six percent of the mothers experi-.
enced first or second degree tears. Most
first degree tears did not require sutures
and all healed without complication, Three,
percent of the mothers experienced third
degree lacerations, and 1% experienced.
fourth degree lacerations. These lacer-
ations were extensions of the episiotomies
and occurred after the application of
forceps by the obstetrician. v

Premature and low-birth-weight infants
are delivered over an intact perineum
unless there is insufficient stretch to the
mother’s perineum.

The midwives at North Central Bronx
Hospital have demonstrated that even
high-risk mothers and their offspring
benefit from a policy of nonintervention
unless there is a clear medical indication for
such intervention.

lappreciate the skills of the neonatologist
in saving very premature,ill, and defective
infants. However, there is no doubt in my
mind that ultimately the midwife will be
recognized as the health professional most
capable of improving the outcome of
pregnancy throughout the United States.
It is obvious from the good infant outcome
of infants delivered at the North Cental
Bronx Hospital and other midwifery ser-
vices in the United States that we could
reduce the numbers of newborn infants
requiring intensive care by increasing the
number of midwives and expanding the
services offered by them nationwide.
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tacts with these 163 women, 74 qualified as having had a
planned home birth and were interviewed while 76 indicated
that 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 interviewing techniques,
her training included review of the 1975 home birth studyv and
basic instruction to understand the process of pregnancy, labor,
deliverv and the various complications that may arise in con-
nection with birth. The interviewer also participated in the final
stage of developing the questionnaire and, thereby, became
well acquainted with the goals and purposes of the study.
Interviews were conducted between June and September 1977.

Although 13 respondents refused to participate in the study,
the interviewer was generally well received by the participants,
in many instances with the warmest hospitality. For many
women the interview seemed to be a welcome opportunity
to speak 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 experience. On the other hand,
several did not scem lo care one way or another if they were
interviewed. They answered all the questions but gave the
impression of being uncomfortable and looking forward to the
end of the interview. Some respondents were suspicious that
“the state” was intercsted in them and their home birth. One
woman, for cxample, asked if her child’s behavior and develop-
ment would be followed through school. A major difficulty
with the interviewing was locating the respondcnts' 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 to ac-
commodate more open-ended questions in the hope of eliciting
detailed information on the reasons women chose a home de-
liverv. It was pretested in the Lansing. Michigan area and
finalized in April 1977 (sec Appendix D).
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HOME BIRTH PARENTS

Since the decision to have a home bi i
contrast 'with the societal norm that ngl;gxlu s\:‘;::)dsartan asl:gr]:
to give birth belong in a hospital, it seems plausible to ex ut
that this decision is made by a group of people who }?ec
rejected existing social norms more generally. Kendall ( 19'?;6
has argued that home birth parents are part of the comm )
f:ulture, whereas Hazell (1974, p. 8) concluded that the ma"me
ity of Ehe women who deliver at home are “quite aver]or-
peoplle,. ”and that only ten percent of them are membersag}3
the “hip” culture. Our studv reveals that the home bir:)h
parents come from a variety of socio-economic, educatignal
and religious backgrounds, but almost all are white Americans

INCOME AND HOSPITAL INSURANCE

The average income of the home bi
irth parents 16
as compared to a $15258 average famgv inco:zs fof ’32

state of Michigan.® Almost 20% of the families in the sample

Michigan average income was i
i s obtained from U.S. Decpart
l()Ton;rlnercro. Bureau of Census. “Household Money Incorrr)xe ;:Cfllg_]%f
D)i/v'q'mnsmg ]’Iéonurc :End Residence for the United States Rogions‘
isions and States” (Spring 1976 Survey of Inco d E¢ X
! : A me ¢ i
Current POpU]:l(lOn Report, Series P-60, Consumorelgzgmid‘;’mml"(]))‘
November 1977, prepared by K. Apple. No- 108
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carned less than $8,000 (Table 1). Two-thirds of the respon-
dents had hospital insurance. As Table 2 indicates, low 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
1.000-3999 ° 3 1:(9’
4.000 -~ 7,999 11 10.8
8.000 — 9,999 8 7.6

10,000 — 12,999 13 é”.o

13.000 - 19,999 20 13.5

20.000 — 29,999 10 2:7

30,000 — 49,999 2 o

50,000 and over 5 2:7

Not ascertained 2

Total 74 100.0

TABLE 2

Parents’ Income by Hospital Insurance

Parents have hospital insurance

Income Yes No Total
Number Percent Number Percent Percent
Less than $8,000 5 35.7 o 64.3 100
$8.000 — $12,999 12 57.1 9 429 lgg
More than $13,000 31 83.8 6 16.2 1
Not ascertained 2
RACE

Respondents were cssentially homogencous 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
black 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”
physician and hosgital available. This tends to mean that
they have the modal American birth, leaving responsibility
for management to doctors, nurses and other hospital
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 income below $8,000 per vear.

In interpreting the racial and other social characteristics of
the women in the sample, it should be remembered that the
sampling conditions may 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 births 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
cducated than the planned home birth mothers. Fifty-two
percent of the unwed women had not completed high school,
compared to 10% of the studv population. Of course. it is not
known how many of the out-of-hospital births to the unwed
mothers were planned; but even 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) Lad spent
most of their lives in an urban area and 52 had lived primarily

13



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 were distributed over 26
counties in Michigan, with the heaviest concentration in Qak-
land. Wayne, Inglgmam and Kent counties.

RELIGION

Almost one fourth (16) of the respondents said they had no
religion. Over half identified with either Catholic or Prot-
estant religions, or they simply 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 parents had generally achieved a fairly
high level of education. The majority of the husbands had
attended at least one to two vears of college, and 46% of their
wives also were college educated. The second largest 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

Number Percent Number Percent
Some high school 8 10.8 4 5.4
Hich school completed 32 43.2 29 39.2
College and beyond 34 46.0 41 554
Total 74 100.0 74 100.0

AGE

Almost 79% of the respondents were in their twenties, 28%
were between 30 and 34 years old, and the balance was either
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18 or 19 (4.1%) or between 35 and 39 years old (4.1%). Thus
the overwhelming majority of mothers was in what is normally
considered the optimal child bearing age of 20-34 years.
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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 were distributed over 26
counties in Michigan, with the heaviest concentration in Oak-
land. Wayne, lng%am and Kent counties.

RELIGION

Almost one fourth (18) of the respondents said they had no
religion. Over half identified with either Catholic or Prot-
estant religions, or they simply 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 parents had generally achieved a fairly
high level of education. The majority of the husbands had
attended at least one to two vears of college, and 46% of their
wives also were college educated. The second largest group
consisted of those who had completed high school. A small
group, 107 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

Number Percent Number Percent
Some high school 8 10.8 4 54
High 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 30 and 34 years old, and the balance was either
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18 or 19 (4.1%) or between 35 and 39 years old (4.1%). Thus
the overwhelming majority of mothers was in what is normally

considered the optimal child bearing age of 20-34 years.
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1

FACTORS INFLUENCING THE
DECISION TO DELIVER AT HOME

PREVIOUS HOSPITAL DELIVERY

Most of the women (44) in the sumple had delivered a child
in a hospital prior to their home dcelivery in 1976. Because
previous rescarch had established negative reactions to the
hospital as a major element in the attitudinal profile of couples
who opt for a home birth (Hazcll, 1974), it scemed important
to ask the respondents of this study how they felt about their
previous hospital deliveries. The women had much to say in
response to this open-ended qguestion. Their answers can be
grouped into threc broad categories: positive, tolerable and
negative hospital experiences. The majority of women (26)
fell in the latter category, while 10 women reported a tolerable
and 7 a positive experience (1 not ascertained).

Why do so many women react negatively o 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 participate in decisions concerning
the conduct of their care. Some said it meant o loss of dignity
and a failure to be recognized as an individual with unique
needs and desires. Additionally, for some women loss of con-
trol meant an inability to actively participate in their own

17
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delivery. More specific reference to loss of control included
responses that thev were given medication when they did
not feel it was necessary; that they were “put down,” as the
respondents phrased it, for wanting to nurse; or that they
were left unattended in labor. 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 Feelings About Hospital Deliveries!
(Multiple Responses)

Respondents Citing Reasons

Number Percent

Loss of control duc to

hospital procedures 28 63.68
Separation from baby 24 54.5
Impersonal, non-supportive

relationship with staff 20 45.5
Dehumanized, assembly-line

hospital atmosphcere 14 31.8
Separation from hushand 8 18.2
Resentment of doctors 8 18.2
Hospitals are for the sick 8 18.2

Total number of respondents who had previons hospital delivery 44

t Q: How did you feel about vour hospital delivery?

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

I felt like T was a sick patient and treated as such. I didn’t
like the idea of taking the baby away at birth. Babies need
the closeness of their mother. The people in the hospital
were kind, but they were anti-nursing,® so T didn’t receive
enconragement when T 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 I found
comfortable. Instead of being able to lay on my side, I had

* Auti-nursing here means against breast feeding.
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to lic on my back. They believed in Lamaze so they let
my husband into the labor and delivery rooms. But I was
very lonely and forced to lie on my back for 22 hours. My
pregnancy and labor were normal so there was no reason
for the restrictions.

They were giving the baby supplementary formulas and
sugar water when I was trying to breast feed. Hospital
personnel and doctors alike need to school themselves on
nursing . . . and be able to help and advise the nursing
mother. They kept me for two extra days. They did not
respect my wishes as the mother of the child. They had
rigid standard procedures. My bed was next to the nursery
and instead of sleeping I lay awake listening to the baby
cry. Instead of nursing on demand they brought the baby
on their schedule.

What emerges from these answers is the fundamental con-
flict between the wayv 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 birthing 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 arc the experts and the hospital staff and physicians
arc not. However, they 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 verv crucial cxperience
in_their lives, whereas the hospital staff insists upon passive
submission. Most of the women walked awav from a hospital
delivery with a deep sense of deprivation, as’if thev had been
n')hlx‘d of something that they hud reason to expect should be
their own, o

THE DECISION TO DELIVER AT HOME
JHow do women who have chosen to depart from the gen-
erally accepted norm of delivering in the hospital explain their

decision?

19
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Many of the themes that emerged in the women’s repli.es
were similar to those mentioned in connection with the d'lS-
cussion of previous hospital deliveries. Dissatisfaction with
hospital procedures was most frequently listed. For fexample.
respondents were critical of hospital nursery practices that
separate 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 towafrd hospitals.
The women who planned home births did so with muc}'l 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.

I felt the hospitals were unwilling to make changes th?t
would permit the pregnant woman to have an active part in
the labor and delivery. 1 felt that childbirth should be a

: natural process — not surgery.

¥~ TV TENS

Because of the previous hospital experience, I really wanted
to be able to control the delivery in a normal relaxed
atmosphere. I wasn't relaxed in the hospital.

I wanted to have my friends and family with me during the

birth. 1 just feel more comfortable at home. . . . 1 bcli_cve
in doing things the natural way. It was easicr to deliver
at home.

When asked why thev decided to deliver their baby at
home, 21 women mentioned economic factors. For example:
I've never considered any other way. I had seen a home
delivery with a midwife and a doctor and I thought I would
be more relaxed here. 1 didn't really have the money and
I didn't want to pay $2,000 unnccessarily. 1'm healthy . . .
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and didn’t anticipate any complications. After I did some
reading I found many more reasons. I wanted to keep the
baby with me and breast feed; I didn’t want to be hassled
by the nurses about it. When I thought of the birth I en-
visioned the family being with me and a few friends — not
making a big deal about it. 1 wanted my husband to be
involved —as did he —and 1 didn't foresee the hospital
agreeing to this.

My decision was a result of all the things I went through
in the hospital. Also the financial part. With my last child
the bill was $1,500. I looked for quite a while to find a
doctor who would deliver at home. I called all over . . .
and they all acted like I was crazy. 1 had talked to some-
body in the congregation who knew someone who had a
doctor who did home deliveries. Finally I found a doctor
when I was seven and a half months pregnant. Having a
baby at home is natural. The other children accepted
him. . ..

It 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 donc in order

TABLE 5

Parents’ Income by Importance of Economic Reasons
for Home Birth Decision

Financial Factors Cive_n for Home Birth Decision

Income Yes No Total
Number Percent  Number Percoent  Percent
Less than $8,000 3 214 11 78.6 100
AR.000 <= $12.999 6 28.6 15 71.4 100
More tham $313.000 12 32.4 25 67.6 100

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 played
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 the 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 to 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 Delivery!
(Multiple Responses)

Reasons Number Percent

Dissatisfaction with hospital
procedures and routines, and

loss of control in hospital 49 66.2
Emphasis on comforts and

emotional security in home 40 54.1
Desire to be close to and ‘or involve

family and friends iu birth process 39 52.7
Wanted natural birth, no drugs,

no intervention 34 45.9
Gontrol in the birth “m'c(-ss {either

loss of control in the hospital

and/or positive control at home) a3 44.6
Desire to care for infant 28 37.8
Economic factors (e.g., no insurance) 21 28.4
Hospital is for sick pcople and or

concern over infection 19 25.7
Resentment towards or distrust

of doctors 16 21.8

Total number of respondents 74

t Q: Why did vou decide to deliver at home?
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explain the planned home birth phenomenon entirely in terms
of poverty. Moreover, 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 although the cost factor is certainly an element
in the decision, it does 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 deliver at home during the
pregnancy which lead to the 1976 homec birth; 33 decided at
an earlier date, either before their first pregnancy (12), dur-
ing a previous pregnancy (12), between the last and recent
pregnancy (6) or during previous labor and delivery (3).

Given the emphasis which women placed on the role of
family and friends, it is interesting to know who participated
in the decision. In the majority of cases (65) the father was
involved, but the woman generallv suggested the idea first
(44 instances). In 43 cases, others cncouraged the home de-
livery — friends primarily (34), but also relatives (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 81%, said efforts had
heen made to discourage them from having a home birth. A
viwiety of speeific eoneerns were expressed in the attempt to
discourage women — fear of complications during birth, con-
cerns over the safety of the mother or the child — indicating
that some of the relatives, friends or health professionals with
whom the respondent was in contact considered the risks of a
home birth to be extensive.

Most of the women (59) knew somcone who had had a home
deliverv and 15 had attended a home delivery other than their
own. As can be seen from the following quote, knowing some-
one who had delivered at home can be an important element
in the 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 mother 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 influencing women in their decision. .T}nf find-
ing stands in contrast to Hazell's (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 Dei:- ery Number Percent

One or more members of

mother’s family . 26 433
Friends 23 38.3
Physician 21 35.0
Fotvers oy 18 30.0
Evervone 12 20.0
Nurses or other hospital pernnnel 6 10.0

Total number of respondents who received discouragement 60

t+ Q: Did anvone discouraz: vou from having a home delivery?

RISKS

How do women who hu+e delivered at home view the ques-
tion of risks? As can be seen from Table 8, the attitudes of
the women in the sampn: can be distributed along a con-
tinmim. At one end of “n continuum are those women who
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state definitely that there are risks in home deliveries (18);
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 reeeived
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 circuamstances
or that there are no special risks unique to a home birth. On
the whole, most women do not fecl 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. Morcover, by definition, only
those who successfully completed a home birth were surveyed.
Women who planned a home delivery but had to go to a
hospital because of major 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

T'here are risks in home deliveries 16 21.6

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

il no prenital care 15 20.3
Decision has to be based on

individual circumstances 8 10.8
Na o special risks unique to

home deliveries 17 23.0
Fewer risks at home than

m the hospital 18 24.3
Total 74 100.0
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Home Delivery and

Neonatal Mortality in North Carolina

Claude A. Burnett lll, MD, MPH; James A. Jones, MPH; Judith Rooks, CNM, MS. MPH;

Chong Hwa Chen, MS; Carl W. Tyler, &, MD; C. Arden Miller, MD

® Neonatal mortality is examined by place and clrcumstances of delivery

in North Carolina during 1974 through 1976 with attenflon given to home
delivery. Planned home deliveries by lay-midwives resulted in three necnatal

deaths per 1,000 ilve births; planned home deliveries without a lay-midwife,
30 neonatal deaths per 1,000 live births; and unplanned home deliveries,

¢

120 neonatal deaths per 1,000 live births. The women whose babies were
delivered by lay-midwives were screened In county health departments and

+ found to be medically at low risk of complication, despite having demograph-
ic characteristics associated with high-risk of neonatal mortality. Conversely,
the women delivered at home without known prenatal screening or a trained
sttendant had low-risk demographic characteristics but experienced a high

i ste of neonatal mortality. Planning,

!

3 yncontrolled, observational study.
{(JAMA 1980;244:2741-2745)

t SUMMARY reports of state vital sta-
tistics have traditionally classified
births as occurring in-hospital and

. out-of-hospital. Fetal and infant mor-

-; ulity has also been reported using

1this diflerentiation. Being the best
that is generally available, such infor-

Y nation has been quoted in defending

3 the argument that in-hospital deliv-

i‘g—y is safer than out-of-hospital
delivery. However, with increasing

{—
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prenatal screening, and attendant-

training were Important in differentlating the risk of necnatal mortality In this

interest in home delivery, the places
and circumstances of delivery should
be more precisely classified before
aitribuiing mortality risks to them.
‘This articie provides an analysis of
neonatal mortality in North Carolina
during 1974 through 1976, with atten-
tion given to the places and circum-
stances that characterized out-of-hos-
pital deliveries.

In North Carolina, the proportion
of infants born at home has declined
from 76% in 1940, to less than 1% in

1975 (Figure). With this shift to hos-

pital delivery, maternal mortality {ell
from 50/10,000 live births in 1940 to
3/10,000 live births in 1975, a decline
of 94%. Neonatal mortality also
declined 61%, from 33/1.000 live
births in 1940 to 13/1,000 live birthy
in 1975. Neonatal mortality remained
more than 40 times that of maternal
mortality in 1975, despite nearly uni-
versal hospitalization for childbirth.
Most of the medical profession

o e f 4lw.w - o m T el L
nwul' ‘ ?"o y i
b ‘J}r Ly

advocates hospital delivery and views
home defivery as a regressive step
that wesld reverse the historical
improvement in the safely of child-
birth. Mest women choose to deliver
in a hospital where physiciuns are
able to istervene ellectively in cmer-
gencies, many of which cannit be
anticipatad with even the best pre-
natal care. However, an increasing
number of women prefer delivery at
home in arder to be amony fumiliar
people and surroundings, 1o avoid the
perceived risks of highly technical
medical are, and to reduce cost.

Lay-midwives legally attend home
deliveries in some counties of North
Carolina. The practice of these lay-
midwives is regulated by county
heaith departments. Prenatal care
involving physician-supervised
screening for risk factors must be
provided by the health department
for each patient, and every home
delivery by a lay-midwife must hLe
approved in advance as low risk.
Since 196, no lay-midwife has been
initially certified to practice in any
North Carolina county. Those lay-
midwives still practicing are gradual-
ly being ghased out; 25 were issued a
required gearly permit in 1974, eigh-
teen in 1375, and fifteen in 1976,

MATERIALS AND METHODS

This <tudy used reonatal death rates as
a measure of the risk associated with the
place and circums<tances of birth Vil
records of Bve births and neonaral Jeaths
registered in North Carolina for 1971
through 1936 constituted the init:sl wouree

Neonatal Martality —Burnetl et al 2741

S
‘&bi‘ ( ..Q

|!$ A.

q.neq..? 1: 5

i



Rate. Log,,

,C'u

;ﬂ:ﬁf%’g b 24 rx fﬁ

-‘,’1

'. K3 . .._::viy..' ':' . ot AT
e Y ‘f&iﬁ fi""'!

y',. - .

£ vte}.'g'}{
R AYGAY
;?\?.‘m,i,‘rl ;

7L 1 AN 4
Ty oy gty A Ty
ﬂ!'v""ak.xv .H"x'yg&;;; m« ,‘*

X
@%‘?ﬂ\f ,"

T(') \'(“

;1’1 vy kT

;{)NK‘ "!' A' 'I«'N S
. “? “

i!fiﬁ‘lt.» *;*‘; i

Yoo B
mm%q%}f Births f0, n;p-n; 4
ﬁ%‘ “#:'1‘*' f;lzé},‘%

‘L'v‘

57 ) .. N
R | NN
i ~i-_ hON
-! 3 ;; -
.Y;‘;;r"i"*r-"'r:w.-', M
o . Mztml MoﬂahtyRate -

-"_'e . .:- v ?.

0.0001

-1

L4 ¥ L 4 L)
1940 1945 1950 1955 1960 1965 1970 1975

Proportion of births in hospital, neonatal montality rate, and maternal mortality rate, North

Carolina, 1940 to 1975.

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

To estimate the risk of neonatal mortal-
ity associated with the circumstances of
home delivery, the 1,296 home deliveries
occurring in North Carolina during 1974
through 1976 were classified by both their
planning status and the attendant present.
If & home delivery was chosen and a
healthy infant anticipated, it was classi-
fied as planned.

Emphasis was placed on determining
the planning status of those home deliv-
eries that resulted in neonatal death.
Misclassification of a small number of
these deaths would have had a notable
eflect on reported neonatal mortality
rates. Therefore, these deaths were indi-

vidually reviewed by examination of the
birth and death certificates as well as by
discussion with enunty health department
stail and, when necessary, the attendant
at the home delivery.

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

Our second assumption was that home
deliveries of infants weighing 2,000 g or
less at birth ‘and oot attended by a lay-

~. midwife were precipitate and unplanned.
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_ tal mortality rate of home deliveries clas-

have been planned but were classificd
unplanned. However, no such assumg
was made in the classification of
neczatal deaths that followed home deliv-
ery. Therefore, any classification error
introduced by the second assumption
wozuld have increased the apparent neona-

o e Sl ulbet

sified as planned and not attended by a
lay-midwife, and decreased the apparent
nesnatal mortality rate of home deliveries
classified as unplanned.

#n June 1978, birth certificate copies of
the remaining unclassified home deliveries
were sent to the health department of the
coenty of residence of the mother. A brief
gmestionnaire accompanicd each certifi-
cate requesting that health department
stafl determine the reason for home deliv.
ery and identify the attendant present.
Feur reasons {or home delivery were pro-
vided: precipitate, intended. [ailure to plan
for health care, and unkrown. Field work att
bs county healti. department stafl wag l k|
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peeessary when no detailed record de- del
scribed the circumstances of the birth. ‘ cla
i tiv
RESULTS $ del
Births Associsted With Home Delir. e
ery.—Table 1 shows a clas- “cation of § u."‘
all 1,296 home deliverie- for 1974 1 wihe
through 1976. Seventy-two percent of at >
home deliveries were classified as told -
planned. Of these, T68 were attended payn
by lay- midwives and were assumed to Sh"'\v
be planned: 166 were classified by inter
questionnaire as “intended” and were ki
therefore considered planned Of the el
166 home deliveries classified as “in. ) clas
tended.” 57% occurred by preference, § hom
2% were for cconomic reasons, 8% unw:
were for religious reasons, and 9% with
were for other or unknown reasons. fm’“’
Nineteen percent of home deliveries ina
were classified as unplanned. The 51 f‘egh'",
infants born at home, attended by ?udgr'
ether than a lay-midwife, and weigh. inten:-
ing 2,000 2 or less were assumed to bhe health:
precipitate, unplanned home deliv. § ,N“m
eries. An additional 199 were classi. ' W.nlh !
fied by questionnaire as either “pre. eries,
epitate” or “failure to plan for health ming
care” and were also considered un. § M€0M3"
planned. ",0(.)0 §
Neonatal IDeaths  Associated Wi dm(’""’
Home Dclivery.—The planning staty, : ble 2.
of the home deliveries that resulted iy The n-
reonatal death is shown in Table 2 ¢4 home
the 56 nesmatal deaths cossociatyg § that "
with home delivery dricing the they was 1.
sears, six (1777 ) follonad planng “,n""”'
Eome delivery, and 20 (837 ) followy nmes
enplanned home delivery. pries.
The ;
Neonata! Martahty - Foraett o,
‘B JAMA, ¢
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Tadle 1 —Planning Status Tablo 2. —Neonatal Mortality by Planning Status of Home Dehveries
- All Ho! eliveries®
of me Deliver: Oeaths, Mo, (% Births Rate?t
No. % Planned 6(17) 834 -]
Planned 934 72 Intant normal 3(8)
Lay mdwile Congenital anomaly 3(s) .
] {assumed planned) 788 Ungianned 30(83) 250 120
! Classihed . Precipitate 23(84)
| by questionnarre 168 No slternative 2(6)
Unplanned 250 19 Suspected homicide or neglect £(14)
Birth waigh £2.000 g 38(100) 1.184 20 |
(asssumed unplanned) 61 Jolal d -
c"b“::': ionnare 100 *North Carolma, 1974 through 1976
Y Questionna 1 va births.
Unknown 112 2 {Neonatal! deaths per 1,000 iva binhs
Yotal 1,296 100
*North Carolina, 1974 through 1978 Table 3.—Neonata! Mortality by Place and Circamstances of Delivery®
H Deaths Births Ratet
Six neonatal deaths occurred fol- — PPreTErrTS bl = o 5
. . —pl A 1 sician
awing planned home delivery. In me—planntd, alendam PRy Tes i
h instances. a trained attendant Homa—plannnd, sttendant lay midwile 3
three ins . ;. Hospial 2.808 242,245 2
#as not present; in three others, P ——" y 345 =
dell'{ered by lay-midwives, deat!\ was Tome —planned. attendant nol physician :
tributed to congenital anomalies. ot tay-midwite 3 1008 30
Two of the 30 unplanned home Enrouts 12 17 68
deliveries resulting in death were Home —unplanned aid <501 120
. a8 r
lassified as “unplanned—no alterna- Total 2.868 2445 :

tive.” Allegedly, one mother, who
delivered a 2,800-g infant at eight
months, went to a hospital but was
wrned away for lack of funds. The
sther, who delivered a 1,400-g infant
st seven months, reportedly had been
told not to go to the hospital without
payment in hand. We concluded that
‘hese home deliveries were not
ntended.

Five of the 30 unplanned home
leliveries resulting in death were
lassified as “unplanned —suspected
pomicide or neglect.” Three involved
wwed teenaged mothers charged
sith homicide. Of the two remaining
deaths, one infant was found drowned
a3 canal and the other was grossly
seglected. These home deliveries were
judged to be either precipitate or
mended without preparation for a
walthy infant.

Neoustal Mortality Rates Associated
sith Home Delivery.—Home deiiv-
wies, without regard to their plan-
sing status, were associated with a
«onatal mortality rate of 30 per
+1000 live births. However, when sub-
jirided by their planning status (Ta-
'Ik 2), a different picture emerged.
‘The neonatal mortality of planned
wme deliveries was 6/1,000, while
‘.m of unplanned home deliveries
s 120/1,000. The relative risk of
*.nplanned home deliveries was 20
imu that of planned home deliv-
wies.

- The planning status of 112 home

yMA, Dec 19, 1980—Vol 244, No. 24

*North Carotina, 1974 ihrough 19786.
1 Neonatal deaths per 1,000 kve Duwihe

$€xciudes 112 home delivarnes with unknown planmng status and 11 planned home deliveries with

unknown attendant.

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

The effect of possible classification
error introduced by the assumption
that the hame deliveries of 5! infants
weighing 2,600 g or less and not
attended by a lay-midwife were pre-
cipitate and unplanned can be simi-
larly examined. If all 51 home deliv-
eries had been planned, the neonatal
mortality rate of planned home deliv-
eries would stili have heen 6/1,000;
the nconatal mortality rate of un-
planned home deliveries would have
been 151/1.000. :

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

Neonatal Mortaiity — Burnett el ai

from zero neonatal deaths  for
planned home deliveries attended by
a physidan, to 120 nconatal deaths
per 1,008 unplanned home deliveries.
Planned home deliveries, prenatally
screened as low risk and attended by
lay-midwives, were associated with a
neonatal mortality rate of 4/1,000 live
births. However, all three deaths ful-
lowing delivery by lay-midwives were
assnciated with congenital anomalies
and may not have heen preventable.

Hospital deliveries, including high-
risk pregnancies and low-hicth-
weight infants, were associated with
a neonatal mortality rate of 12/1,000
live births. After excluding infants
weighing 2,000 g or less at birth, the
neonatal mortality rate for hospital
deliveries was 7/1,000, while that
for tay-midwife home deliveries re-
mained 4/1,000. This difference was
not statistically significant.

Three groups of home deliveries
can bhe distinguished {rom Table 3: (1)
unplanred; (2) planned without
known medical screening and without
a trained attendant; and 13) planned.
selected hased un medical sereening,
and with at leost a minimally v e i
enced attendant (gzrouping home  je-
liveries by physicians amd lay-mid-
wives tegether), Group 1 hiod 3 iises
1952 confidence limit<s L to ] 1y the
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Table 4.—Poercent Distribution of Births by Selected Matemal Charactaristics®
Home Lay-Micdwile, AN Detivaries, eonats! Mortality Ralet
% % All Deliveries

s w0 24 14
20-24 34 35 11
25+ 20 41 10

Race .
White . [.1] 10
Nonwhite -] 31 15

Maritel stetus
Married s8 84 10
Unmarried 44 16 16

Education, yr :
<12 (1] b ] 14
12 29 42 10
>12 2 22 []

Prenatsi vigite
o2 ] 3 es
37 o8 19 28
8+ 27 70 s

Sirth weight,
$2,000 (] 3 288
2,001-2,800 ) s 24
2,501-3.000 20 18 5
>3,000 74 74 2

N 487 . 189,333

*Home d by lay-midwi vs sll deliveries, and ) mortality rate for all deliverias North

Carolina, 1978 ihrough 1978.
tNeonatal deaths per 1,000 live births.

neonatal mortality rate of group 2.
Group 2 had 8 times (95% confidence
Jimits, 2.2 to 31.8) the neonatal mor-
tality rate of group 3.

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

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

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

COMMENT

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

Medically selected women delivered
at home hy lay-midwives were at high
demographic but low medical risk.
The screening process carried out
through physician-supervised prena-
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tal zare at local health departme »

‘ wer

was appmrently effective. Jtru
In conitrast, planned home deliv.. | und
eries witthout known medical screen- neo’
ing and 'without a trained attendant ~ - T
resulted in high neonatal mortality | this
desgite itheir low-risk demographic : hos;
preile. Having less prenatal careand | mid
not haviing a trained attendant at =~ are.
delivery appears to have lessened ¢ eries
the demoygraphic advantage for this % midw
group amd predisposed their infants ! na ¢
to higher mortality. certi*
Unplamned home deliveries were ‘ least
asmciated with neonatal mortality delive
even higher than deliveries en route l Des
to the hospital, although the differ- B three.
ence was not statistically significant. ; home
After analyzing 100 consecutive cases 3 maine
of unattended home deliveries in ¥ neona
Ezgland, Fraser' concluded that , morta’
“shile precipitate labour is an impor- & deliver
tast factor, inadequate preparation Y tered !}
azd instruction of the patient are the | tion of
commoncst causes” of unuattended , finding
heme delivery. } deliver
Adequate prenatal care and provi- * Retr.
sizn of care appropriate te medical regard,
risk has been repeatedly ussociated placp :
with lower neonatal mortality. Mont. deh\er
gemery’ and later Levy et al’ showed at best.
that a nurse-midwife progrim, which lowed !
emphasized prenatal care for o medi.
cally underserved population, wag
associated with a notable decline iy } Frase
neonatal mortality followed by 2 § 8- Meds
sharp rise after discontinuation of 2 Mont,
4m J Ohse.
tye program. Zackler et al® haye 3 Lewy -
reported that a maternal and infapy J aevnatal
care project, which provided prenata) § 47 ¥
cxre to girls who conceived when they
were younger than 15 years, wyg
associated with lower neonatal mer.
tdity compared with a populatip
that did not receive project service
I= large-scale studies of vital statis.
ties data, Kessner et al” in New Yor}
and Dott and Fort’ in Louisiana foun
that adequate prenatal care was ags,
cated with less risk of low biry
weight and neonatal mortality.
Several limitations of this stud;
seggest cautious interpretation of jy
findings. Inferences rega..ing (},
safety of home births should auy
prospective controlled studies. Pagg. .
tial deficiencies of this study inely *
the following: home & live- praey
iz North Carolina were net noegse-, \'
ly representative of practices o of.. "
states; there was a snad! by N
neonatal deaths in the stuly; u».,‘
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' ossible errors in classifying the

7w place and circumstances of birth;

i underreporting of home births and
neonatal deaths may have occurred.

Two factors restricted the scope of
this study. First, home deliveries and
hospital deliveries attended by nurse-
midwives were not represented, but
are an increasing proportion of deliv-
esries in other atates.’ Second, lay-
midwives practicing in North Caroli-
ns during the study were initially
certified in 1964 or before and had at
least ten years’ experience with home
deliveries.

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

Retrospective classification of birth

: ygarding intent to deliver in the
1glace and circumstances in which
* delivery actually occurred is difficult
it best. Intended home deliveries fol-
weed by neonatal death may have
1

i 1. Praser A: Unexpected homs confinement.
S Wed I 1969,3:646-649.
1 Montgomery T: A case for nurse-midwives.
g.Jowec Gimecol 1969;105:309-313.
1 Levy B, Wilkinson F Marine W: Reducing
Ipmatal mortality rate with nurse-midwives.
tpl Obetet Gynecol 1971;109:509.

.
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been misclassified as precipitate and
unplanned. Women who chose home
delivery but developed a problem dur-
ing labor may have gone to the hospi-
tal to deliver. Hospitals are appro-
priately the intended place for most
high-risk deliveries. This fact con-
founds comparison of the neonatal
mortality of hospital and home deliv-
erics.

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

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

Poor women in some rural areas
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i n November, 1981, Dr. George
M Wootan stood before a medical

board that would decide whether.

or not to take away his practice.
QOutside the hearing offices of the
ammm New York State Department of
Health stood 100 of his former pa-
tients—mostly mothers with small
children and babies—protesting the
heaith commissioner’s decision to
suspend Wootan's license. They held
signs like “The Commissioner’s Posi-
tion Is an Qutrage to Free and Think-
ing People’ and ““Freedom of
Choice—Support Dr. Wootan.”

The extraordinary support for
Wootan, which also has included
fund-raising concerts and lectures
and close to $10.000 in donations to
his legal defense, is a testimony not
only to the esteem his patients have
for him, but to the high emotions that
surround the kind of medicine he
practices.

Wootan is one of a handful of doc-

Kevin Krajick is a freelance journalist
and an associate editor of Corrections
Magazine and Police Magazine.

DOCTOR) SAFER?

5

TheNewPhysician/Number 7/1982

Dick Swartz, Dept. of Health & Human Secvices



While home birth in itself is not illegal, many of
the doctors around the country who practice home
births are facing loss of hospital privileges,
suspension of licenses, and revocation of

malpractice insurance.

tors who deliver babies in their pa-
tients’ homes. Many other doctors
feel the practice is unsafe and archa-
ic. But there is a substantial constitu-
ency of parents and other health pro-
fessionals who believe that home
births are at least as safe as hospital
births, and possibly safer. They be-
lieve that physicians like Wootan are
being persecuted by medical au-
thorities on trumped-up charges be-
cause they practice a brand of medi-
cine that the medical establishment
does not like nor understand.

While home birth in itself is not
illegal, and it is not mentioned in the
charges against Wootan, all the
charges against him involve things he
allegedly did wrong at home births.
Many of the other doctors around the
country who practice home births
also are facing 10ss of hospital priv-
ileges, suspension of licenses, and re-
vocation of malpractice insurance.

Wootan has become a central fig-
ure in the increasingly polarized de-
bate over home birth. He is “a great
man and a hero” in the eyes of Dr.
Herbert Ratner, a founding member
of the Chicago-based. 35-member
American College of Home
Obstetrics. because he is “fighting
the medical establishment so he can
offer people a choice about their
medical care.”

But in the words of Dr. George
Ryan, immediate past president of
the American College of Obstetri-
cians and Gynecologists (ACOG).
doctors like Wootan offer nothing but
“the potential for disaster.” The
23.000 member ACOG. which repre-
sents most of the country’s obstetri-
cian-gynecologists, firmly opposes
home births, as does the AMA and
most other major physicians’ organi-
zations.

Despite what home birth advocates
describe as a growing movement
away from hospital births, there is
little evidence that the vast majority
of Americans want their children to
be born anywhere but in the hospital.
As late as 1939, half of all births in the
United States took place at home, but

by 1975 the figure had dropped to
about one percent, and it remains
there. Research by the National Cen-
ter for Health Staustics indicates that
home birth is increasing in 20 states
(Idaho leads the way, with 2.3 per-
cent), but decreasing or remaining
stable in others.

There are fewer than 100 doctors
who attend or supervise home births,
by most estimates. Almost all of
them, including Dr. Wootan, are gen-
eral practitioners, not obstetricians.
Doctors attend about half of the
35,000 registered, planned out-of-
hospital births each year. The rest are
attended by midwives or nurse-mid-
wives, who under most state laws
have to be supervised by a doctor.

Both advocates and opponents of
home birth cite safety as the major
reason for their stands. “Innumera-
ble deaths are caused by hospitals,”
asserted David Stewart, a medical
statistician and leader of the National
Association of Parents and Profes-
sionals for Safe Alternatives in Child-
birth (NAPSAC), a leading home
birth organization. “*Doctors in hos-
pitals cause the majority of the crises
they see. They: start out with a per-
fectly normal situation and turn it
into an abnormal one by intervening
too much,” claimed Stewart.

Home birth advocates’ major argu-
ments against hospital births are as
follows:

® The presence of sophisticated
emergency technology in the hospital
presents a threat, not a help, to the
nine out of 10 mothers who need no
intervention. Women whose labors
last slightly longer than “normal” (a
term that varies drastically in defini-
tion, depending on who is talking) or
have even the slightest problem are
often subject to drastic and unneces-
sary obstetrical procedures, such as
labor-inducing drugs, analgesics, an-
esthetics, artificial rupture of amnio-
tic membranes, use of forceps. inser-
tion of monitoring electrodes, X-
rays, ultrasound waves, and Cae-
sarean deliveries. All of these inter-
ventions. while lifesavers in a few

cases, are wsually unnecessary and,
put tegether, increase the risks of
birth, kome birth advocates charge.

e Hospitals present a greater risk
of infectiom because of the high con-
centration @nd myriad assortment of
foreign bacteria present. antisepsis
notwehstamding. At home, bacteria
are ako pressent, but mother and fetus
are more likely to have developed im-
munity to them.

o The haspital produces anxiety in
the mother because it is a strange
place with unaccustomed sights and
smells, and because family members
are aften excluded from the birth.
Oftex, this anxiety causes normal la-
bor & stop as soon as a woman ar-
rives at the hospital. Then, doctors
take artificial steps that would not
have been necessary had the birth
takesz place in the home.

ome birth advocates also
rely on their feelings to ar-
gue their side.

Diane Balog. aresident of
East Greenbush, New
York, delivered two chil-
drenin hospitals before she decided
to have her third at her own house.
She claims that at the hospital she
wasgiven drugs without her consent.

“fwas completely at their mercy,”
she said. “'If I had had anything but
an absolutely normal delivery, they
wosld have cut me open.” She also
objected to the “assembly-line at-
mosphere™ of the hospital. “1 was
just another one of the cattle. They

_dide't even bother to learn my

name.”

Like Balog. though, most parents
whe elect home birth see the imper-
somality of the hospital as a second-
aryreason. Said Joann Rogoff, whose
first son Dr. Wootan delivered in her
bedroom two years ago, “Sure, we
liked being home and having people
araand who we loved. But our bot-
tomdine concern was safety.”

advocates of home birth cite stud-
iesto back up their assertions of safe-
ty. Hospital births versus home
births have been studied in Sweden,
Deamark, Holland, England and the
U S. with no discernible differences
inmtcome. In Holland, where close
tokalf of all births take place at home,
infant mortality rates are much lower
thaw in the United States. A study
daomein 1975 of 1,046 California moth-
ers showed no difference in infant
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mortality at home or in the hospital.
On the other hand, proponents of
hospital births cite statistics that they
say prove exactly the opposite. A
German study done in the 1960s
showed double the infant mortality
rate for home births as for hospital
births. A 1975 study done by ACOG
suggested that the home birth infant
mortality rate in Michigan was four
times that of the hospital rate, in
Hawaii it was three times higher, and
in Oregon it was twice as high. ACOG
members also cite dropping U.S. in-
fant and maternal mortality rates as
evidence that hospitals are safe.
Studies that support either point of

view are open to serious question, -

according to many medical scien-
tists. Most studies extend only over
short periods of time and have small
sample groups and inadequate con-
trols. Mortality rates could easily be
affected by factors other than the
place of birth. Perhaps the most obvi-
ously flawed research is the ACOG
study, which includes unplanned and
unattended out-of-hospital births,
which nearly everyone agrees are far
more dangerous than planned profes-
sionally attended home births.

“We're never going to have a com-
pletely controlled and reliable study.
It can’t be done, and it won’t be
done,” said Dr. Harold Kaminetzky,
a past president of ACOG. *'We have
to base our opinions on the best avail-
able evidence and on common sense.
and they indicate that the safety of
the home is far less than in the hospi-
tal.” Kaminetzky said that the ideas
that hospitals carry increased risks of
infection and of unnecessary obstet-
ric intervention are false.

According to most doctors, about
two-thirds of the mothers who stand a
substantial risk of serious complica-
‘tions during labor can be identified
wel! in advance and advised to have
the baby in the hospital. But some
problems just happen without warn-
ing while the baby is being born and
have to be dealt with in minutes. The
most frequent and serious of these
are a twisted umbilical cord, which
sometimes requires an immediate
Caesarean, and rupture of the uterus,
which can bleed a mother to death in
minutes.

“At a time of unparalleled advances
in perinatal medicine, the home of-
fers nothing safer, and the hospital
offers all kinds of lifesaving tech-

niques,” said ACOG’s Ryan. “Why
throw away all that safety? Sure you
may be able to transfer to the hospital
in time, but in a few cases there is no
time.”

Only three to five percent who be-
gin labor at home wind up having to
go to the hospital because of com-
plications, according to home birth
practitioners. ACOG claims the num-
ber is closer to 20 percent.

Doctors who attend home births
say the risks of complication are their
first consideration.

“Almost any complication can be
handled on the spot,” asserted Dr.
Gregory White, a Chicago general
practitioner who has delivered more
than 1,000 babies in his patients’
homes during the past 28 years, plus
another 3,000 in hospitals. *“What
many obstetricians would identify as
an emergency can usually be handled
with very little intervention. There is
almost never a good reason to send
someone to the hospital, unless, of
course, they want to go.”

Most home birth practitioners car-
ry an assortment of emergency
equipment such as suction units for
clearing an infant’s respiratory tract
and portable oxygen tanks. In recog-
nition that some emergencies can be
handled only at a hospital, many
home birth doctors limit their prac-
tices to patients who are within 15 or
20 minutes’ drive of a hospital.

“What it boils down to, I think, is
that you cannot choose a risk-free de-
livery,” said Wootan. “There is abso-
lutely no question in my mind but that
there are some babies who will die
because they were born at home.
There is also no question in my mind
but that some babies will die because
they were born in the hospital. I hap-
pen to believe that a lot more of them
will die in the hospital, for different
reasons than they'll die at home. You
have to take your choice of risks.”

n many localities, however, pro-
spective parents are prevented
de facto from making the choice
for home birth, at least if they
want a doctor or a certified mid-
wife to attend. That is because
there are many areas where no doctor
will take responsibility for such a
birth. Some couples decide to go
ahead with a home birth anyway, at-
tended by an unlicensed midwife or
completely unattended, an outcome

that many home birth proponents see
as a dangerous side effect of the lack
of cooperative professionals.

The greatest deterrent to doctors
considering attending home births is
that many of those currently doing it
have found themselves facing
charges of incompetence by local
hospitals and state medical licensing
authorities, sometimes seemingly un-
related to the home birth practices.
The threat of higher malpractice in-
surance premiums or no malpractice
insurance at all is another specter that
hangs over home birth practitioners.

As a result of the pressures, many
doctors who practice home birth pre-
fer to keep a low profile. Several doc-
tors called by TNP declined to be
interviewed, saying that the publicity
would only bring them trouble.

One who consented to an interview
was Dr. Wootan. “I don’t want every-
body to have their babies at home,”
said the soft-spoken Wootan, who at
45 has 10 children of his own ranging
in age from one-and-a-half to 23. “I
just want people to have a choice.”

Wootan, an Oklahoma native,
graduated from medical school in
1963. He said he practiced conven-
tional hospital deliveries for 15 years
“without a second thought.” He
moved to Kingston, a city of 25,000
that is 100 miles north of New York
City, in 1966.

He started becoming disillusioned .
with hospital births in 1977 when he
was not allowed to dim the lights or
practice other “natural” childbirth
techniques while helping his wife de-
liver their ninth child at Kingston'’s
Benedictine Hospital. “We did not
have a good experience. I thoughtif,
as a doctor, can’t get the kind of expe-
rience I want for my wife, what
chance did anyone ¢lse have?”

Soon after he made his dissatisfac-
tion known, several patients re-
quested that he deliver their babies at
home. *I went to some conferences
about home birth and did a lot of
reading, and I thought it sounded
nice. But I still wasn’t exactly ready
to jump on the bandwagon,” said
Wootan. Nevertheless, he consented
to attend several home births. With
experience, he became convinced
that home births were actually safer
than hospital deliveries. “At first, I
thought it would just be the same
thing in a different place,” he said.
“But I found that it was a whole dif-
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ferent way of dealing with birth. You
can't mess around with the mother
and take the risks that you might take
in the hospital.”

Since the only other doctor in the
county who delivered babies at home
had just left the state (he claims he
was harassed by local medical au-
thorities), people began coming to
Wootan from miles around. He be-
came a local curiosity, appearing on
radio talk shows and in the papers.

By 1979, Wootan had what local
doctors describe as the largest prac-
tice in the county. He employed two
physician’s assistants, an associate
doctor, and other personnel. Despite
his popularity as a home birth practi-
tioner, Wootan says that home mater-
nity comprised only 20 percent of his
practice. The rest of his patients were
mostly nonmaternity cases Who
came from as far away as Connecti-
cut and New Jersey to see him.

Wootan's troubles began with the
local hospitals soon after he began
doing home births and engaging in
other “alternative” medical proce-
dures. In 1979, he did his first
LeBoyer birth at Kingston Hospital,
in which light and noise are mini-
mized, and babies are immediately
immersed in warm baths. The next
morning he found a letter in his mail-
box from the hospital’s chief execu-
tive. It announced that he had been
suspended from practicing at the hos-
pital because of the “‘radical new
obstetric procedure™ he had used.
When Wootan pointed out that other
institutions in the area had been using
the technique for some time, hospital
officials acquiesced and returned his
privileges.

Pressure from other doctors about
his unusual practices began to radi-
calize Wootan. "It opened my eyes to
the biases against anything but estab-
lished medicine,™ he said. “They got
mad when I didn’t yell at my patients
for going to a chiropractor when they
got a backache. . . . I believe there
are many healing arts.”

n 1980, the Benedictine Hospi-
tal, which had certified Wootan
for 13 years, revoked his
obstetric privileges, and soon
after, all of his privileges. The
charges against him were that
he allowed a physician’s assistant to
sign a patient’s chart, he failed to put
silver nitrate drops in newborns’

eyes, he attended hospital meetings
irregularly because of his frequent at-
tendance of home births, and he im-
mediately discharged mothers and in-
fants who had been delivered at the
hospital. No injuries to patients were
cited.

At the instigation of local doctors
and several parents who had com-
plications during Wootan's home de-
liveries, the state Board of Health be-
gan investigating Wootan. On the
afternoon of Nov. 20, 1981, a state
trooper showed up at Wootan’s door
with a paper signed by the state com-
missioner of health. It said that
Wootan's license was immediately
suspended because he represented
“an imminent danger to the health of
the people of New York State.”
Wootan closed his office and went to
visit some relatives while he figured
out what to do.

The state alleged that Wootan
failed to administer silver nitrate to
newborns and that he referred one
expectant mother to an unlicensed
midwife while he was out of town. It
accused him of failing to diagnose and
treat such conditions as postpartum
hemorrhage, pelvic disproportion,
prolonged labor, and amniotic rup-
ture, conditions that led to the death
of two infants and the birth of one
who was brain-damaged. Since those
charges were filed, the parents of one
dead infant have filed a malpractice
suit against Wootan. In that case, the
woman labored for 24 hours at home,
during which time the amniotic sac
ruptured. She finally went to a hospi-
tal, but by that time the fetus was
dead. Medical investigators say
Wootan failed to diagnose the woman
as having too small a pclvis for the
birth to take place normally.

‘Both Wootan and the state have
commented very little on the specific
cases involved. In the only case he
would discuss he said, "“Who
wouldn’t recognize postpartum hem-
orrhage? She was a Jehovah's Wit-
ness and wouldn’t go to the hospital
because of her religious beliefs. 1
couldn’t force her; she’s an adult.”

Wootan and his supporters in the
community say the hospitals and the
state are charging him with incompe-
tence because they want him out of
the home birth business. Wootan
says he has cost local hospitals and
obstetricians $250,000 in lost fees
since he began practicing home

births: a delivery at the Benedictine
costs about $2.500, as opposed to
Wootan's most recent fee of $1,000. A
more potent factor, he said, may be
that *‘the medical establishment is
afraid of home birth because they
don’t understand it. Most obstetri-
cians would be completely at a loss if
they had to deliver a baby at home.”
william Fagel, a spokesman for the
state commissioner of health, Dr.
David Axelrod, said that “the com-
missioner has nothing against home
births, but they have to be performed
with the proper safeguards, which is
the issue here.” In the past few years,
five other doctors in New York State
who have practiced home births have
faced charges of incompetence and
have either gotten out of the home
birth business or ‘‘gone under-
ground,” said Wootan. “'If they're
practicing home birth, you won’t be
able to find out about it,” he said.
Wootan filed suit against the De-
partment of Health. A month after his
suspension, the state Supreme Court
ruled that the suspension was *so un-
reasonable as to be arbitrary” and
ordered that the state return
Wootan's practice. The state immedi-
ately appealed, which meant that

Wootan was automatically resus-

pended. In April of this year the five-
member Appellate Division of the
New York Supreme Court unan-
imously ruled in Wootan's favor, an-
nulling the suspension. Wootan was
able to practice for two weeks, during

(S L0L= L)

which time he delivered three chil-

dren. The Department of Health is--
-sued yet another suspension, this one

covering only the obstetric part of his
practice. A full appeal to the state
Board of Regents, which issues medi-
cal licenses, could take another year
and cost $25.000 in legal fees, says
Wootan. He is also suing the Bene-
dictine Hospital for the return of his
privileges there. ‘

Wootan has filed for bankruptcy
and vacated an office building he had
purchased in Kingston. He made
some money for a while giving lec-
tures and teaching childbirth classes.
He has the nonobstetric part of his
practice back, now, but it is not
enough to meet the accumulated
bills, he says. At least he has kept his
malpractice insurance, though his
premium has been doubled since he
came under fire, to $7,000.

A Friends of Wootan organization
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nas raised money by holding benefits
and bake sales, selling “Home Birth
Is Best” T-shirts, and collecting do-
nations. Supporters have written
dozens of letters to legislators, and
billboards supporting Wootan have
popped up around Kingston.

Local doctors have kept their cus-
tomary silence about one of their col-
leagues under fire. Wootan claims
that most are hostile but that a few
have called secretly to offer their
sympathy. Wootan said he plans to

“fight it out to the end. I don’t see any .
point in running away from all of AnnounCIng
this.”
All New Editions of

hile home birth does

not seem about to be- M M
come accepted medi- BOS|C SClenceS:
cal practice, many of ® .
its advocates point out Prelest” Self-Assessment and Review
that the movement has
had its effect on l'[O_SI?ltal deliveries. Fully revised for your course work and for preparation for National
In response to criticisms and com- Boards Part I, FLEX, VQE and ECFMG! Here are the acclaimed books
petition from alternative medical that feature:
practitioners, a growing number of
institutions are providing **birthing * multiple-choice questions that test your skill and reasoning, not
centers” that are furnished to look just your memory!
more like homes. An increasing num- *answers that are well-developed mini-essays that can be reviewed
ber of hospitals are allowing doctors beneficially even without referring to the questions!
and midwives to practice various nat- *references to the most current texts and articles your professors —
ural childbirth methods in these cen- and board examiners—are using!

ters and in regular delivery rooms.

There is also a growing number of
“free-standing” birthing centers, not
connected to hospitals. These are
usually small, comfortably furnished
facilities with some emergency
equipment. They are staffed mostly
by midwives and a few doctors; many
of them encourage natural childbirth.
In 1973, there were three such facili-
ties. Now, there are 130 of them in 27
states, according to a survey by the
New York City-based Maternity Cen-
ter Association.

Obstetricians, still the choice of
most parents, tend to believe that AVAILABLE AT YOUR BOOKSTORE or
nonphysicians are incapable of dis-
tinguishing among the risks and bene-
fits of the different birth settings, an
attitude that galls advocates of alter-
native birth practices. **“More than
anything, the home birth movement
1sa Consume,r movement,” said ;Ioan Prices subject to change without notice
Bowen, president of the International
Childbirth Education Association,
which accepts home birth as an alter-

native, but does not advocate it over

other kinds of birth. *“The home birth

movement is trying to force doctors 4}
to recognize that patients are intel- l n
ligent human beings who can make a

choice about medical care.” )

For full coverage of the basicsciences, thechoiceis:
BASIC SCIENCES: PreTest Self-Assessment and Review.

ANATOMY, 3rd Ed (4/83) $11.95 (51931-5)

BEHAVIORAL SCIENCES, 2nd Ed (12/82) $11.95 (51665-0)
BIOCHEMISTRY, 3rd Ed {11/82) $11.95 (51832-3)
MICROBIOLOGY, 3rd Ed (1/83) $11.95 (51933-1)
PATHOLOGY, 3rd Ed (12/82) $11.85 (51934-X)
PHARMACOLOGY, 3rd Ed (11/82) $11.95 (51935-8)
PHYSIOLOGY, 3rd Ed (12/82) $11.95 (51936-6)

XXX

CALL TOLL FREE . .
1-800-345-8501 When csalling toll-free, please give opera-
atany lime any day of the week tn tor book title and code number, as well
Cluging Mights 3na weokenCs) From

Pemrmsana call 1 800.662.5180 as this “'source’’: L 72-X082-0492-1 ]

1011 tree 3@ vice MOT 2vailabie 0
Arasaa 0 Hawh.

18 TheNewPhysician/Number 7/1982



441/79 ~ R-,5-0Y

I am Peggy Hardon, the mother of four children, three of which
were born naturally in the hospital, one which was born at home., I
want to state from the beginning, that for me, Homebirth is wonderful
and undescribably beautiful! However, whether or not we agree with and
support home birthing is not really the issue today., Like it or not,
home births are here in Kansas and their numbers are growing each
year. Because it is certainly every parents right to choose their own
baby's birthplace, the issue is to make these homebirths as safe as
possible for these mothers and babies by providing them well trained
competent birth attendants.

It is important to note that home births did not come to be
because of midwives. The opposite is true: midwives exist because
they meet a vital need in this state.

I am a Registered Nurse with some obstetrical experience. For the
past four years I have been a childbirth educator, and I am married to
a doctor, so you can see that I have a deep ,Jlove, respect and admiration
for the medical profession! However, I know that every day we Doc=
tors and nurses work with and we are greatly helped by other health care
personel, Doctors and Nurses must realize that in our complex society
traditional doctor-nurse-hospital medicine is not always wanted.,
Doctors and nurses must be careful not to become too defensive of
what they perceive as being their "turf". These midwives are not try-
ing to become doctors, nor are they attempting to "take over" the
job of the Certified Nurse Midwife., The M.D.'s and C.N.M.'s of
Kansas are playing an irreplaceable role in obstetrics, but they are
obviously not meeting all the needs of all our pregnant women. It is
the rare doctor or nurse who will have anything to do with the home
birth couple and their baby.

Most midwives did not plan throughout their youth to vecome mid .
wives, what they did, was to perceive a need, and answer it by giving
of themselves to help. desplte sometimes overwhelming opposition.

On their own they have studied and learned in order to beable to give
even more help to those who come to them. This is why these midwives
exist today in the state of Kansas.

We can only applaud these women, who in their service to the people
of Kansas, are now willing to have the restrictions of licensure,
provided by this bill # 634, placed on their profession, so that the
mothers and babies who desire a home birth can have gquality care.

Birth is different from any other area of medicine in that only
a small portion of it is in any way medical. The emotional, social and
spiritual aspects are by far stronger elements, areas most doctors are
unable to relate to as effectively as these midwives. They are dedicated
to families. They have themselves experienced pregnancy, birth and
parenting, thereby sharing in common goals and direction.

Attempting to describe the mother-midwife relationship is like
trying to describe other intangibles such as "love", or "respect',
"empathy" or "beauty".

Some women can achieve a similar relationship with the more trad%-
tional health care providers (doctors and nurseg), bug_migy women wan
a birth advocate not tied to the traditional medical field.
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Public Health and welfare Committee - senate 198l session

#Rr— 2-r5 F

Senate Bill # 639
3
Testimony prssented by Pegzy Hilpmen, Wednesday February 15, 1984,

I anm ndt here as a representative of any orgsnization. I
have vefy persoﬁal interest in this bill., I am a mother of three,
two of my children were born at home. Their births were attended
by midwives., I ourrehtly am enrolled .in a three yesr acadenic
midwifery program and ﬁpon successful completion of this course.

I would like to apprentice and eventually practice Non-nurse
midwifery in Xansss,

The portion of this bill that I want to briefly address is
Section 2 clause (d) the last line - "Licensed Midwifery is not to
be construed as the practice of Kedicine,"

I can not and will not attempt to define the current ﬁraotice
of Medicine in this stete, for you. -I do,féel, however, that
care should be taken by all that liedicine and lidwifery are not
confused and somehow defined as being one and the seme, I an
going to attehpt to give you a short overview of what the practice
of Non-nurse midwifery involves,

A midwife is knowledgable in the NORMAL physiologic chan‘es of
pregnancy, labor and delivery. S/he watches that each segment
completes itself within a satisfactory mannor. Her role is to
assist the woman in achiving optimel outcome. She does not intervene
in the physiologic processes but rether enhances that process by
non-invasive measures, Her primary goal is keeping the woman in
optimum health during preznancy through diet, exercise, education,
monitoring fetal. growth, monitdring appropriate lab values etc.. .
Assuring that her vregnancy k eps within the norm. In the event
of any deviation from the norm, prompt referal to the anpropriate

Medical agency would be made,
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During labor and delivery she continually .onitors the

ssures that this event
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health of the mother and child. This e
completes itselfl within safe limits. Assisting when ne‘ded but
keeping the policy of non-intervention,

During the postpartal perlod the “idwife assists the mother,
child, famlly in adjusting to eachother and in establisning/
re—establishing the fanily. She may oifer advise rezarding
breastfeeding, normal growth and Jdevelopment, nutrition, or
psychological changes that occur among femily members. When needed
she will refer the family to anpropriate mediczl facilities or
other community acencies.

The profession,éfnmidwifery represents all that is best
in female tredition. It combines skill and intelligence with
dedicated work and nuturant supportive behavior,

There 1s no rsason why this bill sho.ld become the next
battleground between the riansas medical soclety and Consumners,

It would be a traglc and wasteful mistake to curb the opportunities
available to midwives throuszh legal restrictions, professiocnzl
rivalries, and archaicsautitudes toward the place of the mil wife

in todays society and health care system,
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I am @ concerned parent in favor of passing S.B. 634
to license midwives in Kansas. I am here today to give @
personal viewpoint on attended homebirth,

My wife and I have two children and we have another one
on the way. Although we had planned to have all our children
at home, an extended labor forced us to have our first child
in the hospital. Our second child was born at home. We will
have our third child at home.

We realize that complications can and do happen. Most
of them can be anticipated through good pre-natal care. We
were grateful for the availability of good hospital care when
we needed it. There will always be those who will choose to
have a hospital birth, or have contradictions for home birth.
~What we are asking for is the equal opportunity to choose an
attended home birth,

Fortunately, the State of Kansas does not actually outlaw
midwifery or home birth. However, several problems are involved
in arranging a home birth. First, the midwife cannot legally
charge for her services. How many of us would spend vears
studying and training for our profession, and then donate our
time for no compensation? 1 personally know three midwives
who essentially did just that. [ have estimated approximately
35 hours were spent by the midwife during our last pregnancy
and birth (this does not include post-partum care for mother
and baby)., This was time taken from family and personal life
with no remuneration. No person can do that for very long.

In contrast, the well-paid obstetrician spends about three
hours with o woman during her pregnancy and birth,
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The second point deals with physician back-up in case
of complications. In order to cover all possibilities, our
midwife works with our obstetrician. My wife makes regularly
scheduled visits to the obstetrician just as though we were
planning a hospital birth. In this way our obstetrician is
familiar with the pregnancy in case my wife needs to go to
the hospitcl due to complications. Most obstetricians are
unwilling to provide that back-up care due to the hazy legal
status of midwifery and pressure against such “unorthodox”
dealings by their peers. The licensing of midwives would
make it a little easier to find willing back-up physicians,

A third point involves insurance coverage. The insurcnce
companies to whom I have spoken indicate that they would happily
pay for the services of a midwife if she were licensed by the
state. TheV have also indiccted an experience of lower birth
costs when the deliveries were attended by a midwife.

I would now like to clarify a few points. This bill was
written by a group of parents that want to ensure the future
availability of competent midwives for their home births.
Since we are not midwives, we cannot go through the regular
credentialling process for health care professionals.,

This bill does not spell out the training that ¢ licensed
midwife should have. To do so would have made the bill overly
cumbersome. It would be the duty of the regulatory council
set up under this act to delineate the required training.



We are not speaking of general alternatives to a routine
hospital birth such as birthing rooms, birth clinics, or home-
like birth. We are explicitly talking about births attended
in the home. 1In order to ensure a safe home delivery, there
should be a competent birth attendant. Certified nurse-midwifes
cannot legally attend home births. Doctors will not. Those
who have tried have been persecuted and prosecuted by their
peers. The only available home birth attendants are midwives.

Home birth is not a fad. It is not "innovative” birthing,
Rather, it is a natural conclusion at home to a pregnancy which
began in that home. Pregnancy and childbirth are not diseases,
but natural bodily functions. They do not, under most circum-
stances, require hospitalization, drugs, and medical procedures,

We do not pretend to believe that licensing of midwifes
will stamp out incompetency. It is not possible to do that,
with all of the laws and examinations in effect to make sure
that our physicians are capable, there are still incompetent
doctors practicing., When training requirements and licensing
exams are passed by any professional, it only indicates a level
of proficiency. There is no way to guarantee competency in
any field.

We need the midwives. They are the only professionals
around who can fulfill our need. We want to be as certain
as is humanly possible that the midwives we hire are well-

trained.,



We also want to make sure our birthing situation Is not
dictated to us by hospital or physician. Midwives are an
endangered species. We want to see to it that the American
Medical Association cannot put them out of business as they
have tried to do ccross the country.

The midwives of today are not like the granny midwives
who practiced vears ago. They are armed with a wealth of know-
ledge and training which was unavailable to midwives of the
past.

The midwives we have had have been totally dedicated to
making each birth a special moment. They have spent many hours
getting to know us and our every desire. Unlike ¢ “normal”
hospital birth, a home birth is a quiet, unhurried, very
personal event, with only those people in attendance chosen
by the parents.

We ask you to carefully consider this bill, put forth
by a group of consumers to try and ensure the availability
of skilled, caring professionals for our home births. Should
any group of professionals have sole determinction of our lives,
or does the individual have the right to make his own decision?
We hope thet after considering the facts you will favorably
pass this bill out of committee. Thank you very much.
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My name is Kris A. Berger. I am coordinator of a cesarean support
group PEACE & CARE - CPM, a member of PEACE & HOME Association, Inc.,
(Parents and Professionals Enhancing Alternatives for Childbirth
Experiences and Home Oriented Maternity Experiences), The Cesarean
Prevention Movement, C/SEC, Inc., the International Childbirth Education
Association, NAPSAC (The Natlonal Association of Parents and
Professionals for Safe Alternatives in Childbirth) and La Leche
League. I have had much experience working with parents and pro-
fessionals in the childbirth field.

I would like to start by saying that I cannot understand why our
government has allowed the killing of unborn children or abortion

as it 1s called, to be legalized, but the right to give birth at
home, with qualified birth attendants, because it is the safest
environment for that event to take place, has not yet been legalized.
I have heard it said that abortion was legalized because women were
going to do it anyway, but under unsafe conditions. I have also
heard it said that women had a right to make a choice about what

they do with their own bodies. However, it seems that women have a
right to kill their unborn children but they do not have the right

to give birth to them in the environment they have chosen as the
safest with qualified birth attendants. It is a fact that women

will continue to give birth to their children at home. Some will

be forced to have only the father in attendance, some will have friends
or maybe not so qualified or experienced birth attendants and some
will be lucky enocugh to find qualified midwives. It will go on
because we parents who choose home birth know it is the safest and
best alternative for us and in this free country we have a right to
make this choice. Some homebirth parents may not choose to have a
licensed midwife in attendance, that is their choice to make, but

for those of us who do want qualified, trained and experienced midwives
attending us at home, we need Senate Bill #634 passed so we will

have the opportunity to hire these midwives. There are only a A _5 cnly 2
few nurse-midwives to my knowledge in the state of Kansas and “doctors
and“hurse-midwives de—we+t attend home births in Kansas.

Doctors and nurse-midwives are not trained in home obstetrics which

is much different than hospital obstetrics. That is the reason many
doctors, I feel, are against home birth because they have no ex-
perience with it and do not understand it. They have been trained

to use medical and technological intervention in dealing with childbirth
and are not familiar with natural ways. Midwives emphasize a high.
level of quality nutrition and other health practices which most
doctors do not. Doctors have gone through 8-11 years of intense
medical training and they look at birth as a medical event. Many

of them truly care about their patients and have seen complications
which have convinced them that all babies should be born in the
hospital. Yet so many of these complications, could have been avoided
through better prenatal care emphasizing nutrition, no smoking or
drinking of alcohol, no medications and no unnecessary intervention
during labor.

Another reasopn, that doctors are against home birth is because it
means less money for them. Obstetrics is not much of a money maker
left to itself. The only way hospitals can make money in this area
is to use their technological machinery: electronic fetal monitors,
epidurals, sonograms, c-sections, etc. Most birthing women don't

need these things because birth is a natural event not a sickness.
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Hospitals have never been proven to be the safest place for most
mothers to give birth and doctors have never been proven to be the
safest birth attendants for most mothers. There has never been a
study done which shows doctors are now or ever have been superior to
midwives, according to David Stewart, author of the book, Five
Standards for Safe Childbearing, every published study shows the
opposite.

There is the radical view that every woman should give birth in the
hospital and then there is the moderate view that some women belong

in the hospital to birth their babies and some do not. There is
nobody saying everybody should be born at home. However, there are
thousands of doctors and others saying that everybody should be born
in the hospital. That is an extremely radical view. They are the
radicals and we who support home birth and the legalirzation of mid-
wifery are the moderates. In the extreme view, there isn't even

one published study anywhere, there isn't one research paper in any
journal of medicine, no state report, nowhere can you find any evidence
that every woman should give birth in the hospital. That viewpoint

is without a shred of scientific basis and there is lots of scientific
data according to David Stewart to support the moderate view.

I would like to state 3 basic reasons why hospitals are uniQuely
dangerous: 1) Infection, 2) Abuse of Technology, and 3) The Presence
of Technology.

1. Infection is a very serious problem in hospitals. Hospitals have
a higher infection rate because where else in your community is
the largest concentration of sick people - the hospital, because
that 1is really what it is for. Because there is such a concen-
tration of pathogens in the hospital, they combat this 24 hours
.a day with every kind of a powerful antibiotic and antiseptic
they can, which creates new strains of resistant bacteria, fungi,
and viruses that no longer respond to those kind of treatments.
So in the hospital, you are taking the risk of infection from
germg you would never find at home and to which you are not
immune. You avoid this risk by having a home birth. When you
are at home you are living with pathogenically compatible germs.

Women have died after cesareans, because they got a resistant strain
of germs and there was nothing the hospital could do, the antiz
biotics were powerless, the antibiotics had created them, so
naturally they wouldn't work. Bables who get infections in the
neo-natal intensive care units have died. Even healthy babies

who have been exposed to the hospital have died from infection.

The Center for Disease Control in Atlanta, published a report

a year ago which says there are 80,000 deaths a year in American
hospitals due to hospital acquired infections.

2. Hospitals are uniquely dangerous because of the abuse of technology.
When a woman goes into the hospital to have her baby the first
thing they want to do is start an IV with glucose, maybe put
in a 1ittlé medication, an analgesic, give an enema, hook up a
fetal monitor, break the bag of waters and get all the electronic
devices working. 20% or more women are ending up with cesareans
which is the extremist form of technology. This is just .abuse.

Less than 5% of women, should be subjected to any of that if
they are properly cared for and are given good nutritional
advice says David Stewart,.



Dr. Lewis Mehl did a study and gave a paper on it at the American
public health association several years back. He came up with
the 4 major reasons, variables of technology, which correlated
most closely with negative outcomes of babies. These 4 major
causes of problems to babies were: 1) oxytocin (used to induce
or speed up labor), 2) analgesia, 3) amniotomy (breaking the bag
of waters), and 4) forceps. There are many hospitals where every
woman who comes in gets her water broken and they put an internal
fetal monitor in. The water has to be broken for this so they
can also be a source of infections. Most women get oxytocin

and analgesia and end up with forceps.

3. The 3rd thing which is uniquely dangerous in hospitals, is the
presence of technology. ZEven if the hospitals could solve the
infection problem and even if doctors started using technology
discriminately, the presence of technology is something hospitals
can't very well eliminate. This has been documented by medical
doctors and the problem is called maternal anxiety. Women who
were in labor at home often stopped labor on arrival at the hospital
It stopped because they went to a strange place, with strange odors
strange people, strange noises. The women are whisked off and
get separated from their husbands who are signing papers. People
in white coats, strangers, medical students, all kinds of
activity surrounds the laboring woman. If this was done to
animals during labor their labor would stop and usually the
babies would be born dead.

The very presence of the hospital environment has a mental effect
-on the woman which causes her hormones to change. The hormones
which caused labor to start in the first place cease flowing,

her blood pressure changes, and labor stops. This has all been
documented in the medical literature, however, to solve this
problem, these medical articles recommend that every woman be

given routine analgesia and tranquilizers to calm her down when

she comes to the hospital. As I mentioned previously, Dr. Mehl
showed that analgesia was one of the top 4 major causes of problems
to bables. An alternative to this would be for those women not

to go to the hospital. Family-centered maternity care in hospitals
certainly helps in this area but does not totally alleviate the
problem.

Even though hospitals contain many risks, there are a few women who
are at a high risk themselves, who need them. We are glad these
hospitals are there for them to use. We are glad hospitals are there
for us to use when something does happen at home where we need to
transport to the hospital.

I myself, planned on having my first child at home in June of 1980.
I had prenatal care from a doctor who knew of my plans for a home
birth. During labor my midwives detected the baby was breech and
we contacted my doctor and went straight to the hospital. At the
hospital I was treated rudely, threatened ard harrassed. My husband
and I were separated from our midwives (one of our midwives was an
0B nurse herself), My doctor didn't show up for three hours. They
took X-rays which showed that the baby was frank breech which is

the best position to deliver a breech baby vaginally. My doctor
told me I had plenty of room but that I had a crooked tail bone

which might get in the way and the baby's head might get caught.



I agreed to a cesarean because of this. A student nurse anesthetist,
T later found out, administered the epidural which didn't take, I
felt like he wasn't sure of what he was doing. So in the end I

was rendered unconscious for my babi's birth. My postpartum stay
was also a very negative experience with nurses too busy help a
cesarean mom get around. A cesarean section 1s major surgery.

One of the nurses told me "You are going to have start doing things
for yourself!" in an unkind tone of voice. She also badgered me

to let her give me an enema during visiting hours when I had visitors
in my room. My doctor had told me I didn't have to have one.

Since that birth I changed doctors and hospitals and last JUly

gave birth naturally. It was a wonderful experience and my two
midwives and my hsuband were allowed to be with me for the birth.
However, there was still some unnecessary intervention that is just
inherent in a hospital birth. Last summer I also finally got to

see my X-rays from my first birth. They showed no crooked tall bone.
I had been lied to so they could do the c-section they wanted to do.

T hardly call this informed consent and then people wonder why parents
choose home birth.

It ig obvious that for women who are low-risk candidates for home
birth, the hospital is an unsafe alternative. Home birth itself

is really not the issue here because it is not illegal in Kansas %o
have your baby at home. To have a qualified birth attendant to make
home birth a safe alternative is what has not been legalized. Senate
Bill #634 will enable midwives to be trained and licensed to attend
home births. The specifics of the training are not written in the
bill because that will be decided by the advisory caommittee. We do
want these midwives to have intense training and pass certain gqualifi-
cations and keep up their continuing education. These midwives will
be qualified!

Parents are going to give birth at home. Please allow us the oppor-
tunity to choose qualified birth attendants. Thank you.

Kris A. Berger

810 Perry

Wichita, Kansas 67203
316/265-0237








