































































































































































































SPECIAL CONSIDERATIONS 71

ized, whereas in another county hospitalizing only patients for whom
the physician recommended hospital care because of complications 30
percent were hospitalized.

It appears, therefore, that the proportion of hospital deliveries will
not be decrcased through a more individualized administration.
However, in some cases now requiring a hospital stay longer than
average, the length of stay and cost of care per patient may be de-
creased appreciably without impairment of the quality of service
through better coordination of facilities for home and hospital care,
provision of housekeeping service, and so forth. The average costs
for hospital deliveries in the counties studied ranged from about $40
to $59. A fee for physician’s services for delivery and postnatal care
was included in only a very small number of hospital cases. If such
fees were included for patients receiving care in private hospitals and
provision made for payment for adequate prenatal care by a physician
or at a clinic, and for prenatal nursing care, the cost of a hospital
delivery would be between $65 and $70. On the basis of these con-
siderations it appears, thercfore, that State aid in hospitalization as
well as in home care of maternity patients is essential to the growth
and development of a satisfactory program for maternity care.

Maintenance of a High Quality of
Medical Service.

The rules and regulations of the Manual of Medical Care included
a statement of minimum standards for maternity care which provided
for a high quality of service. These standards are given in the
appendix to this report. Only physicians and midwives licensed to
practice in the State could be authorized to participate in the plan.
The manual recommended that local commissioners of public welfare
maintain lists of physicians and other licensed professional attendants
who had agreed in writing to comply with the rules and regulations
in the manual. It was further suggested that when a patient requested
the services of a physician not already on an approved list the written
authorization to the physician be accompanied by a copy of the rules
and regulations and a statement that acceptance of the authoriza-
tion implied compliance with these rules in giving professional care.

In none of the areas studied was there provision for gencral profes-
sional review of the work of individual physicians. In some com-
munities committees from the local professional organizations gave
consideration to cases referred to them by relief workers. The State
medical director and his assistants were also available for advice and
consultation. In some cases local standards of medical care were
raised in this way. There was, however, no checking of medical
records by a well-qualified physician on the staff of the authorizing
agency as a matter of routine, and standards of care were maintained
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72 MATERNITY CARE AT PUBLIC EXPENSE

only through the employment of properly qualified physicians and
through the issuance of the regulations of the Manual of Medical
Care.

Payment for services was based on diagnosis and on the number and
dates of visits made. The physician, as a rule, received the $25 fee
authorized for complete maternity care, including delivery in the
home, only if the patient had been under his care since the fifth month
of pregnancy. A check might be made of the period of time under
care, since dates of the physician’s visits were necessary for payment
of the bill. No check could be made, however, as to whether the
physician had actually made the required complete physical examina-
tion of the patient early in pregnancy, including a Wassermann or
comparable test (not at that time required by State law), urinalysis,
determination of blood pressure; also pelvic measurements and
examination at or before the seventh month.

It is recognized that reviewing medical records presents great
difficulties. Many physicians do not keep complete records, and
few of them have clerical assistance. They are often impatient of
such procedures, and insistence on detailed records may result in
their refusal to treat relief patients. The fact remains, however,
that adequate care, particularly during the prenatal period, cannot
be insured without some provision for review of the nature of that
care by a physician.

The use of consultant service is an important factor in maintaining
high standards of care. The Manual of Medical Care made provision
for authorization of the services of consultants at the request of the
physician in attendance, the patient, or her family. Lack of recogni-
tion by local welfare departments of the qualifications which should
be required of consultants and the unavailability of well-qualified
specialists in most rural areas made consultation service a difficult
problem. Furthermore, the maximum charge for a consultation on
which State reimbursement was allowed was $2, the same amount
established for the usual home visit. Such provision may be expected
to encourage consultation between local physicians and to make it
possible for young physicians to secure advice from more experienced
general practitioners, but it will not make the services of qualified
specialists in obstetric care available on a consultation basis. To
accomplish this it is necessary to establish objective standards of
training and experience for physicians serving as consultants and to
make provision for recognition of the quality of this service in cal-
culating reimbursable charges.

In several areas prenatal clinies were held regularly and visits to a
local clinic by arrangements approved by the authorized attending
physician were counted as regular prenatal home and office visits.
If the dates of such visits were entered on the physician’s bill, the

[
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SPECIAL CONSIDERATIONS 73

regular flat obstetric fee was allowed. Physicians generally did not
avail themselves of this opporturity, however, and it is questionable
if this provision was generally understood.

Neither of the two county hospitals providing maternity care
operated prenatal clinics, although in one hospital prenatal care was
available by the resident staff at the patients’ request. Few patients
presented themselves for examination, and no records were available
concerning the care given. One county and one city had no prenatal
clinics. In several areas physicians and hospital administrators
spoke of difficulties in exchange of information between clinics and
hospitals and expressed a strong feeling that prenatal care should be
given by the physician who delivers the patient. Continuity of
care by the physician, while desirable, is not always possible, however,
and where this cannot be provided great effort should be made to
facilitate easy and rapid exchange of information regarding exami-
nation and treatment.

Extension of clinic facilities coordinated or associated with hospital
service and workable provision for use of consultation services of
specialists are important points for consideration in assuring high
standards of professional care.

Coordination of Medical
and Social Factors.

Physicians who are giving freely of their skill and time in the treat-
ment of patients on relief rolls have a right to expect the relief adminis-
tration to provide for the special needs of their patients which are
related to the medical problem. A physician treating maternity pa-
tients should receive cooperation from the relief organization in ecarly
referral of cases; assistance in follow-up unless that responsibility is
assumed by another organization; provision for enabling patients to
receive a liberal diet in all instances, with special needs met upon his
recommendation; help in planning confinement care with the assist-
ance of a nurse, if the delivery is to be in the home; and housekeeping
service and essential household equipment when necessary. Anxiety
and apprehension on the part of the patient often limit the effective-
ness of medical care; it is the responsibility of the social worker and the
public-health nurse to aid the physician in dealing with these factors.

In rural areas, where relief offices are staffed by incompletely trained
social workers with heavy case loads, meeting such needs is a difficult
problem. It may be greatly lessened, however, if there is a qualified
public-health nurse who serves the area and with whom the relief
worker may cooperate. The relief worker cannot provide intelli-
gently for the patient’s needs unless she has an understanding of her
condition in terms of disability and work capaecity, activity limitation,
prescribed trcatment, and prognosis. She needs to know whether the
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74 MATERNITY CARE AT PUBLIC EXPENSE

pregnant woman is able to do all her own housework, whether she
needs special food, and whether the physician has recommended any
other special program. The public-health nurse usually can assist the
relief worker in these circumstances, and a division of responsibility
for various phases of treatment of individual patients can be worked
out in conferences between the social worker and the nurse. Con-
ferences with a medical social worker from time to time are necessary
for local workers in developing policies for cooperative effort and are
helpful in treatment of individual cascs, since the medical social worker
is especially equipped to advise on social problems connected with
health and medical care.

In some of the areas studied the medical needs of clients were
effectively explained to relief workers by the county nurses. In one
such county, where there was close cooperation between the public-
health nurse and the relief-work supervisor, no emergency authoriza-
tions for delivery were noted. In another county the nurse and the
county commissioner worked well together, and in instances where the
patient was unwilling to ask authorization for maternity care from
the local welfare officer the nurse took the matter up directly with the
commissioner. In one small city the commissioner and the medical
social worker at the local hospital worked closely together, and in
another city the director of the home-relief burcau and the city hospital
superintendent supplemented each other’s efforts intelligently and
efficiently.

In the areas just mentioned records gave evidence of a recognition
of the interrelationship of medical and social factors; the effectiveness
of medical treatment was enhanced by the consideration given by relief
workers to the special needs of individuals. In the majority of areas,
however, there was little indication that the relief investigators
understood the health needs of their clients.

The relation between medical and social factors has come to be
recognized by most physicians, but medical and social agencies have
often been slow to coordinate their cfforts. In the public-welfare
field medical care for those unable to pay for it has been planned and
administered largely by the welfare groups that finance the service.
Health departments in general have considered that public health and
certain aspects of preventive medicine were within their province and
have left to the welfare officials all matters related to curative medi-
cine. At the present time health departments are recognizing that
they have a responsibility in relation to the provision of medical carc.
They are administering services for crippled children in half of the
States and are showing willingness to provide consultation services
for other types of medical care.

Recognition of the necessity for cooperative effort in the provision
of medical care at public expense has been expressed through the work

SR
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SPECIAL CONSIDERATIONS 75

of a joint committee of the American Hospital Association and the
American Public Welfare Association, which has been giving considera-
tion for several years to the subject of hospital care for the needy.
In 1937 the two associations officially adopted a statement of general
policy concerning the use of tax funds for the care of the needy sick
in nongovernmental hospitals.® This statement emphasized the
fact that a high standard of care of patients is important and is an
ultimate economy and urged that public officials appreciate the close
relation of hospital service to gencral medical practice and to public
health. In the following year the joint committee presented detailed
suggestions for carrying out these policies effectively. In the section
concerned with determination of eligibility for care emphasis is
placed throughout on the need for conference and joint cffort among
the agencies and individuals concerned in the provision of care.
Recognition is given to the fact that hospital care at public expense
should be provided for the marginal group who are otherwise self-
supporting. The joint committee recommends that decision as to
eligibility for care among this group be reached by qualified persons
after investigation and consideration of the medical and social factors
involved in individual cases. The recommendations of the joint
committee have been approved by both associations.

The American Public Welfare Association has further emphasized
the need for development of cooperative relationships between welfare
and health departments. A physician was appointed to the staff of
the American Public Welfare Association in 1937 to act as consultant
on medical care; a few months later several members of the association
were asked to serve as a committee on medical care. The first report
of this committee,® presented in June 1938, stresses the fact that
many agencies and groups other than welfare officials are intimately
concerned with problems in the administration of medical services.
The provision of better medical care for those unable to pay for it
themselves is recognized as a common goal of the medical professions
and of many national agencies, official and unofficial, the cooperation
of which is essential in furthering improvement in the organization
and administration of public medical services. The committee recom-
mends that welfare authorities cooperate to the fullest extent with
other government departments concerned with public health and
medical care in order that overlapping, duplication, and gaps in
service may be avoided.

In December 1939 the board of directors of the American Public
Welfare Association approved a tentative statement of principles con-

¥ Hospital Care for the Needy: Relations Between Public Authorities and Hospitals. Hospitals ‘Journal
of American Hospital Association), Vol, 13, No. 1 (January 1939), pp. 22-29.

% Report of the Committee on Medical Care, Annual Meeting, Seattle, Wash., June 1938. American
Public Welfare Association, Chicago, June 1938, 48 pp. Mimeographed.
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cerning the administration of tax-supported medical care in which
these points are developed further.® This statement recommends the
development of a cooperative relationship whereby the welfare or other
department charged by law with providing medical care obtains service
or technical supervision through the department of health and pays
for it accordingly. It further recommends that the department
carrying the major responsibility for tax-supported medical care make
official use of the State or local health officer in an advisory capacity
by ex officio appointment or otherwise.

An outstanding feature of the New York State plan for medical
care was the working out of the program under the direction of a
physician from the Department of Health, assigned to the Temporary
Emergency Relief Administration for this purpose. This procedure
insured close cooperation between the two departments. A medical
social worker assisted the medical officer in the administration of
the plan. This same physician was later appointed chief medical
officer in the State Department of Social Welfare, which assumed
the funections and powers of the TERA on July 1, 1937. As he has
also been designated consultant in medical care to the State Depart-
ment of Health, it is anticipated that the two departments will con-
tinue their coordinated efforts in the field of medical care for the
group unable to provide such service from their own resources.

A supervisor of medical social work has been appointed in the
Division of Medical Care of the State Department of Social Welfare,
and medical social workers have been placed in the district offices to
aid in the administration of medical care. Such workers have been
added to the staff of the home-relief bureau in the suburban county
covered in the study, and other local offices have made similar ap-
pointments.

Recognition on the part of officials administering the State program
of the interrclation of medical and social factors is a powerful force
which is making itself felt increasingly in the local offices. The for-
mulation of policies and procedures embodying this concept is a
gradual process, conditioned by local public opinion and the develop-
ment of personnel qualified to present this point of view in a manner
intelligible and acceptable to local groups. Relief and home medical
care remain local administrative problems under the present Public
Welfare Law, although the fiscal unit has become the county rather
than the town.

In the past few years more frequent contact with State workers
has stimulated local relief and health officials to a coordination of
their efforts. The findings of this report indicate that in some areas

4 Organization and Administration of Tax-Supported Medical Care: A Tentative Statement of Fssen-

tialsand Principles. Committee on Medical Care of American Public Welfare Association, Chicago, 193
8pp. Processed.
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the work of local relief and health agencies was well coordinated. In
the areas where this had not yet been achieved, officials were well
aware of the problem and desired professional advice and help in its
solution.

The number of patients receiving aid from public funds for mater-
nity care during the year of the study was impressive, especially in
view of the fact that most rural relief officers had developed a sense of
responsibility in the provision of maternity care only in the past few
years. In some communities, however, there was still evident a
general lack of appreciation of the value of prenatal care and post-
natal follow-up. The problem of adequate prenatal care was, of
course, more difficult of solution in the rural than in the urban com-
munities, because of the isolation of many rural families and their
unfamiliarity with relief and clinic procedures. The solution of this
calls for still closer working relationships between welfare depart-
ments and local health authorities, who should be responsible for
providing adequate facilities for prenatal care through clinics and
public-health-nursing services. In some instances, even though the
value of prenatal care was recognized, women felt great reluctance to
receive aid from public funds, associated in their minds with depend-
ency and “shiftlessness,”” and delayed application in the hope that they
might later be able to provide for their own care. This attitude should
be recognized in planning for the care of the “medically needy’” who
are ordinarily self-sustaining but unable to pay for necessary medical
care.

The close working relationship between the New York State Depart-
ments of Health and Social Welfare offers unusual opportunity for
Increasing cooperation in plans for maternity care. The introduction
of medical-social workers into the local offices of the State Department
of Social Welfare provides a means of interpretation of medical
problems to relief workers and social problems to health workers and
so of active coordination of local programs for medical and social
treatment. Constructive planning for more adequate public provision
for maternity care may well be the forerunner of constructive plan-
ning for more adequate provision of medical care in other fields.
The provision of maternity care involves all the administrative tech-
niques and procedures necessary for a program of general medical care.
It is a program of which the extent can be accurately predicted, the
cost closely estimated, the personnel needs easily budgeted. For
these reasons particular interest will attach to further developments
in the New York State program for maternity care.

[~
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Recommendations

The following recommendations are offered after consideration of
the fundamental problems observed in the administration of maternity
care in six counties in New York State. They are presented as sug-
gested means of improving maternity service to individual patients
through changes in the procedure of authorization, coordination of
the work of health and welfare agencies, and the provision of increased
facilities.

1. Authorization of home and hospital care (medical and nursing)
should be placed in a single agency or central medical unit, and the
decision as to whether the delivery will be in home or in hospital
should be based on the medical and social needs of the individual.

2. Authorization for maternity care should be made the responsi-
bility of a physician on the staff of or serving in an advisory capacity
to the department authorizing care. Decision should be made after
areview of recommendations from the physician attending the patient
and from a social worker who is familiar with the social situation.

3. Further consideration should be given to the problems pre-
sented by women not in families receiving relief who postpone
securing prenatal care or curtail the length of hospital stay or the
convalescent period because of inability o meet the costs involved.

4. Emphasis should he placed by the central authorizing agency
on continuity of service to the patient. This agency should insist
upon the exchange of medical, nursing, and social information among
the agencies providing such care. The division authorizing medical
care should have close working relationships with all public-health
services, nursing agencies, and hospitals in the community, and also
with divisions of the welfare department concerned with the meeting
of special needs of patients (dietary, clothing, housekeeping assist-
ance, and so forth) which are related to illness.

5. Consultation service of medical social workers should be made
available to local welfare and health workers to give assistance in
relating the medical and the social aspects of maternity care.

6. State aid should be made available to local government units
in the provision of good hospital care to maternity patients on a
participating basis similar to the plan for State aid in the provision
of home care.

7. Increased provision should be made for prenatal clinics, prefer-
ably in connection with hospitals used for maternity care. Emphasis
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should be placed upon the laboratory and consultation services which
such clinics can offer to local physicians, particularly in the treatment
of the medically needy.

8. Increased provision should be made for consultant services by
specialists, pediatricians as well as obstetricians, to be readily available
for patients in home and hospital.

9. Review of the services of individunal physicians treating patients
at home and in hospitals should be made by a physician on the staff
of the authorizing agency in order that a high quality of medical
service may be maintained.

10. Increased provision should be made by official health agencies
or under their supervision for maternity nursing services, including
nursing assistance to physicians performing home deliveries.

—— o~
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Appendix
Schedule Used in the Study

U. S. DepARTMENT OF LABOR
CHILDREN’S Bureau

MATERNAL CARE STUDY OF NEW YORK RURAL RELIEF CASES

Agent ___________._____ Serial No. __.____.___
Date . ________________ Case No. _____..____
I. IDENTIFYING INFORMATION:
1. County ______________________ 2. Township _.______ . _____.______
3.Cityorvillage ____________ _____________
4. Client’sname_ . __.___________ R 5. Date of birth ____________
II. SociaL Dara:
1. Case opened and closed: a. From __.___._________ to .
b. From ._______._.___ t0 e c. From ___.____________.
to o d. From _______________ to o ____
2. Number of members in household: a. Under 18 _.__b. 18 and over____.
3. Total weekly needs .__________ 4. Total gross income_ __.___________.
5. Budget defieit ___________._ 6. Nationality ________ . ____________.
7. Husband’s usual occupation ___________________________._________ ..
8. Number of children of this mother: a. Born alive and now living . _____
b. Born alive and now dead __._____ ¢. Stillborn____ . __________
III. MEpIicAL SERVICE RENDERED:
A, Prenatal care: CosTt
1. Month of pregnancy and
No. of wisits . __ __ __ __ __ .. __ .. |_____.___
1234567829
2. Complieations: Yes _____ R NO
a. Diagnoses and dates of visits
(1)
() e
B) -
Delivery: Date _._.______ e XXXX
1. At home
a. By physieian - _________ b. By midwife. ____._________|_.______
e. By other (specify) ___ . |
2. Hospital
a. Public __________________ b. Private_____ . __________{ ______
3. Maternity home (specify) - . _ ... .. _________.___ ———
4. County infirmary (speecify) - _ - ____ .| _____.
5. Other (speecify) _ el
C. Postpartum care: Dates of visits _____ . _________ . _______|._______
D. Final gynecological examination: Yes _._ No _._ Date ______|___..____
E. Final status of patient _ . ____ . ____ o __.____ XXXX
F. Final status of child ____ . ___ . _ .. __ XXXX
G. Total cost of medical service rendered (Total of A-D)________|l____.____
80
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TERA Form 277, |
‘ Work Relief
AUTHORIZATION, INVOICE AND VOUCHER FOR PROFESSIONAL SERVICES [Diihit™ [ | someraier [
EMERGENCY RELIEF
BUREAU OF. i Voucher No.
| City County
| : Relief
 AUTHORIZATION:: DATE 193 Order No.
]
Home Relief
TO. Case Nt:..e
(Name of Physician, Dentist, Nurse or Institution—Indicate which)
' Disabilit
ADDRESS . No. Y
(Street and Number) (City or Town)
vt You are hereby authorized to supply medical, dental and/or nursing service within the restrictions and according to the Regulations given
RELIEF in the TERA “Manual of Rules and Regulations Governing Medical Care Provided in the Home to Recipients of Home Relief” to:
The bearer, or the patient whose name and address appears immediately below, is an employee of the Work Bureau on Project
USE FOR
::2::; and alleges that he met with an injury or disability in the course of his employment, on
DISABILITY Date 193___ You are hereby authorized to give NECESSARY TREATMENT for a period of days from
date hereof to:
FAMILY HEAD OF
NAME FAMILY.
ADDRESS. ggTHORIZED
(Street Address or RFD. No. and Name of City or Town)
Indicate)
FOR: \purpose TITLE
Following statement to be prepared, invoice dated and signed, and affidavit executed, by Professional Attendant:
INDICATE
DATE
HomE OR PATIENT'S NAME AGE | SEX DIAGNOSIS SERVICES RENDERED sr(;;{;s CHARGES
193 catL (M)
) 2) ) @) 5) @) &2 ) (9)#
(*) Use symbol “H"” (**) C—CURED H—HOSPITALIZED (name and NAME OF
for home visit and T—NEEDS FURTHER date as shown) HOSPITAL TOTAL
“O” for office visit TREATMENT D—DEAD. 193____ Date. 193 ___|
DATE INVOICE PREPARED:| NOTE (to physician, dentist, nurse or hospital): Eater on the original and duplicate ycllow| RECEIVED PAYMENT:

193___| and send to

copy of this form the information called for above in columns 1 to 9, specify date
invoice is prepared, sign
ocal relief headquarters.

ayment,” execute affidavit cn both copies,

under *received X €
eep the triplicate copy for your records.

" STATE OF NEW YORK

$8.:
County }

above bill or account were actually ren

on the order of

>

dered to the relief case named herein residing in

being duly sworn says that he actually resides at
. that the services rendered or charged in the

(City or County)

at the dates and for the prices herein named, which are just and reasonable for the services ren

that there are no Federal or New York
Subscribed and sworn to before m

this day of.

(Name and Title of Authorizing Officer) . , L.
dered; that said bill or account is just and true

State Taxes included and that there is due hereon §

e
193__

___and no part of same has been paid

Signature

Notary Public or Commissioner of Deeds

(PROFESSIONAL ATTENDANT—DQO NOT WRITE BELOW THIS LINE)

(LEAVE BLANK)

ACCOUNTING CLASSIFICATION (THIS SPACE FOR LOCAL ACCOUNTING OFFICE)

Charge Amount Account Verified; Correct for—

| _(Signature)

I certify that the records of this office show that the services covered by this voucher were rendered, and that the prices charged are in

conformity with the authorized scale.
Certified for $

Accounting Officer

Paid by the i of Fiseal OFeD) oG ) with Check No
itle of Fi er cal Governmental Unit
TERA
Dated _For. Drawn on the of
(Amount) (Name of Bank) (City)
R . 277253°—41 (Face p. 80)
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IV. Nugrsing Carg:
A. Prenatal instruction: Yes _________ No . _________ . __ NXXXY

L. Mouth of pregnancy and
No. of vigits __ __

a. Work Relief Project

b. Public Health Nurse__________
(1) State Department of Health
(2) County .____ T TTTTTTTTmmTes
(3) Visiting Nurse Association

{a) No chargeto D. P. W. _______ e XXXX

(b)) D P Wopays . 0TI e

(4 Other private agency (specify) .____________ T
B. Bedside nursing care: |
oo . Delivery Postpartum|

a. Work Relief Projeet _______ { ________________ oo
b. Public Health Nurse___________ "~ ! A [
(1) State Department of Health !

(2) County____.____________~ "~ i i

(8) Visiting Nursing Association [ A
(a) No charge to D. P. W. ,,_‘( ................ .
(by . P. W, pays

\
(4) Other private agen('_)j (S}S(ﬁ(;l%{;] __________________ f ————————
I

¢. Graduate trained _____ " " T[T 7700 ] __________________
d. Practical

V. ToraL Cost or MEDICAL SERVICE AND NURsSING CARE (Toravr |
oF III-G anp IV-C)

VI. ComMmENTS:

[ o _ ,
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Excerpts From Temporary Emergency Relief Administration
Manual of Medical Care

Rules and Regulations Governing Obstetric Care (Regulation 4) and
(in part) Schedule of Reimbursable Charges (Regulation 9):

Regulation 4. Obstetrical Care. [iem 1. Scope. Authorization for obstet-
rical service in the home ! shall include: prenatal care, delivery in the home, and
postnatal care; and a requirement that, as far as possible, such obstetrical service
shall conform, both in frequency of visits and in quality of care, at least to the
standards of maternity care adopted by the regional consultants in obstetries
of the New York State Department of Health.

Item 2. Not emergency service. Maternity care should not be considered an
emergency service to be authorized late in pregnancy. Local welfare and health
officials, public-health nurses, social workers, family physicians, and families on
home relief should cooperate to the end that continuous medical supervision
should begin for every expectant mother as soon as pregnancy is suspected.

Item 8. Minimum standards. The following standards of maternity care
shall be maintained.

a. Prenatal care shall, wherever possible, conform to the following minimum
requirements: 1. First visit at or prior to the fifth month of pregnancy. This
first visit should inelude: histories of previous pregnancies and labors; determina-
tion of expected date of confinement; and instruetion in the hygiene of pregnanecy.
2. A general physical examination as early in pregnancy as possible, with special
attention directed to determination of blood pressure, urinalysis, heart, lungs
and kidneys, general nutrition, and a blood Wassermann or comparable test. 3.
Pelvic measurements and examination at or before the seventh month. 4. Visits
at least monthly until the ninth month and weekly thereafter, with urinalysis,
blood-pressure determination, and abdominal examination made at each visit.
5. Treatment as needed for ordinary disturbances incident to pregnancy. 6.
Social service or visiting-nursing service adequate to insure the patient’s coopera-
tion with the attending physician and prenatal elinic.

b. Delivery in the home shall include, in addition to obstetrical attendance for
the mother, treatment for the infant as needed, including the administration of
prophylaxis, as required by law,” to prevent blindness.

c. Postnatal or postpartum care shall inelude care for both mother and infant as
often as may be needed, and bedside visits should be made at least on the first,
third, and fifth days after delivery. Authorization for obstetrical care shall in-
clude provision for a final gynecologic examination of the mother about six weeks
after delivery or before she resumes usual activities.

Item 4. Restrictions and precautions. Due caution shall be exercised that
authorization for delivery in the home does not involve undue risk to a patient
for whom hospital care may be imperative. The judgment of the attending physi-
cian shall be a decisive factor in issuing such an authorization. The physician
authorized to attend the confinement in the home shall be responsible for certify-
ing to the local commissioner of public welfare, that, in his professional judgment,
delivery in the home will be safe. In those cases where it is the professional
opinion of the attending physician that confinement in the home will be hazardous
he should notify the local commissioner of public welfare immediately, in order
that hospitalization may be authorized in accordance with the provisions of Artiele
X, sections 83 and 85, of the Public Welfare Law. However, expenditures for
such authorized hospitalization and hospital care shall not be eligible for reim-
bursement by the Administration.

Item 5. Complications of pregnancy. Authorization for obstetrical care in the
home shall include the items of maternity care specified in the preceding para-
graphs. Where complications and/or intercurrent illnesses arise in the course of
pregnancy and/or the puerperium and require medical care in addition to that
outlined above, the attending physician may request, giving full reasons, addi-

! Written authorization for obstetrical care shall be requested and issued within 48 hours of the date .7
the first prenatal visit.

12 See Penal Law, § 482, subd. 3, and the State Sanitary Code, Chapter II, Regulation 12, “Precauti -
to be observed for the prevention of ophthalmia neonatorum.”
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APPENDIX 83

tional written authorization for giving supplementary care. Reimbursement may
be granted by the Administration on the basis of regular home and/or office visits
for medical care given under such additional authorization. Some of the compli-
cations of pregnancy which may justify additional authorization and reimburse-
ment are: any acute intercurrent infection; pernicious vomiting of pregnancy;
uterine hemorrhage; eclampsia, pre-eclampsia and/or any toxemia of pregnancy;
and threatened miscarriage.

Jtem 6. Miscarriage, etc. When pregnancy is terminated prior to the full term,
a pro rata allowance may be reimbursable on the basis of the authorized home
and/or office visits actually made: Provided, that in case of any early misearriage
(prior to the sixth month of gestation), where a dilatation and curettage is per-
formed, or care is given for any misearriage at or after the sixth month, an extra
allowance may be granted for such service. The total allowance, as a basis for
reimbursement, for all such authorized care where the pregnancy is terminated
prior to the full term, shall not exceed the allowance made for authorized complete
obstetrical care of a normal confinement in the home. .

Ttem 7. Prenatal clinic. Prenatal care given in a local clinic by arrangements
approved by the authorized attending physician shall count for regular prenatal
home and office visits, and, if the dates of visits to the clinic are entered in the
physician’s bill, the regular flat obstetrical fee may be allowed as the basis for
reimbursement.

Ttem 8. Emergency hospitalization. a. When, in the course of a delivery in
the home, complications arise, during the second stage of labor, which make
transfer to a hospital imperative, and such delivery is subsequently performed
by the authorized attending physician or by another physician, reimbursement
may be allowed for payments to the physician originally authorized to attend
the confinement in the home, on the basis of a sliding scale, up to 80 per cent of
the flal obstetrical fee, depending upon the adequacy of prenatal care given.

b. In certain cases, for whom delivery in the home was originally authorized,
but for whom hospitalization was ordered prior to the onset of labor, allowance
may be made for the prenatal and postpartum care actually given, on the basis
of the regular home or office charges for each visit.

Item 9. Major obstetrical operations. To safeguard the lives of both mother
and child major obstetrical operations shall not be undertaken in the home,
except where there are no hospital facilities within a reasonable distance.
Wherever possible, hospitalization should be authorized locally,! for such obstet-
rical operations as mid or high foreeps application, internal podalic version with
or without subsequent extraction, Cesarean operation, and the introduction of a
Voorhees bag.

Ttems 10. Obstetrical nursing. Bedside nursing care, as an adjunct to the
obstetrical service, is provided in many communities through loecal public-health
nurses employed on work relief. As a supplement to the existing community
services, bedside nursing care for expectant mothers and young infants, may be
authorized on an individual basis, at the request of the attending physician.

Ttem 11. Care by midwife. Whenever an expectant mother eligible for home
relief requests the attendance of a licensed midwife at her confinement, such
sorvice may be authorized, and arrangements should be made for adequate
prenatal and postnatal care through existing community services. If there is
doubt about the normal progress of pregnancy or delivery, the patient should
be transferred immediately to a physician or to a hospital. Authorized obstet-
rical service provided by a licensed midwife may be eligible for reimbursement
by the Administration on the basis of not to exceed one-half of the fee paid to
a physician for the same type of service.

* ® * * * #* *

Regulation 9. Schedule of reimbursable charges. Introduction. a. It is
realized by the Administration that with the funds available, it is impossible to
compensate fully the physician, dentist, or nurse for his or her professional serv-
ices. The following schedule of charges, therefore, should not be considered as
complete compensation for services rendered, but rather as a maximum basis for
reimbursement, with due consideration for the conservation of relief funds to
the mutual benefit of the patient, the professional attendant, and the taxpayer.

The following schedule of reimbursable charges was prepared following a con-
ference, in Albany, N. Y., on April 16, 1934, between authorized representatives
of the Medical and Dental Societies of the State of New York, the Administration,
and the State Commissioner of Health.

1 Under §85 of the Public Welfare Law, see Chapter 1I1, Section C.
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b. The charges listed are hereby established by the Administration as the
maximum eligible for reimbursement, under these Rules and Regulations. How-
ever, no statement in these regulations shall be construed to prevent a local
commissioner of public welfare from making additional payments, for specified
services, from local funds;® or from making payment at less than the maximum
charges stated in these regulations, where the local professional organization has
agreed to the authorization of specified services at a lower rate.

Section A. Medical Care. (Personal Services.) The services of a physician
authorized with a view to reimbursement by the Administration, shall be subject
to the restrictions imposed by these Rules and Regulations, and expenditures
for such services shall be eligible for reimbursement at not to exceed the following
schedule of charges.

Item 1. Home visit. Authorized home visits, subject to the restric-
tions imposed by Section D, page 11, and Regulations 1, 2,% and 3, above
shall be reimbursable at a rate per visit not to exceed.________________ $2. 00

Item 2. Office visit. Authorized office visits, subject to the restrie-
tions stated for Item 1, above, shall be reimbursable at a rate per visit not
toexeeed. . _________________ . ___ .. ______.____ 1. 00

Item 8. Obstetrical care. Authorized obstetrical care in the home, {
including necessary prenatal care, delivery in the home, and postnatal
care, subject to the general restrictions and requirements imposed by
these Rules and Regulations and the specific requirements of Regulation
4, above, shall be eligible for reimbursement:

a. For the services of a physician, on the basis of an all-inclusive flat
rate which shall not exceed . ... _____  __________________________ 25. 00
or

’b. For the services of a physician, on the basis of a flat rate for delivery
in the home and necessary postnatal and postpartum care at not to

exceed _ _ _ L ... 15. 00

and prenatal care at a rate not to exceed $1.00 per visit, with a maximum

for such prenatal care at a rate not toexceed________________________ 10. 00
The total charge, under this plan, for prenatal, delivery, and postpartum

care, not to exceed, as above______________________________________._ 25. 00

¢. For the services of a midwife, subject to the requirements of Item 2,

¢, Section D and Item 11, of Regulation 4, above, on the basis of a rate

not to exceed . __ . .o _____.__ 12. 50
d. For authorized obstetrical services not covered above, see Regula-

tion 4, Items 5, 6, and 8.

38 Under § 83, of the Public Welfare Law, see Chapter II1.
3 Note especially ftem 6. Also, mileage is not reimbursable.
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