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Professionals caring for a baby
who is not expected to live are
faced with challenging deci-
sions and discussions as the

healthcare team strives to maximize
the goals of care for both the baby and
the family. Additionally, treatment
and care are usually limited to the
hospital environment with occasional
transfers of patients to home, under
the personalized care of a hospice
team. 

Sadly, there are few in-home hos-
pice teams in the U.S. willing and
able to care for a dying baby although
recent focus on the need for this type
of care has lead to an encouraging
increase in models of education,
training and policies and procedures
being developed. This article
describes a new model of care in the
form of an inpatient pediatric pallia-
tive care center and how decision
making around end of life care for
babies differs. Specific attention is
given to the challenges involved with
the withdrawing and withholding of
artificial nutrition and hydration
illustrated with a case study.

George Mark Children’s House in
Northern California opened in April,
2004, to care for infants and children
with life-threatening illnesses. It
became the first free-standing inpa-
tient pediatric palliative care center
in the U.S. It was built based on the
current model of a pediatric inpatient
hospice facility in Great Britain, of
which there are approximately 45.
The palliative philosophy of care
serves to support children with life-
threatening illnesses, and their fami-
lies, for the duration of the child’s ill-
ness from the point of diagnosis to
the possible time of death. The house

acts as a center for intermittent
respite care, pain and symptom man-
agement, transitional care and an
alternate place for end of life care.
The interdisciplinary team, in a
homelike environment, is able to sup-
port the child and family holistically
and in collaboration with the child’s
primary team or doctor in the com-
munity, thereby enhancing the con-
tinuum of care. 

The care provided at George Mark
Children’s House encompasses the
realms of medical care, which is
focused on aggressive pain and symp-
tom management; psychosocial sup-
port for both the patient and family,
with particular attention to siblings;
spiritual support in order to honor
religious and cultural traditions; and
alternative therapies such as
hydrotherapy, animal therapy, mas-
sage therapy and ‘fun’ therapy includ-

ing special cooking projects and trips
away from the facility. This focus
allows the family to be just that — a
family — and lets the medical team
care for the child on an ongoing basis.
There are eight patient bedrooms, all
with a day bed for a family member,
as well as two family suites for fami-
lies whose child is admitted for end of
life care. These suites enable whole
families to reside together while still
being able to receive around-the-clock
nursing care.

Outside of expert pain and symp-
tom management and care of a dying
child, why would a family chose to
transfer from a hospital to an inpa-
tient palliative care center? One of
the main reasons is that families
experience a completely different care
plan approach so that if and when
death occurs, death is normalized.
Old traditions are revisited with the
use of a ‘wake’ room, called the
George Mark Room, where a child
can remain for post-mortem care up
to 2-3 days post-death. 

One of the difficulties in the hospi-
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from the president
result of policy changes and events.

The purpose of this meeting was to
develop a consensus statement focus-
ing on the implementation of CAPTA
(Child Abuse Prevention and Treat-
ment Act), as amended in 2010. The
provisions of CAPTA with which the
group was most concerned were:

1. The referral of drug or alcohol-
affected newborns to child wel-
fare agencies, with alcohol and a
reference to Fetal Alcohol Spec-
trum Disorders ( FASD) included
for the first time, and

2. The referral of children 0-2 in a
substantiated child welfare case
to Part C early intervention
agency for developmental screen-
ing.

There was a unanimous agreement
among the representatives that sub-
stance use in pregnancy is a public
health issue. CAPTA is challenging
many states to address the issue of
substance exposed infants effectively,
because there are concerns that many
states are inconsistent in their cur-
rent practices. 

Two additional points were under-
scored during these discussions:

• The major challenges facing state
and local governments in consid-
ering how to respond to an issue
such as CAPTA in the midst of
great fiscal uncertainty and
budget constraints, and

• The challenges facing federal gov-
ernment agencies in playing their
needed oversight role with lim-
ited resources and multiple
demands.

Iam honored to have been elected
President of the NAPSW organiza-

tion at this Spring’s San Francisco
conference. I believe NAPSW is a
strong organization of professionals
with many talents and skills, includ-
ing board members and committee
chairs who are enthusiastic and who
strive to move our organization for-
ward. I promise to do my best to keep
us moving forward and I will rely on
all of your support and advice. 

I would like to recognize our past
president, Debby Segi-Kovach, for her
commitment, leadership and ongoing
dedication to NAPSW over the past
four years. I hope that I can continue
to rely on her as my mentor for guid-
ance during my term of office.

Several weeks ago I was invited as
the NAPSW president to participate
in the CAPTA (Child Abuse Preven-
tion and Treatment Act) meeting,
which was held on August 1-2, 2011
in Chicago. The meeting was hosted
by Dr. Ira Chasnoff from Children’s
Research Triangle. Those present at
this meeting included 13 representa-
tives of various agencies, organiza-
tions and providers who are con-
cerned with infants and children
affected by prenatal exposure to alco-
hol and illicit drugs.

The belief is that alcohol and illicit
drug use in pregnancy, which affects
as many as 600,000 births annually –
a cumulative total in this country of
more than 11 million children and
youth under 18 years of age — could
be addressed in greater depth as a
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NAPSW 2012 CONFERENCE
Paddling Towards Perinatal Excellence:
Relax. Renew. Rejuvenate.

Call for Papers
The 36th Annual NAPSW National
Conference will be held in Little
Rock, AR, May 9-12, 2012. Abstracts
should be no more than one page,
double spaced. Each abstract should
include a cover page with the
author’s name, e-mail address(es),
mailing address, work affiliation and
phone number. A 40-word brief
description, to be used in the conference brochure, should also be included.
Please submit 3-4 learning objectives that are observable and measurable
according to continuing education requirements.

NAPSW Innovative Program Award 
Have you been working on getting a program started at your hospital or
clinic? Did it take hours of time, and lots of patience? Did you find a fund-
ing source that you didn’t know existed? Have you had positive results
already? Well, here is your chance to tell the world! Nominate your pro-
gram for the Innovative Program Award.

Contact Information
Please submit abstracts no later than November 6, 2011 to: Dasi Schlup,
LCSW schlupd@health.missouri.edu

For further conference information contact Conference Co-Chair, Diane
Glenn, at drglenn@u.washington.edu

In the future, it is the hope that
there will be a coalition and a
stronger network of agencies and
national organizations that will advo-
cate further for the professional devel-
opment of these policy recommenda-
tions, including meetings with
Federal representatives. 

The recommendations from this
two-day meeting are still being
reviewed before a final statement will
be issued. When it becomes available
I will share it with the Board of Direc-
tors and with members of NAPSW.

I was very impressed with the
knowledge, diverse perspectives and
the wisdom shared by the representa-
tives from the various organizations
that participated at these roundtable
discussions.

When I returned back to work the
following day, I emailed Dr. Chasnoff
to thank him for inviting me to par-
ticipate in the CAPTA meeting. He
replied: “You and NAPSW are impor-
tant partners in the process, because
when it comes down to it, you as
perinatal social workers are the ones
other professionals turn to in order to
make things happen.”

This observation speaks to the
importance of our profession in allow-
ing us to be advocates for our vulnera-
ble patients and their families. Yes,
we can make a difference in the lives
of others we touch as perinatal social
workers. We can also, as individuals,
make a difference in our own organi-
zation!

I encourage you to get more
involved with NAPSW. If you are new
to NAPSW, please talk to other mem-
bers and consider working on one of
our committees or running for the
board next year (Please see the Sum-
mer Forum for details).

Have you signed up for our List-
serv? It’s not too late. You’ll find it on
the left navigation menu at our Web-
site, www.napsw.org. It’s a valuable
resource and easy to join. Listserv is a
great tool for communicating with
other members or to post a message
or ask a question to the entire mem-
bership.

Our 2012 National Conference Co-
Chairs, Shirleen Cox and Diane
Glenn, are busy planning the 36th
Annual NAPSW Conference that will

be held in Little Rock, AR on May 9-
12, 2012. Catherine Miller and
Meaghan Dwyer-McNally of Balti-
more, MD have agreed to co-chair and
plan the 2013 NAPSW Conference in
their city.

If you would like to explore the
idea of being a co-chair and having
the conference in your city, please
email or call me.

As the fall season approaches, the
months ahead will be busy for many
of us and our families. I extend an
invitation to members to call or email

me with any ideas, suggestions and
comments. I look forward to hearing
from you. 

Have a great Autumn and take
care!

Rasa M. Ragas, LSW
President 2011-2013
Loyola University Medical Center
Maywood, Illinois 60153
(708-216-1598)
rragas@lumc.edu
rragas@ameritech.net
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tal setting is that soon after the death
of a child, the bed is needed for the
next admission and the body is trans-
ported to the morgue. There is now
an increased awareness of the impor-
tance in these precious hours spent
post-death in that more and more
facilities are designating special
rooms for dying children that offer
more time, privacy and dignity. The
George Mark Room allows families to
visit from out-of-state or overseas and
still have the chance to say goodbye
to the child. The room is frequently
personalized with photos, memen-
toes, music and other decorations, as
well as being a private place where
there is room for cultural and reli-
gious traditions to be honored. Com-
prehensive psychosocial support is
provided in preparing a funeral or
memorial service and aiding with
wishes for organ donation. Quite
often the body remains until it is
taken to the on-site sanctuary for a
service; the sanctuary is non-denomi-
national and there outside clergy/reli-
gious leaders can lead personalized
services. 

Unlimited bereavement services
are provided to all families in the
form of letters, cards, phone calls,
one-to-one counseling, support groups
and special events. Most at-home hos-
pice programs are only able to offer
bereavement services for approxi-
mately 13 months and few pediatric
medical centers have well established
bereavement programs.

The staff at George Mark Chil-
dren’s House is trained in pediatric
palliative care, facilitating cohesive-
ness in decision-making and subse-
quent communication with families
faced with difficult decisions when a
child is dying. Putting aside personal
values and morals, staff provides
anticipatory guidance to families as
decisions are made and goals of care
are determined. It is paramount to
remember that even though staff may
personally not agree with family deci-
sions, they are not the ones who will
live on “to remember” in the bereave-
ment period, what care was or was
not provided to their child. Families

ing a baby with a life-threatening ill-
ness. This can occur in the hospital
setting, with a home hospice agency
or facilitated through a program like
George Mark Children’s House. The
aim of such programs is to provide
psychosocial support and anticipatory
guidance as parents face difficult deci-
sions before their infant is born.
Specifically, all modes of care are
explored and a birth plan is designed
enabling parents to avoid making
challenging decisions for their baby at
a time of crisis and reflecting their
personal wishes for care. After the
baby is born concerns that frequently
are addressed with end-of-life care
include change in code status to AND
(Allow Natural Death), an alternate
terminology for DNR or Do Not
Resuscitate; advocating for around-
the-clock ease of pain, suffering and
symptoms; facilitating discussions
that address withholding and with-
drawing of life-sustaining medical
treatments such as fluids and nutri-
tion or mechanical ventilation. A
team trained in palliative care is
familiar with reframing hope and
goals of care to maintain a realistic
care plan. 

Traditionally, decision making has
not always been a collaborative effort
between the medical team and the
family, and this has been influenced
by significant legal cases which have
led to barriers in allowing open dis-
cussions to limit aggressive treatment
when appropriate. The hype with the
1982 Baby Doe case affected the deliv-
ery of specialized healthcare to pre-
mature infants. The hotlines estab-
lished in all American NICUs
facilitated anonymous calls to report
alleged child abuse for babies in cases
where care was being withheld or
withdrawn for disabled infants
(Wikipedia, accessed 3/18/2011). This
has had a permanent impact on a
physician’s comfort level in making
end-of-life care decisions for fragile
infants, despite revised legislation
since and reversal of the Baby Doe
regulations in 1986. Additionally in
1984 an amendment to the Federal
child abuse law meant that techno-
logical support was allowed to be
withheld if any of the following three
circumstances were in existence: the

need to feel a reciprocal trust and
shared decision making when making
difficult decisions. Open, empathetic
communication reinforces this trust
and the concept of ‘hope’ is continu-
ally reframed as the child declines. 

Specifically, decisions are fre-
quently faced by the interdisciplinary
team caring for very sick infants,
more than any other age group. Of all
children who die, most do so in the
first year of life, necessitating the
development of policies and models
for perinatal palliative care (Fitzsim-
mons and Seyda, 2007). Nationally,
statistics show that each year there
are about 900,000 families affected by
birth tragedies, including stillbirths

and miscarriages (Field and Behrman,
2003; Hoyert, et al, 2006). Infants are
born prematurely before the 37th
week of gestation at the rate of 12.7%
and this complication, plus low birth
weight or congenital malformations
are the leading causes of neonatal
death during the first 28 days of life.
These deaths account for almost two
thirds of all infant deaths (ages new-
born to one year) (D’Almeida et al.,
2006; Fitzsimmons and Seyda, 2007).
Supporting statistics at George Mark
Children’s House also show 12% of
all admissions and 20% of all deaths
are infants aged 0-6 months.

The newest area of development in
pediatric palliative care is the spe-
cialty of perinatal palliative care,
whereby support to the family begins
when a mother is in-utero and expect-

Palliative Care

continued from page1
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infant was permanently comatose; if
treatment would merely prolong
death; if treatment would not be
effective or futile (Fleischman, 2008).
The influence of the government on
decision making was removed and
physicians were allowed to decide on
goals of care with their best medical
judgment in conjunction with the
family’s wishes.

The rapid development of techno-
logical advances to improve care of
sick infants with their feedings,
breathing support, temperature con-
trol and infection risks, have
increased the likelihood of challeng-
ing decision making for the medical
team (Lantos and Meadows, 2006;
Fleishman, 2008). Along with height-
ened abilities in caring for fragile pre-
mature infants came the need to
address various ethical considerations
as the perception increased that
infants with a poor prognosis would
have greater suffering with prolonged
care. Concurrent palliative care can
now be offered as care focuses on hop-
ing for the best but preparing for the
worst. The concept of withdrawing
and withholding treatment while still
offering intensive comfort care meas-
ures becomes an appropriate proposi-
tion to initiate into care plan conver-
sations (Bell et al., 2007; Duff and
Campbell, 1973; Pierucci, et al.,
2001). As Fleischman aptly states,
“Prolonging an infant’s life should not
be viewed as an end in itself, but
should be weighed against the proba-
ble quality of the future of that life”
(2008, p.124).

The limitation of artificial nutri-
tion and hydration is one of the most
contended medical therapies because
it creates discomfort for the medical
team from the point of initial discus-
sion with a family. Why is this? The
act of feeding is regarded in most soci-
eties as a symbolic act of basic provi-
sion to a child or baby, an act of nur-
turing and providing comfort and a
demonstration of cultural traditions,
particularly with older children. Feed-
ing is a medical intervention that has
goals such as aiding in growth and
development, to meet the basic meta-
bolic demands of the body, to aid in
the immune function of the body and
to aid in wound and body healing
(Carter and Leuthner, 2003). If an
infant is unable to sustain nutritional

needs through oral feeds, artificial
feeding can be administered enterally
in multiple ways or if enteral feeds
are contraindicated or not tolerated,
fluids can be administered via intra-
venous methods in the form of TPN
and lipids or fluids. All are therapies
which are life sustaining, like
mechanical ventilation, yet carry a
different ethical ‘weight’ when dis-
cussions begin around withholding or
withdrawing feeds or fluids. To with-
hold feeds means to not start feeds at
all and to withdraw feeds implies a
gradual taper or complete cessation of
feeds. The research shows that per
parent report, it is harder to withdraw
feeds than to withhold (Wright, et al.,
2009). This reflects the experiences
reported by the families at George
Mark Children’s House and the psy-
chological struggle they face when
trying to decide whether to withdraw
feeds.

In communicating with families
when approaching a choice like this,
quoting the terms ‘withhold’ and
‘withdrawal’ are not recommended.
They have negative connotations and
indicate a therapy being removed or
denied. Rephrasing can include,
“Additional technological support is
inappropriate and will increase the
infant’s suffering. We recommend we
increase the palliative care services
and work intensively to support com-
fort for your infant and you” (Caitlin
and Carter, 2002, p. 193). This allevi-
ates the family from having to decide
anything, allowing them to love and
care for their baby while the medical
team continues to provide intensive
care but with a different focus and
goals. Families need to know that
complete care is not being withheld
from their baby and they should not

be left to make these decisions on
their own; the burden of decision
making needs to be shared. Addition-
ally, some cultures and traditions do
not allow or believe that medical
therapies can be withheld or with-
drawn and families may chose to con-
tinue with all treatments regardless.
Using the statement quoted helps to
shift the focus of the conversation to
the suffering that the baby is experi-
encing related to the ‘technological
support,’  and families may then
reconsider changing the care their
baby receives.

Professionally, there are several
organizations that have issued guide-
lines and position statements that
highlight the ethical issues and con-
cerns that underlie decisions made
around feeds. These organizations
include the American Academy of
Nursing, the Hospice and Palliative
Nursing Association, the American
Academy of Hospice and Palliative
Medicine, the National Hospice and
Palliative Care Organization and the
American Academy of Pediatrics, to
name a few (Dikema, et al., 2009).
Essentially these guidelines state that
these decisions should be made like
any other medical decision. However,
they seem to be far more swayed by
personal, value and moral implica-
tions than with any other medical
treatment. The goal of care should
always remain to balance the benefits
and burdens of any treatment. Nutri-
tion and hydration are therapies often
regarded as ones that should con-
tinue, even as other medical therapies
such as ventilation may be considered
for withdrawal.

We can become trapped by the
thought of “starving a baby to death”
by not feeding them and this is a term
frequently stated by parents at the

This focus allows the family

to be just that – a  family –

and lets the medical team

care for the child.
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commencement of discussion about
limiting or stopping feeds. Starving
can psychologically equal suffering in
our minds. Families pick up on our
own discomfort in discussing these
issues and will quickly retreat from
any decision if they are not in agree-
ment with the medical team and have
their reciprocal trust. Parents invari-
ably will not feel able to bring up
either not initiating or stopping feeds
on their own, for fear of judgment
that they are choosing to “give up” or
“starve their baby to death” even to
the extreme that they are afraid of
legal action against themselves. It is
incumbent upon the medical team to
sensitively present this as a choice
and recommendation in babies facing
a grim prognosis, relieving this
responsibility from the parents
(Wright, et al, 2009). Feeding also pro-
vides comfort to us as the medical
team and to the family because it
makes us all feel better that we are
giving and doing something for the
baby when little else seems to be able
to help. 

At the end of life, nutrition and
hydration can be a detriment to the
baby who is dying and increase their
suffering. Withdrawing feeds or hydra-
tion does not hasten death. At this
stage the body is already on a natural
decline and the influence of fluids
administered does not alter the over-
all outcome of death. If anything,
feeds or hydration may hasten death
secondary to the burdens of continued
treatment (Dikema, et al., 2009).

Reaching a decision to withhold or
withdraw feeds can be met by various
barriers. There can be differences in
opinion between the parents them-
selves as frequently one parent is fur-
ther along and more ready “to let go”
than the other. Additionally, differ-

what to expect should include the
unknown length of time until death
(it is not advised to prognosticate);
how the appearance of the baby will
change to one of emaciation (it often
helps for the nursing team to offer to
bathe the baby); offering ongoing reas-
surance and confirmation of the deci-
sion made, and reaffirming the goals
of care.

There are documented physical and
psychological benefits to withholding
or withdrawing feeds at the end of
life, as well as complications if this
therapy is continued. Up to 15 per-
cent of cases suffer complications
while giving parenteral nutrition
including infection, thrombosis and
bleeding, fluid and electrolyte imbal-
ance and loss of the IV site. A compli-
cation rate of 76 percent with admin-
istering artificial nutrition includes
problems such as increased secre-
tions, increased respiratory distress, a
risk of pulmonary edema and wide-
spread edema, nausea and vomiting,
increased risk of aspiration pneumo-
nia compared to if feeds are given
orally or naturally, discomfort related
to tube placement and/or replacement
and nutritional excesses and deficien-
cies (Dikema, 2009; Keeler, 2010;
Winter, 2000). 

The physical benefits of stopping
fluids at the end of life encompass a
decrease in the metabolic rate, urea
load, secretions, coughing, gagging,
nausea and vomiting, diarrhea and
urine output. A combined physical
and psychological benefit arises from
the release of endogenous endorphins
which leads to an analgesic benefit
coupled with an increased threshold
for pain and possible feeling of eupho-
ria. 

From documented experiences
with adults the sensation for hunger
and thirst is said to lessen after the
body has adjusted to a lower or absent
intake of fluid after the first couple of
days due to the production of ketones
(Carter and Leuthner, 2003; Dikema,
2009; Keeler, 2010). Overall, death is
not hastened; the baby is seen as not
struggling at the end of life thereby
giving the parents a decreased percep-
tion of suffering in their infant. Par-
ents usually describe the death as
comfortable, peaceful and occurring
in the baby’s sleep. These are all posi-

ences in opinion between the staff
and parents as well as between the
clinicians themselves can arise. Most
hospitals and hospice agencies have
ethics committees and ethics rounds
can be held if an impasse is reached.
It is recommended that going to court
for such decisions should be avoided
(Bell, et al., 2007). Other psychologi-
cal barriers include the general belief
that babies are not expected to die.
This belief leads to medical practice
that aims to preserve and maintain
life at all costs, common in the inten-
sive care environment; the continua-
tion of all treatment options in the
hopes that a medical cure could
become available during the child’s
lifetime; the belief that the medical
team should persist and not ‘give up’
on a care or treatment (Carter and
Leuthner, 2003).

As time goes by, one of the greatest
challenges in sticking to the decision
to withhold or withdraw feeds is to
persist with this goal of care; men-
tally it is easier and more palatable
for us to withhold or withdraw
mechanical ventilation, since it is
usually a quicker time to death.
Babies in particular can survive with
little or no fluid, other than that
received with the administration of
meds, for days to weeks (Carter, and
Leuthner, 2003; Johnson, 2010). This
experience has been verified in cases
seen at George Mark Children’s
House and is not just limited to
babies. During this time is when both
the family and medical team start to
question the moral and medical deci-
sions made and whether or not these
continue to be ethical or credible;
doubt creeps in. Supporting each
other and families during this time is
vital. Anticipatory guidance about

Staff may not agree with
family decisions, but they
won’t be the ones to
remember what care was
provided or withheld.
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tive outcomes as the goal of a ‘good
death’ with dignity is achieved.

CASE STUDY:

Bobby was born at 37 ½ weeks,
weighing 2.9 kg and measuring 50 cm
long. The prenatal history was
remarkable for ROM at 6 days and a
maternal fever of 101F pre-delivery, a
delivery requiring an emergency
cesarean for fetal distress and this
being the parents’ first baby. Bobby
had respiratory distress at birth
requiring the use of CPAP. He also
had abnormal tone, floppiness and
experienced seizure activity.
Hypothermia therapy began at 4 ½
hours of life and he was transferred to
a specialty pediatric hospital where
he continued with respiratory insta-
bility (apnea and bradycardia) and was
made NPO but received IV fluids. His
physical exam revealed a moderate
PDA, pulmonary hypertension, HIE
(hypoxic ischemic encephalopathy),
depressed brainstem reflexes, no gag
or suck reflex and continued clinical
seizures. He did not improve with
hypothermia therapy and Bobby’s
future was predicted as very poor
with the high likelihood of cerebral
palsy, seizures, feeding challenges and
cognitive and learning disabilities.

Multiple family and medical meet-
ings were held and the goals of care
were changed to comfort measures
with a hospice approach, i.e. – to
withhold feeds and other life sustain-
ing treatments and focus on aggres-
sive symptom management. George
Mark Children’s House (GMCH) was
introduced as an alternative place for
end of life care. Bobby was transferred
to GMCH on day 5 of life with the
following care regimen: AND code
status (DNR), NPO and comfort meds
(including eight days of Morphine
Sulphate and Ativan use). Upon an
initial social work assessment the
parents explained that they had diffi-
culty bonding with and physically
accessing Bobby during his time in
the NICU. Additionally, the parents
were wrestling with the extent and
severity of Bobby’s brain damage in
light of how beautiful and physically
normal he looked. The team at
GMCH was concerned with how
much the parents would want to be

present and involved with the care of
their dying infant. The majority of the
anticipatory guidance provided to the
parents focused on making the most
of their being parents to Bobby and
redirecting the worry of medical care
to the team at GMCH.

The parents chose to live in the
suite, often with Bobby sleeping in
the bassinette with them instead of in
his patient room. They maximized
family hydrotherapy time, took walks
in the garden, ate meals together in
the dining room and had family pho-
tographs taken to commemorate their
baby’s life. Changing from the hospi-
tal environment to GMCH allowed
this family to bond and savor the
time left with their baby. Bobby’s par-
ents described how “He was held the
whole time he was there, he was
never in his crib”; “It’s not a tragic
thing that we look back at, it’s some-
thing we smile about”; “People…say
you are the strongest people we know
– it is because of the George Mark
House”; “It feels good to be back.”
The last comment reflects how many
families describe how they are glad to
return to GMCH, however painful the
memory, because they can safely and
openly talk about the baby they miss
and grieve for. Bobby lived for nine
days at GMCH without feeds or
 fluids.

Claire Vesely, RN, BSN, is currently the Pal-
liative Care Coordinator at Children’s Hos-
pital & Research Center at Oakland Hospi-
tal and is establishing a new palliative care
service there. Previously she was the Clini-
cal Coordinator for both George Mark Chil-
dren’s House, the first freestanding respite
and hospice care facility for children in the
United States, and Comfort for Kids, a home
palliative and hospice program.  
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Final Presentation at the NAPSW
35th National Conference 

By Judith L.M. McCoyd, 
PhD LCSW QCSW

The second most common
question I hear, after “What
is a perinatal social worker
and what do you do?” is

“Why would you want to be a perina-
tal social worker?” I’ve given some
real thought to this question, but
decided, in the spirit of David Letter-
man, to try to answer it by coming up
with the 10 best things about being a
perinatal social worker. Rest assured,
there are at least 10 great things.

First, of course, there are the
salaries. 

“WHAT?” you ask, incredulous. It is
true that our social work salaries cer-
tainly do not reflect the amount of
education we’ve had, the heart and
soul we put into our work, or the
hours of overtime we frequently
spend with bereaved or struggling
women and families. 

As a thought experiment, I went to
PayScale.com and typed in a hypo-
thetical set of perinatal professionals.
All had graduated in the year 2000
with their terminal degrees from
Columbia University in New York
City. PayScale gives the average
salary for a person with a specific
degree working in specific settings (of
course, I used the NICU/ OB). 

No real surprise that our person
graduating with an MD in 2000 work-
ing in an OB setting in the Northeast-
ern U.S. averages $174,663 (with a
range of $66,963 – 264,945). Our per-
son with a BSN working in the NICU
averages $54,486 (range $36,613 –
78,370). How about us? An MSW
from iColumbia working in the NICU
averages $45,744 — not shabby until
you think about the fact that we
earned Master’s Degrees beyond the

analytical skills to conceptualize
the experience; 

• the learner must possess decision
making and problem solving
skills in order to use the new
ideas gained from the experience.

What does that mean for us as peri-
natal social workers? Well, I’ve been a
part of the NAPSW for more than 20
years. I’ve met friends and colleagues
in NAPSW who have experienced
infertility, premature labor (an experi-
ence I shared, along with 9 weeks of
bed rest and a brief NICU stay), preg-
nancy complications, delivery com-
plications, a newborn in NICU,
and/or a child with “challenges.” We
have often lived what we now try to
assist other people to live through.
We learn the information about the
experience from books and our experi-
ences with clients, but we also have
experience with actually developing
our sensitivity and problem-solving
by going through the experience our-
selves. Therefore, the 9th best thing
about being a perinatal social worker
is that we are often the most learned
folks on the team, having learned
didactically and experientially.

level of education of our nursing col-
leagues. Additionally, our range is
$35,985 – 56,634, a pretty flat trajec-
tory. Yet, it actually is about $10,000
higher than average MSW salaries
across the entire social work field.
How is this all a “best thing?” Well,
the 10th Best Thing” is that we never
have to spend lots of time worrying
about managing our financial assets.

Second, Experiential Learning 
is all the Rage

According to David
Kolb1, an American
educational theorist,
experiential learning
is the best way to
teach a new skill or
content set to adult
learners (or children
for that matter). He defines experien-
tial learning as incorporating the fol-
lowing:

• the learner must be willing to be
actively involved in the experi-
ence;

• the learner must be able to reflect
on the experience;

• the learner must possess and use

A PERFECT 10
THE TEN BEST THINGS ABOUT BEING A PERINATAL SOCIAL WORKER

Self-Care Treasure Hunt

Physical Emotional Social Spritual

1

2

3
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We have expertise in Mommy-ing
(and Daddy-ing)*

*I acknowledge with gratitude our
male NAPSW members Ed, Jay and
others who mother in their daddy-
ing role and show how nurturing
men can be as well! Read the
“moms” as “moms and dads.”

We are moms to our children (if we
have them); we are moms to our
patients; we are moms to our interdis-
ciplinary teams; we are moms to our
students. We are often moms to pro-
fessional colleagues twice our age.
Our role of guidance, nurture and pro-
motion of growth is present in all our
varied roles. We have learned to meet
the definition of the “good enough
Mom” who nurtures, supports and
cares – but isn’t perfect! As Winni-
cott2 told us, we understand the
importance of combining nurture and
a secure base with “optimal frustra-
tion” and a commitment to uphold-
ing self-determination. This is hard
with our children, with our patients,
with our teams and with our stu-
dents, but we’re strong enough to do
the hard emotional work.

No less an authority than
Wikipedia defines a parent (from the
Latin — par ns = parent) as a caretaker
of the offspring in their own species.
This is hazardous when one is trying
to fill the role in so many different
realms. Yet, we often are pretty suc-
cessful and hopefully have the grace
to recognize that we will always have
places where we fail (and we can
often claim that we were trying to
promote growth, since our failure led
to optimal frustration on the part of
the person we failed). So, our 8th best
thing about being a perinatal social
worker is that we PSWs love to nur-
ture and are the quintessential Par-
ent of the Species who provides for
“offspring” of many ages in multiple
ways. 

Boundaries — Hmm — What are
they and what can we do about
them?

According to Nina Brown3, there are
four types of boundaries:

• Soft — merges with other peo-
ple’s boundaries; is easily manip-
ulated;

• Spongy — a combination of hav-
ing soft and rigid boundaries;
unsure of what to let in and what
to keep out;

• Rigid — closed or walled off so
nobody can get close to him/her
either physically or emotionally;
can be selective, which depends
on time, place or circumstances
and is usually based on a bad
experience in a similar situation;

• Flexible — This is the ideal. Simi-
lar to selective rigid boundaries
but one has more control; avoids
emotional contagion, manipula-
tion and exploitation.

Our role on the team is often to
assess and educate about appropriate
boundaries, while also trying to main-
tain appropriate boundaries for our-
selves. Several of our NAPSW mem-
bers were willing to share stories of
boundary breaches. One told me “I
had to advise a peds resident that he
cannot date the mother of a NICU
baby.” Others reported times they had
breached boundaries themselves (giv-
ing personal cell phone numbers or
befriending patients) that they lived
to regret. It is notable that there were
also stories where professional PSWs
breached boundaries in the service of
assuring that patient needs were met.
It can be argued that there are very
appropriate occasions for breaching
boundaries when they are clearly in
the service of the work with the
patient/client and not for our own
needs. 

When we can clearly identify the
needs of the patient/client (and not
just a sense of discomfort at articulat-
ing appropriate boundaries), there can
be (infrequent) occasions in which
boundaries can be professionally
breached ethically. This leads to our
number 7 best thing about being a
social worker: We are the masters of
boundary examination and mainte-
nance (which does not mean we don’t
slip up sometimes). 

Compassion Fatigue and Burnout
are Similar but Different

Burnout tends to come and lead fairly
quickly to removal of oneself from
the site where one feels one just can’t
stand to do the work anymore. Com-
passion fatigue differs in that people
often continue to do the work but

cannot figure out why they feel so
empty. Eric Gentry4 suggests that
people who are attracted to caregiving
often enter the field already compas-
sion fatigued. They typically exhibit
other-directed caregiving and were
taught at an early age to care for the
needs of others before caring for their
own needs. Does this sound familiar? 

One of the more dangerous aspects
of this is that authentic, ongoing self-
care practices are often absent from
our lives, as we are caught up with
caring for others. Additionally, within
our roles in healthcare settings, we
are often involved in traumatic expe-
riences and stressful occurrences that
leave us at greater risk for compassion
fatigue.

Compassion fatigue is more likely to
occur if: 

• You lack a reasonable balance
between your work and your per-
sonal life

• You try to be everything to every-
one

• You work in a helping profession,
such as health care, counseling or
teaching

• You feel you have little or no con-
trol over your work5

Warning signs of compassion fatigue
include:

• Cynicism
• Irritability with others
• Skepticism of clients’ stories and

commitments
• Hating to go to work
• Belief that no one else is sharing

the load
• Feeling “emptied out”
We can stave off compassion

fatigue by taking appropriate care of
ourselves. One tool is to have a list of
multiple types of self-care activities
at the ready and to assure that we
engage in these activities on a regular
(at least once per week) basis. A fun
way of developing such a list is to get
together with friends and colleagues
and conduct a Self Care Treasure
Hunt. The rules are simple: you move
among the group and can only share
one strategy each per meeting with
another person. The goal is to get
each category filled by the end of the
allotted time. The table for doing this
can be located as Figure 1. The 6th
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best thing about being a perinatal
social worker is that we can learn to
be good caregivers of ourselves!

Interdisciplinary Practice

We are accustomed to working on
teams of physicians, nurses, pulmo-
nologists, physical therapists, occupa-
tional therapists, risk managers and
others. We often collect community
members (clergy, early intervention
staff, etc.) in order to improve the
well-being of the children and fami-
lies with whom we work. 

We are
“quick
studies”
and learn
lots of
other dis-
ciplines’
knowl-
edge base.

We are also sponges, typically learn-
ing new jargon, concepts and a fairly
large set of medical knowledge in
doing our daily jobs and interacting
with these varied disciplines. Once
we’ve become familiar with and adept
at some of these knowledge bases, we
can often share our knowledge (of
course prefacing with “I’m no physi-
cian, but I’ve heard Dr. Smith explain
that this way…”). Short but sweet,
the 5th best thing about being a peri-
natal social worker is that, for good
and ill, we get to practice medicine,
law, nursing, and psychotherapy
without paying for the license. 

Development of Executive
Functions 

One of the brain’s
“Executive Func-
tions” is impulse
control. The cere-
bral cortex, where
thinking and
higher order func-
tions occur, devel-

ops post-natally, and the frontal lobe
houses the executive functions like
language, abstract reasoning, directed
attention, and self-control.6 We in
medical settings often have a very
highly developed set of executive
functions, particularly impulse con-
trol. Even approaching a NICU can

many aspects of a situation or a per-
son’s dynamics is a necessity for
doing work in the fast-paced setting
of perinatal social work. By recogniz-
ing the reactions of our co-
workers/team members, or reading
the distressed body language of a
mother, or recognizing the building
anger of a paramour, we can work
quickly to diffuse crisis situations and
provide comfort in trying moments.
We have an attuned predictive capac-
ity and ability to read where people
are. We don’t take things at face value
without a lot of consideration. In
short, our radar is finely and highly
attuned and allows us to navigate
very complex circumstances to help
the women, babies and families with
whom we work.

A second well-known and well-
developed skill is our ability to
quickly develop Rapport. Rapport is
the ability to develop relationship
quickly, authentically, professionally,
and compassionately. Although a
Social Work 101 skill, rapport-build-
ing is not to be taken lightly, espe-
cially for those of us who have to
develop such rapport with a woman
in labor, or with a father who is losing
his temper in the NICU, or with a
teenager who really just wants to
answer every question with “I don’t
know.” Yet we learn ways of doing
this day in and day out if we survive
at our role in perinatal social work.

A perinatal social worker on our
NAPSW board shared the following
story which combines both of these
skills: She had been working with a
Latina mom who experienced a fetal
demise right before the perinatal
social worker was about to leave on
vacation. The PSW had tried to work
alone with the mother but the family
kept pushing to be present. The
PSW’s radar was telling her that the
family may be pushing cremation on
mom and the PSW also sensed that
the mom was not engaged or really
“allowed” to process her own feel-
ings. Her rapport and radar allowed
her to maintain this dialogue with the
mother so that her radar also told her
she should put the final disposition
on hold. Upon her return from vaca-
tion, the mom DID contact the PSW
and this allowed the mom to have the

require overcoming a more customary
response to go the opposite direction.
There are other times that it is not
our fight or flight response that we
have to inhibit; instead, we have to
keep our mouths from dropping open
or a laugh from bursting from our
throats. For instance, here are some
stories from just one PSW:

I accompanied parents of a NICU
baby who had been in the unit for
months to an outside tree. “We want
to see him pee on a tree like our other
boys.” (I don’t know about you, dear
reader, but the visual on that has me
giggling out loud.)

I helped to juggle the visits of a
mother with the father, with the hus-
band of the mother, and with the
mother’s new boyfriend (father, hus-
band, boyfriend).

Probably every member of NAPSW
has at least a story or two of the
moment we realized that “normal”
people (whoever they may be) would
react with horror upon hearing the
things we hear (e.g., a 14 year-old who
is concerned that she has infertility
because she’s having sex but hasn’t
gotten pregnant yet; the adoptive par-
ent who changes her mind because
the newborn “doesn’t look right to
me”; the fellow professional who
acknowledges experiencing domestic
violence but doesn’t know what to
do). There are many jaw-dropping
moments — yet we don’t. 

We stand in sol-
idarity with peo-
ple, help them
think through
how others might
react, help with
problem-solving, and support their
self-determination. So, our 4th best
thing about being a perinatal social
worker is that we have daily lessons
in self-control and impulse manage-
ment. Our executive brain functions
are very highly developed!

Social Skills — Judie’s 5 Rs

Part of being a skilled perinatal social
worker is the development of skills
(somewhat like our highly developed
executive functions), that serve us
well in our perinatal settings and
with families. The first skill I think
we often have had intuitively or due
to our family upbringings is a skill I
call “Radar.” This ability to read
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opportunity to hold her baby and say
good bye.

A third skill of perinatal social
work is Regulation, not in the form of
creating policy regulation (though cer-
tainly I would hope that we get
involved in policy formulation), but
in the form of the executive functions
we addressed earlier. Regulation
involves the ability to self-monitor
and self-soothe so as to allow the
client/patient’s responses to be pri-
mary. When we are able to regulate
our reactivity, to avoid getting over-
whelmed or too emotionally
involved, we give the patients room
to express their emotional experi-
ences and concerns. By attending to
our own reactions, we have a window
on how clients/patients are likely to
respond, and can use this to inform
our interventions with them. This
ability to experience and be aware of
our own reactions without being
overwhelmed or reacting to them is
the hallmark of professional self-regu-
lation.

A fourth
social work
skill is Rapid
Analysis.
Rapid analy-
sis is the abil-
ity to quickly

process complex information, cultural
inputs, resource knowledge, human
emotional intelligence, and realities
while exhibiting care. This requires
the ability to take in information
from many sources at once, to make
sense of it and prioritize it’s impor-
tance to the task at hand, and to be
considering options for intervention,
all while continuing to interact with
the patient and professional col-
leagues. Although many would argue
this point, I’ve always thought that a
little ADD on the part of healthcare
social worker is helpful because we
attend (then) to a multitude of cues,
and if we have been able to hone this
ability to take it all in, while also
planning next steps almost intu-
itively, we are practicing at the level
of an “expert” as defined by Dreyfus7

who studies professional expertise
and learning.

Finally, a skill that hopefully all
social workers practice is that of
Reflection. Reflection is the ability to
learn from prior cases, to think about

how we might improve our provision
of service and care even more for the
next similar case, and to evaluate
how our practice and referrals worked
in any particular case and generalize
that to the next case. Reflection is a
form of self-correcting practice and
self-monitoring, practices shown to
be vital to medical practice and other
professional practice.8 By reflecting on
how we may have handled things dif-
ferently, we prepare to handle them
better the next time. This is part of
what gets accomplished in peer or for-
mal supervision, but even writing up
case materials and including differen-
tial discussions and evaluation can
help one to accomplish the goal of
improving one’s practice.9 Therefore
the 3rd best thing about perinatal
social workers is our blend of skills.
We have the best, most regularly
exercised social skills in the world!

Stories and Story-telling

Whether in narrative therapies or
postmodern philosophy, the power of
social constructions via stories and
story-telling is broadly acknowledged.
We understand and share our world
through the stories we tell internally
and to others. We in perinatal social
work have some real doozies. Some-
times, we can use our stories in ways
that may help us out (of course, never
with identifying information
attached). For instance, how many of
you have had this experience? You are
at a cocktail party and the known
“bore” of the group comes to you.
The conversation goes like this:

“What do you do?”
“I work with families of dead

babies”
It can shut most people down if

you want it to do so. On the other
hand, it also means we often have few
who can really understand what it is
we do, and the level of emotional
drain that occurs. No one understands
fully except the people at this confer-
ence. Think about these stories:

One of our executive board mem-
bers reported sitting with teen parents
who have just been told their baby
may not live, but the teens’ primary
concern is whether they can find the
pretty dress they want to put on the
baby.

Another PSW, many moons ago,
took the body of a baby who died in
her hospital to the mother’s hospital
in a duffle bag on public transporta-
tion in order to assure that the mom
could hold her baby one last time.

Still another executive board mem-
ber tells of a NICU doc who referred
an adoptive couple who were adopt-
ing after years of infertility. The doc
had just shared the information that
the baby they were adopting had dev-
astating medical problems.

These stories can easily come all in
one day’s work. Our stories define us,
give our lives meaning, and are also
events that need telling in order for us
to understand the nature of our work.
We are privileged to be in positions
where we hear and hold other’s sto-
ries and use them to help the women
and families with whom we work
grow and heal. The power of the story
is real for us in our work and in our
lives. The 2nd best thing about being
a perinatal social worker is that we
have the best stories of resilience,
human foibles and caring of anyone
on earth — even if we are really lim-
ited in whom we can confide.

So What Makes Us Unique?

As perinatal social workers, our mis-
sion is defined and unique:

Every baby, every family...Supported
with competent and compassionate
care

We are at those sacred spaces
where we help create the happiest,
healthiest families possible despite
challenging circumstances and some-
times ambivalent participants in the
project of promoting that goal. We
build bridges — among professional
team members and families, between
family members, among families and
community support systems, and
even across divides such as medical
providers and policymakers. In some
ways, our role as a bridging entity
reminded me of the placenta – nurtur-
ing, necessary, and neglected – we
bridge the fetal- maternal divide. Can
you hum the tune of “We are the
Champions, my friends” by Queen
and replace it with the lyrics, “We are
placenta my friends” until the rous-
ing final chorus: “We are placenta, we
are placenta, no time for losers cuz
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we are placenta, for the world!” A bit
odd, I grant you; but we are:

the glue, 
the interpreters, 
the heart, 
the pragmatists, 
natural ethicists,
the ones who ask rather than tell…
and these are humanizing and

important qualities for the health care
project. Some could argue that we
have “saintly” qualities. This poem
comes from the website www.friedso-
cialworkers.com. If you have not vis-
ited this site, it’s worth the time. 

A woman knocked at the heavenly
gate

Her face was scarred and old,
She stood before the Man of Fate
And asked admission to the fold.
“What have you done?” Saint Peter

asked,
“to gain admission here?”
“I’ve been a social worker” she

replied,
“for many and many a year.” 
The pearly gates swung open, 
Saint Peter rang the bell,
“Come in and choose your harp”

he said,
“You’ve had your share of hell.”

Destructive Narcissistic Pattern.
Westport, CT: Praeger.

4 Retrieved from http://www.
compassionunlimited.com/pdf/
EricGentry_PressKit.pdf and
http://www.compassionfatigue.org/
pages/compassionfatigue.html on
April 17, 2010.

5 Retrieved from http://www.
mayoclinic.com/health/burnout/
WL00062/NSECTIONGROUP=2 on
April 17, 2011.

6 Applegate, J & Shapiro, J. (2005) Neu-
robiology for clinical social work:
Theory and practice. New York: W.
W. Norton & Co.

7 Dreyfus, H. L. (1986). Mind over
machine: the power of human intu-
ition and expertise in the era of the
computer. New York: Free Press.

8 Epstein, R. M., Siegel, D. J., and Sil-
berman, J. (2008). Self-monitoring in
clinical practice: a challenge for
medical educators. Journal of Con-
tinuing Education in the Health
Professions, 28, 5-13.

9 Kerson, T. S., McCoyd, J.L.M. & Asso-
ciates. (2010). Social work in health
settings: Practice in context (3rd
ed.). London: Routledge.

We may or may
not be saints, but
we have an incredi-
bly important role
in humanizing and
helping families
navigate complex
health systems and
their new roles as
parents. This leads
us to the final best
thing about being a perinatal social
worker: 

We have the Best Job in the 
World!

References

1 Kolb on experiential learning can be
found at http://www.d.umn.edu/~
kgilbert/educ5165-731/Readings/
experiential-learning-theory.pdf

2 Winnicott, D. W. (1965). The matura-
tional processes and the facilitating
environment: Studies in the theory
of emotional development. Oxford,
England: International Universities
Press.

3 Brown, N. W. Coping with infuriating,
mean and critical people: the

The National Association of Peri-
natal Social Workers invites appli-

cations for the Innovation Pro-
grams/Research Grant. This grant
provides seed money for perinatal
social workers to fund special pro-
grams or research efforts that would
otherwise be unfunded through their
agency or place of employment. The
purpose of this program is to: 

1. Assist social workers in funding
new programs designed to iden-
tify or meet the needs of their
client population.

2. Encourage the translation of evi-
dence-based findings to practice
through the development of
novel or unique interventions.

3. Encourage the evaluation of best
practices through research proj-
ects designed to inform practice.

Interested applicants should sub-
mit a 3-5 page proposal that includes
the following elements:

Innovation Programs/Research Grant
1. Discuss how the proposed proj-

ect contributes to the objectives
of NAPSW

2. Description of the need and pop-
ulation being served

3. Description of the program
implementation or research plan
to include:
a. Aims
b. How those aims will be car-

ried out (specific plan)
c. Outcomes that include evalua-

tion of outcomes or bench-
marks 

d. Time line 
4. Budget
5. Agency letter of support
This program is open to social

workers of any level currently practic-
ing in a perinatal field, as well as full-
time students currently enrolled in an
accredited social work graduate or
undergraduate degree program with a
research agenda that directly relates
to perinatal social work. Applicants

will receive a one-time funding award
in the amount of $1000 and are
expected to submit a poster presenta-
tion of their outcomes or research
findings at the NAPSW national con-
ference the year following the award.
A two-page summary of findings
should accompany the poster presen-
tation. Award recipients are expected
to maintain membership in NAPSW
for the year in which funding is pro-
vided.

Please submit proposals via email
to Dasi Schlup (schlupd@health.mis-
souri.edu) no later than November 6,
2011. Specify Innovative Programs/
Research Grant in the subject header. 

Proposals will be reviewed and the
award will be presented at 2012
National Conference in Little Rock.
The award recipient will be notified
of funding in March, 2012.

Proposal review committee: Debby
Segi-Kovach, Dawn Raadt, Dasi
Schlup and Lisa Baker
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By Mary Kay Martin Heldman, 
LISW-S, MSW

Take a moment to reflect and
remember a fabulous super-
visor that impacted your
career.  What made that

supervisor amazing and memorable?
Was it the supervisor’s passion for the
field, their expertise, their belief in
you or their ability to be an agent of
change?

Being a supervisor is an important
and big responsibility. Deciding to
supervise students in their field edu-
cation is not only a big
responsibility for ourselves
as clinicians, but also for our
profession, our organization,
for the student and the fami-
lies for whom we provide
services.   Yes, taking on a
student is a lot of work.  But,
the benefits can be rewarding
for all involved.  Having a
field student can help us as
providers stay current,
reevaluate how we provide
services and help our fami-
lies grow and learn.   Best of
all, at the end of the supervi-
sion, that student will have
the skills to be a successful
practitioner for the next gen-
eration. 

There is no perfect recipe for hav-
ing that amazing field student, but
the following are some tips on how
you may avoid the bad and the awful
field student. 

• First, make sure you have support
within your organization to take
on a student. There is added
work, especially at the start of
the student’s placement. 

• Next, set up a partnership with
your local universities.  Have a
contract with the university as to
how the relationship between the
university, your organization and
the student will be managed.
Realize that the university and
your organization may have dif-

ferent roles for the field student.
Yet, the end result should be to
have graduated a field student
who is able to provide excellent
social work services. 

• Provide the school and the apply-
ing field student with a field edu-
cation job description. Interview
each interested field applicant. If
possible have other team mem-
bers at the interview. Provide the
field student applicant with a
tour of the facility so that they
can get a feel for your organiza-
tion. 

• Have the applicant do an on-the-
spot writing sample. You can
either have them write up a brief
case scenario or just a brief biog-
raphy about themselves. Check at
least two references of the appli-
cant from prior work or volunteer
positions to be able to gauge if
applicant is punctual, reliable,
empathetic, and enthusiastic.  

Depending on your setting, you are
going to be searching for the right
match for the field placement.  Part of
that process is getting to know your-
self as a supervisor. What are person-
ality or work styles that work well
with you or at your setting?  Always
go with your gut.

Once you have found your match it
is imperative to start off with excel-
lent orientation of the field position.
Per Kadushin, the functions of social
work supervision are to be supportive,
educational and administrative.  The
field student should start off by feel-
ing welcomed. Introduce them to all
team members.  Give them a tour of
the facility.  Provide them informa-
tion about the organization’s mission,
goals and objectives.  If possible
familiarize them with medical termi-
nology and medical issues that are
prevalent in your setting.  Within the

first week review with the
student the NASW social
work code of ethics and have
them sign that they have read
them.  Also, within the first
few weeks review with the
student the tool that will be
used in their evaluation so
that the student is aware of
what is expected of them
from the start.  There is a fine
line of overwhelming the stu-
dent with too much informa-
tion and yet not having them
properly informed.  If possi-
ble, use diverse learning
methods with both reading
about the field placement and
having interaction shadowing

you with patients.    
One of your many roles as supervi-

sor is to be a buffer for the student.
How you introduce your field student
to staff and families will set the tone
for the student’s success.  One of the
challenges in perinatal social work is
that our jobs can be very challenging
emotionally and clinically.  Part of
being the field supervisor is gauging
when a student is ready for challeng-
ing issues such as a demise, children
protective service involvement and
adoption.  Depending on the student’s
role, and always asking for permission
from the families being served, these
experiences can be invaluable learn-
ing experiences for all involved.  Try
to prepare, when possible, for new
learning experiences with your stu-

SUPERVISING SOCIAL WORK STUDENTS IN THE FIELD 

The good, the bad and the awful   
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dent.  For example, if you are going to
see a mother that has a history of
heroin use, provide your student with
information regarding heroin use and
pregnancy prior to seeing the patient.
Allow time for follow-up supervision
after seeing a patient so that the stu-
dent can ask questions and process
some of their feelings about their
interactions with the patient.  Be
open to feedback and provide an
opportunity for cultural competency.

Tracy Snyder, LSW, MSW, was the
first in a long line of TriHealth MSW
field students from the University of
Cincinnati School of Social
Work/Allied Health.  Tracy says that
her MSW internship experience was
life-changing and that her supervisors
(Mary Kay Martin Heldman, LISW-S,
MSW, Melisse Herkins, LSW, and
Beth Strotman, LSW, MSW) all pro-
vided her with an amazing educa-
tional experience.  The field experi-
ence moved her outside her comfort
zone and provided her with the proper
outlet to question her abilities, speak
freely about her thoughts on situa-
tions and provide support for the
cases that really rattled her.  The field
placement also strengthened her cul-
tural competency and clinical skills,
and brought her school work to life.
It is because of this experience that
she is now a social worker on the
mother/baby unit of the Good Samar-
itan Hospital in Cincinnati.  She
explains she owes that to learning
from excellent supervisors during her
field education!

Are you ready to be a supervisor?
Do you have the ability to learn and
listen? Can you distribute tasks
fairly? Are you respectful? Do you
maintain boundaries? Are you consis-
tent? Do you believe that training and
development are important skills?
Can you clearly communicate?  Are
you positive? If you answered yes to
those questions, you are on your way
to becoming an excellent field super-
visor.

Mary Kay Martin Heldman is an
adjunct professor at the University 
of Cincinnati and a specialist in
Spanish Perinatal Social Work at 
TriHealth, a system of hospitals and
medical centers in Southwest Ohio.

Kadushin, A & Harkness D. (2002).
Supervision in Social Work (4th ed.).
:  Press.

Munson, C. (2002). Handbook of Clini-
cal Social Work Supervision, 3rd ed.,
: Hawthorn Social Work Practice.

National Association of Social Workers.
(1999). 3.01 Supervision and Consul-
tation. NASW Code of Ethics. 

Reamer, F (2006). Self-disclosure in clin-
ical Social Work.  Social Work
Today, 6 (6), 12-13.

Whitely, M (2001) Preparing the super-
visor and student for cross cultural
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of Organizational Behavior, 7(6). 
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New Member Spotlight 

Tori Congdon has her MSW and has recently joined
NAPSW.  Tori lives in Tucson, AZ and works as a clini-

cal social worker at University Medical Center (UMC),
which is about to be re-named The University of Arizona
Medical Center. It is the only level I trauma center in
Southern AZ and was the hospital that cared for Congress-
woman Gabrielle Giffords and the others wounded in the
January 8th shootings in Tucson.

Tori works in labor and delivery, in the mother-baby unit and in the
NICU. Her colleague, Janelle Moss, LCSW, is also a member of NAPSW, and
the two of them share coverage of these areas. Tori and Janelle also are field
instructors for second-year graduate social work students.

Prior to working in a hospital, Tori worked at Tu Nidito Children & Fam-
ily Services in Tucson doing in-home social work and leading support groups
for families who had children with serious illnesses. Tu Nidito Children &
Family Services follows families from their child’s diagnosis through
bereavement support after death, if this occurs. Tori has also facilitated grief
support groups for children who have had a loved one die, and has coordi-
nated such a program at The Center for Grief, Loss and Transition in St.
Paul, MN. She always has had an interest in grief work, particularly the
impact of parental death on children.  

Tori is married to her childhood friend, Langdon, and they own a cattle
ranch near Aravaipa Canyon in AZ. Tori’s husband sells range-fed, organic
beef. Tori and her husband enjoy spending time there and hiking in the
canyon, which is a wilderness area with a year-round stream and lots of
wildlife. Tori also loves movies, gardening, collecting children’s books,
spending time with family and friends, and “until we lost them, our two
dogs and cat.” Tori is a board member of the Arizona Theatre Company and
has been a theater-goer all of her life.

Tori can be contacted at her office: (520) 694-7199, or email
vcongdon@umcaz.edu 

Welcome, Tori!
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At the age of 38, Tami Gaines
found out she was

pregnant with twins. She
and her husband already
had two children and
decided they were not
going to have any more.
After three days she finally
told her husband about the
babies and they separated.
Faced with caring for two
children, a house and a job,
Tami went into premature labor. She
eventually delivered twins, Bria and
Trey at 25 weeks. Tami uses her faith
and experience to help other parents
get the most out of their NICU expe-
rience. 

Tami provides 26 insightful tips for
parents to grow with their babies
while on the NICU. From “A: Advo-
cate” to “Z: Zero In: Focus,” she pres-
ents specific ways to bond with a pre-
mature baby. This book is designed to
support parents faced with the diffi-
culties of learning the NICU, the
staff, the procedures, as well as the
uniqueness of having a premature
baby. Tami includes inserts that she
calls “Tami Time.” These are real sto-
ries about her experience with her
children in the NICU. She also com-
piles a list of resources that includes:
“Web sites for Medical Information,”
“Nutritional Supplement Regime,”
“Exercise Regime,” “Financial Free-
dom,” “Soul Boosters,”  and a Glos-
sary of Terms. 

This book is very understandable
for the inexperienced NICU parent.
There are some examples of jargon
but they are also defined in the glos-
sary at the end of the book. It should
be kept in mind when suggesting this

book that there is an undertone of
Christian faith. Tami uses her
spirituality and faith in God to
help her through her difficult sit-
uation. An important topic that
isn’t dealt with in depth in this
book is the death of a child in the
NICU. Tami does mention
numerous calls that she received
from the NICU staff telling her
to come to the hospital because
they didn’t think Trey was going

to make it. This in and of itself is a
terrible call to receive; however Tami
did not have to experience the loss of
a child as many of our NICU parents
do. 

Other than just providing or sug-
gesting this book to parents, it is set
up nicely to be used in a NICU Fam-
ily Support Group. There are 26 top-
ics that will at least get the ball
rolling at each meeting. Each topic is

unique but also can be applicable to
parents whose children are in differ-
ent stages of their NICU experience
which can be a challenge in a NICU
Family Support Group.  She continues
her outreach to parents with the Pre-
emie Parents Foundation. Parents can
visit the website (www.preemiepar-
entsfoundation.org) to find financial
and medical resources as well as sup-
port from other NICU parents.

Tami uses her story to engage and
inspire parents to accept the NICU
experience. Her daughter Bria was in
the NICU for four months and was
discharged home on oxygen, monitors
and several medications. Trey spent
nine months in the NICU, four
months in Pediatric Intensive Care
and five months in a rehabilitation
hospital. When he was able to come
home he had a tracheostomy, was on
a ventilator, on oxygen, a G-Tube and
several medications. Tami’s final
thought in Preemie Parents is, “Be
where you are but see where you’re
going.”

Reviewed by:
Cheryl L. Reeley, LCSW, MS
NICU Social Worker and Discharge
Planner at Carle Foundation Hospital,
Urbana, Illinois
NAPSW Member since 2010

B O O K R E V I E W

Preemie Parents: 26 Ways to Grow with Your Premature Baby
Author: Tami C. Gaines

Lisa Baker, PhD, a NAPSW member, frequent
conference presenter, and co-chair of the Educa-

tion Committee has been appointed Chair of the
Social Work Department in the College of Arts and
Sciences at the University of Alabama at Birming-
ham, effective October 1, 2011.

In that role Lisa will oversee the curriculum,
scheduling, students and student issues, budget, fac-
ulty, adjuncts, advisory board, the new online BSW
program and whatever else comes along.

Congratulations Lisa!

C O N G R A T U L A T I O N S
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Maine 

Barbara Bush Children’s Hospital at
Maine Medical Center in Portland
opened a new 51-bed NICU two years
ago. The new unit has individual
rooms for babies and families, and all
are benefitting from this new configu-
ration.
In addition, during the past year we

have transitioned to paperless chart-
ing. Both of these changes have pre-
sented some challenges and practice
pattern changes for staff.

Maine now has the highest rate of
treatment for opiate addictions (non-
heroin) in the United States. The
average rate is 45 per 100,000 admis-
sions but Maine is at 386 per 100,000
for ages 12 and older. The number of
babies who are experiencing NAS has
skyrocketed.  In 2005 we had 48
babies with NAS, and by 2009 the
number increased to 111.  Approxi-
mately 50 percent of babies whose
moms were taking Buprenorphine
required treatment and of those

well as forming connections to com-
munity resources and to each other.
The alliance is founded on the belief
that families of preemies strongly
benefit from parenting support, begin-
ning in the hospital, during their tran-
sition home, and throughout their
preemie’s developmental years 

The FBPPA is part of a larger Frag-
ile Beginnings program that provides
a network of direct service to meet
the overwhelming needs of families of
premature infants that begins in the
hospital and follows them as they
transition home and then long after.
The birth of a premature infant is an
extremely difficult time for new par-
ents. Our focus is to help parents of
premature infants by providing emo-
tional support, education about pre-
maturity, and help navigating the
“real world” outside of the hospital,
including connecting to additional
community resources.

In less than a year, the Fragile
Beginnings Preemie Parent Alliance
has compiled a list of resources relat-
ing to premature infants to guide par-
ents throughout their journey.
Resources are categorized by location
and include educational materials as
well as support groups.  We offer a
monthly support group and are in the
process of developing a telephone sup-
port group.  

The FBPPA also will be advocating
at the state and Federal levels on pre-
emie parent issues.  We have partici-
pated in legislative action on two
state bills, one relative to educating
parents about premature infants’ risks
and health care needs and the second
related to consistent premature infant
hospital discharge standards.  A repre-
sentative from the FBPPA testified on
a panel with the March of Dimes and
local physicians at a recent hearing in
support of these bills.  A member of
our alliance also attended the
National Premature Infant Health

whose moms were taking Methadone
approximately 80% required treat-
ment.

Two of our families and two of our
physicians were recently interviewed
for an upcoming National Geographic
special on addiction/treatment, and
we hope to get the broadcast date to
you through the listserv.

— Barbara Towers, MSW

Massachusetts 

In the winter of 2010, thanks to spe-
cial funding from MedImmune Phar-
maceuticals, the Center for Early
Relationship Support of Jewish Fam-
ily and Children’s Service of Greater
Boston launched the Fragile Begin-
nings Preemie Parent Alliance
(FBPPA). FBPPA is led by a working
group of parents, professionals and
community partners committed to
improving the lives of parents of pre-
mature infants through direct support
services and educational materials, as

Spotlight on Region I and VI

Region I 
New Hampshire, Massachusetts, Maine, Rhode Island and Vermont
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Region VI 
Illinois, Indiana, Ohio, Michigan,
Wisconsin

Ohio Spotlight

How many times have we as social
workers stood on the NICU floor and
seen the nurses working to get a baby
ready for a medical procedure?  Many
times this entails moving a baby to a

About the NAPSW
Award for Excellence—
Looking ahead 
to 2012

NAPSW established the Award
for Excellence in Perinatal

Social Work in 1988 to recognize a
member for outstanding clinical
achievement in the field of perina-
tal social work. In 2002, the board
of directors voted to include con-
sideration of service to NAPSW.
Nominations are solicited from
the general membership until
mid-February each year. Another
announcement will be placed in
the Winter Forum and a nomina-
tion form is mailed to the mem-
bership at the same time.  The
final selection is made by the
board of directors and announced
at the National Conference each
year.

Nominations for the 2012
award, which will be given next
spring at the National Conference
in Little Rock, are being solicited
by Awards Chair, Debby Segi-
Kovach, LCSW at Debby.Segi-
Kovach@allkids.org

Previous recipients include:
Charlotte Collins Bursi, Martha
Ransohoff Adler, Carol Mahan
Kahn, Regina Furlong Lind, Nancy
Harold, Lori Scheckter, Brenda
Sumrall Smith, Audrey Hauser,
Cathy Cook, Sally Mack, Joni
Hardcastle, Leora Hughes, Ed Wal-
work, Laura Dillard, Denise
Knoebel, Kay Ammon, Elissa Tru-
itt, Debby Segi-Kovach, Margery
Pentland, Deborah Calvert,
Sharon Williams, Anne-Marie
Hallman, Judith McCoyd, and Bar-
bara Menard. 

So starting thinking about nomi-
nating a member for this distin-
guished award. 

correct bed, preparing all the cords
and machines for transport, timing
transport with all the needed profes-
sionals, traveling to the testing area,
monitoring the baby during the proce-
dure and then traveling back to the
floor.  At Cincinnati Children’s Hos-
pital we are nearly ready to make at
least one procedure a lot easier for
these fragile babies.  This fall Cincin-
nati Children’s Hospital will be plac-
ing an MRI scanner within the NICU
for the first time in the United States.

The new MRI scanner is being
developed in a laboratory operated by
the Cincinnati Children’s Research
Foundation and Radiology.  The lab
has developed a pint-sized MRI scan-
ner that will be able to scan our most
fragile babies without leaving the
NICU.  By placing an MRI scanner in
the NICU it will allow the doctors to
collect medical information that pre-
viously would not have been available
due to the risks of sending the baby
off the floor for medical procedures.
Collecting this vital information will
allow doctors to discover medical
information that may change the
course of treatment for that baby.
The ultimate goal is that the new
MRI scanner will help detect serious
medical conditions in these vulnera-
ble infants as well as benefit basic
research into the progression of dis-
eases in premature infants.

Read more at “Cincinnati Chil-
dren’s Hospital / On-site MRI Coming
to NICU.”  http://www.centerlink.
cchmc.org

Summit in Washington D.C., spon-
sored by the National Healthy Moth-
ers, Healthy Babies Coalition.

The FBPPA working group is look-
ing forward to building a regional
presence and membership in New
England, further building our website
(www.jfcsboston.org/FragileBegin-
nings), continuing our policy and
advocacy presence, enhancing direct
service, distributing a quarterly
newsletter and being a model for
other states and regions interested in
creating similar services and
alliances.

We are committed to making the
often scary and uncertain challenges
of caring for a vulnerable preemie less
lonely and frightening through serv-
ices, education and connections. Our
work has shown that parents need
help, not only in the earliest days, but
in the months and years that follow.

— Fredda Zuckerman, LICSW, MSW
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2012 NOMINATION FORM

NAPSW AWARD FOR EXCELLENCE IN PERINATAL SOCIAL WORK

Information about the person you wish to nominate: (I will contact you with confirmation of your nomination)

Name:____________________________________________________________________________________________________

Agency/Institution:________________________________________________________________________________________

Address: __________________________________________________________________________________________________

Telephone: _______________________________________________________________________________________________

Why are you nominating this person? (Use additional paper if necessary)

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What are the outstanding achievements of this person? (Use additional paper, if necessary)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Information about you:

Name:____________________________________________________________________________________________________

Agency/Institution:________________________________________________________________________________________

Address: __________________________________________________________________________________________________

__________________________________________________________________________________________________________

Telephone: _______________________________________________________________________________________________

Please return this form no later than February 17, 2012 (earlier submissions preferable):
(this form can be e-mailed to you upon request)

Debby Segi-Kovach, LCSW Work phone: (727)-727-4113
Debby.Segi-Kovach@allkids.org Fax: (727) 767-8408
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By Amy Windels 

This has not turned out as I originally expected when
I agreed to write for the Social Action section of the

newsletter. My intent was to write something clever
and informed. In preparation, I found myself reviewing
previous social action articles, exploring websites and
reflecting on my own relationship to social action. I
thought I would have no problem inspiring each and
every one of us in some way regarding social action.
That was my goal. Then I found myself challenged to
develop anything that hadn’t been said previously by
well-respected members of NAPSW.  As a result, this is
more a reflection on my relationship to social action. 

I see my relationship to social action occurring on
several different levels:
Awareness of the relationship I have with social action

Acknowledgement and acceptance of the responsibil-
ity I have to social action

Educating myself and staying informed regarding
what is happening in social action

Maintaining involvement, asking questions and tak-
ing social action

I do believe that while we all have the best of inten-
tions, there is most likely more that we can do, both
individually and as an organization. I often have good
intentions to write letters and call Representatives.
There is an overwhelming amount of information out
there and while researching I came across even more.
While I plan to continue to be informed on as many
matters as possible, I realize that I have to set a smaller,
more realistic goal for my actual actions. Think about
doing this for yourself. As social workers, we frequently
expect so much from ourselves that we have difficulty
focusing on the smaller accomplishments and contribu-
tions we can make. In other words, don’t doubt that any
social action you take, no matter how small, can con-
tribute. I may be only one perinatal social worker but I
am part of an amazing whole…NAPSW.

Below are several websites that continue to be very
informative on the issues important to us. Although
there are many, consider starting small…choose
one…use it to make you more aware, to accept respon-
sibility, to stay informed, and to take action. 

Families USA / The Voice for Health Care Consumers
www.familiesusa.org 

Feminist Majority
www.feministmajority.org 

NASW
www.socialworkers.org/advocacy/default.asp 

Children’s Defense Fund Action Council
www.cdfactioncouncil.org 

Child Welfare League of America
www.cwla.org 

Family Voices
www.familyvoices.org 

Guttmacher Institute
www.guttmacher.org 

Maternal and Child Health Policy Resource Center
www.mchpolicy.org 

March of Dimes
www.modimes.org

National Campaign to Prevent Teen and 
Unplanned Pregnancy
www.teenpregnancy.org 

National Center for Education in Maternal and 
Child Health
www.ncemch.org

Planned Parenthood Action Center
www.plannedparenthood.org/action/join.asp
www.cdfactioncouncil.org

Office of Legislative Policy and Analysis
www.olpa.od.nih.gov 

Library of Congress
http://thomas.loc.gov/home/thomas.php 

Tracking the United States 
Congress
www.govtrack.us 

Open Congress
www.opencongress.org

Medical News Today
www.medicalnews
today.com 

social action committee
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The Southern playwright, Tennessee Williams, once said, “The South begins
in the lobby of the Peabody.”  He was of course referring to the original

Peabody Hotel in Memphis, Tennessee, but her sister hotel, the Peabody Hotel-
Little Rock, is located on the Arkansas River in Little Rock, and will be the site
for the 36th National NAPSW Conference.  

With all the luxury and amenities you would expect from the Peabody, it is also
located within easy walking distance to the River Market and Argenta Districts,
with their shops, restaurants, and entertainment.  Since the 1930’s the Peabody
ducks have been a must-see, as they march to the lobby fountain twice a day.

Directly behind the hotel you will find walking paths,
fountains, and plenty of room to just “sit awhile” and relax.  May is the perfect month to visit Arkansas
and take advantage of all it has to offer…an ideal time to relax, renew, and rejuvenate, while Paddling
Towards Perinatal Excellence.  Please join us!

The Planning Committee is busy creating an exciting lineup of speakers, workshops, and exhibitors.
Abstracts will be accepted by email no later than November 6, 2011.  

The Planning Committee is also very excited to offer an exceptional Night Out.  After a short bus tour of
Little Rock, we will board the
Arkansas Queen riverboat for a

sunset cruise on the Arkansas River.  Dinner will be
served onboard.

The Peabody Hotel Little Rock has offered NAPSW con-
ference attendees a special rate of $134 per night, single
or double occupancy.  For more information about the
hotel, please visit their website,
www.peabodylittlerock.com 

A Warm Southern Welcome from Little Rock


