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Welcome to the first issue of the Journal of Funeral Service

Education.

Conceived as a vehicle for'the publication of scholarly :: - -
works germane to funeral service, fhe Journa1Lwe1comes authors -
with‘ﬁgterestSfin any facet of funeral servfce,:gséientific,
psychological, ethical, legal, or managerial.

Ideally, this publication will grow to serve the needs of
funeral service education by facilitating the dissemination of
original works of research as well as by serving as a forum for
commentary, summation, debate, or other forms of academic
exchange.

We encourage faculty of funeral service programs to promote
contributions from students and colleagues.

Articles submitted for publication are subject to editorial
review and are acbepted with the understanding that the materials
are either 1) not being offered for publication elsewhere or
2) are free of copyright restrictions for republication in the

Journal.
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ATTITUDES OF VOCATIONAL HOME ECONOMICS
TEACHERS TOWARD DEATH WITH IMPLICATIONS
FOR INSERVICE EDUCATION

KENNETH L. CURL
Central State University

BETTYE J. GAFFNEY, ELAINE JORGENSON ;- -
Oklahoma State University

This study assessed the attitudes of vocational home economics teachers in
Oklahoma toward death and the extent to which they were incorporating death
education in their curricula. The Templer/McMordie Scale, considered a
reliable and valid measure of attitudes toward death, was used to measure
attitudes. The attitudes were correlated with personal experiences with death,
whether or not death education should be taught in the schools, death of a
significant person in the last two years. Results showed a significant relation-
ship between attitudes and attendance at a funeral within the last two years. In
addition approximately two-thirds of the teachers did not teach a unit on death;
and 87% agreed that death education should be taught.

Death is a profound event not only for an individual but for society (Fulton, 1976).
However, until recent years, most American families avoided talking about death and
dying. Although a great number of deaths occur each year, Americans do not readily cope
with death because they rarely see anyone die (Berg and Daugherty, 1972). Although a
growing interest in death education has surfaced, a review of the literature produced few
current studies. . -

Parents are reluctant to talk with their children about death (Gommert, 1980) and
often experiénce frustration and helplessness when faced with questions about death
from their children (Kavanaugh, 1972). The anxiety about and repression of death on the
partof adults have resulted in misconceptions among young people, thus making the need
for units of instruction on death in the curriculum apparent.

Because parents have been reluctant to discuss death and dying with their children,
the school has taken on the responsibility of teaching students about death so that they
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are equipped with skills needed for coping with death. Much of the teaching on death and
dying has been left to the individual teacher; however, more formal planned instruction
is needed. Death is a reality in the real life needs of most students. ;
The home economics classroom, traditionally student-centered, provides a suitable
environment for teaching death education. However, the attitude of the classroom
teacher toward death should be of prime concern. Taddeo (1977, p. 7) found that “the
relationship between teacher attitude and student performance attests to the pervading
assumption that teachers’ attitudes have a definite impact on students’ learning and
~ development.” Yap (1977) concurred when he stated that there is ample evidence of the
significant influence of teachers’ attitudes on students’ behavior. Without regular
~ classroom teacher support and attitudinal acceptance of death education, students have
no opportunities for examining their thoughts, attitudes, beliefs, and fears about death.
The identification of teachers’ attitudes toward death can enable educational
personnel in curriculum development to more successfully implement death education
units of instruction. “One of the major justifications for studying attitudes toward any
topic or subject matter is to begin to bring about changes in attitude” (Harth, 1973, p.
159). Consequently, there is a need to examine the attitudes of vocational home
economics teachers toward death, particularly if they are to be given responsibility for
teaching young people to cope with death and dying. |

Purpose

The overall purpose of this study was to identify the attitudes of Oklahoma
vocational home economics teachers toward death and ascertain the extent to which they
were incorporating death education in their curricula.

Hypothesis

Four null hypotheses were developed for this study. In brief, the hypotheses were
as follows:

1. There will be no significant relationship between teachers’ attitudes toward death
and their opinion as to whether it should be taught in the school.

2. There will be no significant relationship between the teachers’ attitudes toward
death and whether they teach a unit on death education. B}

3. There will be no significant relationship between the teachers’ attitudes toward
death and the loss of a significant person within the last two years by these teachers.

4. There will be no significant relationship between the teachers’ attitudes toward
death and their attendance at a funeral within the last two years.

Instrumentation

The instrument was devcloped-in scveral stages.-First, a.review. of the literature
cesulted in the discovery that no other similar studics have been conducted and that
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Oklahoma vocational consumer and homemaking teachers have not been systematically
surveyed to gather information regarding their perceptions and attitudes toward. death.
Secondly, to accomplish the objectives of this study a scale was located which could
be used to measure teacher attitudes toward death. The Templer/McMordie Scale was
chosen because it is a widely used, reliable, and valid measure of attitude toward death
(Brown, 1975; Klug, 1976; Lucas, 1974; McMordie, 1978). It has been used with high
school and college students in previous studies (Templer, 1970).
The Templer/McMordie Scale consists of 15 statements in a Likert format which
was developed from Templer’s original scale. The internal consistency of the Templer
Scale was significantly improved through development of the Templer/McMordie

Scale. Additionally, the Likert version was more sensitive. in. discriminating between " . . -

high and low scores and capable of makmg a greater number of drscnmmatxons between - ..
individuals (McMordie, 1979)..- ! -

Although no actual norms have been estabhshed for this scale, a consrderable
amount of relevant data have been collected both during and subsequent to its
construction and validation (Templer, 1970). According to Remmer (1972), the Tem-
pler/McMordie Scale is the most reliable and valid measure of attitudes toward death.
In fact, of the instruments which have been reported in the literature to assess death
attitudes, only the Templer/McMordie Scale has had its reliability and validity deter-
mined (Lonetto, 1972). .

The completed questionnaire included the attitude scale; a section to gather infor-
mation about respondents’ personal experiences with death, perceptions regarding the
teaching of a unit on death education, interest in training sessions and instructional
materials on death education; and a section to identify respondents’ preferences for
resources for a unit on death education. Space was provided to allow respondents to
include other information about each item as well as comments or recommendations.

Data Collectron and Analysis

The research instrument was mailed to-all 450 vocational consumer ahd homemak-
ing teachers of grades 9 through 12 in the state of Oklahoma for the 1983-84 school year
as identified by the Home Economics Division of the State Department of Vocational
and Technical Education. Of the 324 questionnaires returned, 320 responses (71%) were
usable for the purpose of this study. No effort was made to obtain a higher response rate
since the school term was over for the year. .

A majority (65%) of the respondents had ten or fewer years of experience teaching
vocational home economics. Over 64 percent of the teachers were under forty years of
age, 83 percent were married, and a majority (62%) of the educators were in communities
with less than 6,000 population. Because this study dealt with death and dying, it was
of special mterest to note that only four teachers (1.3%) were widowed. All of the home
cconomics teachers were females and they were predominately white.

The demographic data, personal experiences with death, and information relative
o teaching death cducation weee analyzed by means of frequency distributions. These
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distributions were obtained in terms of numbers and percentages for each category of-a

variable. '

Items from the research instrument which respectively pertained to or represented
each of the variables under study were tested for significant correlation to the Templer/
McMordie score through point-biserial correlation procedures. The .05 significance
level was accepted as the confidence level in the statistical analysis. C

Results and Discussion

The results of this rééearch are discussed in terms of (1) teacher attitudes toward
death, (2) personal experiences with death, (3) whether or not death education should be

taught in the schools, (4) respondents’ interest in inservice education on deathanddying, .

and (5) teachers’ preferences for resource material on death education. Discussion of
these five areas follows.

Attitudes Toward Death :

-Information for the analysis of the hypotheses was obtained from responses to the
Templer/McMordie Scale and selected variables.

Attendance at a funeral within the last two years by teachers was significantly related
to the attitude score at the .009 level. A correlation of .13 indicated a low positive
association (Davis, 1971). Therefore, hypothesis four was rejected for the variable
conceming funeral attendance by respondents. Hypotheses one, two, and three were not
rejected because teacher opinion concerning whether death education should be taught
in the school, whether or not they teach a unit on death education, and the loss of a
significant person within the last two years were not significantly related to teacher
scores on the attitude scale. ‘

Complete correlation information between the combined teacher attitude score on
the Templer/McMordie instrument and the variables under study is given in Table 1.

-
-

Table 1

Correlation Between Study Variables and
Templer/McMordie Scale

Correlation --_ Level of
Variable Coefficient Significance
Should death education be taught in school - .023 342
Do respondents teach a unit on death education -.039 246
Death of a significant person in last 2 years - 024 338

Attentance at a funcral by respondents within
last 2 years 134 009
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Personal Experience with Death

Inresponse to items constructed to gather information about respondents’ personal
experiences with death, almost half (43.4%) of the teachers indicated the loss of a
significant individual during the past two years. The relationship most often identified
of the deceased to the teacher was that of a grandmother followed by that of an uncle and
a father.

The majority (85%) of the teachers had been to one or more funerals within the last
two years. The relationship most often identified of the deceased to the respondent was:

that of a friend followed by that of an uncle and then grandmother.:Interestingly, the -

category of ‘student’ ranked fifth in this list comprising-attendance ‘at.a funeral by
respondents within the last two years. Teachers experienced the death of students more }

often than that of a father, mother, close friend, or grandfather. -~ "~

Death Education in the School

The majority (87%) of teachers thought death education should be taught in the
school. However, most educators (64%) reported that they did not teach a unit on death
education. In fact, less than half of the respondents who indicated that they thought death
education should be taught in the school actually taught a unit on death. Death;
unfortunately, still remains a taboo topic. Thus, the need for formal and informal
education enabling persons of all ages to learn to cope with death is evident.

Although they are not presently including information about death and dying in the
curriculum, they intend to do so in the future. It was further learned that most teachers
who have taught about death and dying have done so for only the past three years.

Most respondents named home economics when asked to specify which discipline
generally approached the subject of death in their school. Because of the focus of home
economics on the individual and family life, the consumer and homemaking teacher
functions in a unique role in equipping students with attitudes toward life, which includes
an acceptance of death as well as an examination of fears and feelings toward death.
_ A majority of the teachers (81%) did not think parents would object to e study of

death in the school. Reasons suggested by the educators for possible ob jection by parents

included religion, death still a taboo subject, and cultural differences.

Inservice Training Program Preferences .

Concerning teacher training in death education, 81 percent of the respondents
agreed that teachers need this training. No other item on the research instrument received
a stronger response than did this question. Although most educators (61%) have never
attended a training session on death and dying, they indicated a willingness to attend a
death and dying workshop, conference, or seminar in the future (78%).

Death IEducation Resource Preferences
Lducators cadorsed the development of materials on death education, especially
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those designed to incorporate laws and customs in their locales. To supplement a unit
on death education, teachers favored certain types of resources with films, guest
speakers, and student activity exercises ranking the highest.

Comments from the teachers identified the main reason resources, such as field trips,
television/movies, and videocassettes, scored no higher than they did. Reasons given
centered around the financial ability of school systems and a basic lack of equipment as
in the case of videocassettes.

Implications

The findings of this study have implications for both teachers and institutions that.
prepare teachers. The number of times that secondary students are involved in death and
dying experiences, as evidenced by teachers’ attendance at funerals of students during
the past two years, indicated a definite need. The impact of death on the school population
Jjustified the need to incorporate death education in the curriculum. Since students are
experiencing death among peers and family, it is desirable for them to be helped to cope
with death in a relevant manner.

Although the teachers surveyed (87%) agreed that death education should be taught
approximately two-thirds (64%) of them do not teach units in death education. The
implications are clear--more teachers need to put into practice what they believe is
needed.

In addition, teachers need professional training if they are to handle such a delicate
concept successfully. Teacher education training institutions should incorporate some
aspects of death and dying in their curricula so that teachers are prepared to cope with
the subject matter of death and dying in the secondary classroom.

Teaching about death can be a rewarding and satisfying experience for teacher and
student alike. As a subject for exploration within the classroom, it meets the criteria of
being intrinsically interesting, intellectually challenging, and personally and socially
relevant. Death education, therefore, provides an opportunity for students to begin to face
death in a supportive environment. A unit on death education can help improve a
student’s attitude toward self and his/her environment. Curriculum planning to include
a unit on death education could result in better teaching and better learning experiences

and 1s a desirable way of responding to a need.
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ABSTRACT

Infectious disease remains a leading cause of morbidity and mortality throughout our
community. The resurgence of tuberculosis and antibiotic resistant strains of bacteria are..
commonplace in the medical community. Embalmérs are exposed to a plethora of ‘A
infectious diséésé,ran’éing fiom an elderly patient on chemotherapy to  young IV-drug
abuser with HIV+ seroconversion. Therefore, embalmer/funeral director must be aware of
visual diagnostic clues when performing a case analysis of human remains. An overview
of empirical visual clues to the presence of infectious disease may be beneficial

to the fimeral service community.

INTRODUCTION

The prevalence of infectious disease in our community is no surprise. For example,
according to the Health Insurance Association of America, 339,000,000 productive
work days were lost in 1980 as a result of acute health conditions.! In additio;x,.
a National Health Interview Survey found in the United States there were 49,310,000
cases of acute infectious and parasitic disease (25 per 100 population). As aresult,
there were 199,701,000 days of restricted activity, 99,713,000 days of bed disability,
and 21,164,00 days lost from work.2 Funeral directors are exposed to human remains
harboring these diseases and must be knowledgeable of modality of death and the growing
incide'nce -of acquired immune deﬁci‘en.cy syndrome and other inf2ctious processes.
Many of these problems will not be known to the embalmers/funeral diractors until

removal and/or embalming is completad.
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The embalmer/funeral director is charged with proper care and embalming of the human

remains; therefore, the ﬁmeral director should be aware of all aspects of the disposition

* of human remains. ' Among many reportable infectious diseases few, if any, are actually

~ reported to the reyceiving funeral director (Table 1). Legal constraints on the part_

of the releasing institution designed to avoid lawsuits related to invasion of privacy of the
patient and/or family members may cause consternation to the embalmer. Visual cutaneous
clues may help the embalmer/fimeral director to detect an infectious process in progress.
These cutaneous signs of the infective process are relatively easy to recognize and lead to
diagnosis without benefit of the death certificate.

DEFINITIONS |
Morphological appearances summarized in Table 2 can be beneficial indicators of the
presence of an infectious process in human remains, The macule is a circumscribed area of

change in normal skin color without elevation or depression relative to the surrounding
ékin; a plaque is a elevated lesion that occupies a relatively large surface area _(greater than
1 cm in diameter) and is frequently formed by a confluence of papules. A p_@pm; isa

solid lesion,generally considered to be less than 1 cm in diameter, which is elevated above

 the plane of the surrounding skin. A nodule is a palable,solid round or ellipsoidal lesion

which lies deeper in the skin than a papule. A vesicle is a circumstribed, elevated lesion
less than 0.5 cm in diameter that contains liquid; ulcers are lesions in which there has

been destruction of the epidermis and upper papillary dermis.”
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An extenstve array of infectious disease will be caused by an invasion of bacteria.
Most of the éutaneous lesions that occur in bacterial infections are characterized by small
red pinpoint,raised lesions called pmghm Petechlae are seen in memnglococcal and
streptococcal inféctions and may occur on the extremxtxes and trunk of affected mdmduals
(THustration 1). In cases of other infective processes such as subacute bacterial
endocarditis (SBE) the embalmer may note petechial eruptions,minute ecchymosis, and
damage to small blood vessels of the skin. Clubbing of the fingertips may indicate the
infective process of SBE or may serve as a sign of the decreasing peripheral circulatory
function commonly seen in patients with chronic obstructive lung disease.

Other bacterial infections form bullae, large fluid-filled hemorrhagic lesions,secondary
to clogging of the capillary system. The fluid in bullae may be clear or translucent. The
lestons are easily recognized and appreciated on lightly pigmented skin, but on
darker skinned patients, these lesions may be innocuous and difficult to recognize.

Careful consideration must be paid to the palms,soles and other extremities for c:xtaneous

clues.
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Cellulitis, an inflammation of the skin layers,often seen secondary to streptococcal
septicemia is usually manifest on the extremities. This type of inflammatory. manifestation,

is well localized showing erythema around the site of injury or inoculation site. A special

form of streptococcal infection,erysipelas, can be appreciated in some individuals. These -

 forms of streptococci may spread invasively due to tissue destructive enzymes. These

lesions have well demarcated borders. Impetigo,seen commonly in chxldren ‘may show

| 'sxmllar charactenstxcs Lymphoadenopathy in the neck,axilla and groin area may indicate

presence of infection or an inflammatory process.
In general, bacterial lesions may erupt in many forms from small pinpoint petechial‘
hemorrhages to massive necrotic bullae wnth celluitis. Anaerobxc bacteria may produce a

concave absoess and produce crepitus (tlssue gas ).

CUTANEOQUS MANIFESTATIONS OF VIRAL INFECTIONS

Viral infections present the most challenging problems for the embalmer. They are
diverse, difficult to elucidate and have many forms and vary in their pathogenicity in the
dead human remains.Few studies have proven the ability of many viruses to be viable
outside of live tissue Viral organisms are sometimes classified by their mode of
transmission.

1. Arthropod-borne viruses (transmitted via insects;e.g. yellow-fever,dengue viruses)
2. Respiratory viruses(tmnsmi.tted via airje.g. influenzae, rhinovirus)

3. fecul-oral (transmitted via body fluid; e.g. poliovirus,hepatitus A) -

(]
)
o

i d
S
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Viral lesions may appear as rashes on the extremities and trunk: Maculopapular
rashes,large papules > Imm diameter will appear with Epstein-Barr, measles (rubeola),
rubella, and’n.acho viruses. Vesicular or bullous lesions occur with herpes .. B ‘
simplex,varicella (shingles), and varjola (Smallpox)..One species of virus, molluscum
contagiosum may present wnth nodules on the fingers.

Human immunodeficiency virus disease may present in many forms. Most patients with
AIDS will have synergistic and concomitant infections which may give a varying picture.
Every funeral service professional must also be observant of the macular reddish-purple
lesions of Kaposi's sarcoma.

. Note that while few studies have proven the ability of viruses to remain viable
outside of live tissue, Nyberg et al. recovered HIV in culture from at least one specimen
from eight autopsy specimens, one of which was six days post—mortem.3 In addition, HIV
was recovered from the blood and tissue of five

patients, including three with negative blood cultures.

US STATI

FUNGLPARASITES, AND RICKETTSIAS

Superficial fungal cutaneous lesions may have maculopapular rashes. Vesicular or
bullous lesions are never seen in fingal disease. In general fingal diseases exhibit cotton-

like (flocculent), spreading raised or flat lestons in their appearances.
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CONCLUSION
The embalmer often does not have the benefit of a death certificate for diagnosis of

infectious disease. Therefore,the cutaneous manifestation of the infective processes can be

a helpful clue to the funeral service professional. The unique lesions can be easily

recognized and the remains may be examined with pre-embalming analysis during washing
aﬁd positioning of the features. A note of caution for all embalmers: USE

UNIVERSAL PRECAUTIONS IN ALL CASES. The relative small cost

of protective gear is minute when compared to the costs associated with transmission of-

infectious disease or the legal defense of'a worker's compensation claim.
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TABLE I (continued)

COMMON HOSPITAL

" REPORTABLE INFECTIOUS DISEASES

LEAD POISONING

'LEGIONELLA '

LEPTOSPIROSIS

LEPROSY

MENINGITIS

Aseptic

Meningoccal

Tuberculosis
MUMPS

DIARRHEA, NEWBORN

STAPHYLOCOCCAL
TETANUS |

TOXIC SHOCK SYNDROME
TRACHOMAMALARIA
TULAREMIA

TYPHOID FEVER

TYPHUS

VENERAL DISEASE

VIRAL HEMORRHAGIC FEVER

YELLOW FEVER
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LICENSING REQUIREMENTS: =
WHEN IS ENOUGH REALLY ENOUGH?

John Kroshus, Ph.D.
Director, Program of Mortuary Science
“University of Minnesota

‘There has been: an ongoing debate over the wide range of entry level

requirements that prospective licensees must, meet in order to enter funeral~

serviée.” Dr. Dan Flory resurrectéd the long standing question of whether funeral

service is a trade or a profession. He argued that if funeral service is indeed

a profession, entry level educational requirements should reflect the scope of

curriculum content and depth of study that other recognized professions require.’'
Dr. Flory compared the typical entry level education of "high school and, at
best, one or two years of college plus mortuary college" to professions, such as
law or allied health, where the standard calls for a "bachelor’s or master’s
degree as the minimum entry-level credential."® He also made a very interesting
statement regarding the capacity of the average funeral service licensee to
comprehend the complexities of the changes that funeral directors are facing.
Dr. Flory wrote:
Imagine the plight of the young funeral service licensee

who has only a high school diploma plus mortuary college, as =

he or she tries to deal with the Federal Trade Commission,

OSHA requirements, the hazard communication program,

sophisticated insurance and pre-need programs, computer

software for funeral service operations, the Americans with

Disabilities Act, aftercare programs, the Bloodborne Pathogen
Rule and organ and tissue donation agencies.’

-
-

‘pan L. Flory, "Missing the Boat? Continuing Education in
Funeral Service," The Southern Funeral Director, June 1992,
p. 8, 17-18, 20.

Ibid. p. 8.

*Ibid. p. 8.



Or, consider the plight of the mature funeral director whose entry level
requirements were met at a time when a Ticense to practice could be gained with
a high school diploma and a brief training program.

This line of reasoning would tend to cause one to believe that funeral

directors are undereducated. But, questions-exist in the educational:-literature - ™

as to whether Amer1cans as a people.are: undereducated or overeducated....
In 1984 Rumberger stated that:
. . considerable evidence suggests that the American

workforce has already attained an educational level that

exceeds the educational requirements of many jobs in the

economy.*

More recently, David R. Pearson, President of the I1linois Funeral
Directors Association stated:

Today, more than ever, a college degree is needed for
keeping pace with other professions. The time has come for
the state of I1linois to have a bachelor’s degree program."*

The assumption of some educators tends to be that the theoretical standards
for practice exist on some higher plane than the reality of practice. That may
not be the case in funeral service. What if the standards for obtaining a
license do not measure up to the realties of the job? Is it time to determine
whether the complexities of the funeral business have caused the demands of
practice to outgrow the entry level requirements? Should licensing agencies be

examining license requirements against the realities of the workplace in order

‘Russell Rumberger, "The Growing Imbalance Between Education
and Work," Phi Delta Kappan, January 1984, p. 342.

5David‘R.‘P‘e‘arson, "Facing:-the: Future," Newsletter, Illinois
Funeral Directors Association, July 1993, p. 1.
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to determine if they are granting privileges to licensees who are grossly-under-

prepared for the demands that will be placed on them in practice? Or, is it

possible that some .licensing agencies are requiring far more education than is -

really necessary to do.the job?

David Kneib’ argued that funeral service has become and the preparatory

‘curr1cu1um taught in mortuary colleges cannot respond rapidly enough to prepare

practitioners for the changing demands of practice. . .

An examination of the entry level educational requirements, apprenticeship
requirements and continuing education requirements throughout the country
provided some interesting insights.  To accomplish this examination, the
educational and apprenticeship requirements listed in The Director January ‘93
Special Issue’ were combined with Tists of continuing education states and non-
continuing education states. There was need for some interpretation in order to
categorize the educational and apprenticeship requirements into levels because
there are a number of license combinations available throughout the country.
There are states where a person can be licensed as a funeral director without
being licensed as an embalmer. There are states that allow licensing as an
embalmer without licensing as a funeral director. There are states where the
entry level license is the embalmer’s license, but where the expectatizn is that
the licensee will qualify to become a funeral director after apprenticeship and
successful completion of the funeral director’s examination.  Educational

requirements were used to determine which license or combination of Ticenses

offered the most professional privilege. In order “to accomplish the

spavid Kneib, "The Continuum of Professional Educatlon," The
Director, December 1992, p. 325

'NFDA, The Director January ‘93 Special Issue, p. 31-35.
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categorization, the lowest educational requirements needed for the highest
license status was used. Six categories were created for educational
requirements. Each category was assigned a number value from zero to five.
Level zero included states which had no educational requirements and no license.

Level one included states which have educational requirements for licensure that

call for-a high, school. education plus mortuary’ school (12 months);<or a high' w0

school education plus practical experience. Level two included states which have
educational requirements for licensure that call for one year of college plus
mortuary college (leading to a certificate or diploma, but not necessarily
leading to a degree). Level three included states which have educational
requirements for Tlicensure that call for an Associate Degree that includes an
accredited mortuary science curriculum. Level four included states which have
- educational requirements for licensure that call for two years of college plus
mortuary school (not necessarily leading to a degree, but including prescribed
courses). Level five included states which have educational requirements for
licensure that call for a Bachelors Degree with a major in mortuary science, or
a Bachelors Degree plus mortuary school.

Apprenticeship requirements were also categorized into levels

had Y

using the information from The Director January ‘93 Special Issue.® Four levels

were established. Level zero included those states which have no apprenticeship
requirements. Level one included those states which have license requirements

that call for one year of apprenticeship either before or after mortuary school.

Level two included those states which have license requirements that call for
eighteen months of apprenticeship either before or after mortuary school. Level

three included those states which have license requirements that call for two

*Ibid. -
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years or more of apprenticeship either before or after mortuary school -
including those states with three year apprenticeship requirements that grant one
year apprenticeship credit for attendance in mortuary school. Level four was
creéteﬁ for the state of Hawaii where several years of apprenticeship may be done
as an aiternative td’attending mortuary school. ’ o
“Two levels wé}e established for continuing education. LéVe1'zero wa;yﬁééd
to designate those states which did not have a continuing education requirement.
Level one was used to categorize those states which did have continuing
education. There was no attempt to classify the continuing education
requirements beyond determining whether a state»required continuing education for

licensure.

It is interesting to note that a cursory glance at the chart of

~requirements might give the impression that an inverse relationship exists

between educational level and apprenticeship Jevel. Close examination of the
chart, however, revealed more telling information. There are fifty-one (51)
entries on the chart (fifty (50) states and Washington D.C.). They were divided
into four categories, which included: (1) states with high (level 3,4,5)
aducational requirements, but which have low (level 0,1,2) apprenticeship
requirements; (2) states with low (level 0,1,2) educational require;;nts, but
which have high (level 3,4,5) apprenticeship requirements; (3) states with low
(level 0,1,2) educational requirements and low (level 0,1,2) apprenticeship
requirements; and, (4) states with high (level 3,4,5) educational requirements
and high (level 3,4,5) apprenticeship requirements. Ther;vmreeighteenstates
which fell into the high education/low apprenticeship category; ten states which

fell into the low education/high apprenticeship category; twenty-two states which

fell into the low education/low apprenticeship category; and, one state which



fell into the high education/high apprenticeship category.
When continuing education requirements were figured into the analysis, the
following information was gathered: eight states have high education

requirements, low apprenticeship requirement, and continuing education
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requirements; eight states have high education requirements; low:apprenticeship'“”“

requirements and no’ continuing educat'ion requirements; three states have low
education requirements, high apprenticeship requirements and continuing education
requirements; seven states have low education requirements, high apprenticeship
requirements and no continuing education requirements; eight states have Tow
education requirements, Tow apprenticeship requirements, but do have a continuing
education requirement; thirteen states have low education requirements, Tow
apprenticeship requirements, and no continuing education requirements; one state
has high education requirements, high apprenticeship requirements and continuing
education requirements; one state has no educational requirements, no
apprenticeship requirements and no continuing education requirements.

A "Total" co]umnvis also included on the chart. It should be remembered
that the total column is meant to illustrate the range of licensing requirements.
The total column DOES NOT represent a systematic attempt to rate or compare the
difficulty level found in any licensing jurisdiction. The extent to &hich the

interpretation of licensing requirements is accurate is the extent to which

degree of difficulty in any licensing jurisdiction might be accurate.
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Entry Level Education, Apprenticeship, and CE Requirements
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INFANT EMBAIMING TECHNIQUES o
John R. Trout, Director - Funeral Service Education
Northampton Community College. - .
Bethlehem, Pennsylvania A
The intent of this series of articles is to introduce the
funeral éervice professional to the psychological aspects of
viewing the embalmed infant and the seven documented infant
embalming techniques available to him/her to achieve these
results. First, we must examine the psychological aspects of
viewing the embalmed infant from the perspective of the parents.
Many parents know there 1is no greater pain than the loss of a
child at birth. In fact, since the beginning of time, newborn
deaths have brought much more grief and long-term suffering than
many of us are aware of or would like to admit. Babies are not
supposed to die but they do. Approximately thirty-five thousand
newborn infants die annually in this country within the first
twenty-eight days of life. Stated another way. one neggatal death
occurs every fifteen minutes somewhere in the United States.
These statistics translate into an enormous collection of human
suffering and potential maladapation for surviving parents and
siblings. Our rapidly increasing technology has made life
possible for thousands of babies who, Jjust a few short years ago
would have had no chance for living.

As important as modern technology has been in saving lives

it should not be under valued. It still seems near total emrhasis

has been placed on attacking only the tip of an enormous iceberg



36

Infant

of human suffering. We are..saving more babies than in the past,
but for the bereaved parents we continue to looaelthe.baptle_ﬁ:;
against death’s compassion—--grief.

vMuch*reaearéh*has bééﬁlaéhe in recent years on infant deatﬁs
and the affect on parents and close family members. The findings
of almost every study in recent times refutes such misguided
theories as: The baby did not live long enough for the parents to
have formed any meaningful attachment; spare the mother and get
the funeral over with while she ie still in the hospital.

The film, Death of the Wished-For Child. produced by Bill
Goveia for the Order of the Golden Rule, dramatically points out
the fact that these parents have very special needs. The mother
and father may need to hold the infant for a few moments to say
I love you and goodbye. Close friends may need the funeral
ceremony to tell the grieving parents we are sad too at your loss.

The embalming of infant cases, especially premature_and
stillborn infants, is still probably one of the most neglected of
all the techniques uesed in embalming practices today. In the
past, embalmers have treated the infant remains in a lackadaisical
manner because most of them believed that the surviving parents,
siblings, and close friends did not want to view the infant.
Bereaved relatives who must view the little bod; of the infant in
a discolored. unembalmed condition will certainly be justified in
their resentment of the embalﬁer’s thoughtlessness (Frederick &

ztrub, 1987). For these and many other reasons, research studies
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in the area of grief therapy have. formulated.conclusions that, if

the family members are provided the chance to view the properly

. embalmed infant they are given one of the many opportunitles

availabié tb work out their grief. There is a great deal of
attachment between the mother and the unborn child. There may be
serious consequences if the final disposition of the “significant
part” of the mother is made without her being allowed to work
through her grief with the body of the infant present (Doty., -
1981).

In Glen W. Davidson’s five year case study entitled, "Death
of the Wished-For Child," fifteen mothers who gave birth to a
stillborn or who lost their baby in the first twenty-four hours of
life were carefully monitored. This was a preliminary report of
the ways women and the significant people involved in their lives
were able to cope with the lose of their “wished-for"” child
(Davidson, 1977). When a stillborn or neonatal infant dies, the
mother and father become vulnerable and diesoriented. The mother
will often wish to see or hold her baby and in many cases her
wiches are inadmissible by relatives, friends, and funeral service
professionals. The mother is attempting to adapt to the loss of
her infant by wanting to visualize ideas and perceptions that are
vague in her mind. The mother knowe her baby is dead, but she is
not allowed by relatives, friends, or funeral service;'@_”
prrofeseionale to confroﬁt her loss, the ihfant itself.

Regearch has shown that parente that were able to see and/or
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hold their baby were able to orient themselves much more quickly
thanvthose parents that did>not get the see and/ /or hold ‘their
baby. Parents find it difficult to find emotional support from
people close.to: them when an infant death occurs. Most of these
people, including funeral service professionals have their own
problems or anxieties about excepting the death of an infant.
This usually warrants their emotional support towards the parents.
Thie group of people often feels that the parents should not view
the infant because they are not able to give proper emotional
support which is needed most by those affected by the death, the
rarents. Finally, the mother tries to discover what has happened
to her and she desperately wante to confirm her suspicions by the
reactions of others. These “others" do not want the mother to
make any decisions, consequently shielding her from working out
her grief over the death of her infant. Therefore, these “others"
make it more difficult for the mother to get herself reecriented.

The above paragraphs just scratch the surface of the problems
faced by parents who are trying to adjust to the loss of their
baby. Research indicates that viewing the infant remains can be
psychologically advantageous to the resolution of the parents
grief.

Even as research continuee, it is clear now that the work of
seneitive and uklllpd pmbalmors is vital in meeting the e very

epecial needs (Sawyer, 1982). The next articles will examine the

-
&
O

geven documented infant embalming techniques that can be utilize
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by the embalmer which will allow for the viewing of the infant’s

body.

Davidson, G. W. (1977). “Death of the wished-for child: A case
study". Death Education Quarterly. 1. 3. p. 265.

Doty, K. B. (1981, June). "A new approach to infant embalming.”
Champion Expanding Encvclopedia of Mortuary Practice. 518.
p. 2092.

Frederick, L. G. & Strub, L. E. (1977). The pripciples and
practices Qi_ﬁmhalming (3rd. ed.). Texas, p. 572.

Sawyer, D. W. (1982, February). “Infant embalming.” Dodge

Seminar. Sarasota, Florida.



40

INIANT _LMBALMING  TECHNIQUES

15 %] ﬂ)
John K. Trout. lirector - Funeral Service Education
Northampton Community Callews
Author”s Note: The original research for this series of articies

was completed several vears ago. The author”s intent is to educate the

infant. The author realizes that other techniques are available and

these articles are just a sampling‘Of those techniques.

The seven documented infant eﬁbalming techniqués_selecte@Zby the
author can be utilized on infants up to the age of cone vear. and is
compatible for the embalming of the premature and stillborn cases. The
Iormat For this section iz as follows: Embalming Techniques,
Fre~Embalming Procedures. and Post-Embalming Frocedures.

Each of the seven documented infant embalming techniques can be

utilized on unautopsied and autopsied cases and the chart below shows

where each selected technicgus is applicable:

Unautopsied Cases Autopsied Cases

Fluid Pack Applications Fluid Pack Applications .
Heart Method Normal Embalming Procedure
Thoracic Aorta Angiccath,/Syringe

Umbilical Vein .
Abdominal Aorta
Normal Embalming FProcedure
Angiocath/3yringe
The pre- and post-embslming procedures are genersl and may not be

compalible for the technique selected by the embalmer.
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gensral pre—embalming procedures are as Jollows {CSawyver,

betailed case analysis.
Wosh vhe infant and di=infect all orifires.
The intfant should bhe placed on a "bed” oi Lrown Eapok,
nonabsorbent cotton. This prevents flattening of the back,
buttocks, dnd legs, whloh would feel uwnnatural if the,E
significant others were to hold the infant. It will also
prevent moisture from being drawn out of the tissues, nor will

it sbsorb water or (“dlnng mdt@r al.

m

e
DAY 4

haro v

Lx.‘

Temove the downy (lanugo) facizl hair with =

becsuse this hair interferes with the application of cosmetics

Set the features:

A. Mouth closure can be done by making a stitch through the
soft bone of the mandible and the maxilla. The lips
should be puckered and glued into position.

B. Eye closure- Do not use eye caps! Use small pieces of
cotton or cover the orbits with dental powder. which will
provide the best medivm for proper eve closure.

After setting the features, liberally <oat the fzac

“~
vl
[y

rms.
hands, legs, and feet with massage cream. This keeps the
tissue soft and pliable. plus this makes the tissues more
receptive to cosmetics which will be applied later. The

message cream also prevents excessive dehydration of the

Feadijust the cotton “"bed” fcr proper pogition <1F the irZan. .
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[f a cranial autopsy has not been perrtormed. cranial treatmenst
is necessary since the infant’s brain will decompose rapidly.
causing purge and distention. Using a 20cc syringe, insert a
#18 gauge hypodermic needle through the posterior fontanellie
(soft spot) of the infant s head and inject two to three
ounces of concentrated cavity fluid directly into the brain
tissue.

Bathe and dry the infant, removing all massage cream from the
body surfaces.

bmooth and conceal anyv sutures by using a flexible sealer or

d
Q
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o
c.’.
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d
o
®
2
w
=
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<

wax over these incisions, bhecause the signifi

want to hold +the infant

Q

‘Dress the infant. Place élasti- shesting around all openings

to protect the clothing when the cosmetics are applied.

rmeg, and legs of the infant:

o

Cosmetize the face, hands,
A.- A mortuary preparation of a paraffin-based :liquid or cream
cosmetic is the most successful for infants.

B. The base tint should be kept light, and red cosmetics

C. A very smsll amount of blue eveshadow is Tost effective
when placed in the orbital areas. D. Use talcum powder
on the =2ntire body. and be sure to clean the talcum vowder

away from the evebrows. evelashes. and hair.

Finally. vosition the infant for the visitation in either &
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The next articles will examine each of the seven documented infant
2mbalming techniques in detail.
References
Sawyer, D. W. (1982, February). "Infant embalming." Dodge Seminar,

Sarasota, Florida.
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PART 3
. . e e e e e B T SR i S C e T U L S S U
Nerthampton Community College

Bethlehem, Pennsylvania

Fluid Pack Applications

-This embalmingvmethoqusually preolﬁaég*tﬁé”viewing of
the infantt “"Embalming by osmosis™ is used for the temporary
rreservation and disinfection of the infant and certainly
requires aggreat'stretch of the imagination to be classified
as embaimiﬁg {¥rederick & Strub, 1977).

Many embalmers wrap the infant” s body with several
layers of éotton and then saturate this cotton with
concentrated arterial or cavity fluid. Some embalmers simple
submerge or float the infant in a basin containing a
concentrated arterial or cavity fluid. Finally, a few
embalmers place the infant in a tightly closed box cr
container, together with a pound of some tyvre of embalminé
rowder (paraformaldehyde) for about ten to twelve hours.

On the unautopsied infant treated by these methods,
cavity treatment is sometimes used in conjunction with the
“osmosis™ method. The results of these methods a}e
devastating; excessive dehydration and wrinkling of the skin,
with little or no modification of any blood discolorations

(Doty, 1981). Fluid diffusion is at a minimum and

0]

consequently rapid decompositicn will ocecur if the btaodv i1
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held for an extended period cof time.

The author confers with Frederick and Strub that this
method reguires a great stretch of the imagination to be
classified as embalming and ‘'should only be used as a last

resort to achieve temporary preservation and disinfection of

‘ wéhe inféht.

References
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embalming."” Champion Expanding Encvelopedia of Mortuary
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46

Infant

PART 4
John K. Yrout, Director - Funeral Service Education

Northampton Community College
Bethlehem, Pennsylvania

Hﬁﬁm_MQLth

This:method of‘iﬁfégéﬁéﬁbaiﬁiﬁéﬁeaﬁs

of a thoracic
incision and direct injection into the heart or the arch 6f
the aorta (Frederick & Strub, 1977).

. Arterial injection takes plaée direcﬁly into the left
ventricle of the heart and drainage is reéeived from the
right atrium of the heart. A "Y" type of angular incision is
made just inferior to the clavicle at the level of the fourth
rib. The incision continues down the median line to the
inferior border of the sternum. Next, dissect the tissue
back from the sternum and the ribs. Cut the ribs on both
sides of the sternum with scissors and be sure not to cut_the
superior end of the sternum loose from its articulation with
the clavicles. Then grasping the inferior end of the
sternum, lift it superiorly and bend it the direction of the
face. Lift the exposed heart and split the pericardial sac,
so that the heart may be freed from the majority of the
rericardial sac. While the embalmer is holding the heart,
insert a curved large arterial tube through the wall of the
left ventricle in the direction towards the aorta. sc that

the end of the arterial tube lies within the chamber of the
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left ventricle. No incision is made in the heart muscle to
insert the arterial tube, because the muscular tissue will
fit tight around the arterial tube and it will not bte
necessary to ligate the arterial tube into the heart.

Dralnage in obtalned from the right atrlum of the heart.

The'lnsertlon of a draln tube is not neoessary, just merely':‘

make an incision in the right atrium with a scalpel and
insert a pair of sprlng forceps to hold the incision open.
Care should be exercised that the quantity of arterial fluld
does not greatly exceed the quantity of drainage, if swelling
is to be avoided (Champion, 1960).

One quart to three pints of a mild arterial solution
strength should be injected. When two concentrated ounces of
a five index cosmetic-based arterial fluid are used, it is
advised to dilute this with enough water to make one guart
Injection pressure should not exceed one to one and one-half
rounds and the rate of flow should be at a minimum (Doty,
1981).

It is not necessary to close the incision in the right
atrium or the puncture hole in the left ventricle after
arterial injection is completed. Following completion of the
arteriasl injection. the heart is placed back into the

thoracic cavity, the sternum is returned to its normal

0

position, and the incision is sutured closed. Next ,

sspiration and cavity treatment with eight to twelve cunces
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of concentrated low-odor cavity fluid should be administered.

References

Champion Expanding Encvelovedia of Mortuary Practice. {1960,
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INFANT EMBALMING TECHNIQUES
PART b
John kK. Troun. Director — Funeral Service Education

Northampton Community College
Bethlehem, Pennsylvania

The tse of thé:posterié}‘ihéision and subsequent
injection of the thoracic asorta provides large vessel
operation as well &as an incision that is not seen (Stewart,
1954). . | |

Once the features have been set, the infant is placed
in a prone position on a bed of cotton padding to prevent the
nose and face from being distorted.

Beginning at the level of the fifth rib, a crescent
shape incision is made on the left side laterally about one
and one half inches and extends down to the ninth rib. The
border of the skin flap is raised and dissected back to the

vertebral column. The very soft, cartilage ribs are easily

incision madce

0]
}.4
n

cut with scissors. The same crescent shap
into the ribs and the flap is turned poéteriorly towards the
vertebrae.

In the infant., the thoracic aorta lies ante;io~lateral
to the vertebrae bodies and the inferior vena cava will bhe

found right anterio-lateral to the vertebrae. The left lung

ssed to allow ample room for excess to the

]

can be compr

thoracic sorta and inferior venas cava.
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The thoracic aorta is approached first and is freed to
raise and opened for the insertion of a short, medium size
arterial tube superiorly in the directicon of the heart.

No drain tube is placed in the inferior vena cava, an

incision is made into the inferior vena cava and is allowed

oy i

to dpa%n freely. |
dééfofé Bégiﬁﬁiﬁg‘thewactuai injection, thé.iﬁfégé‘s Body

is turned to a supine position with the body resting on the

tubing connected to the embalming machine. With the infant

chance of the

.

being of such small size. there is 1i++t1
tubing being occluded by the infant s body weight. The. hands
are placed in position and the arterial injection process can
continue.

A very mild arterial solution strength is recommended,
perhape one-half or less the concentration used for adults.
The average case can be completely embalmed with less than
one-half gallon of arterial fluid. The pressure and rate_of
flow ghould be kept as low as possible (Stewart, 1954).

When the desired firmness is reached in the superior
trunk and extremities, the body is placed in a prone position
and the arterial tube is inserted inferiorly intq»the
thoracic aorta to facilitate injection of the inferior trunk
and extremities. The infant is asgsin placed in a supine
position and the arterial injection is continued. The author

recommends that firmness not be used entirely as s sign of



type of arterlal 1naect10n can be done only where olearly
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INFANT EMBAIMING TECHNIQUES
PART 6

John R. Trout, Director - Funeral Service Educaticn
Morthampton Community College
Bethlehem, Pennsylvania

It must be olearly understood at the start that thls
indicated. Arterial injection via the two umbilical arteries
or umbiligal'vein is sometimes advoqated for the embalming of
stillbern infants or theose dving Qithin a few hours after
birth (Clarke, 1954).

The umbilical vein is arterially injected instead of the
umbilical arteries because it is larger and carries
oxygensted blood to the baby s circulatory system from the
prlacenta during the gestation period. The major problem with
this method is the passage through the values of the heart to
arrive into the arterial system, so arterial injection of the
umbilical vein is not recommended for infants more than two
days old. This is because the foramen ovale of the heart
closes fairly rapidly after birth.

If the arterial injection process takes pla?e before the
foramen ovale closes, arterial injection can follow this
course. Firet, one branch of the umbilical vein goes
directly into the liver and the second branch goes directly

into the inferior vena cava. At this peoint. the second
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preservation, solution strength should be the determining
factor.

Upon completion of the arterial injection. the hody is
placed in a prone position for the removal of the arterial

tube and the ligation of the ve&sels. The rlb SPPtlon is

‘returnpd totlta normdl p081t10n dnd at ledut thfep
interrupted bright sutures are taken to hold it firmly in
place.-

Return the infant to a supiﬁe roseition and begin a
thorough aspiration treatment. Generally, six to ten ounces
of concentrated cavity fluid is sufficient. Finally, suture
all incisions closed.

References

Stewart, R. L. (1854, June). Embalming infants by the

posterior incision method. The Professional Eubalper.
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branch meets the portion that went through the liver and
follows the inferior vena cava to the right atrium of the
heart. From thiz pcoint, the fluid flows intoe the right
atrium of the heart and thus supplies the upper extremities.

Onae the fluld leaves the head and the upper extremltles. 1t )

enters the superlor vena cava, contlnues into the rlght

atrium and on to the right ventricle, finally entering the

pulmonary artery. At this point, fetal circulation is

‘different than adult circulation. that a temporary hranch af

the pulmonary‘artery is present, the ductus arterosus. The
ductus arterosus connects directly with the aorta, thus
almost all the fluid will pass directly into the aorta. The

luid that is moving inferiorly in the ductus arterosus meets
the fluid from the left ventricle and thus reaches the
inferior extremities. When the fluid returns to the heart.
it follows the common iliac arteries to the hypogastric
arteries, and these in turn follow the umbilical artery, thus
completing fetal circulation.

The embalming procedure continues by placing a small
radial tube or blunt hypodermic needle into the qmbilical
vein. Injection of the arterial fluid can be achieved by
the embalming machine, gravity bottle, or hypodermic syringe.
Drainage will be received through the umbilical arteries on
its own accord and the amount of drainage is not abaclutely

necessary in completing the arterial injection process .
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Finally, perform a thorough cavity treatment and aspiration,
and suture the umbilical vessels closed.

References
Clarke, W. L. (1954, Fourth .Quarter). Umbilical injections
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INFANT EMBALMING TECHNIQUES
PART 7

John R. Trout. Director - Funeral Service Education
Nerthampton Community College
Bethlehem, Pennsylvania

Abdominal Aorta

A 81mple technlque can be employed 1n the embalmlng of
the unautop51ed 1nfant by u81ng the veesels of the abdomlnalv
cavity (Mayer, 19758).

The arterial embalming begine by making a feur to five3
inch incision along the midline of the abdomen from the
umbilicue to the pubes, or slightly to the right of the
midline in the region of the umbilicus. The chief reason for
keeping the incision as low as possible and elightly right of
the midline is to avoid the enlarged infant liver, which
almost completely fills the superior part of the abdominal
cavity.

After the incision has been made through the abdomiqel
wall into the peritoneal cavity, the intestines are gently
zased out (not cut out) of the abdominal cavity using a pair
of packing forceps. Next, the spinal column mesentery must
be dissected open to expose the abdominal aorta and the
inferior vena cava. Ligate the abdominal aorta and cut the
inferior vena cava. Drainage from the inferior vena Cava
will then f;ood into the peritoneal cavity and later casn be

sspirated out. The sbdominsl sorta is opened an inch or two




56

Infant

superior to the point where it bifurcates to form the common
iliac arteries. Make an incision into the abdominal aorta
and insert a medium size arterial tube intc the vessel
inferiorly in the direction of the legs.

The arterial fluid should be of the embalmer’s
ufggfééégéé. The use 6f low bressure and.iow rate of flow
with pulsation is an excellent method of arterial injection
for this technique. .As soon as the discolorations and rigor
mortis have lessened and the fluid dves become evident,
arterial injection should be stopred, unless pathological or
rostmortem conditions warrant additional fluid injection
(Mayer, 1975).

The blood/drainage material in the abdominal cavity now
can be sponged out or aspirated with a nasal aspirator.
Next, the arterial tube is reversed and directed superiorly
in the direction of the head. Again, using low pressure and
low rate of flow with pulsation is advisable for this
technique. Areas where rigor mortis is present can be gently
massasged with massage cream during the arterial injection.

hen as soon as the discolorations have lessened_and the

3

fluid dye becomes evident, stop the arterial injection
process. Otherwise distension and/or wrinkling of the
tissues can result.

After arterial injection is completed, remove the

arterisl tube and ligate the abdominal aorta. Agsin, the
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blood/drainage material in the abdominal cavity is to be
aspirated out. Next, the embalmer will note that the
intestines, which had been moved to the outside of the
abdominal cavity during the arterial injection procedure have

become dlstended Thls however serves to preserve the

'v1soera.‘ The 1ntest1nes)now can be cllpped and placed bach

into the abdominal cavity. The incision now is tightly sewn
with a small baseball suture. Next, the thoracic and
abdominal cavities can be aspirated bv the use of an infant
trocar. Injeotion of cavity fluid should follow this
aspiration. The viscera can also be treated prior to sealing
the incision by packing the thoracic and abdominal cavities
with a hardening compound or embalming powder. This incision
then can be sealed and sutured closed.

References
Mey-r, R. G. (1875, November). A simple technique for

embalming infants. g S a3
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INFANT EMBAIMING TECHNIQUES
PART 8

i L Lo, wdrecior - Funel'al Service Buucsoioh
Northampton Community College
Bethlehem, Pennsylvania

Normal Embalming Procedure
Juﬁ&Byﬁfarﬁthe*most&éudaeééfu:?éﬁd“gatiéféétb%ifmethOd; TS
however, is by arterial injection following much the same
techniques employed in embalming an adult body (Spriggs, .
i968). Speéificélly, arterial injection via the }ight commdﬁv
carotid artery and drainage via the right internal Jugular
vein.

The principle difficulties encountered in embalming
these bodies is the minute size of the vessels and securing a
sufficient amount of blood drainage. Satisfactory drainage
may safely be said to be the chief concern of the embalmer
when treating infant bodies (Spriggs, 1963). The right
internal jugular vein offers the best possibilities of
securing the greatest amount of drainage. The arterial
injection via the right common carotid artery allows the
arteriasl injection to be made away from the face, thus
minimizing the possibilities of distention of thé features.

It also permite the arterial fluid to be injected when there
is resistance due to abdominal distention, which condition is
g0 frequently found in infant bodieé. Abdominal distention

zan be relieved by means of & hollow needle or an infant
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trocar. after the arterial injection is completed.

The incision should be made in the crease of the
inferior of two wrinkles, which are created naturally when
the head is rotated to the right. The incision should be

about one half to three- quarters of an 1nch in 1ength When

the rlght 1nterna1 Jugular VElnﬁlo enoountered gllgature 1s'
placed around it at either side of the incision and the
fight internal jugular vein ig severed. _The right common
carotid arteéry will be found in the sheath with the right
internal jugular vein, directiy beneath it and slightly
towards the midline of the neck. The same rules are followed
for ligation of the right common carotid artery.

A =mall size (one-eighth inch outside diameter) drain
tube should be inserted into the right inferior jugular vein
inferiorly in the direction of the heart. Do not open the
drain tube until two or three ounces of arterial fluid has
been injected into the right commen carotid artery. A small
(three-sixty fourths to one-sixteenth outside diameter)
arterial tube should be inserted inferiorly inte the right
common carotid artery. There is & tendency to inject too
rapidly and the small tube will act as a governo; to prevent
too rapid an arterial injection. If the face is badly
discolored., the superior ligature on the right internal
jugular vein may be opening after the arterial injection has

begun. The embalmer should bear in mind that the infant
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tissue is very delicate and therefore reacts more rapidly to
arterial fluid. This reaction will Continue for several days
after embalming, frequently causing extreme desiccation of
the face and hands unless measures are taken to prevent it.

The volume of arterlal fluld regquired will depend upon

terial:ﬂ

‘body size and'welght Vone quart of

‘Normally,
solution is an ample amount to complete the embalming
operation. The arterial solution should consist of: six.
oﬁnces:of értergal fluid, six ounces of.co—injéction fluid,
six ounces of wéter conditioner, two ounces of humectant, and
fourteen ounces of water. The embalmer is cautioned against
too rapid of an arterial injection for infants. At least ten
minutes should be allowed for the arterial injection of one
quart of arterial fluid, using one to two pounds of Pressure.
I'o not empect a degree of firmness of tissue in infants that
is comparable to that secured upon adult bodies (Spriggs,
1963). Reserve two to six ounces of arterial fluid for the
njection superiorly into the right common carotid artery in

order to more thoroughly preserve the right side of the head

and face.

If an autopsy has been performed. the embaléer should
use a six-point injection as with an adult, using the same
dilution and arterial injection procedure outlined above.

Once the arterial injection is completed, be sure to

ligate all vessels. If the abdomen is nct distended whern th.

m



61

embalming is begun, it will probably become so during the
arterial injection. This is an excellent indication that
the arterial fluid has reached the abdominal viscera.
Distention should be relieved immediately upon completion of
the arterial injection and the cavities should be thoroughly
aspirated. The aspiration should be followed by the
injection of eight ounces of concentrated cavity fluid. All
incisions and the trocar hole should be sealed and sutured
closed.

References
Spriggs, A. 0. (1963). The srt and science of embalming.
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INKANT EMBALMING TECHNIQUES
PART 9

John R. Trout, Director - Funeral Service Education
Northampton Community College
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Very successful results in preservation, skin texture,

skinAcbloﬁation;?positioning;Eaﬁaigeheral'oVérallPéﬁﬂééﬁéhbé%séu%v

can be obtained by utilizing an “angiocath” and a hyprodermic
syringe for arterial injection (Doty, 1981).

Angiocaths are used for intravenous~feeding:in hdspitals
where small vessels are needed for injection of fluids and
medications into the body. An angiocath is a small diameter,
flexible plastic catheter fitted with a hyrodermic needle
which fits inside. A sixteen gauge., three and one-quarter
inch hypodermic needle is recommended (Doty, 1981).

After the general pre-embalming procedures have been
performed, remove all autopsy sutures (if applicable) and
examine the condition of the internal cavities. The embéimer
is looking for any abnormalities that may hinder the
embalming process. Clean and ligate all vessels that are
going to be utilized. Be sure to use a seven cord braided
ligature to ligate the vessels, since this type éf ligature
will not cut or damage the vessels. Lubricate the
extremities with a liquid soap and gently massage them

following the course of the vessels. This ia to force out

N e
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any blood cleots in the vascular system that may cause
problems with distribution and drainage. Arterial injection
shiould start with the legs, then the arms, and finally the
head. This order should be ifollowed because it mimics the

body’s collateral elrculatlon. The llgaued artery is raised

éﬁdiéhé g gjis 1nserted into the vessel ‘TEﬁéj; i‘\ 
hypodermic needle is removed from the angiocath and the
angiocath becomes "self—sealing" The vessel wall tlghtly
Pompreq Se 8 around the anélocath thus ligating the ang;ooath
is not necessary. This compression eliéinates leakage during

to close one the

ot

the arterial injection and allows the vesse
angiocath is removed.

Since there is = high moisture content in the infant
which minimizes dehydration, & stronger arterial solution
strength can be used (Sawyer, 1982). A 50cc syringe is
filled with the arterisl fluid solution, it is then connected
to the angiocagh, and then the fluid is manually injecte&
into the artery. The use of the syringe allows the embalmer
to determine if there might be intravascular resistance
present simply by the amount of pressure necessary to depress
the plunger of the syringe. The syringe should %e filled ten
to fifteen times to completely saturate the tissue of a
normal weight infant (Doty, 1981).

Carefully watch for distribution and tissue saturastion

i1 the infant’ s body. Normal drainage points are utilized
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for venous return and the use of drainage forceps or a drain
tube is not necessary. Gently massage the hands. fingers,
arms, legs, and feet during the‘arterial injection process.
When arterially injecting the head, use the =mame nrocedures
as used in an adult.

After arterial injection is completed, remove the

angiocath and.ligete all vessels, Hypodermic treatment.o

ﬁhé wdlié-éfykhe cavitiea ma& be heéeésavy if the arteriél
fluid solution did not reach them~by collateral circulation.
Aspirate or sponge out the thoracic.and abdomihal cavities,
then dust all surfaces liberally wiﬁh a preser&ative drying
powder (Sawyer, 1982). The viscera should be treated with an
sutopsy chemical or cavity fluid and returned back to the
thoracic and/or abdominal cavities. The ribs and sternum
should be coated with a penetrating preservative gel
chemical.

Unce this is completed, f£ill a1l other cavity spaces
with brown nonabsorbent cotton. Cover the cotton with a _
rlastic sheet to prevent the cotton from getting entangled in
the thoracié and/or abdominal sutures.

Now the calavarium, which is in three pieces can be
treated. The floor of the cranial vault and the scalp should
be thoroughly casuterized and coated with a preservative
drying embalming powder (Sawyer, 1982). Fill the cranisl

vault with brown nonabsorbent cotton, return the three
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calavarium pisces to their normal positions, and apply a
flexible sealer over the cracks to hold them in position.
This is done to conceal the ridges of the calavarium once. the
scalp is returned to its normal position. The scalp is
finally returned to its normal position and the incision is

sutured by the use of either a baseball suture or intradermal

suture.
References
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Une ofdthebmost 1mportant faotors41nftheécare:of the

1nfant case is the manner in which the infant is pOQ1t10ned
for the viewing by the significant others.

A little bedf crib, or~baqsinet should be used in piacé
‘ of é casket untll shortly before the time of the funeral
service, or even until after the funeral service has been
completed. The infant® s body shcould be placed in an attitude
of natural sleepr, as with one hand beneath the head and a
favorite toy held in the other hand. This creates a more
natural and comforting picture that the stiff conventidnal
rositioning so frequently used with adults.

As it was stated in the introductory quotation in -
Article #1, the mother and father may need to hold the infant
for a few moments to say I love you and gocd-bve. This
exprezssion of love and accertance of their loss can be
greatly helpful to the parents in working cut their grief.
Embalmers should keep this in mind when they are making
funeral arrangements with parents or significant others wha

have just suffered the death of an infant.
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A proprerly embalmed infant and an ethically conduced
funeral service will definitely create the feeling in the
community., especially to the parents and the significant
others that the funeral home and its staff are reliable and
sincere in its claim of service.

In conclusion, this series of articles have shown how
the embalmer can be a care-giving individual. By the use of

these infant embalming techniques, these technical aspects

AN 1{;} PR o

.ééﬁ‘aiibwjéfiévihé ?afeﬂtéﬂéﬁdysignifiéént 6thérs‘f6wfﬁifili
their psychological and social needs. Embalming of the
infant has earned the gratitude of the bereaved families and
thi= i= particularly true in oéseé wherae the:infabt survived
but a few days., as it made it possible once the mother was
diascharged from the hospital to place her baby s dead body in
her arms.

All that can be said now is that the embalmer is in
control and your actions do indeed control the destiny of
those individuals who are looking for help in their time of

need, no matter how small they happen to be.




