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This is an abridged history that sheds light on the current birth culture unique to the US. 

This historical perspective is not meant to be condemnatory of either profession.  It is not meant to be offensive. 

But it is important that we understand the downstream effects of this country’s history of sexism, racism, anti-
immigration sentiment, and of professional restriction 

Of note, the terminology used in this presentation is heteronormative in alignment with historical context.  
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“Obstetrix” comes from the Latin for “midwife” and was changed to the familiar spelling of Obstetrics in the 
19th c, exchanging the Anglo-Saxon for Latin  
 
The history of obstetrical practice is inextricable from male dominance of the professions.  The first men in childbirth 
were considered “male-midwives” and practiced “midwifery”.  At this time, medicine was advancing the knowledge of 
anatomy and physiology.  “Accoucheurs” were popular in France in the 17th century.  And you might recognize the name 
of Francois Mauriceau, 1637-1709, from the maneuver for the delivery of the after-coming head:  The Mauriceau-
Smellie-Veit maneuver.  

 The trend for male-attended birth reach England in the later 17th century but was much less popular.   

Obstetrical procedures had been practiced for decades and more, specifically for extraction of an impacted fetus, 
version and delivery by traction, or delivery of the after-coming head  

During the renaissance in Western Europe came the advent of the “Barber-Surgeon.”  The professions of barber and 
surgeon joined to form a guild because they shared similar tools of the trade.  Their services were sought by midwives to 
resolved obstructed labors.  Birth became viewed as a potential revenue source for this profession.  This was the time of 
the advent of the obstetric forcep, invented by Chamberlen in 1588, remaining a family secret for decades.  Such 
inventions laid the groundwork for medical and surgical interventions during childbirth 

____________ 
Drife, J.  “The start of life:  a history of obstetrics.”  BMJ. (2002); 78(919).  
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Some European schools of midwifery existed during this period.  The first British school of midwifery was in London in 
1738 and was headed by William Smellie, who you may also recognize from the Mauriceau-Smellie-Veit maneuver.  
Smellie was titled the first “Chair of Midwifery.”  The program consisted of two years of study, open to both men and 
women though they were taught separately. 

At the beginning of the 18th century, obstetrics was rejected by mainstream medicine as “ungentlemanly” but by the end 
of the century, 50% of births were attended by physicians.  Births were predominantly in the home, though urban poor 
might birth in charity hospitals or medical school dispensaries. 

 

 

__________________ 

Werts RW, Wertz DC. Lying-In.  Chapter 2.  “The New Midwifery” 
 
Wikipedia:  retrieved from:  https://en.wikipedia.org/wiki/Obstetrics#Before_the_18th_century 
  

https://en.wikipedia.org/wiki/Obstetrics
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In Europe, medical schools developed and came to incorporate obstetrics but midwifery schools also persisted.  A dual 
system developed with midwives caring of normal birth and physicians being called in for complications.  As we entered 
the 20th century, midwifery and obstetrics existed concurrently. 

 

 

 

 

 

 

______________________ 

Drife, J. “The start of life:  a history of obstetrics.” BMJ (2002; 78(919) 
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Colonial midwives come largely from England and so English traditions prevailed.  Birth was a social event for the 
women of the community.   It was a gathering of women only, providing an opportunity for socialization, supporting the 
“lying-in” or postpartum period as we now term it.  Support was provided to others so that support would be provided 
when your time came.  It was not limited to only family support and the acquaintanceship may have been quite minor. 

“A Midwife’s Tale” is the diary of Martha Ballard, a midwife practicing in rural Maine at the turn of the 19th century and 
offers insight into the practice of midwifery at that time.  It is a fascinating read.  Midwives were accorded considerable 
authority on women’s physical condition.  Ballard attended to the births of 996 women with 4 maternal deaths, 50-100% 
lower than the maternal mortality of the time. 

________________________ 

Achievements in Public Health, 1900-1999: Healthier Mothers and Babies.  MMWR, 1999.  Retrieved from:   
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm4838a2.htm 

Wertz RQ, Wertz DC.  Lying In. Chapter 1:  “Midwives and social childbirth in colonial America.” 

 

 

https://www.cdc.gov/mmwr/preview/mmwrhtml/mm4838a2.htm
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Before the 1800’s, most physicians received their education in England but the 19th century was a time of rapid increase 
in the number of medical schools in the US.  There was tremendous advancement in medical science during this time, 
with obstetrics becoming a specialty.  Competition began to develop between male physicians and female midwives and 
is reflected in the medical literature of the time.  Birth was seen as a source of revenue.   
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In the early 1900’s the role of the midwife was hotly debated.  There was support for midwifery practice, seen as a 
necessary adjunct to medical services, especially for the attendance of normal birth.  Formal training was recommended 
and there were midwifery schools in existence.  England was held as an exemplar.  It was considered an expectation by 
many immigrant women and the elimination was not seen as a possibility.  But others felt that midwifery was a “relic of 
barbarism,” the antithesis of the science of obstetrics and the work could and should be done by the burgeoning 
number of medical school graduates.  Educating midwives was believed to be lowering the standards of obstetrics and 
would depress the fees for delivery.  Thus we have the advent of birth as a pathologic process. 

Dr. DeLee, in the first issue of AJOG, 1920, describes birth as a pathologic process stating that only a small number of 
women escape “the damage of labor.”  

Yet the medical literature of the time also reflects a great deal of controversy over the use of interventions in childbirth.  
AJOG chronicles a rich history of debate. 

There were schools of midwifery in Milwaukee (2), Chicago, St Louis (4), and NYC.   Founded during the last half of the 
19th century, the last of these programs was closed in 1913.  There were regional periodicals at the time as well, such as 
The American Midwife and Topics of Interest to Midwives. 

_________________________ 

Varney, Thompson. 

“Society Reports.”  Medical Record.  88:1111.  December 25, 2015.  Transactions of the American Gynecological Society, 
Vol 45. 
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Much of the US midwifery workforce of the 19th century was trained in immigrants’ country of origin.  But by the early 
20th century there was pervasive anti-immigrant sentiment.   Immigrant women were seen as “dirty” and “ignorant” 
because of native dress and limited English language skills. 
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The Flexner Report, published in 1910, was a study of medical education in the US and Canada.  The report called for 
improved admission and graduation standards and required training in the scientific method for all students.  The goal 
was to standardize and improve the quality of medical graduates.   It provided medical schools with control of 
instruction in hospitals eliminating this option for other professions, including midwifery.  It also strengthened state 
regulation of medical licensure with medical training becoming the preferred and only recognized path to licensure.  
Medical training as we now know it was designed.  Medicine was transformed from a trade to a highly paid and well 
respected profession.  There were many “downstream” effects of this report.   

The impact on African American doctors and patients was profound.  All but two historically black medical schools were 
closed.  Only Howard and Meharry remained and black students were not admitted to white medical schools.  “The 
practice of the Negro doctor will be limited to his own race.”  The diversity of the medical profession has not yet 
recovered.  Women were also denied access to medical schools.  One exception was the Women’s Medical College of 
Pennsylvania, founded by Quaker business men in 1950.  Becoming coeducational in 1970, this institution eventually 
merged with Hahnemann University and then the merged medical school was taken over by Drexel University College of 
Medicine, its current name. 

Osteopathic medicine brought schools into compliance with the Flexner recommendations and today we continue to 
have osteopathic medical training.  However other “alternative” therapies were eliminated from medical school 
curriculum including homeopathy, electrotherapy, naturopathy, and chiropractic medicine.  The physicians of today 
have all received an allopathic (MD’s) or osteopathic (DO’s) education. 

In 1921, the Shepperd Towner Act was passed.  Entitled “The Promotion of the Welfare and Hygiene of Maternity and 
Infancy Act,” it provided federal funding for maternity and child care.  The bulk of the funding supported public health 
nursing development of prenatal care and well-baby clinics, home visits, and education and supervision of granny 
midwives.   Funding ended with the stock market crash of 1929. 

During the 8 years of the Shepperd Towner Act the percentage of midwifery attended birth decreased from over 50% to 
15%, with great regional variations.  Public health supervision and regulation set the stage bringing midwifery into 
nursing in the US while simultaneously eradicating immigrant and granny midwives through educational restriction and 
progressively elevating requirements and standards. 

 

the profession 

____________________________ 

Thompson, Varney.  Chapters  4, 5. 
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Urban and rural poor women would still be attended by midwives.  Physicians increasingly attended the births of 
affluent white women. 

Obstetrical interventions originated from an attempt to improve infant and maternal mortality.  Some interventions, 
such as “Twilight Sleep” were demanded by the educated consumer.   Educated women put great value in the scientific 
method and valued the medical expert. 

 

 

 

__________________ 

Leavitt JW.  Brought to Bed.  Pp 146-148 
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Obstetrical interventions had pervasive effects on women’s experience of labor.   

Joseph DeLee proposed the “prophylactic Forceps Operation” in an article in AJOG in 1920.  The process involved 
scopolamine and narcotics for labor, ether and chloroform for birth, and performance of episiotomy in preparation for 
the use of forceps.  This normalized interventions in birth and necessitated a hospital setting.   

Obstetric analgesia and anesthesia were primarily available and demanded by advantaged, white, urban-born women.  
Women’s responses to labor by which a practitioner gauged progress were eliminated, requiring frequent vaginal exams 
to gauge progress.  The types of pain management used had a negative impact on the expulsive effort, necessitating 
forceps.  Lithotomy position was required to achieve delivery. 

Birth became the purview of a specialist.  Labor was something to be managed and the physician was expected to “do 
something.”  The value was in the interventions and tools provided. 

Medical controversy existed concerning all these interventions.  No safety had been established and practice was based 
on anecdotal and “expert” opinion with tremendous variation. 

Leavitt, in her book “Brought to bed” provides the recommendations of the time used to prepare a home for birth:  
“…removal of carpets and draperies, washing furniture in Lysol, providing new mattress, new bedding, spraying daily 
prior to accouchement, cleansing of all attendants, shaving the pubic hair surrounding the genitalia, sterilizing clothing, 
instruments and other accoutrements of the birth room.”  Birth became simpler in the hospital setting. 

Ref:  Leavitt JW.  Brought to Bed.  Chapter 5.  
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During the 20-40’s about 75% of births occurred in hospitals.  Interventions in childbirth prior to the understanding of 
aseptic technique increased maternal mortality prior to 1940s and the advent of antibiotics.   

 
 
 
________________________________ 
Charlotte Hilton Anderson.  ”What it was like giving birth in every decade since the 1900s,”  

https://www.redbookmag.com/body/pregnancy-fertility/g3551/what-it-was-like-giving-birth-in-every-
decade/ Jul 28, 2016 accessed 12/2/18 

  

https://www.redbookmag.com/body/pregnancy-fertility/g3551/what-it-was-like-giving-birth-in-every-decade/
https://www.redbookmag.com/body/pregnancy-fertility/g3551/what-it-was-like-giving-birth-in-every-decade/
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There was a general drop in maternal mortality at the beginning of the 20th century, due to many public health initiatives 
of the time.  The majority of births at that time were at home with midwives. 

As birth interventions increased and birth moved from home to hospital, mortality increased primarily due to sepsis.   
With the advent of antibiotics, maternal mortality rates dropped drastically. 

In the early 1900’s the improved maternal outcomes were not due to midwives’ increased application of scientific 
knowledge. It was simply that not doing anything was generally safer than the interventions of the time. 
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Birth moved out of the home into the hospital, with the US starting the trend. 
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The emergence of the Natural Childbirth Movement began mid-century.  Grantly Dick Read, a British obstetrician, 
published “Natural Childbirth” in 1933, coining the term.  This was following by “Childbirth Without Fear” published in 
1942 in the UK, and 1944 in the US.  Dick Read proposed that birth pain was related to fear and that relaxation would 
reduce pain. 

There was a redefinition of “Womanhood” following WWII.  There was post war push to return to domesticity with 
reverence of home and maternity.  We had the post war “baby boom.”    

There was a growing awareness of the dangers of certain “standard” obstetrical procedures.  For example, routine x-rays 
of the pelvis, performed regularly in the 1930’s were discontinued in the 1940’s because of an association with an 
increase in childhood cancers.   

Spinal anesthesia was introduced in the 1940’s 

The advent of childbirth classes started in the 1950’s with the “Lamaze method,” following the publication of ‘Painless 
Childbirth” authored by Fernand Lamaze in 1950. 

_____________________ 

Wertz:  Lying –In, Chapter 6 
 

 Martucci J.  “Childbirth and Breastfeeding in 20th-Century America.”  In Oxford Research Encyclopedia of American 
History.  September, 2017.  Retrieved from:  
https://oxfordindex.oup.com/view/10.1093/acrefore/9780199329175.013.428 
 
  

https://oxfordindex.oup.com/view/10.1093/acrefore/9780199329175.013.428
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There was a gradual reemergence of midwifery.  The first programs for nurse-midwifery education were designed to 
meet the needs of specific populations, primarily indigent populations. 

–  Maternity Center Association 1921 
• NYC, Bellevue School for Midwives 

– Frontier Nursing Service 1926 
• Eastern Kentucky, delivering care in rural Appalachia 
• Midwifery school opened in 1939 

– Tuskegee School of Nurse-Midwifery 1941 
• Educated black nurses to care for rural AL poor 
• First education program established in a historically black college 

– Catholic Maternity Institute 1941 
• Provide care to Spanish speaking women of Santa Fe 

 

By mid century, midwives became recognized as non-interventive care providers supportive of natural childbirth techniques.   
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The American College of Nurse-Midwives was established in 1955, testimony to the marriage of nursing and midwifery 
in the United States, which was the downstream effect of the Shepperd Towner Act.  The American College of Nurse 
Midwives replaced the American Association of Nurse-Midwives, with the significance that it welcomed midwives of all 
colors to membership. 

Certified Midwives were not included in the original objectives since they did not become a recognized credential until 
1996. 

Nursing as the basis of midwifery is different than the majority of Europe and the world.  Most midwifery education and 
training is direct entry post-secondary education. 

 

 

 

________________________ 

http://www.midwife.org/Our-History.    Accessed 12/2/18 
  

http://www.midwife.org/Our-History
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By the 1950’s 90% of births occurred in hospitals attended by obstetricians or family practice physicians.  Midwives were 
prohibited from attending birth in the hospital setting until 1957.  King’s County Hospital in Brooklyn was the first to 
allow nurse-midwives to provide care to women in the hospital setting.  John’s Hopkin’s was the second.  In the hospital, 
midwives cared for the indigent women exclusively. There were midwives delivering in “maternity homes” (a birth 
center equivalent) and in the home.   

In a report by the Josiah Macy Foundation in 1968, the authors agreed that the US should make more use of nurse-
midwives but only for the care of the indigent, an interesting fact, given that this Interprofessional curriculum was 
develop with grant support to ACNM and ACOG from the Josiah Macy Foundation in 2016.  
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Birth in the hospital in the 1950s included routine use of IV hydration and strict adherence to nothing by mouth.  Labor 
was medicated heavily with narcotics and scopolamine.  There was routine perineal shave prep and enema for 
evacuation of the rectum.  Following spinal anesthesia, lithotomy positioning was used, an episiotomy was routinely cut 
and delivery was by forceps. 

Partners and support people were not allowed in the labor ward or delivery room, infants and mothers were separated 
after birth.  Formula feeding was encouraged and prolonged post-partum hospital stays of 7 days were the routine.  
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The Natural Childbirth Movement accelerated through the ‘60’s to ‘80’s.  Women increasingly demanded choice and 
control in their lives and in their birthing experiences.  This was the time of the Women’s Movement.  Conscious 
participation of the mother in her own birth process began to be sought, with women demanding to be awake and 
aware and actively participating in the birth of their children.  More holistic birth became the paradigm.  The female 
body became “normal” in its own right and birth began to be considered natural and normal, rather than pathologic.  
Preparedness for childbirth became common, with Lamaze classes teaching relaxation and breathing techniques.  Robert 
Bradley introduced the concept of “husband coached childbirth,” welcoming husbands to the birthing room.  There was 
a resurgence of breastfeeding, supported by La Leche League groups throughout the country. 

 

 

__________________________________ 

Davis Floyd:  Birth as an American Rite of passage.  Chapter 4:  Belief systems about birth 
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There was a convergence of three movements:  the feminist movement giving power to women’s voices, the natural 
childbirth movement returning control of the birth experience to women, and the consumer movement driving demand 
for a change in the way care was provided, bringing nurse-midwives into the market.. 

There was increasing recognition of patient autonomy.  The Civil rights Act of 2016 prohibited discrimination on the 
basis of gender for the first time.  The National Organization for Women was founded in 1966.  
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Here are just a few of the books that drove the change in birthing culture during this time.  The Boston Women’s Health 
Collective published the first edition of “Our Bodies Our Selves” in 1971. The was the first widely available resource for 
the lay public that explained women’s bodies to women.   Ina May Gaskin authored “Spiritual Midwifery” in 1976.  
Marjorie Karmel was an American woman who travelled to Paris for delivery under the care of Dr. Lamaze, penning her 
book in 1959.  
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In the 80’s and 90’s came the introduction of epidural for pain control in labor.  Routine use of episiotomies diminished.  
Hospital stays were shortened.  Cesarean section rates decreased.  And electronic fetal monitoring was introduced.  This 
modality was used in 44% of births in 1980, progressing to 62% by 1988. 

 

____________________________________ 

Stout MJ, Cahill AG.  “Electronic Fetal Monitoring: Past, Present, and Future.” Clinics in Perinatology, 2011-03-01, 
Volume 38, Issue 1, Pages 127-142  

Albers LL, Krulewitch CJ.  “Electronic fetal monitoring in the United States in the 1980’s.”  Obset Gynecol.  1993. 82(1): 8-
10. 
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In the 1990’s, electronic fetal monitoring becomes the routine during labor and c-section rates start to rise.   

 Congress enacted the Newborns’ and Mothers’ Health Protection Act of 1996 to mandate 48-hour stays for vaginal 
births and 96-hour stays for cesarean births unless mother and physician agree to a shorter stay. Both the national OB-
GYN and pediatricians associations revised their standards to reflect the new mandates. 

During this period, births attended by nurse-midwives rose from 3.3 to 7.9%.  The distribution of payer source for CNM-
attended births shifted to 44% Medicaid, and 44% private insurance, as the midwife becomes established in the 
healthcare system. 

 

 

__________ 

Declercq E.  Midwife-attended births in the United States, 1990-2012:  results of birth certificate data. J Midwifery 
Womens Health. 2015, 60(1):10-5.   

 

 

https://www.ncbi.nlm.nih.gov/pubmed/25712276
https://www.ncbi.nlm.nih.gov/pubmed/25712276
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In the 1990s came the advent of Evidence Based Care.  The evidence supports that “most women should be offered 
midwife led continuity of care. “  With the new focus of evidence based practice, many previously routine interventions 
were abandoned.   

 

 

___________________________________ 

Sandall J, et al.  Midwife-led continuity models of care compared with other models of care for women during 
pregnancy, birth and early parenting. 2016. Cochrane Pregnancy and Childbirth Group.   Retrieved from: 
https://www.cochrane.org/CD004667/PREG_midwife-led-continuity-models-care-compared-other-models-care-
women-during-pregnancy-birth-and-early 

https://www.cochrane.org/CD004667/PREG_midwife-led-continuity-models-care-compared-other-models-care-women-during-pregnancy-birth-and-early
https://www.cochrane.org/CD004667/PREG_midwife-led-continuity-models-care-compared-other-models-care-women-during-pregnancy-birth-and-early
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This is a recap.  Prior to the 20th century birth was seen as a natural process with high morbidity and mortality and births 
were attended in the home, predominantly by midwives. 

In the early 20th century, birth was viewed as a pathologic process treated by obstetricians with a high rate of 
intervention.  An initial increase in morbidity and mortality resulted, which improved with aseptic technique and the 
discovery of antibiotics.  Births occurred at home with midwives or in the hospital with physicians.  

By mid-century, births had moved to the hospital attended by physicians.  The reintroduction of midwifery as nurse-
midwifery occurred and birth began to return to being viewed as a natural process.   

Now in the 21st century, you have ACNM and ACOG working together to bring a balance to practice and to learn from 
one another, which is why you are all sitting together in this room or listening to this as an Interprofessional audience. 
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But we are left with some difference in the culture of birth.  
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The educational philosophies of the two professions differ.  Obstetrical content on physiologic birth is minimal because 
the focus is on disorders of pregnancy and medical co-morbidities.  The focus is on teaching procedures and intervention 
critical in emergencies. This can lead to a view of birth as inherently risky and pathologic with a focus largely on the 
outcomes of healthy mother and healthy baby rather than the experience of the mother and her supporters. 

Midwifery education has a significant portion of the curriculum on physiologic birth with a portion on screening for 
pathology.   There is less focus on interventions and procedures.  The major emphasis is on health promotion and 
disease prevention with a focus on the family experience with the expectation of good outcomes. 

Therein lies some of the inherent difference in approach between the two professions which can be in conflict or can 
balance very well in a collaborative practice. 
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Pathology exists but pathology can also be created.  If you look at these lists, you might note that postpartum 
hemorrhage is on both.  Natural disease processes are inherent but iatrogenic pathology also exists.    
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So what is physiologic birth?  Physiologic birth involves allowing the natural process to unfold with spontaneous onset 
and progression of labor resulting in vaginal birth of infant and placenta.  There is an expected amount of physiologic 
blood loss.  Physiologic birth involves promotion of optimal newborn transition and supports early initiation of 
breastfeeding. 

And what isn’t physiologic?  The physiologic process does not include epidural or opiates, episiotomy, induction or 
augmentation of labor, nutritional deprivation or restriction of movement. 

This is only to say what is or isn’t physiologic.  There is no statement here about “should.” 

___________________________ 

ACNM, MANA, NACPM.  “Supporting Healthy and Normal Physi9ology Childbirth:  A consensus statement by ACNM, 
MANA, and NACPM.”  J Perinat Educ.  2013; 22(1): 14018.  
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There is considerable difference between the US and the UK.  As recently as 2008 the AMA House of Delegates passed 
three separate resolutions to limit the scope of midwifery practice, insure physician oversight, and promote legislation 
prohibiting home  birth. 

As of 2014 NICE, the National Institute for Health and Care Excellence (NICE) of the UK, recommended that low risk 
women be offered the option for home delivery with community midwives and this option is regaining popularity.  The 
rationale for this change was an increase in intervention noted with hospital deliveries without associated improvement 
in outcomes. 

 

Currently, 12% of vaginal births in the US are performed by midwives.  In the UK the percentage is over 50.  
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 A woman-centered approach emphasizes the important of respect for women’s autonomy and removes the language of 
“failure” when the process does not progress as expected.  There are often language differences between midwife and 
physician providers reflecting the experience centered midwife and the outcome centered physician. 

 

 

 

 

 

________________________ 

 Mobbs N, Williams C, Weeks AD. Humanizing birth: Does the language we use matter?  The BMJ Opinion.  February 8, 
2018.   
http://blogs.bmj.com/bmj/2018/02/08/humanising-birth-does-the-language-we-use-matter 

 

  

http://blogs.bmj.com/bmj/2018/02/08/humanising-birth-does-the-language-we-use-matter
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The constellation of maternity care providers varies greatly among high resources countries.  According to the World 
Health Organization there are 7.3 million midwives in the European regions compared to 12,000 in the US.  In Europe, all 
education is post-secondary, and countries with increased education are associated with increase decision-making for 
the midwifery profession.  There is no educational standardization, with a Bachelor’s in midwifery attained in three 
years in Italy while taking six years in Germany.  90% of midwives are female and there are persistent pay disparities 
when compared with men in comparable position.  

 

 

_________________________ 

http://www.euro.who.int/en/health-topics/Health-systems/nursing-and-midwifery/data-and-statistics 
 
 

  

http://www.euro.who.int/en/health-topics/Health-systems/nursing-and-midwifery/data-and-statistics
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Many countries make more extensive use of midwives with the UK topping out with almost 20 midwives for each 
obstetrician.  In the US, there are 4 obstetricians for every midwife. 

 

______________________________________ 

Data from Australia are 2005 figures and are from Tim Rowland (BSc), Dr. Deborah McLeod (BSc (Hons), PhD, DipPH) and 
Natalie Froese-Burns (BA (Hons), M.Econ), (“Comparative Study of Maternity Systems,” Malatest International, Nov. 
2012, available at:  http://www.health.govt.nz/publication/comparative-study-maternity-systems  
Data for Canada, Denmark, Finland, France, Germany, Japan, Korea, Singapore, UK are 2009 figures from Narumi Eguchi, 
“Do We Have Enough Obstetricians? – A survey of the Japan Medical Association in 15 countries,” JMAJ, May/June 2009, 
vol. 52, no. 3, pp.  150-157.   
Data for Austria, Belgium, Greece, Italy, Luxembourg, Netherlands, Portugal, Spain, Sweden are 2000 figures and are 
from  J.K. Emons, M.I.J. Luiten, “Midwifery in Europe:  An Inventory in fifteen EU-member states,” Deloitete & Touche, 
2001, available at:  
http://www.deloitte.nl/downloads/documents/website_deloitte/GZpublVerloskundeinEuropaRapport.pdf    
Data for the US are from 2013 and are from the American Midwifery Certification Board (see:  
http://www.amcbmidwife.org/docs/default-document-library/chart-for-number-of-cnm-cm-by-state---february-2014-
present.pdf?sfvrsn=0) and the Association of American Medical Colleges (see:  
https://members.aamc.org/eweb/upload/14-086%20Specialty%20Databook%202014_711.pdf)   

http://www.health.govt.nz/publication/comparative-study-maternity-systems
http://www.deloitte.nl/downloads/documents/website_deloitte/GZpublVerloskundeinEuropaRapport.pdf
http://www.amcbmidwife.org/docs/default-document-library/chart-for-number-of-cnm-cm-by-state---february-2014-present.pdf?sfvrsn=0
http://www.amcbmidwife.org/docs/default-document-library/chart-for-number-of-cnm-cm-by-state---february-2014-present.pdf?sfvrsn=0
https://members.aamc.org/eweb/upload/14-086%20Specialty%20Databook%202014_711.pdf
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The 2012 ACNM survey of 1000 US women found that there is a major gap between the care women expect from their 
health care provider and the care that they receive. 

Although 85% of women said they were satisfied with their health care, most said they weren’t getting the service they 
wanted, including family planning advice and counseling, pain management options during childbirth and a choice of 
birth settings.  Most women who had given birth and are currently pregnant had not discussed with their care providers 
how to maintain health and wellness during pregnancy, breastfeeding, or birth control and family planning.   

  



37 
 

  

 

So where are we now?  
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The baby boomer’s babies are having babies. 

>  
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ACOG projects that nearly 24 million more women will need care by 2035, and 7 million will be of childbearing age. 
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The Census Bureau estimates that a there will be a 6.5% increase in the number of births by 2035.  



41 
 

 

The number of midwives is relatively stagnant and is not expected to grow significantly in the next two decades.  There 
will be a modest increase in the number of obstetricians, but many will go into sub-specialties and not remain part of the 
work force managing labor and birth.  There will be more part time practitioners, as providers strives for work/life 
balance.  At the same time the number of aging women requiring care will be rising consistently.    
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The net effect is that there is no projected increase in the number of care providers per 10,000 women of reproductive 
years. 
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Bottom line?  The static entries into the field of women’s health, changes in provider demographics, and increasing 
patient needs will result in a serious workforce challenge.  We will not have sufficient providers and there are large 
swaths of the country with no obstetrical/midwifery providers at all.  
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So how are we doing?  
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This has gotten to be old news and shouldn’t be a surprise to anyone but the US has a rising maternal mortality rate.  It 
is the only high resourced county for which this is true.  
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There are many explanations, many of them “blaming” women for being too fat, waiting too long, and being generally 
unhealthy.  But other comparable countries have similar trends yet are not experiencing a rise in maternal mortality.  
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It has to be considered that many routine practices may be contributing to maternal mortality.  We have the highest 
rates of continuous electronic fetal monitoring and elective induction of labor of any high resource countries and the 
highest c-section rate compared to European countries.  Hospital routines involve early admission, limitation of mobility, 
and limitation of oral intake for women in labor.  There is minimal utilization of doulas.  Tremendous variation in EFM 
interpretation exists.  There are limited options for birth center or home birth.  Racism and healthcare inequity impacts 
many patients.   And perhaps one of the biggest drivers:  the US does not provide universal health coverage.  This effects 
women during the pregnancy and immediately postpartum, but we are now recognizing that it is what happens before a 
woman becomes pregnant and the period of time from 42 to 365 days postpartum where the lack of healthcare 
coverage has a large impact on maternal mortality.  
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What are the contributing factors? 

Inconsistencies in obstetrical practice, though initiatives to address these inconsistencies have been successful, such as 
the introduction of safety bundles, and the work of the Alliance of Innovation in Maternal Health or AIM.  ACOG and 
ACNM have partnered, putting aide past antagonisms and working toward the common goal of improving outcomes for 
mothers and babies.   

The absence of universal healthcare coverage impacts coordination with a primary care provider, leaving many women 
with no care provider after their six week post- partum visit. 

The US has inconsistent data collection state to state, hampering identification of factors that may be contributing to 
poor outcomes or interventions that may be resulting in improvement. 

And there is insufficient midwifery care available for low risk childbearing women. 

  



49 
 

 

 

Obstetricians and midwives are working collaboratively more than ever before.  But there exists the expectation that the 
professions will work well together without ever being taught about one another or taught how to work together.  
Collaborative practice does not happen magically. 

The curriculum developed by the ACNM/ACOG Maternity Care Education and Practice Redesign was supported by a 
grant from the Josiah Macy Foundation.   It is the aim of this project to support improved understanding of one 
another’s profession.   We will be able to work together more effectively with improved understanding and the better 
we collaborate the more women will benefit.  
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