






place in homes and out-of-hospital birthing centers.24 Studies that allow us
to compare low-risk births attended by obstetricians and low-risk births
attended by midwives show midwives to be safer, less expensive, and more
likely to facilitate a satisfying experience for the mother and family.25 In the
United States, however, most obstetricians are vehemently opposed to mid-
wives and have gone to great lengths to drive them out of business. Far
beyond a mere territorial battle between two groups of health care profes-
sionals, the persecution of midwives in this country has taken on the fer-
vor of an old-fashioned witch hunt. The result is fewer options for women.
In many regions of the United States, a pregnant woman who wants the
care of a midwife can’t get it unless she’s willing to go outside mainstream
health care channels, and, in some areas, even risk being persecuted and/or
prosecuted herself. See chapter 5.26

Obstetricians have been telling women for decades that doctors are the only
people who can provide them with a safe birth. Fortunately, as Abraham
Lincoln said, you can’t fool all of the people all of the time. More and more
women are finding the courage not to believe everything obstetricians say.
The percentage of births attended by midwives in the United States is increas-
ing. Today, the number is 9 percent, up from 5 percent just ten years ago.27

There are other encouraging developments as well. Health care in the
United States is driven by the bottom line, and more and more HMOs are
coming to realize that having midwives attend low-risk births saves money.
Not only are midwives paid less than half what obstetricians are paid, but
the number of risky, expensive, unnecessary interventions is cut in half as
well.28

Another hopeful sign: in 1999, a new edition of Danforth’s Obstetrics, a
popular textbook, devoted the entire first chapter to the value of practic-
ing “evidence-based obstetrics and gynecology,” that is, practicing medicine
that comes as close as possible to what scientific studies show to be most
beneficial and least risky for patients. The next year, a new edition of Williams
Obstetrics, perhaps the most widely read obstetric textbook in the United
States, followed suit. This emphasis on science was continued in the 2005
edition of Williams, leaving no doubt that obstetrics standard-bearers see
it as the right direction for the field. As we will see in later chapters, today’s
actual obstetrics practices have a long way to go to meet the new standard,
but a commitment in theory from the obstetrics establishment is certainly
an important move in a positive direction.

Perhaps most promising of all, more women in the United States are
coming to see the crisis in maternity care as a women’s issue. It’s about a
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woman’s rights to control what happens to her body and to have access to
the best health care options available. For some time women have lobbied
for the right to prevent—or end—an unwanted pregnancy, but a woman’s
right to control a wanted pregnancy and birth has received less attention.
Now women’s groups are taking on a wide range of issues related to mater-
nity care, such as the need for transparency and accountability.

One example: after considerable struggle, women’s groups in New York
State got legislation passed requiring hospitals to report to the public on
their maternity care practices, including the percentage of births by cesarean
section. Several years after the law was passed, it became clear that few hos-
pitals (if any) were complying with the law. An advocacy group called Choices
in Childbirth brought the situation to light, which resulted in a public
investigation. In their findings, New York City investigators expressed out-
rage at the high birth intervention rates in city hospitals and recommended
that the law be amended to make failure to disclose required information
a finable offense.29

Of course, it is also important to remember that maternity care is not just
a women’s issue—the level of interest and commitment of fathers to the
birth of their children, generally, could not be higher. I am frequently
reminded of the importance of childbirth to the father when I hear once
again that one of those most macho of men, a professional sports star,
missed an important game because he rushed home to be with his wife dur-
ing the birth of their child. It’s just about the only excuse coaches and teams
accept for an athlete’s absence, and I have never once heard of a complaint.

In every country in the world where I have seen real progress in mater-
nity care, it has been women’s groups working together with midwives,
nurses, doctors, doulas, scientists, journalists, lawyers, and politicians that
made the difference. In the United States, the movement for demedicaliz-
ing and humanizing birth is gaining momentum. The Coalition for the
Improvement of Maternity Services (CIMS) has taken the lead and now has
more than fifty member organizations and more than ninety thousand
individual members. Their mission: “to promote a wellness model of mater-
nity care that will improve birth outcomes and substantially reduce costs.”30

These are the principles underlying this model:

. Normalcy: treat birth as a natural, healthy process.

. Empowerment: provide the birthing woman and her family with
supportive, sensitive, and respectful care.
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. Autonomy: enable women to make decisions based on accurate
information and provide access to the full range of options for care.

. First, do no harm: avoid the routine use of tests, procedures, drugs,
and restrictions.

. Responsibility: give evidence-based care solely for the needs and in the
interests of mothers and infants.31

It’s hard to find fault with these simple but profound concepts, yet they
stand in sharp contrast with the reality millions of American women expe-
rience each year. If these principles were in place, neither of the real-life sto-
ries recounted in this chapter would have happened; women would not be
faced with rates of cesarean section and drug induction of labor that are
twice as high as science tells us are appropriate, using evidence-based care;
and women and families would be free to have the childbirth of their choice.

This book is designed to further an understanding of problems in the
maternity care system in the United States. In order to make changes, how-
ever, we need to begin envisioning solutions as well. I believe we can learn
a lot by studying successful strategies developed in other countries and by
looking at regions of the United States, such as New Mexico and Oregon,
where important advances have been made. I will share my thoughts on best
practices in obstetrics in chapter 8. The final chapter of the book will look
at the movement for humanizing birth in the United States and suggest ways
that all interested parties—from policy makers to pregnant women—can
play an active role.
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