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The number of home births is on the rise

Most of these births are attended by midwives.

Physicians groups such as the 

American College of Obstetricians & Gynecologist
and the American Medical Association

oppose the practice of home birth
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ACOG Statement on Home Births  

Washington, DC -- The American College of Obstetricians and 
Gynecologists (ACOG) reiterates its long-standing 
opposition to home births. While childbirth is a normal physiologic process that most women 

experience without problems, monitoring of both the woman and the fetus during labor and delivery in a hospital or accredited 
birthing center is essential because complications can arise with little or no warning even among women with low-risk 
pregnancies.  

ACOG acknowledges a woman's right to make informed decisions regarding her delivery and to have a choice in choosing 
her health care provider, but ACOG does not support programs that advocate for, or individuals who provide, home births. 
Nor does ACOG support the provision of care by midwives who are not certified by the American College of Nurse-Midwives 
(ACNM) or the American Midwifery Certification Board (AMCB).  

Childbirth decisions should not be dictated or influenced by what's fashionable, trendy, or 
the latest cause célèbre. Despite the rosy picture painted by home birth advocates, a seemingly 

normal labor and delivery can quickly become life-threatening for both the mother and baby. Attempting a vaginal birth after 

cesarean (VBAC) at home is especially dangerous because if the uterus 

ruptures during labor, both the mother and baby face an emergency situation with potentially catastrophic consequences, 
including death. Unless a woman is in a hospital, an accredited freestanding birthing center, or a birthing center within a 
hospital complex, with physicians ready to intervene quickly if necessary, she puts herself and her baby's health and life at 
unnecessary risk.  

Advocates cite the high US cesarean rate as one justification for promoting home births. The cesarean delivery rate has 
concerned ACOG for the past several decades and ACOG remains committed to reducing it, but there is no scientific way to 
recommend an 'ideal' national cesarean rate as a target goal. In 2000, ACOG issued its Task Force Report Evaluation of 
Cesarean Delivery to assist physicians and institutions in assessing and reducing, if necessary, their cesarean delivery rates. 
Multiple factors are responsible for the current cesarean rate, but emerging contributors include maternal choice and the 
rising tide of high-risk pregnancies due to maternal age, overweight, obesity and diabetes.  

The availability of an obstetrician-gynecologist to provide expertise and intervention in an emergency during labor and/or 
delivery may be life-saving for the mother or newborn and lower the likelihood of a bad outcome. ACOG believes that the 
safest setting for labor, delivery, and the immediate postpartum period is in the hospital, or a birthing center within a hospital 
complex, that meets the standards jointly outlined by the American Academy of Pediatrics (AAP) and ACOG, or in a 
freestanding birthing center that meets the standards of the Accreditation Association for Ambulatory Health Care, The Joint 
Commission, or the American Association of Birth Centers.  

It should be emphasized that studies comparing the safety and outcome of births in hospitals with those occurring in other 
settings in the US are limited and have not been scientifically rigorous. Moreover, lay or other midwives attending to home 
births are unable to perform live-saving emergency cesarean deliveries and other surgical and medical procedures that would 
best safeguard the mother and child.  

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution:  205
(A-08)

Introduced by: American College of Obstetricians and Gynecologists 
 
Subject: Home Deliveries 
 
Referred to: Reference Committee B 
 (Craig W. Anderson, MD, Chair) 
 

 
Whereas, Twenty-one states currently license midwives to attend home births, all using the 

certified professional midwife (CPM) credential (CPM or "lay” midwives), 

not the certified midwives (CM) credential which both the American College of Obstetricians and 
Gynecologists (ACOG) and American College of Nurse Midwives (ACNM) recognize1; and 
 

Whereas, There has been much attention in the media by celebrities having home 

deliveries, with recent Today Show headings such as “Ricki Lake takes on baby birthing 
industry: Actress and former talk show host shares her at-home delivery in new film”
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; and 

  
Whereas, An apparently uncomplicated pregnancy or delivery can quickly become very 
complicated in the setting of maternal hemorrhage, shoulder dystocia, eclampsia or other 

obstetric emergencies, necessitating the need for rigorous 
standards, appropriate oversight of obstetric providers, and the 
availability of emergency care, for the health of both the mother and the baby during a delivery; 
therefore be it  
 
RESOLVED, That our American Medical Association support the recent American College of 
Obstetricians and Gynecologists (ACOG) statement that “the safest setting for labor, delivery, 
and the immediate post-partum period is in the hospital, or a birthing center within a hospital 
complex, that meets standards jointly outlined by the American Academy of Pediatrics (AAP) 
and ACOG, or in a freestanding birthing center that meets the standards of the Accreditation 
Association for Ambulatory Health Care, The Joint Commission, or the American Association of 
Birth Centers” 3 (New HOD Policy); and be it further 
 

RESOLVED, That our AMA develop model legislation in support 

of the concept that the safest setting for labor, delivery, and the immediate post-partum period is 
in the hospital, or a birthing center within a hospital complex, that meets standards jointly 
outlined by the AAP and ACOG, or in a freestanding birthing center that meets the standards of 
the Accreditation Association for Ambulatory Health Care, The Joint Commission, or the 
American Association of Birth Centers.” (Directive to Take Action)
 
Fiscal Note:  Implement accordingly at estimated staff cost of $1,929. 
 
Received:  04/28/08 

Who are these midwives?

Legal?Practice“Direct-entry”?EducationCertificateTitle

Unregulated 

or illegal
Homes 
(mostly)

YesVariesNone“lay”

24 
states

Homes, 
centers

YesVariesNARMCPM

NY, NJ, 
RI

Hospital 
(mostly)

YesMSAMCBCM

All 50 
states

Hospital 
(mostly)

NoMSNAMCBCNM
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Hospital ban? 
Home 

What happens when 
women are not given 

a choice? 

What if a woman 
doesn’t want 

another cesarean?

"experience"?

Nonmaleficence
Nonmaleficence

Beneficence

Safety is the 
minimum

requirement.

Percentage of Home Births by State
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Utah

• Lowest Cesarean rate in the nation

• Highest VBAC rate in the nation 

• 8th in the nation for home births

• CPMs could license with 2005 Act

• All who are licensed MUST report

MANA Statistics Project 
Printable Data Form (W20) for 
Birth Code 017-4 (DOB 1/31/08) 

XXXXX, XXXXXX (M0099-L) 
Booking Date 6/12/07, EDD 
2/5/08, form started 7/11/07, last 
updated 3/21/08 
Start 

Practice : 
Midwife :  
Your code for this birth : 017-4 
Booking date: 6/12/2007 
Client consent given? Yes 
Month Client Consent Form sent 
to MANA: September 
Consent form has now been 
recorded by the Data Entry Team. 
History 

Client's municipality: Salt Lake 
City 
State or Province: UT 
Population: Suburb 
Postal (Zip) Code: 84109 
Mother's Info 

Age at booking: 30 
Last grade of high school 
completed (9, 10, 11, or 12; 8 for 
no HS): 12 
Post-secondary formal 
education (years): 4 

Occupation: teacher 
Race/Ethnic origin 
(check any that apply):Caucasian 
Special group: 
Partner status at time of birth: 
married couple 
Partner's Info 

Partner's age: 
Partner's last grade of high school 
(9, 10, 11, or 12; 8 for no HS): 12 
Partner's post-secondary formal 
education (years): 
Partner's occupation: 
Family socio/economic level: 
(midwife's evaluation): middle 
Previous pregnancy and delivery 
history:Yes 
Number of previous pregnancies: 
3 
Number of previous miscarriages: 
1 
Number of previous induced 
abortions: 0 
Number of previous stillbirths: 0 
Number of previous live births: 

2 
Number of previous home births: 
1 
Number of previous birth center 
births: 0 
Number of previous cesarean 
sections: 1 
Number of previous VBACs: 1 

Number of previous episiotomies: 
0 
Number of previous postpartum 
hemorrhages: 0 

Other previous pregnancy/delivery 
occurrences:other... 
Other:placenta previa 
Mother's height: 5' 5" (165 cm) 
Mother's prepregnancy weight: 
200.4 lb (90.9 kg) 
Method of conception: coitus 
Mother reports history of sexual 
abuse/assault: mother prefers not 
to answer 
Current Pregnancy 

Maternal problems:none 
Infection:none 
Bleeding during 1st trimester: 
none 
Bleeding during 2nd trimester: 
none 
Bleeding during 3rd trimester: 
none 
Fetal problems:none 
Midwife perceives 
emotional/social problems:No 
Prenatal Care: 

week (from LMP) any prenatal 
care began: 6 
week (from LMP) midwife prenatal 
care began: 6 
Number of prenatal visits: 
with a midwife: 11 
estimated with general/family 
practice physician: 3 
estimated with obstetrician: 0 
estimated with 
naturopath/herbalist/homeopath: 0 
estimated with chiropractor: 0 
estimated with other caregivers: 0 
....specify: 
Ultrasound:Yes 
Total number of ultrasounds in 
each trimester:  
1st:0 2nd:2 3rd:1 
Number in each trimester midwife 
felt unnecessary but requested by 
client: 
1st: 2nd: 3rd: 
Number in each trimester midwife 
felt unnecessary but requested by 
physician: 
1st: 2nd: 3rd: 
Other prenatal tests:    routine 
blood work 
Prenatal classes: both 
Payment (primary): client paid 
Payment (secondary):- 
Tobacco, alcohol or recreational 
drugs:    No 
Drugs prescribed:  other 
prescription drugs... Other:zoloft; 
synthroid 
Mother's overall nutrition 
(midwife's assessment):  fair 
Diet during pregnancy (primary):  
"meat and potatoes" 
Diet during pregnancy 
(secondary):  junk food 
Mother restricted calories to limit 
weight gain:  No 

Activity level during majority of 
pregnancy:  sedentary 
Perineal massage or stretching:  
No 
Herbs or homeopathy during 
pregnancy:  No 
Breech after 28 weeks gestation:  
No 
 

Birth Data 
Woman stopped using this 
midwife for primary care before 
labor at term began:  No 
Home birth was not or could not 
have been initiated or was outside 
of your home birth protocol:  No 
Primary reason for choosing 
intended place of birth (as stated 
by  mother): desire for natural 
birth 
Secondary reasons for choosing 
intended place of birth (as stated 
by mother): effect on baby 
Planned site of birth in last 
trimester: home 
Began labor intending to deliver: 
home 
Decision to transport at first 
assessment in labor:  No 
Place of birth:  home 
Gestation (midwife's best estimate 
before birth):  39 weeks 1 days 
Mother certain about dates: yes 
Weight gain during pregnancy: 
22.0 lb (10.0 kg) 
Labor 

Induction and augmentation of 
labor:Yes 
Induction:none 
Augmentation:castor oil, 
pulsatilla 
From last induction to active labor: 
0 days, 9 hours, 0 minutes 
Length of early labor: 1 days, 0 
hours, 0 minutes 
Length of active 1st stage: 0 days, 
2 hours, 59 minutes 
Length of 2nd stage (full dilation): 
0 days, 0 hours, 3 minutes 
Length of 3rd stage: 0 days, 0 
hours, 37 minutes 
Approximate total time the woman 
in labor had a midwife present 
before birth: 
0 days, 11 hours, 30 minutes 
Approximate total time the woman 
in labor had a midwife present 
after birth: 
0 days, 2 hours, 30 minutes 
Rupture of Membranes: 
Hind Leak which tested positive: 
No 
Approximate time between 
rupture and birth: 1 days, 3 hours, 
2 minutes 
Number of babies 

(If more than 1, a new tab will 
appear for each multiple): 1 
Date of birth: 1/31/2008 
Time of birth: 6:32 am 
Plateaus, reversals, anterior lip, or 
pushing before full dilation:  No 
Presentations of potential concern 
during active first stage:  none 
Presentations of potential concern 
during second stage:  none 
Baby's position at delivery:  
anterior 
Mother's mobility during active 
first stage: mother changed 
positions frequently 
Mother's mobility during second 
stage: mother chose not to take 
many positions 
Baby born under water: yes 
Mother's final delivery position:s 
quatting 
Number of vaginal exams during 
first stage: 3 
Number of vaginal exams during 
second stage: 0 
Auscultation in active first stage: 
less often 
Auscultation in second stage:after 
every contraction 
Use of water or low-intervention 
pain relief: Yes 
Uses of water in early labor: 
shower 
Uses of water in active first 
stage:bath/pool 
Uses of water in second 
stage:bath/pool 
Other uses of water: 
Massage: 
Other pain relief: 
Nourishment, IV, medication, 
herbs, homeopathy during 
labor:Yes 
Nourishment, 1st stage: solid food 
Nourishment, 2nd stage: only 
fluids or jello 
IV initiated during 1st stage: No 
IV initiated during 2nd stage: No 
Medications during 1st stage: No 
Medications during 2nd stage: No 
Herbs/Homeopathy during 1st 
stage: No 
Herbs/Homeopathy during 2nd 
stage: No 
Active perineal guidance in 
second stage: verbal guidance 
Perineal, labial, cervical or vaginal 
trauma: Yes 
Episiotomy: none 
Perineal tear and degree:1st 
degree 
Labial tear: none 
Repair of episiotomy or tear: No 
Other trauma requiring repair: No 
Complications 
Hospital or birth center 

procedures: No 

Forms 
contain 
over 100 

data points

16 VBACs were 
identified & 

matched

Outcomes 
were 

reviewed

Results

There were no poor outcomes reported 
for any of the 32 women in this study.

• No infant or maternal deaths

• No uterine ruptures

• No low birthweight infants

• No prolonged hospitalization

Results

• Two (28.6%) women planning their first 
VBAC were “risked out” prior to labor

• Two more were transferred in labor for 
medical reasons

• Women attempting a first VBAC were 
significantly more likely to have a 
medical transfer of care than women 
who have already had one successful 
VBAC

Results

• Rates of medical transfers were similar 
between women with a history of 

successful VBAC and women who 
have no history of a cesarean.

• More outcomes

Most women 

planning a VBAC 

with a licensed 

direct-entry 

midwife have an 
“uneventful”

birth—

no transfer & a healthy 

mother and baby at last 
postpartum contact
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Recommendations

• Improve data collection and storage

• Continue to collect outcomes beyond 
mandated 5-year reporting period

• Move forward with licensing CPMs in 
other states

• Follow Utah’s lead for data collection 

and reporting

Thank you to VBAC mothers 

Heidi, Darby, Pam, 

Annabelle and Francine 

for allowing me to use

their photographs.


