THE EDUCATION OF MIDWIVES®
By James R, McoCoro, MLIY, Aviasta, Ga.

NASMUCH as one of the most important factors in the health and

protection of the ehild is the suevival of its mother at childbirth,
and as survival of the mother is in furn affected by the type of care
she receives at childbirth, a eomplete program of ehild eare must take
into eonsideration not only the obstetrie education of the phyzician,
who, in this country, attends approximately 55 per eent of the births,
but also the midwife who attends a large part of the remaining 15
per cent,
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It is not possible to inelude in this brief survey a detailed aceount
of the development of regulations and midwife cdueation, eountry by
country. In general it iz known that such rules governing midwives
as existed in Huorepe before the nineteenth century had legal and
religious aspects rather than medieal. In Denmark the first midwife
commission was established by law in 1714 and in the same vear an
examination for midwives was provided by law, but a system of in-
struetion for midwives was not started until 17587, Gradually the need
for state regulation concerning education and practice came to be
recognized, and during the nineteenth century regulations were put
inte effect in all countries of Furope except England, the latter not
epaeting sueh legislation until 1902, Today all countries of Hurope
have standards for midwife edueation, either national or provineial
In Germany, for example, cach state has its own laws, and the same
applies to the cantons of Switzerland. Some countries have both state
and private schools, others have state sehools only, and in others all
schools must be approved by the state. A midwife must complete a
eourse of training varying from six months to three years. In France,
final examinations must be given only by the medical department of
a university. In Denmark where the instroction is earried on as part
of the maternity-hospital service, the midwives are tanght by doctors,
nurses, and midwives, and the teaching is under the direet supervision
of two professors of obstetrics from the State Medical School, For
the most part, in Eurepean countries midwives are tanght and permit-
ted by law to sttend only normal eases of delivery, but there are
exeeptions to this, In Sweden, with a seattered rural population, it
is recognized that a midwife must be capable of acting in emergencies,
and she is taught to perform certain obstetrie operations such as man-
ual removal of the placenta, external, internal and eombined version,
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extraction in breech presentation and the use of low foreeps. In
Denmark, in addition to the care of normal econfinement, a midwife
may act on her own responsibility in & number of complications, in-
cluding extraction of breech presentation in a multipara, version of
the secondd twin if it lies in transverse presentation, suturing of lesser
ruptures of perinenm and use of ergot for lesser postpartum hemor-
rhage. In both Denmark and Sweden midwives attend more than
85 per cent of the hirths.

The public eontrol of midwives in Europe is by rezulations pertain-
ing to licenses, hirth and other reports, records of work, disease noti-
fication, requirements for ealling in a physician in complicated cases
or emergencies, punishment for malpractice or violation of the regu-
lations, and in some places by supervisory visits. There is no pro-
vision for inspection of midwives® patients by physicians, except in
cases of complications Following delivery,

Tn most conntries of Burope the midwife in training pays a tnition
fee for her conrse of instruction, but frequently this fee is very small,
In Austria free training is provided and in Holland a eertain number
are given free training in return for their practicing in scatterad
eonntry distriets at a fixed salary.

In order to insure the services of a trained midwife in communities
where the number of eonfinements i so small that the fees from pri-
vate practice would not yield a living wage and also to provide serve
icos for indigents, some conntries have adopted the plan of supple-
menting the midwife’s income by a grant or salary from public funds.

This brief summary will serve to point ont some of the main points
in the history and present status of the midwife in Enrope. Now let
us turn our attention to this sountry,

The first permanent seitlement In Ameriea was made in 1607, just
sevanteen years after the death of Pard and but a few more vears
after the establishment of the first sehool for midwives in Paris. As
wonld be expected, in America under the primitive conditions of
colonial days, midwifery did not receive the attention that it was re-
eeiving abroad. Women in the eolonies were assisted in childbirth by
midwives, if they were available, or by women friends, Tt may be of
interast to know that the wile of Dr. Samuel Fuller, who landed from
the Mayflower, was the first midwife of the Massachusetts eolony.
While the countries of Europe were slowly but surely improving the
standards and practice of their midwives the eolonies pave no atten-
tion to the matter with the result that ouside of a fow urban centers
the program of midwife edueation and supervision in the United
States did not begin until the twentieth century, and today we have
many thousand untrained women acting as midwives, Or to pot it
another way, we have large groups of people in various parts of the
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comntry for whom the only attendant available for the mother at
confinement is an untrained midwife,

The first midwife ordinanee in Ameriea was passed by New York
City early in the eighteenth eentury, This ovdinanee dealt with the
midwife's eivil activities rather than her care of the mother, the only
provision in regard to the latter being that in case the midwife saw
the mother or ehild in peril she should eall in other midwives for
ecounsel, and that she wounld not administer any medicine to produee
miscarriage,

The first officially recognized midwile school in Ameriea was estal-
lished at the Bellevoe Hespital in New York City in 1911

Most, if not all, of the state laws specifically referving to the mid-
wife have been enacted in the last thirty wvears, They cover such
items as registration, reporting of births, use of a prophylactic in the
eves of the newborn, edueational requirements, examination and li-
censure, and in some eases prohibitions in regard to use of drugs or
instruments or attendanee on certain types of cases without ealling
a physician. The laws also provide penalties for violation,

Im order that it might have the most reeent information on the mid-
wife situation the committes sent a guestionnaire to the health de-
partment of ecaeh state and territory and the Philippine Islands.
The data seenred from the several health departments on the num-
ber of midwives practicing and the manner of licensing and eontrol-
Iing them are too extended for inelusion in this concise report,

From a study of these data it may be noted that the methods of
licensing and eontrolling midwives arve distinguished by their variety,
In some states the midwives must have had a eouvse of training in a
recognized school of midwifery, in others they do not have to take a
eourse of training, but are required to pass an examination or to
satisfy some state or local official that they are gualified: in still others
they arve only required to register, and some states have no laws
regarding registration or liccnsure,

The reason for this variety and the low edocational requirements
in most states is casy to understand when the opportunities for mid-
wife training in the United States are considered. There are but two
schools: the first of these was established in New York City in 1911
and iz limited almost to appieants who wish to praetice there. The
second sehool was established only a few wvears ago in Philadelphia.
Realizing the uselessness of laws and regulations that require the
midwife to have a course in a recognized school of midwifery when
there are no schools available, many states have set up practical re-
quirements which fit the loeal sitnation. Mest of the midwives whoe
have had a farmal conrse of training providing both theoretical and prae-
tical instrnction are graduates of foreign schools. Such graduates arve
found among the white midwives; with the exception of a few nurses
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who bave had a course of midwifery training, most of the colored
midwives are untrained.

A very interesting educational project conducted by a private indi-
vidual has been the work of a woman physician in Salt Lake City,
Utah. For many vears this physician has given a formal course of
ingtruction to women wishing to become midwives and when she was
in active practice the students were given practieal training by ae-
eompanying her to attend her own eases.  Other local physicians have
cooperated to some extent in giving ihis praetical experience.

Mozt of the State Boards of Health in states having a midwife
problem have, in the last eight or ten years, done what they counld to
improve the situation either divectly or through the ecounty health
departments., In the southern states, nurses, and oceasionally doe-
tors, have condueted courses for midwives in which theoretieal instrue-
tion has been given, the oldest, most ignorant, and unfit of the colored
midwives have been eliminated from practice, and the requirements
for a permit or license raised. Work of inspection or supervision has
been begun or extended. In sowme instances, younger and better edu-
eated women have been urged to attend the elasses so that thy might
replace some of the older and less qualificd ones. The courses of in-
struction have consisted of only a few lessons in some instanees and
in others have been more extensive. Im Georgin and South Caroling
practically every midwife in the State has had the advantage of a
short eourse of lessons. In some places, however, 1 midwife program
has been conducted in only a few countics, In South Carolina during
two suceessive summers, one-month courses of combined practical and
theoretieal training were conducted at a hospital connected with a
eolored school. Many colored midwives took advantage of this oppor-
tunity for a real eourse in midwifery brief as it was. In Kentucky a
course in midwifery was given at a small hospital located in the
mountain seetion and one elass was graduoated. Lack of funds pre-
vonted continnation of the course. Two national erganizations which
have assisted in this midwife educational program by lending physi-
cians to conduct midwife classes are the American Child Health As-
sociation and the Federal Children’s Burean,

Many of the states where there ave large numbers of white mid-
wives bave increased their supervisory work and made efforts to
raige the qualifications for licenscs, The most extensive work has been
done in New York, New Jersey, and Pennsylvania, In all three of
these states an applicant for a license to practice midwifery must be
a graduate of a recognized schoal of midwifery or maternity hospital,
or (New York and Pemuvsylvania) produce evidenee that she has at-
tended a eertain number of confinements under the instruetion of a
physician. Im New Jersey a postgraduate eourse for midwives was
begun at the Jersey City hospital about three years ago and within
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the last few months Cooper Hospital, Camden, has offered such a
course, There is also a State Association of midwives which has an
anmual meeting, and a quarterly bulletin called the  Progressive
Midwile' is isswed by the State Bureau of Child Hygiene which has
charge of the supervision of midwives,

With the execption or two or three states, the great gap in the
educational work has been the lack of facilities for giving the mid-
wife praetical training and experience. The two existing schools can
accommodate only a few students and it is not ecconomically possible
for midwives from a distancee to attend them, There are no schools
available for the eoloved midwife, the ene in greatest need of training
and the one who serves the largest number of people.

Another gap in the midwife program has been that many of the
people who have sought to train and supervise the midwife have not
had speeial midwifery training themselves, AMueh of the supervisory
waork has been concerned with birth reporting, prevention of ophthal-
mia neonatorum, and inspection of the midwife’s home and equip-
ment, These things are important bl not sufficient,

With regard to laws and regulations, one state frankly admits that
loeal necessity makes its laws regarding the licensing of midwives
mnenforecable.  The same situation probably exisis in other places
where the officials arve less frank., In Massachusetis, beeanse of an
interpretation of the medieal practiee aet made in a eourt decision,
midwives are not legally permitted to practice, but a survey condueted
by the State Department of Health in 1921 revealed the fact that
several hundrved births had been attended by midwives in the six
districts vovered by the survey. Obviously it is not logical to insti-
tute a program of cduncation and supervision for something that is
not supposed to exist and therefore no work for the edueation or
supervizion of the midwife is earried on in this state.

In the recommendations made to the commities by State Health
Oficials the need for training and supervision of midwives was par-
ticularly cmphasized.,

MATERNAL MORTALITY 1N MIDWIVES' PRACTICR

Any recommendations relative to the midwife problem must be
preeeded by an examination of the faets to determine the relation
between midwives' practice and maternal mortality. To do this agcu-
rately it is necessary to have separate figures on the number of births
attended by physicians, midwives, and others, and the number of
deaths oecurring in the practice of cach group, Such figures are
ohtainable only from a few ecommunities and so it has seemed worth
while to supplement them with statisties from countries and states
having a largs number of deliveries attendad by midwives., For pur-
poses of this study an effort bas been made to collect as many sta-
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tistics as possible from those communities where records have been
kept or studies made of the number of maternal deaths occurring in
midwives' practiee and to compare maternal mortality rates of coun-
trics and states having large or small pereentages of births attended
by midwives,

United States Compared with Furope—In all of the countries of
Europe, exeept Scotland, more than half of the births are attended
by midwives, the number being 80 per cont and more in most of
them, In the United States the percentage of births attended by mid-
wives and “‘others’ is estimated to be not over 15 per cent, Yot
every country in Europe for which statisties are available has a lower
maternal mortality rate than the United States exeept Scotland which
surpassed the United States® rate in 1928 by having one more death
per 10,000 live births. The position of the United States is altered
but little if the eolored population with its extremely high maternal
mortality rate is eliminated and figures for the white population only
used in the comparison. In only one year since the establishment of
the birth registration area has the maternal mortality rate for the
white population of the United States been less than 60 per 10,000
live births. (Table L)

Comparizon of the Slates in the United States—In comparing States
with high and low percentages of births attended by midwives two
points should be borne in mind: (1) that figures on births attended
by midwives frequently include births attended by persons who are
nod midwives at all, such as members of the family and neighbors act-
ing in an emergency through failure of the family to provide a doe-
tor o1 the inability to seeure one; (2) that of the women who serve as
midwives only a small number are trained in midwifery.

In the United States birth registration area we find that in 1929
there were 13 states with maternal mortality rates higher than 80 per
10,000 live births, Mostly these are the southern states with their
large colored population, These states also have a large pereentage
of births attended by so-called midwives, While the ignorant and
untrained colored “mammy’' undoubtedly contributes her share to
thiz high rate, other faetors which contribute to high mortality rates
from all canses among the eolored population and proportionately to
maternal mortality are too well known for us to conclude that the
high rates in the South are due per se to the high incidence of so-
called midwife deliveries. In fact, statisties from three states given
later in this report show a considerably lower maternal mortality
rate among the colored women atfended by midwives than among
those attended by physicians, (Table 11.)

Aside from these states we find that in 1929, 12 of the 46 states in
the birth registration area had a maternal mortality rate of less than
G0 per 10,000 live births, Among these twelve we find New Jersoy
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and Maryland with 18 and 19 per eent respeetively of bicths deliv-
ered by midwives and others, and Ovegon and Lowa both of whieh
have no midwife problem, And again in looking at the States with
rates between 60 and 70 per 10,000 live births we find Kentucky and
Delaware where midwives attend 158 and 25 per cent respeetively of
the births, with Indiana where midwives attend 5 per eent of the births
and Nebrazka whieh **has no midwife problem.’ In the group of
states with rates between 70 and 20 per 10,000 live births we have
New Hampshive, whieh reports one midwife in the state, and Ver-
mant which reports none, with Virginia whieh has over 4,000 mid-
wives who attend nearly one-third of the births in the state.

It is recognized that factors other than the attendant at hirth
affect the maternal mortality rate of a community and the above
statisties are presented only to show that they de not point to the
midwife as the determining factor in the high maternal mortality of
any particular place,

Statistics From Communitics and Special Studics—The data secured
fraom health departments and other agenciezs on the work done by
midwives and from studies made of maternal mortality according to
attendant at birth give us more satisfactory ground for conclusions
relative to the midwife's effect on maternal mortality, In only a fow
studies have such statisties been assembled but enosugh material is
available to permit of some eonclusions as will be seen from the
following :

Pennsylvanta:  In Pennsylvania a program of midwife supervision
hag been carried on in three sections of the state for varying periods
of time, Philadelphia, Pittsbureh, and a group of eounties in the coal
region,  Statisties are given below for these three communitios,

Philadelphia: The program of midwife edueation and supervision
wig begun in Philadelphia in 1914 under the State Burcau of Medieal
Education. The midwives practicing there at that time were of vari-
ous nationalities, speaking many languages and dialects, With the
exception of a few women who were graduates of foreign schools,
maost of them were ignorant of any real obstetric knowledge and of
elemental personal hygiene as well, The Burean began by reqguiring
all midwives to register and secure a licensze, At first the require-
ments were made very lenient but were gradually inercased until at
the present time applicants for license are required to be graduates
of an approved school of midwifery. TFour midwife inspeetors, phy-
sicians with speeial training in obstetries, were appointed whose du-
ties were to instruct and supervise all midwives, Eaeh midwife is
required to send to her inspeetor a report of each ease within forty-
eight honrs after delivery, and the inspeetor is required to visit the
patient within a few days after delivery. If any abnoemality oeenrs
during labor the midwife must eall a physician,
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Statisties on the cases attended by the midwives have been kept.
From 1814 to September, 1930, they attended 90,926 econfinements.
Of this number 1,730 were delivered by physicians and in 1281 eases
physicians were called in after delivery, leaving a tolal of 87,865
women attended only by & midwife, All deaths oceurring in the en-
tire group, however, are considered here as deaths oceurring in the
midwives’ practice. There were 91,074 live births (ineluding plural
births) in the group of eases, and 77 maternal deaths or a rate of 8.5
per 10,000 live births, There were 18 deaths from sepsis or a rate of
2 per 10,000 live births, The lowest maternal mortality rate ever
attained in the State of Pennsylvania is 61 per 10,000 live births and
the death rate from puerperal sepsis has varied from 24 to 27 per
10,000 Tive births during the last six years, In geoceral about one-
fourth to one-third of the deaths from sepsiz follow abortions. and in
order to eliminate this factor from the comparison we may reduee the
state rate for sepsis by one-third, making it 16 te 18 per 10,000 live
births during the last six years as compared with 2 per 10,000 live
births for the group of eases attended by midwives,

The place of delivery is of interest, only 34 deliveries taking place
in & hospital. One hundred and twenty-four women were sent to the
hospital after delivery but in o number of these cases this was due to
the faet that the baby needed hospitalization rather than the mother,

FPittsburgh: The midwife program in Pittsburgh was begun at about
the same time as the one in Philadelphia, The midwives are required
to pass an examination given by the Burean of Medical Education
and they are supervised by nurses on the staff of the City Burean of
Child Welfare who vigit each eage delivered by a midwife. During
the seven-year period from 1924 to 1920 midwives attended 7,707
women, In 39 eases physicians were ealled in to make the delivery.
There were but 4 maternal deaths in the entive group or a rate of 3
deaths per 10,000 eases,

Group of Ten Counties:  In 1922 an intensive program of midwife
education and supervision was begun in four counties by the Presehool
Division of the Pennsylvania State Department of Health, This work
was later extended to and is new being earrvied on in ten eounties,
The midwives arve instracted in class groups and visited in their homes
by physicians on the siaff of the Preschool Division, State nurses in
these counties visit all wonmen whe are attended by midwives and the
doetors investigate deaths of mothers or voung infanis that seeur in
the midwives® practice. Statisties have beon kept and all deaths oe-
enrring among patients attended at any time by a midwife have heen
charged against the midwives' praetice even though the ecase may
have been taken over and the delivery conducted by a physieian.
There have been 30,364 confinements attended by midwives in this
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group of connties from 1925 to 1929 inelusive, with 56 maternal deaths
or o rate of 18 per 10,000 confinements,

New Jersey: In a report made in 1822 by Dr, Julivs Levy, Director
of the Burean of Child Hygiene of Newark, New Jersey, and Con-
sultant to the State Dureau of Child ll}'gh‘.lw, he save statisties For
that eity for the fiveyear period 1916-1921 showing that the maternal
mortality rate per 1000 live births among cases delivered by midwives
had varied from 1.0 to 2.2 during the five years, while that for doe-
tors in private and hospital practice had ranged from 6.0 to 87

Im the anomal report of the New Jersey Burean of Child Hygiene
for 1928 some figures are given on the number of maternal deaths
oceurring in the midwives’ praetiee, These fizures show that of 400
puerperal deaths ceenrring in the state in that vear, midwives were
in attendanee i only 17 instances or 4 per cent of the total. However,
they attended 18 per eent of the births ceenrring in New Jersev in
1928, The midwives of New Jersey are probably the best trained and
most highly organized state group in the conntry,

Maryland: In a study of maternal deaths in the State of Maryland,
exclusive of the city of Baltimore for the three years 1927.1929 infor-
mation concerning cach ease was sceured by a physician who person-
ally interviewed the person who had been in attendanee on the ease.
There were 241 maternal deaths in the three years, 65 of which were
associated with an inmterruption of pregnancy before the seventh
month, leaving 176 deaths taking place after seven months® gestation,
OF the 176 eases only 8 deaths had been attended by a midwife alone.
There were 23 cases wheve theve had been ne attendant, an attend-
ant other than a midwife, or where g physician had followed a mad.
wife or other attendant. In 145 or more than four-fifths of the cases
a physician had had entire charge.

States Included in Children's Burean’s Malernal Mortality Study.—
In a study of maternal mortality made in 13 States m 1927 and in the
same states and two others in 19258, by the Federal Children™s Burean
in cooperation with State Boards of Health and at the reguest of
State Medical Societies, data were secured relative to the attendant
at birth, Preliminary figures on this subject have been made avail-
able to the committee.

In order to eliminate the facter of abortions which fipure lavgely in
physicians” practiee, only those deaths following pestation of seven
months or over are ineluded in Tables 111 and IV, From one of these
it will be seen that ont of 4903 women dying after seven monfhs® ges-
tation or over, for whom the attendant at birth was reported, only
11 per cent were attended by midwives, All cases in which the mid-
wife was in attendance regardless of whether she wvas followed by a
pliysician or intern are included in this Ggure,



Taxre 111, ATTEXDANT AT BIRTH, BY STATES; WoMEN WiHo Dikv Fuos PuUkkieksl Cavses Avree o Peaiov oF 7 MoNTis o Moze GesTA-
TIOX 18 13 SpaTes v 1027 Axp 1y 15 SraTes 1w 1028, (U, 8, DerapTwext o Lanon, Onionex 's Bureay)
WOMEN WHO DIED FROM FURKFERAL CAUSES AFTEG A PERIOD OF 7 MONTOS Ok MORE GESTATION
ATTENDANT AT BIRTH
REFURTED
ETATE FOLLOWED BY | PILYSICIAN

it TOTAL HIDLE PFHRYSICIAN OR ll!ﬂ?ll."lﬁlf L FOLLOWING LR 00 o

TOTAL ALGNE B INTERN sty UNATTEND | REPORUED

=== N0, | PEE CENT| HG, | PER CENT| W, | PERCERT| W0, | FER CENT| WO, | PELOCERT| ¥0. | PER CERT i
Tatal 4,065 | 4,903 | 550 11 it T 193 4 4,05 EE] 47 1 241 5 62
Alnlrn ga8 835 | 202 24 165 20 av 4 {1 e H] (1)t a2 i 21
Californin® 310 L1 12 4 G B ] 3 250 &5 ] 2 piat 10 &
Kontueky 423 424 [ 16 40 11 o0 ] 3823 TH ] 1 26 G 4
Maryland 255 B5e 0 12 10 & 0 B o049 B3 [ 2 T 3 3
Mickigan BOD T3 13 2 ] 1 10 1 743 a3 12 1 26 3 10
Minuesota a4 s34 16 i3 11 a 5 2 208 ai _ - 1h 6 —
Mebraska 00 198 i 3 ] 1 4 ] 152 a1 1 1 10 kil 1
Now Humpshirs ™ 78 -— — - — — = 76 24 —_ - 3 4 1
Norith Dakoia 106 105 7 7 H] a 2 2 B8 a4 a 3 7 7 1
Oklahomn? 100 184 10 i 8 4 £ 1 164 an 2 1 [ 3 1
Cregan i i1 1 1 1 1 — - E B2 1 1 G 6 =
Rhode Island 113 110 1 1 1 1 - - 101 ] 2 2 L] ] 3
Virginia 566 566 | 161 28 83 14 78 14 362 G4 1 1 a7 T —
Washington i) 168 4 2 2 1 -] 1 157 93 — - T A 1
Wiscansin 451 | 445 | 13 3 6 1 7 g 411 92 1 (13 |20 4 6

ILazs than 1 per cent.

*Figurea for 132§ only.
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Tapte IV. MORTAWTY AMoxc MoTnzes ArTer Sevex Moxtus on Mont GESTATION, DY ATTENDANT AT BIRTH IN StaTtes INCLUDED 1N THE
Cintenex s Burear Stupy Rerormivg TEX Pen Cext ok Moze or BikTHS ATTENDED DV MIDWIVES, 1927.1028

DEATIES OF WOMEN

DEATHS OF WOMEN

LIVE BIETTS MOETALITY RATE LIVE BIRTHS AIORTALITY RATE
STATE HREFORTED DY miﬁmﬁfx:rm FExR 10,000 EEPMOETED BY m;:mﬁx:*“ FER 10,040
PIYSICIANSG T EATA LIVE HIETHS MIDWIVESR Y LIVE HIRTHE
Four atates 32T, 030 1406 E 1] 05,373 47D 44
Alabama 03,843 G 64 7,176 Fi] a4
White 78,625 A58 19 6,351 34 53
Colored 15,218 213 140 30,795 168 56
Kentucky 100,312 asa 3z 18,763 i 46
Maryland 54,810 209 28 0,152+ an 33
White 45,665 150 33 5,288 15 28
Colored 9,143 1] 65 3,860 15 a0
Baltimora 27,307 114 48 4,370 13 25
TWhite 21,667 74 35 3,760 11 24
Colored 5,730 an G5 a7 2 Faild
Countics a7 4154 kLT an 44824 17 a8
Whito 23,008 76 a1 1,528 4 —
Colored 3413 20 ] 2,500 13 45
Virginkn 78,03 el 40 33,282 161 48
White 67,683 248 a7 10,564 40 46
Calored 10,380 114 110 28,713 112 49
‘Source: Live births from correspondence with atates. Deaths from Children's Burean study,

ncludes deaths of women stlended by midwives alone and by mldwives followed by phyaician
Includes midwives and others.
Ineludes four birthe for which color was unknown.
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Table IV, giving the mortality rates aecording to the attendant at
birth for the mothers who died im the four states ineluded in the
stwdy in which midwives attended 10 per cent or morve of the births,
shows lower rates for the midwives in two of the states and lower
rates for the physieians in two., In the three states for which it was
possible to compute rates separvately for white and colored women,
the movtality for colored women was lowest for the cases attended
by midwives. In considering the fimures for these four states it should
Iie borne in mind that with few exeeptions the so.called midwives are
untrained women, and that therefore the fipures are not so valuable
a% & basis of conclusions as are the ones from Pennsylvania and New
Jersey.,

The above statisties show very favorable maternal mortality rates
in the practice of midwives in general, and remarkably low rates for
the mothers attended by trained and supervised midwives.

NEED FOR MIDWIVES IN THE UNITED STATES

The guestion next arvises, is there a need or demand for midwives
in the United States? In answer to this the committee found that as
nearly as can be estimated there arve approximately 47,000 women in
this country who at least act in the ecapaeity of midwives; only a
small proportion of them are frained women; some of them attend
only two or three eases a year, but othiers have a large practiee. Al
together, nearly 15 per eent of the births in the United States are
attended by midwives and others not physicians, By states, the per-
centage of births attended by midwives varies from none in some
states to between 40 and 50 per cent in others. In general the states
with the hizghest percentage of midwife deliveries are the southern
states with their large colored population. For the most part, the
midwives who serve the -eolored population are untrained women.
These people have to use untrained midwives because trained ones
are not available and doctors eannot be afforded even if they are
available, The colored midwives have shown themselves eager and
willing to avail themselves of such edueational advantages as have
been offered to them in the way of theoretical class instruoetion by
State Boards of Health,

The problem is not confined entirely to the colored population: in
many states midwives attend large numbers of white women at con-
finement, The reasons for this vary, Custom, sparseness of the popu-
lation and scareity of physicians in some states, and econcmic con-
ditions all play a part. As one State Health Officer in a sparsely
settled southwestern state said in speaking of the situation in his
state: ““We must accept the midwife and attempt gradually to im-
prove her practiee. Fewness of physicians and distanee people live
from them make it impossible for a large part of the population to
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employ them, beenuse (1) they are not te be had at any price, and
(2) because peopla cannot pay the fees. A frip of 100 miles at a dollar
a mile plus regular obstetrie fee would eonsume more than the entire
eash income of a family for a year in many eases, The midwife
in this state is an institution dating from prehistorie times. Any
attempt to eurtail ber activities aronses a storm of protest from the
Spanish-speaking population which comprises about one-half of the
total.
CONCLUSIONS AND RECOMMENDATIONS

After eonsidering all the data which have been colleeted in this
study and paying particular attention to the needs in certain sections
of the conntry the committee bas the following recommendations to
malce ;

1. The nltimate solution of the problem of good obstetries lies not
in the midwife but in developing 2 sufficient number of doctors who
are well trained in the fundamental prineiples of obstetries,  The
development of such doctors 32 a diveet responsibility of the medical
schools,

2, At the present time the midwife is a neeessity; she cannot be
eliminated in some sections, and every effort should be made by the
profession to improve her as rapidly as possible. This improvement
should be brought about by local effort.  Inasmuch as the midwifery
need seems greatest in those states where the cconomie status is low,
aid iz needed and would hasten the relief of present conditions.

3. Recopnized institutions for the training of midwives, which
would assure preliminary edueation and proper training must be
established if presemt conditions ave to be permanently improved.
The establishment of such institutions s a loeal and not a state
responsibility. They should be located in scetions needing the sery-
iees of midwives and where they will not confliet with the obstetric
tenehing work of medical sehools. It is felt that midwives trained in
or near their own communities will be more likely to stay in these
sommunities where their serviees are needed.

4, Tmasmuech as the pead for midwives secoms greatest in those eom-
munitics having a large coloved population, it would secm wise to
establish institutions for the proper training of colored midwives in
the South where a wealth of eontrollable clinieal material is available,

5. There should be provision for postgraduate eourses for keeping
midwives up-to-date.

6. The committee commends the good work that has been done in
reeent vears by many State Goards of Health and feels that sueh work
should be continued under the same supervision,

7. The committes appeals to the individual State Boarvds of Health
to develop standards for midwife edneation, supervision, and econtrol.
Such standards would regulnte the reguirements for licensure and



haZ2 AMERICAN JOURNAL OF ORSTETRICS AND GYNECOLOGY

insure adequate supervision by obstetricians, gualified midwives, and
public health nurses with midwifery training. These problems are
local and can best be solved by local admimistration.

8. It is suggested that midwifery training would offer the colored
trained nurse a larger field of aetivity.
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