The Transition from Home
to Hospital Birth in the United States,

1930-1960

During the period from 1930 to 1960
the proportion of births in hospitals in-
creased from 36.9 percent (1935) to 88
percent (1950) to 96 percent (1960), as
shown in Table 7. Nationwide statistics
on the place of birth were not available
until 1935. During this period the cam-
paign to hospitalize birth achieved sup-
port from obstetricians, public health
officials,upper class women and insurance
companies.*! Also, in 1946, the Hill-
Burton Act provided funds for the con-
struction of hospitals in rural areas,
creating the possibility of hospital birth
for populations which previously had no
choice but to give birth in the home.

Many proponents of hospital birth
attribute the reduction in obstetric mor-
tality over the past sixty years to the
advances in medical care in hospitals.
Pearse5* wrote in 1976:

In 1940 half the deliveries in the
United States were carried out at
home, and the maternal mortality
was 60 per 10,000 live births. In
1975, with over 99 percent of de-
liveries in hospitals, maternal mor-
tality is less than 3 per 10,000 live
births. This is not purely a
coincidence.
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A few obstetricians who were familiar
with the statistical studies evaluating
hospital birth opposed the trend. George
Kosmak, editor of the American Journal
of Obstetrics and Gynecology, wrote in
1938:

. . . during the last 25 years . .. the
hospital has been substituted for
the home in from 75 to 80 percent
of all cases . . . This undoubtedly
has contributed to the ease and
comfort of patients, although not
necessarily to their safety. The more
frequent resort to hospitals has pro-
vided a temptation for operative
interference, with ultimate results
that are often deplorable.34

Lay opposition to the hospitalization
of birth began in the 1950’s with the
publication of Ashley Montagu’s article
“Babies Should be Born at Home™ in the
Ladies’ Home Journal 8 However, vocal,
organized lay opposition to hospitaliza-
tion of normal birth did not appear until
the late 1960’s. There are now six na-
tionally known organizations of lay and
professional people who support home
birth.57 David Stewart of the National
Association of Parents and Professionals
for Safe Alternatives in Childbirth
(NAPSAC) sums up the disenchantment
with hospital birth, “Hospitals have never
been proven to be the safest place for
most mothers to give birth.”13

In order to address this controversy,
we reviewed the historical basis for the
hospitalization of birth in the United
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States, surveying the medical and popular
literature from 1930 to 1960 with the
following questions in mind: What was
the historical basis for the shift to the
hospital? How did the home confinement
of the past compare to that advocated
today? What was the relative safety of
birth at home compared to birth in the
hospital?

Historical Attitudes toward Home and
Hospital Birth

Several changes before 1930 influenced
the attitudes of many regarding child-
birth. Infant mortality had risen precip-
itously in the mid-1800’s as a result of
the related pressures of industrialization
and urbanization, which pauperized the
working class. In the latter 1800’s, in
response to the urban reform movement
and the growing influence of the infec-
tious theory of disease, infant mortality
began a decline which has continued to
the present. By 1910, New York City had
again attained its infant mortality rate of
1810.3 Massachusetts in 1910 had just
fallen below its infant mortality rate of
1855-59.26 Thus the decline in obstetric
mortality from 1930 to 1960 cannot be
understood solely as the result of changes
occurring during that period, but must
be seen as part of a process that began in
the 1870’s.

Also prior to 1930, the midwife was
virtually eliminated. Midwife-attended
births dropped from about 40 percent in
1915 to 10.7 percent in 1935.32 The re-
maining practice of midwifery was con-
centrated largely in the rural South. In
1935 midwives attended only 4.5 percent
of all Caucasian births, but 54% of all
nonwhite births.32 As a result, in contrast
to Europe, the United States had no
class of accoucheurs expertly trained in
domiciliary obstetrics.

Between 1920 and 1930 there was a
heated controversy between ‘radical”
operative and “conservative” obstetrics.
In 1920 De Lee introduced his famous
“prophylactic forceps” operation.!? Oth-
ers advocated that all babies be delivered
by cesarean section to ‘“‘preserve in its
original state the genital tract . . . con-
ducive to a happier marital state.”® In
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1937 Irving3! wrote in the New Englang
Journal of Medicine:

We have prophylactic forceps, pro-
phylactic version, and even prophy-
lactic rupture of membranes. It is
not evident against what the pro-
phylaxis is directed, unless it be
against normal childbirth.

Of 223 United States Hospitals surveygq
in 1932, 37 percent reported their ip.
cidence of forceps deliveries to be 2
percent or higher, ranging up to 81 per.
cent.®® Due to this rise in forceps de.
liveries, and other interventions in birth,
from 1918 to 1925, infant deaths from
birth injuries rose 5 percent per year, ap
increase of 44 percent for the entire
period.'® Rudolph Holmes, the obstetr;
cian who introduced scopolamine ty
United States obstetrics, later said, “]
wish to God I hadn’t done it.’® Mo
concluded:

The basic error has crept into the
obstetric field that pregnancy and
labor are pathologic entities, that
childbearing is a disease, a surgical
malady which must be terminated
by some spectacular procedure.
There is too insistent preachment
by those who are defending a reign
of terror, of promiscuous operative
furor, on the argument that women
have so degenerated that childbear-
ing is a phase of pathologic
anatomy.2®

Holmes realized that obstetric mortality
could be reduced below the rates then
obtained without recourse to surgical
obstetrics. He cited studies from the
eighteenth and nineteenth centuries to
show that the best clinics in Europe and
the United States had 100 years earlier
achieved mortality rates comparable to
the obstetric mortality of the United
States in 1920.28 This was also found by
Pellers® who studied obstetric mortality
among 8,269 births to the European
royal families from 1500 to 1930. For
the 1600 births in the 1800’s, neonatal
mortality (under one month) was 32 per
1000 live births, a rate not equalled in
the United States until 1937. For the
811 births from 1850 to 1899, the neo-
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natal mortality rate of 17 per 1000 live
pirths bettered the 1966 United States
rate. However maternal mortality was
unexceptional, largely due to lack of
techniques to diagnose or manage
placentae abruptio and previa, cephalo-
pehm, disproportion, and hemorrhage

Despite the operative and anesthesia
dangers of hospital obstetrics, during the
1930’s women increasingly sought hospi-
tal births. The belief in a pathologic
nature of pregnancy had spread from the
medical to the popular consciousness.
Science popularizer Paul de Kruif3% wrote
in 1936 that “human reproduction has
become the same as a dangerous sick-
ness.”” Physicians encouraged hospitaliza-
tion for birth in part because the popular
“operative interference” of hospital ob-
stetrics decried by Kosmak was even
more dangerous at home. Women who
submitted to surgical obstetrics needed
effective anesthetics. The popular press
celebrated the development of each new
childbirth anesthetic and procedure.10.64
Women were warned that ““New methods
of painless childbirth can be used only
in up-to-date hospitals.”®?

Obstetricians saw anesthetics and hos-
pital based obstetrics as tools to slow
what they thought was an alarming de-
cline in the birth rate of the upper
classes.233%69 One enthusiastic father34
wrote  that  widespread use of
scopolamine-nembutal anesthesia would
remove women’s dread of labor so that
more children would be “born in the
white collar and professional groups
where at present the low birth rate is
causing grave alarm.”

Physicians also sought to limit de-
liveries to the hospital to ease the de-
mand of obstetrics on their time. Be-
tween 1900 and 1935 the elimination of
the midwife, and the reduction in the
number of physicians following the pub-
lication of the Flexner report on medical
education in 1910, increased the ob-
stetric case load of physicians. The draft
of physicians into the military for World
War Two, during a period of increasing
birth rate, further strained the remaining
civilian physicians, a group already com-
plaining of exhaustion and fearing heart

attacks.! Since hospitalization of de-
liveries decreased the time spent by the
physician on each case, Falls'® concluded
in 1943 that “It should be ouraim . . . to
encourage as far as possible the entry of
abstetrical cases to the hospital services.”

Paradoxically, in contrast to the popu-
lar demand for hospital care and anes-
thetic oblivion,®® several recent studies
have found that about 80 percent of
women who gave birth both at home
and in -the hospital prefer birth at
]10me'22,3?.53

How did Home Confinement of the Past
Compare to that of Today?

From 1930 to 1960 children were born
at home usually because the parents were
too poor to afford a hospital birth, ac-
cording to Olson,52 O’Brien5! and the
New York Academy of Medicine,’® or
because they lived in an area where there
was no hospital. Many of these poor
women were ill-nourished. “Poor nutri-
tion [had] been a problem from the be-
ginning” of the New York Maternity
Center Association Clinic.3¢ The women
often were in poor health or had a bad
obstetric history. Kooser33 described the
population served by the Frontier Nurs-
ing Service of Kentucky:

The majority have parasitic infesta-
tion [such as] ascariasis and Nectar
americanus. Most of them show
varying degrees of endemic thyroid
disease and low-grade dental infec-
tions. The incidence of gonorrhea
and syphilis is very low . . .

He also reported that 16 percent of the
women had secondary anemia with
hemoglobins of 8 mg. or less. The normal
is 14 mg. Steele®® reported that 13 per-
cent of the first 4000 women attended
by the Frontier Nursing Service midwives
exhibited symptoms of pre-eclampsia.
29 percent had had six or more children.
Laird3® reported that 36.4 percent of
the clients attended at home by the Ma-
ternity Center Association in New York
showed secondary anemia. In addition 5
percent of the mothers attended at home
were in their tenth pregnancy and 6.3
percent tested positive for syphilis.



In addition to the poverty and pre-
existing disease of the mothers, many of
these women who gave birth at home
between 1930 and 1960 were at risk for
complications of birth. Miller¥ dis-
covered that the midwives of the Catho-
lic Maternity Institute in Santa Fe suc-
cessfully attended 4 women at home
after previous Cesarean sections. The In-
stitute also reported that, of a series of
2303 home births, 24 percent of the
mothers were grand multiparas, having
had six or more children.4” The New
York Maternity Center reported that, in
a series of 6000 births, 55 mothers with
multiple pregnancies were delivered at
home.3®

The condition of the homes in which
the children were born was often much
worse than the health of the mothers.
The midwives of the Catholic Maternity
Institute, for example, often attended
births in homes with no electricity or
running water.!” Byington® described
the house of an immigrant steel worker
in 1910, probably not different in degree
from the tenements where the poor of
the 1930’s gave birth:

[The lodging house] consisted of
two rooms, one above the other. . ..
In the kitchen was the wife of the
boarding boss getting dinner . .. In
these two rooms besides the board-
ing boss . . . his wife and two babies,
lived 20 men.

A 1942 survey of 15 medical schools
which conducted home delivery services
revealed that only 10 investigated the
home beforehand “to determine its suit-
ability as a place for delivery,”4° perhaps
because their clients could not have af-
forded any alternative. Buxbaum® de-
scribed the birthplaces of Chicago’s poor:

. . the homes are usually of the
worst type in which to do good
aseptic obstetrics. Oftentimes our
doctors are compelled to work with-
out the aid of hot water, heat or
even light, and the sanitary condi-
tions are indescribable.

The physician who attended home
births was often poorly trained in ob-
stetrics, although the graduates of the

Chicago Maternity Center Clinic wers
exceptionally well-trained. In 1931 the
Council on Medical Education of the
AM.A. reported that of 1,491 interns i
approved teaching hospitals, 334 grady-
ated without having delivered any ip.
fants, and 235 had not even observed
deliveries; more than 200 had attendeq
fewer than 10 deliveries and only 70 hag
attended 50 or more.?

The survey of home delivery services
of 15 medical schools in 194149 revealeq
that at two schools medical students
usually were not supervised even for their
first delivery at home, while at 10
schools the student was supervised by an
intern or resident for his or her first and
perhaps second delivery. “The work of
the students during the immediate puer-
perium was characterized in nearly every
school by the casual care given the new-
born . .."” The author concluded:

Students assigned to home delivery
service are receiving their first prac-
tical obstetric training. For a school
to have this take place under the
worst possible circumstances, with
a minimum of equipment, inade-
quate facilities for efficiently carry-
ing out good aseptic technique, and
little or no supervision at any time
seems nothing short of criminal . ..
Is it any wonder that almost all
physicians have a false feeling of
confidence that they are perfectly

able to deliver almost any woman?

In spite of the frequent poor health
and high risk conditions of women who
delivered at home in the years between
1930 and 1960, and in spite of poor
home conditions and lack of adequate
training of doctors who did home de-
liveries, in many parts of the country
birth attendants did not have access toa
hospital for emergencies. The Chicago
and New York Maternity Centers had
very efficient emergency hospitalization
procedures, however.42 Elsewhere, lack of
hospital back-up and the current popu-
larity of operative obstetrics resulted in
many operations and complicated de-
liveries carried out at home. Garrison in
1943 stated that he had done more than
2500 forceps deliveries and 1000 versions



at home.2° In a review article on home
obstetrics, Buxbaum of the Chicago Ma-
ternity Center advised:

Forceps delivery, version, breech
extraction, manual removal of the
placenta, uterine tamponade a_nd
primary perineorrhaphy can readily
and safely be performed in the
home.”

Where a hospital was not available
for emergencies, even cesarean sections
were performed at home. Plass%6
reported in a study of 56,000 home
births, that 111 cesarean sections and
one craniotomy had been done at home
births. Inhalation anesthesia was freely
used at home births as well. In 6 of the
15 medical school home delivery services
surveyed by Makepeace®© in 1941, the
medical student routinely gave inhala-
tion anesthetics, while at another 6
schools, the student occasionally ad-
ministered these anesthetics. One attend-
ant?! reported the use of open drop
ether and scopolamine at home, and an-
other,*® chloroform. Buxbaum? advised
that “local anesthesia is the anesthesia of
choice, but ether can be employed using
a tea strainer as a mask.” Beard? found
that his clients could not afford “to pay
fees commensurate to having an anesthe-
tist or nurse in attendance, so we depend
upon members of the family . . . to drop
chloroform.”

Couples who have a home birth today
choose it because they perceive it to have
medical and/or socio-psychological ad-
vantages over hospital birth. The few
studies of home birth populations2s.45
found the couples to be almost entirely
white, middle class, well-nourished and
often college educated. Also in contrast
to home birth between 1930 and 1960,
the attendants today, although composed
not just of doctors and nurse-midwives,
but mainly of lay midwives, carefully
screen their clients to insure that only
healthy women who are not likely to
develop complications are followed dur-
ing home birth.13:.14 Although it is often
difficult for lay midwives to obtain,
hospital back-up is almost uniformly ar-
ranged, in case of complications of home
birth or early postpartum period. Except

for occasional episiotomies, no operations
are now performed at home births. High
risk conditions such as premature birth
or low birth weight babies are carefully
screened and not delivered at home. Low
birth weight accounts for 66 percent of
our perinatal mortality3©® and is largely
associated with poverty and multipari-
ty.58 75 percent of the recent reduction
in neonatal mortality has been attributed
to reduction of the incidence of low
birth weight rate, and not to changes in
obstetric care.3® Diabetes, hypertension,
toxemia, multiple gestation, and inter-
current illness indicate hospitalization for
birth. Drugs used during home births
today are limited to local anesthetics,
oxytocin after the birth of the baby,
vitamin K, silver nitrate, and antibiotics
if needed.13

Safety of Home Birth Compared to
Hospital Birth from 1930 to 1960

Because of the frequent poverty and
resultant poor health of many women
who gave birth at home between 1930
and 1960, and because of the poor con-
dition of their homes, the poor training
and “operative furor” of many of their
attendants, and often the impossibility
of hospital emergency care, one would
expect that maternal and perinatal mor-
tality would be high. This is not shown
by the literature of the period.

A number of studies completed be-
tween 1930 and 1960 attempted to deter-
mine the relative safety of home and
hospital birth. Each of the studies was
either a crude comparison of the mortali-
ty rates of a local home birth population
to the national rates or to a local hospital
birth population. Since the mean socio-
economic status of the home birth popu-
lation appears to have been below that
of the hospital populations, and since
socio-economic status is directly related
to successful obstetric outcome,?® the
obstetric outcome for women who gave
birth at home would have to have been
matched to that of hospitalized parturi-
ents by economic status, and age, parity,
and health status as well for an accurate
comparison. Since this was not done, few



Table 1
Maternal Mortality by Place of Birth—Minneapolis

Maternal Mortality /1000 live births

Maternal Mortality /1000 live births

Home Hospital
Live Home Hemor- Hosp Hosp Hemor-

Births T Total Sepsis rhage % Total Sepsis rhage
1925 9423 28 34 (%] 72 3.5 0.3 0.4
1926 9192 25 3.0 0.9 75 5.6 1.4 04
1927 8620 23 2.5 2.0 77 2.5 0.7 0.6
1928 8348 215 50 34 785 3.8 04 0.9
Total 35583 242 34 2.0 758 39 0.74 0.59

From Holmes RW: Maternal Mortality. JAMA 93:144047, 1929.

solid conclusions can be based on the
data presented.

Also, reliable statistics were not kept
by individuals who attended home births,
in contrast to the meticulous records of
the 3 established midwifery services—
Maternity Center Association, Frontier
Nursing Service, Catholic Maternity In-
stitute of Santa Fe—and the home birth
services conducted by medical schools,
such as the Chicago Maternity Center,
and Boston Lying-In.

Holmes2® presented data (Table 1)
comparing home and hospital birth in
Minneapolis from 1925 to 1928, The
difference between home and hospital
for the total maternal deaths in 1928 is
not significant (p value = .48) nor is the
difference in the total death rate for all
four years significant (p value = .50).
However the rate of puerperal sepsis fol-
lowing delivery in the hospital was signi-
ficantly lower than at home (p value =
.003). Thus in Minneapolis sepsis mor-
tality was more prevalent at home and
hemorrhage more frequent in the hospital
so that the overall maternal death rate
did not differ significantly between the
two places of birth.

comparison of the relative safety of home
birth was the New York Academy of
Medicine study of maternal mortality in
New York City in the early 1930°s (Table
2). The total maternal mortality rate,
the rate of maternal mortality from
puerperal septicemia, and the rate of
mortality from hemorrhage were all signi-
ficantly lower at home (all p values less
than .0001).

Since ‘“‘domiciliary obstetrical practice
[was] largely confined to the foreign
born and economically less fortunate,”s0
and since ‘“‘the general puerperal death
rate among foreign born women [was]
considerably higher than that among the
native born,”5? the lower maternal mor-
tality rate at home is surprising. The
study committee cautioned that midwives
and general practitioners, who attended
the bulk of the home births, generally
had less complicated cases than the ob-
stetricians who confined their practice
to the hospitals. But the committee
thought it improbable that one-half of
the obstetricians’ cases were abnormal
“as would be necessary if the rate were
to be lowered to that of the general
practitioners.”5® The committee con-

The most famous and controversial#®  cluded:
Table 2
Maternal Mortality in New York City 1930-1932
Sepsis / He;lo‘rlfh;;ge
Place Total Maternal MMR/ deaths deaths
of h?.l‘t]‘l hi(;t;lls % d:aihs 1,000 1,000 1,000
Home 102,105 29.3 189 1.9 0.9 0.26
Hospital 246,205 70.7 L1 45 16 0.61
Total 348,310 100 1,300 37 1.5 0.51

MMER: maternal Mortality rate

from New York Academy of Medicine: Marernal Mortality in New York City. The Commonwealth Fund, New

York, 1933.



Table 3
Towa: Stillbirths by Place of Birth

Operative % Stillbirths
Place of Total Stillbirths deliveries Spontaneous births
birth births % 4 % only
A. Communities greater than 10,000
Home 11,858 39.2 2.7% 7.5 2
Hospital 18,393 60.8 3.9 231 2.5t
Total 30,251 100 34 17 23
B. Communities less than 10,000
Home 49 542 80.6 2.7 8.1 2.0%
Hospital 11,945 194 2 14 2%
Total 61,487 100 2.7 9.3 1.6

*significant, p less than .0001
T significant, p = .009

from Plass ED, Alvis HI: A Statistical Study of 129,539 Births in lowa. Am J Ob Gvn 28:293-305, 1934,

. . . there can be little doubt that
the ready facilities of a hospital
tend to cause casual operative inter-
ference while conditions at home
preclude operation unless there are
urgent indications . . . [T] he patient
who is delivered at home issubjected
to fewer potential sources of danger
... It would seem that the present
attitude toward home confinements
requires re-examination, and a pro-
gram looking toward an increase in
the practice of domicihary obstetrics
deserves careful investigation.

Plass and Alvis®® studied the incidence
of stillbirth among 129,500 births in
Towa (Table 3) and concluded that:

The significant increase in the still-
birth rate in urban hospitals over
that of other groups is probably re-
lated to the increased incidence of
operative delivery.

While, overall, the stillbirth rate was low-
er for home than for hospital, women
who had a spontaneous hospital birth had
a significantly lower stillbirth rate than
their counterparts at home in the smaller
communities. This relationship is re-
versed in the larger communities.
Hannah?* reviewed 1809 home births
compared to 436 hospital births on the
Baylor Hospital charity service in 1939
(Table 4). The stillbirth rate was signifi-
cantly lower at home (p value less than
.0001) while the neonatal death rates
did not differ significantly. Operative in-

terference in birth was much more com-
mon in the hospital. Hannah attributed
the better results at home to the higher
proportion of multiparas delivered there
and the lesser degree of sedation used at
home.

Stout,®? of Johns Hopkins, studied
the incidence of puerperal infection
among women who had spontaneous
multiparous births in the home and in
the hospital charity service there. In his
first series (819 deliveries) he found a
maternal infection rate of 4.4% in the
hospital and 0.8% at home. In the
second series (875 births), when the
temperature of the woman at home was
taken in the afternoon in addition to a
morning reading, the rate of infection
was 4.9% at the hospital and 8.4% at
home (significant, p value = .044), There
was no difference in the severity of in-
fection between the two groups. How-
ever the rate of mortality from puerperal
infection was not different between home
and hospital groups. Dowling,!2 in a
survey of maternal mortality in Alabama,
found no significant difference (p=.52)
in the rate of death from puerperal sepsis:
a mortality rate of 8.4/1000 live births
for 16,633 home deliveries and 9.0 per
1000 for 22,728 hospital births.

Irving3! examined maternal mortality
in Massachusetts according to place of
birth (Table 5). While the maternal death
rate was significantly higher at home
than in maternity hospitals or than in all
hospitals, Irving attributed the poor re-
cord of home deliveries in Massachusetts



Table 4
Charity Service: Baylor Hospital

Place Total PMR/ Stillbirths/  NMR/ Maternal

of birth . births 1000 1000 1000 infection Episiotomy Forceps
Home 1809 38 2.8 238 5.2% 5.3% 10.3%
Hospital 436 78 27.5 229 4.8%*  T4.3% 63.8%
Total 2245 46 1.6 23.6 18.7% 20.7%

PMR: Fetal, intrapartum, and neonatal deaths

NMR: Neonatal mortality rate
* Charity and private patients

from Hannah CR, et al: A Review of 4,000 Consecutive Deliveries in the Baylor Qut-patient and Hospital Service.

Tex St J Med 35:53540, 1939,

to inadequate care delivered by physi-
cians or to unnecessary intervention in
labor. In contrast,the home delivery serv-
ice of the Boston Lying-in Hospital,
which was conducted by supervised
fourth year medical students, had a
mortality rate far below that of any
class of hospital. This home delivery serv-
ice found it necessary to transfer only
2.1% of its clients to the hospital.3!

Tucker and Benarm®® reported the re-
sults of 12,597 home deliveries attended
by the physicians of Chicago’s Maternity
Center Clinic from 1932 to 1936. 15% of
the women had not received prenatal
care at the clinic and were seen for the
first time in labor. 4.4% of the women
were eventually hospitalized. 18 women
died, 5 of whom were seen for the first
time in labor. The maternal mortality
rate was 14.2 per 10,000 live births at a
time when the national rate was 59. If
the 5 deaths from tuberculosis and the
2 from pneumonia were excluded, the
corrected mortality rate would have been
9/10,000, a rate finally achieved by the
United States as a whole in 1949—13
years later.

Laird3® reported the results of 5,765
births attended by the nurse-midwives
of the Maternity Center Clinic in New
York from 1931 to 1951. 13.5% of the
women were eventually transferred to
the hospital. 5 maternal deaths gave the
Center a maternal mortality rate of 8.8
per 10,000 live births (compared to a
U.S. rate of 31.7 in 1941) and a neonatal
death rate of 15 per 1000 live births.
Laird emphasized that

In this group there was a high in-
cidence of poor nutrition, poor
home conditions, low income, un-
married mothers, and high parity.
In spite of this, our neonatal death
rate is much lower than the rate for
the whole clinic area.

The final report of the Maternity Center
home delivery service compared the re-
cord of the clinic to the mortality rates
of the New York Hospital and concluded
that the Maternity Center Association
Clinic had achieved “‘results in maternal
and perinatal mortality comparable to a
fine teaching hospital.”15

Table 5
Maternal Mortality in Massachusetts

Place of Birth Live Births _ Maternal Deaths/1000 Live Births
Maternity Hospital 9,873 29
General and Other 74,697 49
All Hospitals 84,570 4.6 1934-1935
Home 42,191 5.5
Boston Lying-In 10,590 35
Total 1933-1935
Boston Lying-In 3,301 0.3 ’

Out-patient

from Irving FC: Maternal Mortality at the Boston Lying-In Hospital in 1933, 1934, and 193S. N England J Med

217:693-95,1937.



For the first 4,000 deliveries attended
by the nurse-midwives of the Frontier
Nursing Servcie from 1925 to 1940,
Steele®® reported a maternal mortality
rate of 7.6/10,000 compared to a U.S.
rate of 62/10,000 in 1933. The clients
of the Frontier Nursing Service had a
stillbirth rate of 30.2/1000 pregnancies
and a neonatal mortality rate of 30.3/
1000 live births compared to a U.S. rate
of 34 at the midpoint year. 7.3% of the
women required hospitalization. How-
ever the rate of hospitalization increased
during the series to 12.3% in the fourth
1000 births. The episiotomy rate was
0.4%.

In contrast to the relatively favorable
reports of homebirth presented above,
Newberger4® found that both the fetal
and maternal death rates were significant-
ly higher at home than in the hospital in
downstate Illinois (Table 6). However
the meaning of the difference in maternal
mortality cannot be settled without
knowing the place of occurrence of the
27 deaths due to criminal abortion and
ectopic pregnancy since there were only
30 maternal deaths at home. With 94%
of all births taking place in the hospital,
the few women remaining at home were
more likely to be poor, and in poor
health. Record keeping by individuals
doing home deliveries was also poor,
compared to the careful statistics kept
by the medical school home birth services
and the 3 midwifery home birth services
of the period.

normal labor. The recent claim that
hospitalization, per se, is pathogenic in
normal birth, cannot be evaluated from
the information presented in these stud-
ies. However, Tew®3 has recently shown
that in Britain the stillbirth rate is lower
at home even for supposed high risk
births. She concludes:

The conventional apology for this
wide disparity is that a far greater
proportion of births at high risk,
with ~inevitably high death rates,
takes place in consultant hospitals
than at home . . . [Even if one
assumed] that 20 percent of hos-
pital births had three or more high
risk characteristics and had the very
high average stillbirth rate of 50.0
per 1000, the stillbirth rate for the
remaining 80 percent, with less than
three high risk characteristics, would
have been ... one third higher than
the home rate . .. [given the actual
stillbirth rates of 14.8/1000 (hospi-
tal) and 4.5/1000 (home) in Britain
for 1969-1973.]

Particularly at the New York Maternity
Center and the Frontier Nursing Service,
the relative safety of home birth should
not be attributed solely to the poor
quality of hospital obstetrics but also to
the skill and dedication of nurse-midwives
trained to understand normal childbirth
and familiar with the home conditions
of their clients.

Table 6
Maternal Mortality in Downstate Illinois

Fetal deaths/1000 Maternal deaths/10,000
Live % at live births live births
___ births home Home Hospital Home Hospital
1948 103,777 6.9 38 16 17 8
1949 107,015 53 35 15 18 7
1950 107,464 4.2 37 14 18 6

from Newberger C: Maternal Mortality in Downstate Illinois. JAMA 149:328-30, 1952. Used with permission
of the JAMA, “Copyright 1952, American Medical Association™

The above studies were so different
in design and population and so limited
in analysis that few generalizations can
be made from them. It is evident that
much of the poor record of hospital
births was due to the greater tendency of
hospital-based physicians to interfere in

Table 7 presents data on parallel de-
clines in home birth and obstetric mor-
tality from 1935 to 1961. In order to
quantify any causal relationship between
parallel declines, correlation coefficients
are computed for annual percent changes
in maternal mortality and hospitalization



Table 7

MMR/ % NMR/ % Hospital %

10,000 Decline 1,000 Decline Births % Increiise
1935 5822 324 369 ,
1936 56.8 é'z 126 *g:g 409 mgf_
1937 489 £ 313 or 44.8 -
1938 435 2 206 4 48.0 I
1939 404 7y 203 e 51.1 i
1940 37.6 . 288 5538 %

2 15.7 38 9.7
1941 317 o 27.7 > 612 bk
1942 25.9 - 257 s 67.9 “
1943 245 e 247 0‘ 72.1 e
1944 2.8 gt 24.7 e 756 I
1945 207 e 243 H2 78.8 I
1946 15.7 LS 240 B 82.4 v
1947 135 e 2.8 ¥ 84.8 o
1948 1.7 o 222 e 85.6 =
1949 9.03 > 214 . 86.7 e
1950 $.33 . 20.5 - 88.0 o
1951 7.50 by 20.0 i 9.0 i
1952 6.78 s 19.8 iy 91.7 U
1953 6.11 i 19.6 by 92.8 e
1954 524 i 19.1 & 93.6 o
1955 4.70 o 19.1 1 94.4 o
1956 4.09 i 18.9 iy 95.1 e
1957 4.10 . 19.0 iy 95.7 o
1958 3.76 o 19.5 5! 96.0 o
1959 3.74 - 19.0 o 96.4 P
1960 3.71 iy 18.7 > 96.6 o
1961 3.60 ' 18.4 : 96.9 :

MMR: maternal mortality rate
NMR: neonatal mortality rate

Maternal mortality rates from Historical Statistics of the United States: Colonial Times to 1957.

GPO, Washington, D.C., 1960

and Garfinkel J, et al: Infant, Maternal, and Childhood Mortality in the United States, 1968-1973.

DHEW #75-5013, 1975.

All other data from Trends in Infant and Childhood Mortality, 1961. Children’s Bureau Statistical Series #76.

GPOQ, Washington, D.C., 1964.

of birth (R =-0.26, p = 0.2, not signifi-
cant). The figures do not prove that
hospitalization has no impact upon ob-
stetric mortality, but simply that any
causal relationship is not shown in the
nationwide data for the years 1930 to
1960.

Those in medicine and public health
have justified hospitalization and other
medical intervention in childbirth by
pointing to declines in perinatal mortality
which were concurrent with increases in

whatever surgical or technological prac-
tices were in vogue. However, perinatal
mortality is largely dependent on social
factors, especially nutrition and standard
of living, rather than birth practices.
Many social changes between 1930 and
1960 worked to reduce obstetric mor-
tality. The New Dealers®? emphasized
that “. . . the decrease in both maternal
and infant mortality rates have been
greater during the 5 years of Federal
and State cooperation under the Social



Security Act than during the 35
previous years.” Another reason for
the decline in obstetric mortality in
the mid-thirties was the introduction of
sulfanilamide to obstetrics in 1936.3
The availability of penicillin for clinical
practice in the early forties may have
also contributed to the decline in ob-
stetric mortality. In any period of very
low birth rate, such as the 1930’s and
the 1970’s, perinatal mortality can be
expected to decline due to the reduction
of multiparity and thus low birth weight
babies. Both the low birth rate periods
of the 1930’ and the 1970’s have been
periods of rising obstetrical intervention,
the early period being one of forceps and
anesthesia, and the present period one of
fetal monitoring and cesarean section. [t
is fascinating that in both cases, falling
perinatal mortality due to lower birth
rates, both stimulated increased obstetri-
cal intervention, and was cited as its
justification.

Conclusion

While the techniques of modern hos-
pital obstetrics have saved the lives of
many women and infants from genuine
pathologies of birth, the literature of ob-
stetrics in the United States from 1930 to
1960 does not show that healthy women
with normal pregnancies benefitted from
hospital obstetric care. Although statisti-
cally inconclusive, most of the compara-
tive studies of home and hospital birth
from the period, show that the incidence
of birth injuries and obstetric mortality
was greater in hospitals, probably due to
interference in the normal birth process.
These studies suggest that, despite the
poverty, ill health and frequent high risk
conditions of women who delivered at
home, and despite the frequent poor
training of attendants, and the operations
and anesthesias used—often in crowded
unsanitary settings—home birth was not
less safe than hospital birth from 1930
to 1960.
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