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The United States holds at present an unenviable
position with regard to its maternal mortality rate.
According to the latest available statistics, this country
ranks nineteenth among the twenty nations of the world
which can offer data on this subject. The only civi-
lized country that shows a higher death rate among
women from accidents and diseases incident to child-
birth is Chile. Moreover, the maternal mortality rate
in the United States is one-third higher than that of
England and Wales and more than twice as high as

that of Denmark, Italy, Japan, Netherlands, New
Zealand and Sweden. Even allowing for possible
doubt as to the entire accuracy of the statistics from
the countries studied, and taking into consideration the
varying methods used in computing these rates, it is
evident that the present obstetric practice does not
assure to the women of this country the safety which
they have the right to demand and which we should be
ready and able to give.

The situation in this country in this regard has not
shown any evidence of improvement during the last
ten years. In 1915, the maternal mortality rate in the
United States birth registration area was 6.1 per thou¬
sand live births. In 1920 this rate had increased to
8.0 owing, no doubt, to the undue prevalence of influ¬
enza during that year. Since then there has been a
decrease in the rate to 6.4 in 1925, the net result show¬
ing that the present maternal mortality rate is higher
than it was ten years ago. There is reason to be proud
of the advance that the science of medicine has made
in other directions during the past decade, and certainly
the knowledge and the technic of obstetric procedures
has been increased and improved. It may be assumed,
I think, that we possess all the information regarding
the proper practice of obstetrics that is common in any
other country, and yet the United States today comes

perilously near to being the most unsafe country in
the world for the pregnant woman as far as her chance
of living through childbirth is concerned.

It is therefore desirable that we should attempt to
make a definite study of the present situation and to
determine, if possible, where the fault lies. The pro¬
portionate causes of puerperal deaths give the first and
most important clue. In the death registration area of
the United States during 1921, more than 40 per cent,
or two fifths, of all maternal deaths were due to puer¬
peral septicemia. We are agreed, I am sure, that the
researches of Oliver Wendell Holmes, Pasteur and
Semmelweis have proved that this is a purely prevent¬
able condition, and that with the proper obstetric tech¬
nic the maternal death rate could be at once reduced
by 40 per cent. Twenty-seven per cent of maternal
deaths are due to puerperal albuminuria and convul¬
sions—a condition that in the present state of medical
knowledge may be held to be at least partly preventable.
The same assumption is fair with regard to the 10 per
cent of maternal deaths that are due to instrumental
delivery and surgical procedures including cesarean
section. The remaining 23 per cent of the maternal

Read before the Section on Obstetrics, Gynecology and Abdominal
Surgery at the Seventy-Eighth Annual Session of the American Medical
Association, Washington, D. C., May 18, 1927.

deaths are due to what are called the accidents
of pregnancy, including abortion, ectopie gestation,
puerperal hemorrhage, embolus, puerperal phlegmasia
dolens and certain ill defined causes. In view of this
analysis of the causes of death, it seems fair to assume
that the present maternal death rate could be reduced
at least one half and probably two thirds if the methods
of obstetric practice measured up to the present assured
knowledge of safe procedure.

There have been many reasons advanced to excuse

and explain our failure in this direction. Possibly the
most prominent one has been that referring to the
employment of midwives in many of the states. There
can be no difference of opinion as to the danger
involved in allowing unskilled, ignorant and often dirty
persons to assume the responsibility of obstetric care
and the delivery of pregnant women. In some of the
states, particularly in the South, midwives are of this
class, and they officiate at a large proportion of the
births. In some states a definite effort has been made
to train the midwives, to license them and to keep them
under competent observation and supervision. But
even in those states in which they are extensively
employed, any final assumption as to their responsibility
for the high maternal death rate cannot rest on a casual
study of their methods and the extent of their practice.
For the purpose of this brief study the problem of the

Relation of Meternili Mortality to Delivery by Midwives

Per Cent Maternal
State Births Reported Mortality

by Midwives Rate
Minnesota. 9.4 5.3
Kentucky. 17.7 6.0
Maryland. 18.1 5.8
New Jersey. 21.7 6.4

midwife cannot be given the attention that it deserves,
but there is plenty of evidence available that in many
states women would be without any aid at the time of
childbirth if midwives were not available, and in many
of our cities they still fill a racial and social need. Our
large alien group's are used to employing them in their
native lands and demand their services here. If the
midwife is to be eliminated from her calling, her place
must be filled with those better fitted to serve ; and this
we have so far been unable to do, for the supply of
physicians, particularly in rural communities, and of
available hospital beds for this purpose falls far short
of meeting the need. However, for the present, the
midwife can be considered only in her relation to the
present maternal mortality rate. It is not an easy mat¬
ter to determine what this may be, for few states keep
any statistics on this subject that are worthy of cre¬
dence. But there is one approach which may throw
some light on the subject, and that is the relation of
the number of births cared for by physicians and mid-
wives in some of the states to the total maternal death
rate in the same states.

New Hampshire, Vermont and Oregon all report
that 100 per cent of their births are reported by physi¬
cians and that there are no midwives practicing in
these states. Wyoming reports that 99.2 per cent of
its births are cared for by physicians. Yet New
Hampshire has a maternal mortality rate of 7.1 ;
Vermont a rate of 6.8; Oregon a rate of 7.2, and
Wyoming a rate of 9.0 maternal deaths per thousand
live births. All these rates are higher than that of the
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birth registration area, which is 6.4. .Let us contrast
the showing of these states with that of four others
where the percentage of births reported by midwives
ranges from 9.4 to 21.7. These states and their rates
are as shown in the accompanying table.

These four states have an average maternal mortality
rate of 5.9, which is lower than that of the birth regis¬
tration area and lower than that of the four states first
considered as having practically all their births cared
for by physicians. These comparative data do not
show that the midwife can be held responsible as a

dominant factor in the present high maternal mortality
rate. In this connection it should also be noted that
the proportion of births attended by midwives shows
a definite decline. The United States Children's
Bureau states that a lessening in the number of births
reported by midwives is reported by twenty-two states.

Hospitalization of confinement cases would seem to
be one of the ways in which the elimination of puer¬
peral septicemia might be assured and safe operative-
procedure carried on. But even in our large cities
where hospital care at this time is becoming more com¬

monly accepted, the supply of beds still falls far short
of meeting the need, and in the rural districts there is
the same vital and urgent need of more hospital facili¬
ties for this class of cases as there is for all others.

The three remaining methods of reducing the mater¬
nal mortality rate which seem evident are enforced
reporting of all cases of puerperal septicemia, better
training of medical students in the science of obstetrics,
and the extension of facilities for prenatal care and
supervision.

Sixteen states have laws making puerperal septicemia
a reportable disease, but there is little or no evidence to
show that this information is used in any effective way
by the public health authorities. Robert L. Woodbury *

says that "with alert public health administration the
occurrence of a series of cases of puerperal septicemia
in the practice of a single physician should be entirely
eliminated." We, as physicians, should welcome any
competent aid toward this desirable end.

The urgent need of stressing the importance of
obstetrics as a subject in our medical schools has
already been brought forward by many prominent
obstetricians. With the lure of surgery and other spe¬
cialties, obstetrics has been in a fair way of falling into
disrepute and of offering little attraction to the young
physician. This is reflected in the curriculum of many
medical schools, with the result that obstetrics has had
a tendency to become a minor and not a major subject.
In practice it has not been uncommon for many of us
to use obstetrics as a basis only for a more varied med¬
ical field. Then too, I think, we have too long con¬
sidered childbirth as a normal process. That it should
be so is true, but that it is not is becoming evident.
Our medical students should be equipped to give the
highest standard of obstetric care to every seemingly
normal case, and they must be competent to meet emer¬

gencies with all the skill that the patient has a right to
expect and demand.

Prenatal care has been until very recently the prov¬
ince of public health authorities. Under the provisions
of the Maternity and Infancy Act furthering indepen¬
dent action by the states, prenatal clinics are increasing
in number and there has been a corresponding increase
in public health education of expectant mothers in
methods whereby they may conserve their own' health

1. Woodbury, R. L.: Maternal Mortality, Pub. 158, Children's
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and assure the health of their babies. Such health
facilities are now available to thousands of women who
would otherwise be without this form of instruction
and supervision. We know that even the best form
of prenatal care will not take the place of skilled
obstetrics, but it has been proved that such care during
the period of pregnancy has a decidedly helpful influ¬
ence in reducing the maternal mortality and morbidity
rates wherever it has been tried. In New York City
the department of health reports that the maternal
death rate of women who had been under proper pre¬
natal care (which is held to include the knowledge that
proper obstetric care will be received) was from one
half to two thirds less than the similar rate for the
city as a whole. Similar figures and favorable results
have been reported from Boston and from the
Maternity Association of New York City. The evi¬
dence seems conclusive that a large part of the mater¬
nal death rate may be prevented by this simple and
safe method. Widespread education is needed to
acquaint all expectant mothers with the value of this
health supervision during pregnancy. The demand
having been created, and this demand is increasingly
evident from the education that has already been given,
the final responsibility for more comprehensive and
far-reaching care during the period of pregnancy must
rest with the medical profession. If all obstetricians
and all general practitioners who attend confinement
cases would include continuous prenatal care as a vital
part of their conduct of all obstetric cases, an immediate
and definite decrease in the maternal mortality rate
would be assured.

The limitation placed on the length of this paper
makes any extended discussion of this important sub¬
ject impossible. But the medical profession has never
failed to meet the responsibilities of its science and art.
A joint committee of several of our large national med¬
ical and public health associations is already making a
detailed study of this subject. We may therefore look
forward with optimism to the time when the United
States will take its rightful place among the nations in
this regard and become not the most unsafe but the
safest country in the world for women during the
period of childbirth.

[Editorial Note.—This paper, together with the papers by
Dr. Kosmak and by Dr. Holden, which precede it, and the
papers by Dr. Parker, Drs. Bailey and Williamson and
Dr. Maxwell, to be published next week, constitutes a sym¬
posium on obstetrics and gynecology. The discussion will
follow the papers to be published in our next issue.]

Position of Radiologists.—It is natural that there should
be a wholesome rivalry between the pure clinicians and the
radiologists, analogous to that between the clinicians and the
laboratory workers, as to who shall be regarded as the
decisive makers of the diagnosis ; it is therefore important
that clinicians and radiologists should be in constant touch
and consult frequently on equal terms, each thus acquiring
the special knowledge and perspective of the other. Like the
bacteriologist, the radiologist should form part of the team
for clinical practice and research, and should not be segre¬
gated in his department. The radiologist is the helpful
colleague of the clinician, and they are both judged as regards
their accuracy or mistakes by the conditions found on the
operating table or in the postmortem room ; it is therefore
most essential that the radiologist should, like the clinician,
follow through to final demonstration the cases on which he
has expressed an opinion, and be imbued with pathological
knowledge.—Rolleston, Humphry: The Mackenzie Davidson
Lecture, Brit. M. J'., July 2, 1927.
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