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midwifery’s unique value across different 
communities, the safety and effectiveness 
of midwifery care in improving maternal 
and infant outcomes, the interest of birthing 
people in midwifery care, and the current 
availability of, and access to, midwifery 
services in the United States. We also provide 
recommendations for key decisionmakers in 
public and private sectors to help support 
and increase access to midwifery care. 

Research shows that midwifery care provides 
equal or better care and outcomes compared 
to physician care on many key indicators, 
including higher rates of spontaneous 
vaginal birth, higher rates of breastfeeding, 
higher birthing person satisfaction with care, 
and lower overall costs. Community-based 
and -led midwifery services are especially 
powerful. Yet in the United States, midwives 
attend only about 10 percent of births; in 
nearly all other nations, midwives provide 
the majority of first-line maternity care to 
childbearing people and newborns, with far 
better outcomes. 

Both the maternal mortality rate and the 
much higher severe maternal morbidity rate 
(often reflecting a “near miss” of dying) have 
been increasing, and both reveal inequities 
by race and ethnicity. Relative to white non-
Hispanic women, Black women are more than 
three times as likely – and Indigenous women 
are more than twice as likely – to experience 
pregnancy-related deaths. Moreover, Black, 
Indigenous, Hispanic, and Asian and Pacific 
Islander women disproportionately experience 
births with severe maternal morbidity relative 
to white non-Hispanic women.  

This dire maternal health crisis, which has 
been compounded by the COVID-19 pandemic, 
demands that we mitigate needless harm now.

Fortunately, research shows that there 
are specific care models that can make a 
concrete difference in improving maternity 
care quality and producing better outcomes, 
especially for birthing people of color. One 
of these models is midwifery care. This 
report outlines the evidence that supports 

* We recognize and respect that pregnant, birthing, postpartum, and parenting people have a range of gender 
identities, and do not always identify as “women” or “mothers.” In recognition of the diversity of identities, this 
report gives preference to gender-neutral terms such as “people,” “pregnant people,” and “birthing persons.” In 
references to studies, we use the typically gendered language of the authors.

Executive Summary

Our nation’s maternity care system fails to provide many childbearing people* and newborns 
with equitable, accessible, respectful, safe, effective, and affordable care. More people die per 
capita from pregnancy and childbirth in this country than in any other high-income country 
in the world. Our maternity care system spectacularly fails communities struggling with the 
burden of structural inequities due to racism and other forms of disadvantage, including Black, 
Indigenous, and other communities of color; rural communities; and people with low incomes. 
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•	 Prohibit hospitals from denying 
admitting and clinical privileges to 
midwives as a class.

•	 Require the collection and public 
reporting of data related to health 
inequities, such as racial, ethnic, 
socioeconomic, sexual orientation, 
gender identity, language, and disability 
disparities in critical indicators of 
maternal and infant health – including, 
but not limited to, maternal mortality, 
severe maternal morbidity, preterm 
birth, low birth weight, cesarean birth, 
and breastfeeding.

State and territorial policymakers should:

•	 Ensure that their states license 
and regulate all nationally certified 
midwifery credentials. 

•	 Amend restrictive midwifery and nurse 
practice acts to enable full-scope 
midwifery practice , in line with their 
full competencies and education as 
independent providers who collaborate 
with others according to the health 
needs of their clients.

•	 Mandate reimbursement of midwives 
with nationally recognized credentials 
at 100 percent of physician payment 
levels for the same service in states 
without payment parity.

•	 In states where Medicaid agencies do 
not currently pay for the services of 
licensed midwives holding nationally 
recognized midwifery credentials, 
mandate payment at 100 percent of 
physician payment levels for the same 
services. 

Expanding the availability of midwifery 
care is a cost-effective solution to 
providing higher quality care and better 
birth outcomes. Barriers to this modality 
of care must be eliminated. These 
include: lack of support and funding for 
midwifery education, inconsistent Medicaid 
reimbursement for midwifery services, lack 
of state-level recognition of all nationally 
recognized midwifery credentials, and 
restrictive state practice laws that prohibit 
midwives from practicing to the full scope of 
their competencies and education.

Enabling more birthing people to receive 
care from midwives while diversifying the 
profession of midwifery should be a top 
priority for decisionmakers at the local, 
state, and federal levels. To achieve this, we 
recommend the following:

Federal policymakers should:

•	 Enact the bipartisan Midwives for 
Maximizing Optimal Maternity Services 
(Midwives for MOMS) Act (H.R. 3352 and 
S. 1697 in the 117th Congress) to increase 
the supply of midwives with nationally 
recognized credentials (certified nurse-
midwives, certified midwives, certified 
professional midwives), racially and 
ethnically diversify the midwifery 
workforce, and increase access to care 
in underserved areas.

•	 Mandate equitable payment for 
midwifery services by all federal health 
programs and make certified midwives 
and certified professional midwives 
eligible for federal loan repayment 
from the National Health Service Corps.



4NATIONAL PARTNERSHIP FOR WOMEN & FAMILIES

Private sector decisionmakers, including 
purchasers and health plans, should:

•	 Incorporate clear expectations into 
service contracts about access to, and 
sustainable payment for, midwifery 
services offered by providers with 
nationally recognized credentials.

•	 Educate employees and beneficiaries 
about the benefits of maternity care 
provided by midwives with nationally 
recognized credentials.

•	 Mandate that plan directories maintain 
up-to-date listings for available 
midwives.

In all relevant deliberations, consistently 
engage early and proactively with 
community-based midwives bringing a 
birth justice framework. This involves their 
meaningful decision-making roles in shaping 
policy priorities and strategies, and diverse 
representation that reflects the demographic 
makeup of adversely affected communities. 
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women disproportionately experience 
births with SMM relative to white non-
Hispanic women.8 In 2015, relative to white 
non-Hispanic women, the rate of SMM 
was 2.1 times higher for Black women, 1.3 
times higher for Hispanic women, and 
1.2 times higher for Asian and Pacific 
Islander women.9 From 2012 through 2015, 
Indigenous women experienced 1.8 times 
the SMM rate of white women.10

Many factors drive maternal mortality and 
morbidity and the deep racial, ethnic, and 
geographic inequities in this area. These 
include gaps in health coverage and access 
to care; poor quality care, including implicit 
biases and explicit discrimination; unmet 
social needs, like transportation and time 
off from paid work for medical visits and 
safe and secure housing; and for people of 
color, the effects of contending with systemic 
racism.11 The terrible impacts of these 
inequities are unconscionable, especially 
considering that 60 percent of pregnancy-
related deaths are preventable.12

Rates of maternal death and severe maternal 
morbidity in the United States have been 
worsening instead of improving. In 2019, the 
U.S. maternal mortality rate was 20.1 per 
100,000 live births, a significant increase 
over the maternal mortality rate in 2018 (17.4 
per 100,000 live births).4 Between 1987 and 
2017, pregnancy-related deaths in the United 
States more than doubled – from 7.2 to 17.3 
deaths per 100,000 live births.5 Between 2006 
and 2015, severe maternal morbidity (SMM), 
often reflecting a “near miss” of dying, rose 
by 45 percent, from 101.3 to 146.6 per 10,000 
hospitalizations for birth.6 Following the 2015 
shift to a new clinical coding system (ICD-
10-CM/PCS), SMM continued to show a trend 
of increase, overall and for people of color, 
from 2016 to 2018.7

In communities of color, the crisis is far 
greater. Compared to white non-Hispanic 
women, Black women are more than three 
times as likely – and Native women are 
more than twice as likely – to experience 
pregnancy-related deaths. Moreover, Black, 
Hispanic, and Asian and Pacific Islander 

† We recognize and respect that pregnant, birthing, postpartum, and parenting people have a range of gender 
identities, and do not always identify as “women” or “mothers.” In recognition of the diversity of identities, this report 
gives preference to gender-neutral terms such as “people,” “pregnant people,” and “birthing persons.” In references to 
studies, we use the typically gendered language of the authors.

Improving Maternity Care Through Midwifery

The U.S. maternity care system fails to provide many childbearing people† and newborns with 
equitable, accessible, respectful, safe, effective, and affordable care.1 More people die per 
capita as a result of pregnancy and childbirth in this country than in any other high-income 
nation.2 Our maternity care system spectacularly fails communities struggling with the burden 
of structural inequities due to racism and other forms of disadvantage, including Black, 
Indigenous, and other communities of color; rural communities; and people with low incomes.3
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In nearly all nations, midwives provide first-
line maternity care to childbearing people 
and newborns. However, in the United States, 
the vast majority of births are attended by 
obstetricians, while midwives attend only about 
10 percent of births.13 In the early 20th century, 
pregnancy and childbirth in the United States 
were reframed as medical – even pathological 
– conditions, rather than what in most cases 
was a healthy physiologic life process. Birthing 
shifted from happening at home, attended by 
midwives of all backgrounds and traditions, to 
occurring in hospitals dominated by white men 
who saw childbirth as a medical problem to 
be solved with an array of drugs, treatments, 
and interventions. Medicine’s denigration and 
elimination of Black, Indigenous, immigrant, 
and other community midwives is another 
example of racism pervading our society and 
health care system.14 Both racism15 and gender-
based violence toward birthing people16 have 
been well documented in obstetrics.

In contrast to the medical focus on childbirth 
pathology, physiologic childbirth approaches 
birthing from a more holistic frame that avoids 
unneeded medical interventions. This type of 
care, which is a hallmark of much midwifery 
care, actively supports the innate capabilities 
of birthing people and their fetus or newborn 
for labor, birth, breastfeeding, and attachment. 
Medical interventions are used judiciously, 
as needed, and not as routine practices.17 
Although any type of maternity care provider 
can theoretically offer the midwifery model of 
care and can foster physiologic birth, midwives 
do so most consistently.18 

In the long term, we must transform the 
maternity care system through levers such 
as delivery system and payment reform, 
performance measurement, consumer 
engagement, health professions education, 
and the improvement of the workforce 
composition and distribution. However, our 
dire maternal health crisis, which has been 
compounded by the COVID-19 pandemic, 
demands that we mitigate needless harm now.

Fortunately, research shows that there are 
specific care models that make a concrete 
difference in providing higher quality care 
and improving birth outcomes. Midwifery 
care is one example of better care that we 
must make widely available, especially for 
birthing people and families of color.§

Midwifery in the United States.
Midwifery provides high-quality and high-
value care to childbearing people. In 
general, midwifery is a high-touch, low-tech 
approach to maternity care. The midwifery 
model is based on the core understanding 
that childbearing for most birthing 
people is a healthy process that requires 
protecting, supporting, and promoting 
innate physiologic processes and monitoring 
to identify when higher levels of care are 
needed. It centers the childbearing person 
and family. The midwifery model of care 
emphasizes a trusted relationship, health-
promoting practices, providing information 
that birthing people need to make their 
own care decisions, and personalized care 
tailored to individual needs and preferences.

§ To learn more about three other models of high-quality maternity care – doula support, “community birth” (birth 
centers and planned home births), and community-led perinatal health worker groups – see our foundational 
report, Improving Our Maternity Care Now, at www.nationalpartnership.org/improvingmaternitycare.

http://www.nationalpartnership.org/improvingmaternitycare
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expert care for birthing people. They are 
educated to identify when a birthing person 
needs higher levels of more specialized care 
than midwives can provide.  Midwives may 
consult, share care, transfer care, or transport 
birthing people and newborns to specialty 
care when higher risks and complications 
emerge.24 Most births in the United States 
occur in hospitals, and most midwives 
attend births in hospitals. However, nearly all 
maternity care providers in birth center and 
home birth settings are midwives.25

The United States has three nationally 
recognized midwifery credentials with 
education programs recognized by the 
U.S. Department of Education: certified 
nurse-midwives (CNMs), certified midwives 
(CMs), and certified professional midwives 
(CPMs). The latter two credentials were 
recognized more recently, in the 1990s. All 
three credentials are accredited by the 
National Commission for Certifying Agencies, 
the accrediting body of the Institute for 
Credentialing Excellence.

Both CNMs and CMs have completed 
graduate-level midwifery training accredited 
by the Accreditation Commission for 
Midwifery Education (ACME). Both sit for 
the same national certification exam 
administered by the American Midwifery 
Certification Board (AMCB). CNMs are 
required to hold a nursing degree in addition 
to their midwifery training, while CMs are 

The midwifery model of care is less 
pathology-focused and procedure-intensive 
than medical approaches to care of birthing 
people. For example, midwives regularly 
use non-pharmacologic tools to help 
manage pain, such as tubs and showers, 
hot and cold compresses, exercise balls, 
and massage. Hospital-based midwives 
also have access to epidural analgesia and 
other technologies. Dependent on hospital 
protocols and culture of practice, as well as 
the needs and preferences of people with 
hospital births, the overall style of practice 
of hospital-based midwives can involve more 
interventions than midwives practicing in 
birth centers and at home.19 

Just as in the broader society and health 
care system, racism is present in midwifery. 
Since the transition to obstetric and 
hospital dominance, midwifery has been 
a disproportionately white profession.20 
Efforts to combat racism in midwifery and 
diversify the profession are underway.21 
Culturally congruent community-based and 
-led models of midwifery care are especially 
powerful.22 The work of groups such as 
the National Black Midwives Alliance and 
other birth justice organizations brings 
an essential lens for conducting analysis, 
reclaiming suppressed traditions, and 
healing racial harm and trauma.23

As in other countries, U.S. midwives holding 
nationally recognized credentials provide 

As in other countries, U.S. midwives holding nationally 
recognized credentials provide expert care for birthing people.
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clinical and academic competencies and 
sit for the national certification exam 
administered by the North American Registry 
of Midwives (NARM). The CPM credential 
is competency-based; demonstrating 
achievement of the competencies is 
required, while a degree is not. Nonetheless, 
about half of all CPMs practicing in the 
United States hold a bachelor’s degree or 
higher.28 Five of the MEAC-accredited schools 
confer a diploma, and five confer associate, 
bachelor’s, or master’s degrees.29 Currently, 
34 states and the District of Columbia have 
a path to CPM licensure, with ongoing efforts 
for legal recognition in the remaining states 
and U.S. territories. Medicaid covers CPM 
services in 16 jurisdictions.30 

not. They both provide care in all three 
birth settings (hospitals, birth centers, and 
homes). While CNMs are licensed to practice 
and are Medicaid and Medicare providers in 
all jurisdictions, CMs are currently recognized 
in only nine states and can be paid by 
Medicaid in four.26

The CPM credential requires knowledge and 
experience in community birth – that is, 
care in birth centers or homes.27 Midwives 
qualify to become CPMs through graduating 
from a school accredited by the Midwifery 
Education Accreditation Council (MEAC) or by 
completing the Portfolio Evaluation Process 
(PEP). Regardless of route of education, 
all CPMs are required to achieve the same 

Midwives with Nationally Recognized Credentials: 
CNMs, CMs and CPMs31

Credential Degree Setting Legal recognition
Medicaid 
coverage

Certified 
nurse- 
midwife (CNM)

RN + master’s 
degree

Hospital, birth 
center, home

All states, DC,
U.S. territories*

Yes, by federal 
statute

Certified 
midwife (CM)

Bachelor’s + 
master’s degree

Hospital, birth 
center, home

9 states: DE, HI, 
ME, MD, NJ, NY, 
OK, RI, VA

4 states: ME, MD, 
NY, RI

Certified 
professional 
midwife (CPM)

High school 
diploma or 
equivalent; may 
earn certificate, 
associate’s, 
bachelor’s, or 
master’s degree

Birth center, 
home

34 states + DC (all 
except CT, GA, IA, 
IL, KS,
MA, MO, MS, ND,
NE, NC, NY, NV, 
OH, PA, WV, and 
U.S. territories)

15 states + DC: AK, 
AZ, CA, DC, FL, ID, 
MN (birth centers 
only), NH, NM, 
OR, SC, TX (birth 
centers only), VA, 
VT, WA, and WI

*The U.S. territories are American Samoa, Guam, the Northern Mariana Islands, Puerto Rico, and the U.S. Virgin 
Islands.
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Midwifery care provides equal  
or better outcomes compared to  
usual care
Several systematic reviews** have compared 
the care and outcomes of midwives and 
physicians. Compared to physician care, 
midwifery care resulted in:

•	 Increased use of intermittent 
auscultation (instead of continuous 
electronic fetal monitoring)

•	 Less use of epidural or spinal analgesia

•	 Less use of pain medication overall

•	 Fewer episiotomies

•	 Increased spontaneous vaginal birth 
(with neither forceps nor vacuum)

•	 More vaginal births after a cesarean

•	 Greater initiation of breastfeeding

•	 Better psychological experience 
(e.g., sense of control or confidence, 
satisfaction)

•	 Lower costs

Physicians and midwives produced similar 
results with regard to:

•	 Use of IV fluids in labor

•	 Maternal hemorrhage (excess bleeding)

•	 Signs of fetal distress in labor

•	 Condition of newborn just after birth

•	 Admission to a neonatal intensive care 
unit (NICU)

•	 Fetal loss or newborn death

For some indicators, systematic reviews varied 
in their conclusions. Compared to physicians, 
midwives had similar or better results for:

•	 Hospitalization in pregnancy

•	 Preterm birth

•	 Low birth weight

•	 Labor induction

•	 Use of medicine to speed labor

•	 Cesarean birth32 

Other researchers have found that states 
that have more fully integrated midwifery 
care tend to have better maternal and infant 
health outcomes. More integrated states 
(measured by indicators such as regulation 
of the profession, Medicaid payment for their 
services, and the degree to which regulations 
support autonomous practice) were more 
likely to report higher rates of physiologic 
childbearing, lower rates of cesarean and 
other obstetric interventions, lower risk of 
adverse newborn outcomes (preterm birth, 
low birth weight, and infant mortality), and 
increased breastfeeding both at birth and at 
six months postpartum.33 

Similarly, the availability of midwifery care at 
the hospital level has been associated with 
less use of labor induction, medication to 
speed labor, and cesarean birth, and greater 
likelihood of vaginal birth, including vaginal 
birth after a cesarean, than hospitals with 
physician-only maternity services.34

 

** A systematic review is a method of assessing the weight of the best available evidence about possible benefits and 
harms of interventions or exposures. An investigation by the Institute of Medicine found that this rigorous methodology 
is the best way of “knowing what works in health care.” Institute of Medicine. Knowing What Works in Health Care: A 
Roadmap for the Nation. (Washington, DC: The National Academies Press, 2008), https://doi.org/10.17226/12038

https://doi.org/10.17226/12038
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control, confidence, and satisfaction than 
people who received physician-led care.38 

In addition, midwives who provide racially 
centered or congruent care can offer 
childbearing people of color valued support 
through their focus on racial justice and 
commitment to combating inequity, care that 
is likely to be experienced as physically and 
emotionally safe.39 Increasing the diversity of 
the midwifery profession would enable more 
birthing people of color to obtain high-quality 
care that helps mitigate the racism embedded 
in maternity and other types of health care.40 

Birthing people’s interest in midwifery care 
far exceeds their current access and use. For 
example, in the population-based Listening 
to Mothers in California survey, six times as 
many participants with 2016 births indicated 
an interest in midwifery care should they 
give birth in the future, compared to people 
who actually received midwifery care. A 
total of 54 percent expressed some degree 
of interest, with 17 percent stating they 
would definitely want midwifery care, and 
37 percent stating they would consider this 
type of care provider. Interest was especially 
high among Black women (66 percent), 
and interest among women with Medi-Cal 
(California’s Medicaid program) was similar 
to that of women with private insurance.41

Higher percentages of midwife-attended 
births at hospitals have been associated with 
lower rates of cesarean birth and episiotomy.35 

In light of the intractable maternal health crisis 
plaguing the country, investing more resources 
in training and supporting high-quality, high-
value midwifery care is a powerful strategy 
for rapidly expanding access to effective 
maternity care services. Compared to the time 
and money it takes to train an obstetrician or 
family physician, midwives can be educated to 
serve pregnant people and their families more 
quickly and at a lower cost.36 Thus, midwifery is 
an expedient pathway to a more diverse cadre 
of maternity care providers that more closely 
mirrors the racial and ethnic composition of 
childbearing people.

People have positive experiences 
with midwifery care and interest in 
using it is high
In recent years, concerns about disrespectful 
maternity care have come to the fore, and 
many childbearing people – including those 
with tragic outcomes – have reported being 
ignored, having their concerns dismissed, 
not having choices in care, and otherwise 
being mistreated.37 Two systematic reviews 
found that people who received midwifery 
care were more likely to report feeling more 

Midwives who provide racially centered or congruent care 
can offer childbearing people of color valued support 
through their focus on racial justice and commitment to 
combating inequity, care that is likely to be experienced as 
physically and emotionally safe.
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Spotlight on Success
MERCY BIRTHING CENTER
The Mercy Birthing Center illustrates the potential of a flourishing midwifery-led unit 
within a hospital. The center is a separate unit operated by CNMs within Mercy Hospital St. 
Louis. It was established in response to women’s growing interests in receiving support for 
physiologic childbearing.42 
 
The homelike center includes four birthing suites with tubs and showers, a central living room 
and kitchen, an area for classes, and rooms for prenatal and postpartum and newborn visits.43 
The center offers comfort measures as well as nitrous oxide (“laughing gas”) to help women 
cope with labor. The midwives use handheld devices for monitoring the fetal heart status 
(“intermittent auscultation”). In contrast to many typical hospital settings, laboring women are 
free to eat, drink, and move about, according to their interest, and to give birth in their position 
of choice. If they need higher levels of care (for example, an epidural or continuous electronic 
fetal monitoring) or develop a complication or concern, their midwife can accompany them 
upstairs to the standard labor unit and continue to care for them there. Care by obstetricians 
and maternal-fetal medicine specialists is available if needed.44 

The center’s care and outcomes contrast sharply with standard hospital birthing care:

•	 Their cesarean rate is 70 percent lower than that national average (less than one out of 
10 births, compared to one in three).

•	 Their rate of vaginal births after a cesarean (VBAC) among women planning to have 
one is up to 40 percent higher (84 percent compared to usual rates of 60 to 80 percent, 
depending on the study).45

•	 Their episiotomy rate is only 0.4 percent, compared to 6.9 percent among hospitals 
reporting in 2018 – more than 17 times higher.46

•	 Their epidural rate was 6.4 percent, versus 75 percent nationally in 2019.47

•	 Their labor induction rate (8.7 percent) was 68 percent lower than national rates 
reported on 2019 birth certificates.ǂ, 48 
  

In addition to these excellent clinical outcomes, 100 percent of their clients reported they 
would recommend this care to friends.

11 ǂ It is important to note that birth certificates are known to greatly undercount inductions. For example, 
women in California who gave birth in 2016 reported a rate of 40 percent.
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process undertaken by leading midwifery 
organizations points the way to robust, 
woman-centered midwifery legislation.51

Another factor that limits the supply of 
midwives is the lack of consistent, systemic 
support for midwifery education and 
educators, including preceptors, parallel to 
Medicare’s support for medical residencies. 
As a result, the burden on midwifery 
educators (as well as student tuitions) and 
on preceptors is great. This is also a limiting 
factor in the availability of midwives to 
share their distinctive knowledge and first-
line approaches to maternal-newborn care 
with medical students and trainees, and 
nursing and other students.52 The Further 
Consolidated Appropriations Act of 2020 
included $2.5 million for this purpose, and a 
bill introduced in the current Congress would 
greatly expand support for CNM, CM, and 
CPM accredited education. Both initiatives 
are grounded in an equity framing to help 
with the crucial goals of diversifying the 
midwifery profession and improving the 
geographic distribution of midwives.

Another barrier to increased access to 
midwifery care is the time intensiveness 

Access to midwifery care is limited
Despite the clear value of midwifery care, 
especially as a pathway to help solve the 
nation’s maternal health crisis and obtain 
better outcomes for birthing people and 
infants, there are significant limitations to its 
availability. One indicator of limited access is 
the gap between the number of people who 
say they are interested in midwifery care – 
the majority – and the number who actually 
use it, which is roughly one in 10. Another 
indicator of lack of access is that in 2017, 55 
percent of U.S. counties did not have a single 
practicing certified nurse-midwife or certified 
midwife. Moreover, roughly one in three U.S. 
counties that year were considered maternity 
care deserts, meaning that the county had 
neither an obstetrician-gynecologist, nor a 
nurse-midwife, nor a hospital maternity unit.49

The American College of Obstetricians and 
Gynecologists recommends increasing the 
number of midwives as an essential strategy 
to solve this access crisis.50 The availability 
of midwifery care is influenced by the supply 
and distribution of midwives and birthing 
facilities. CMs are only licensed in nine states, 
and CPMs still are not licensed in 16 states 
and U.S. territories. A model legislation 

Despite the clear value of midwifery care, especially as 
a pathway to help solve the nation’s maternal health 
crisis and obtain better outcomes for birthing people and 
infants, there are significant limitations to its availability.
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scope of their education and competencies. 
Although certified nurse-midwives are 
licensed to practice and reimbursed by 
Medicaid in all 50 states, the District of 
Columbia, and the U.S. territories, many 
practice acts place unnecessary restrictions 
on these autonomous practitioners. These 
include written agreements with physicians 
and even requirements for physician 
supervision (Figure 1). 

Among the nine states that currently 
regulate certified midwives, Medicaid pays 
for their services in just four states, and 
just four states authorize them to practice 
according to the full scope of their education 
and competencies. Restrictions include 
requirements for written agreements with 
physicians, failure to authorize prescriptive 
authority, and limiting practice to just 
community-based maternity services 
versus the primary care, well-woman care, 
and hospital-based services within their 
competencies and education (Figure 2).

Currently, 16 states and the U.S. territories do 
not regulate certified professional midwives. 
Among the jurisdictions that legally recognize 
them, Medicaid programs do not pay them in 
19 states (Figure 3). Current statutes authorize 
highly variable scopes of practice. 56

of this relationship-based model of person-
centered care. Midwifery care often involves 
longer office visits and significantly more time 
waiting for labor to progress naturally, rather 
than accelerating it with medications and 
procedures, so providing adequate payment 
can be a challenge. Across states, Medicaid 
payment for CNMs/CMs ranges from 70 percent 
to 100 percent of physician payment for 
the equivalent service.53 However, Medicaid 
payment levels vary widely and the average 
payment for CNMs/CMs is just 65 percent of the 
CNM Medicare fee schedule rate.54

Lastly, unnecessarily restrictive practice acts 
that, for example, require these independent 
professionals to have physician supervision 
or a collaborative practice agreement, limit 
their prescriptive authority, or limit their 
reimbursement, are associated with reduced 
midwifery practice, and thus appear to limit 
the access of birthing people to midwifery care. 
For example, compared with restricted scope 
of practice, full scope is associated with more 
than twice as many CNMs/CMs per women 
of reproductive age and per total births, and 
fewer counties with no CNMs/CMs.55 

Policymakers can take many steps to increase 
access to midwives and the freedom of 
midwives to practice according to the full 
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Source: 
American College of Nurse-Midwives. "Quick Reference: Practice Environments for Certified Nurse-Midwives as of April 2021,"  
https://campaignforaction.org/wp-content/uploads/2021/01/certified-nurse-midwives-Practice-Environment-4-2021.pdf

Note: Certified nurse-midwives are licensed to practice and reimbursed by Medicaid and Medicare in all 
50 states and the District of Columbia.

https://campaignforaction.org/wp-content/uploads/2021/01/certified-nurse-midwives-Practice-Environment-4-2021.pdf
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Sources 
1. American College of Nurse-Midwives, “The Credential CNM and CM,” accessed July 1, 2021, https://www.midwife.org/The-Credential-
CNM-and-CM 
2. Karen Jefferson, American College of Nurse-Midwives, email message to author, July 7, 2021.

https://www.midwife.org/The-Credential-CNM-and-CM
https://www.midwife.org/The-Credential-CNM-and-CM
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Sources: 
1. Institute for Medicaid Innovation, “Improving Maternal Health Access, Coverage, and Outcomes in Medicaid: A Resource for State 
Medicaid Agencies and Medicaid Managed Care Organizations,” 2020, https://www.medicaidinnovation.org/_images/content/2020-IMI-
Improving_Maternal_Health_Access_Coverage_and_Outcomes-Report.pdf 
2. North American Registry of Midwives, “Direct Entry Midwifery State-by-State Legal Status,” April 18, 2021, http://narm.org/pdles/
Statechart.pdf 
3. Mary Lawlor, National Association of Certified Professional Midwives, email message to author, July 8, 2021

https://www.medicaidinnovation.org/_images/content/2020-IMI-Improving_Maternal_Health_Access_Coverage_and_Outcomes-Report.pdf
https://www.medicaidinnovation.org/_images/content/2020-IMI-Improving_Maternal_Health_Access_Coverage_and_Outcomes-Report.pdf
http://narm.org/pdles/Statechart.pdf
http://narm.org/pdles/Statechart.pdf
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Midwives have a distinctive, dignifying, person-centered, skilled model of care 
and an exemplary track record. They are an important part of the solution to the 
nation’s need for a higher-performing maternity care system and shortage of 
maternity care providers. However, there are barriers to enabling more childbearing 
people and families to experience benefits of midwifery care and to diversifying the 
profession of midwifery.

Federal policymakers should:

•	 Enact the Midwives for Maximizing Optimal Maternity Services (Midwives 
for MOMS) Act (H.R. 3352 and S. 1697 in the 117th Congress). This bipartisan 
bill would increase the supply of midwives with nationally recognized 
credentials (CNMs, CMs, CPMs) by supporting students, preceptors, and 
schools and programs. It would give funding preference to programs 
supporting students who would diversify the profession and who intend to 
practice in underserved areas.

•	 Mandate equitable payment for services of CMs and CPMs recognized 
in their jurisdiction by Medicaid, the Child Health Insurance Program 
(CHIP), TRICARE (the military health care program), the Veterans Health 
Administration (VHA), the Indian Health Service (IHS), and Commissioned 
Corps of the U.S. Public Health Service, and make CMs and CPMs eligible to 
qualify for federal loan repayment from the National Health Service Corps.

•	 Mandate that hospitals cannot deny admitting and clinical privileges to 
midwives as a class.

•	 Require the collection and public reporting of data related to health inequities, 
such as racial, ethnic, socioeconomic, sexual orientation, gender identity, 
language, and disability status in critical indicators of maternal and infant 
health – including, but not limited to, maternal mortality, severe maternal 
morbidity, preterm birth, low birth weight, cesarean birth, and breastfeeding.

RECOMMENDATIONS TO INCREASE 
ACCESS TO MIDWIFERY CARE
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•	 In all relevant deliberations, consistently engage early and proactively 
with community-based midwives bringing a birth justice framework. 
This involves their meaningful decision-making roles in shaping 
federal policy priorities and strategies, and diverse representation that 
reflects the demographic makeup of adversely affected communities.

State and territorial policymakers should:

•	 In jurisdictions that currently fail to recognize them, enact CM and CPM 
licensure. For CMs, these include all of the territories, the District of 
Columbia, and all states except Delaware, Hawaii, Maine, Maryland, New 
Jersey, New York, Oklahoma, Rhode Island, and Virginia. Jurisdictions that 
have yet to recognize CPMs through licensure are: Connecticut, Georgia, 
Iowa, Illinois, Kansas, Massachusetts, Missouri, Mississippi, North Dakota, 
Nebraska, North Carolina, New York, Nevada, Ohio, Pennsylvania, West 
Virginia, and all U.S. territories.

•	 Amend unnecessarily restrictive midwifery practice acts to enable 
full-scope midwifery practice, in line with their full competencies 
and education as independent providers who collaborate with others 
according to the health needs of their clients.

•	 Mandate reimbursement of midwives with nationally recognized 
credentials at 100 percent of physician payment levels for the same 
service in states without payment parity.

•	 In states where Medicaid agencies do not currently pay for services of CMs 
and CPMs licensed in their jurisdiction, mandate payment at 100 percent 
of physician payment levels for the same services. Currently, Delaware, 
Hawaii, New Jersey, Oklahoma, and Virginia recognize CMs but do not pay 
for their services through Medicaid. States that regulate CPMs yet fail to 
pay for their services through Medicaid are: Alabama, Arkansas, Colorado, 
Delaware, Hawaii, Kentucky, Louisiana, Maryland, Maine, Michigan, 
Minnesota (does not pay for home birth services), Montana, New Jersey, 
Oklahoma, Rhode Island, South Dakota, Tennessee, Texas (does not pay 
for home birth services), Utah, and Wyoming.
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•	 In all relevant deliberations, consistently engage early and proactively 
with community-based midwives bringing a birth justice framework. 
This involves their meaningful decision-making roles in shaping state 
and local policy priorities and strategies, and diverse representation 
that reflects the demographic makeup of adversely affected 
communities.   

Private sector decisionmakers, including purchasers and health 
plans, should:

•	 Incorporate clear expectations into service contracts about access to, 
and sustainable payment for, midwifery services offered by providers 
with nationally recognized credentials.

•	 Educate employees and beneficiaries about the benefits of maternity 
care provided by midwives with nationally recognized credentials.

•	 Mandate that plan directories maintain up-to-date listings for 
available midwives.

•	 In relevant policy deliberations, consistently engage early and 
proactively with community-based midwives bringing a birth justice 
framework. This involves their meaningful decision-making roles in 
shaping private sector policy priorities and strategies, and diverse 
representation that reflects the demographic makeup of adversely 
affected communities.
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Resource Directory 

Midwifery Care

•	 21-Point Black Midwives Care© Model 
Jamarah Amani, for the National Black Midwives Alliance, a Project of the Southern Birth 
Justice Network, 2021, https://blackmidwivesalliance.org/resources

•	 Assessing Health Outcomes by Birth Settings 
National Academies of Sciences, Engineering, and Medicine. https://www. 
nationalacademies.org/our-work/assessing-health-outcomes-by-birth-settings

•	 Community-Based Doulas and Midwives: Key to Addressing the Maternal Health Crisis 
Nora Ellmann, Center for American Progress, April 14, 2020, https://www.americanprogress.
org/issues/women/reports/2020/04/14/483114/community-based-doulas-midwives/

•	 Improving Birth Outcomes and Lowering Costs for Women on Medicaid: Impacts of 
‘Strong Start For Mothers and Newborns’ 
L. Dubay, I. Hill, B. Garrett, F. Blavin, E. Johnston, E. Howell, J. Morgan, B. Courtot, S. Benatar, 
and C. Cross-Barnet, Health Affairs, June 2020, https://doi.org/10.1377/hlthaff.2019.01042

•	 Improving Maternal Health Access, Coverage, and Outcomes in Medicaid: A Resource for 
State Medicaid Agencies and Medicaid Managed Care Organizations 
Jennifer E. Moore, Karen E. George, Chloe Bakst, and Karen Shea. Institute for Medicaid 
Innovation, 2020, https://www.medicaidinnovation.org/_images/content/2020-IMI- 
Improving_Maternal_Health_Access_Coverage_and_Outcomes-Report.pdf

•	 Mapping Integration of Midwives across the United States: Impact on Access, Equity, and 
Outcomes 
Saraswathi Vedam, Kathrin Stoll, Marian MacDorman, Eugene Declercq, Renee Cramer, 
Melissa Cheyney, Timothy Fisher, et al. PLoS One, February 21, 2018, https://doi.org/10.1371/ 
journal.pone.0192523

•	 Maximizing Midwifery to Achieve High-Value Maternity Care in New York 
Nan Strauss. Choices in Childbirth, 2018, https://everymothercounts.org/wp-content/ 
uploads/2018/10/MaxiMiNY_Final_5_3_18.pdf

•	 Midwifery Series 
The Lancet. June 23, 2014, https://www.thelancet.com/series/midwifery

•	 Midwifery = High Value Maternity Care 
Every Mother Counts. May 2018, https://everymothercounts.org/wp-content/ 
uploads/2018/10/Midwifery_High_Value_Maternity_Care_5_3_18_2-sided_Final.pdf

https://blackmidwivesalliance.org/resources
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https://doi.org/10.1371/journal.pone.0192523
https://doi.org/10.1371/journal.pone.0192523
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https://everymothercounts.org/wp-content/uploads/2018/10/MaxiMiNY_Final_5_3_18.pdf
https://www.thelancet.com/series/midwifery
https://everymothercounts.org/wp-content/uploads/2018/10/Midwifery_High_Value_Maternity_Care_5_3_18_2-sided_Final.pdf
https://everymothercounts.org/wp-content/uploads/2018/10/Midwifery_High_Value_Maternity_Care_5_3_18_2-sided_Final.pdf
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•	 More Midwife-Led Care Could Generate Cost Savings and Health Improvements 
Katy B. Kozhimannil, Laura Attanasio, and Fernando Alarid-Escudero. University of 
Minnesota School of Public Health, November 2019, https://www.sph.umn.edu/sph-2018/ 
wp-content/uploads/docs/policy-brief-midwife-led-care-nov-2019.pdf

•	 Opportunities to Advance Midwifery-Led Models of Care: A Checklist for Medicaid 
Stakeholders 
Institute for Medicaid Innovation. https://www.medicaidinnovation.org/_images/content/
IMI-Midwifery_Stakeholder_Checklist-2021.pdf 

•	 PBGH Midwifery Initiatives 
Pacific Business Group on Health. https://www.pbgh.org/midwifery

Midwifery Organizations

•	 American College of Nurse-Midwives (ACNM) 
https://www.midwife.org 

•	 Center for Indigenous Midwifery 
https://www.indigenous-midwifery.org/

•	 National Association of Certified Professsional Midwives (NACPM) 
https://nacpm.org/ 

•	 National Black Midwives Alliance 
https://blackmidwivesalliance.org/ 

Reproductive and Birth Justice

•	 2020 Birth Justice Fund Docket 
Groundswell Fund, https://groundswellblueprint.org/wp-content/uploads/GSF_
BirthJusticeDocket_2020_F.pdf

•	 Birth Justice Bill of Rights  
Southern Birth Justice Network, https://southernbirthjustice.org/birth-justice

•	 The Birth Equity Agenda: A Blueprint for Reproductive Health and Wellbeing 
Joia Crear-Perry. National Birth Equity Collaborative, June 16, 2020, https://birthequity.org/
resources/birth-equity-agenda/ 

•	 A Black Mama’s Guide to Living and Thriving 
Mamatoto Village. 2020, https://www.mamatotovillage.org/viewguide.html

•	 Black Birthing Bill of Rights 
National Association to Advance Black Birth, https://thenaabb.org/black-birthing-bill-of-
rights/
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Haile Eshe Cole, Paula X. Rojas, and Jennie Joseph. National Perinatal Task Force, March 
2018, https://perinataltaskforce.com/wp-content/uploads/2021/06/Groundswell_Report_
final_online.pdf

•	 Reproductive Justice 
SisterSong Women of Color Reproductive Justice Collective, https://www.sistersong.net/
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Physiologic Childbearing and Preferences of Birthing People

•	 Hormonal Physiology of Childbearing: Evidence and Implications for Women, Babies, and 
Maternity Care 
National Partnership for Women & Families, 2015, http://www.nationalpartnership.org/ 
physiology

•	 Supporting Healthy and Normal Physiologic Childbirth: A Consensus Statement by ACNM, 
MANA, and NACPM 
American College of Nurse-Midwives, Midwives Alliance of North America, and National 
Association of Certified Professional Midwives. The Journal of Perinatal Education, Winter 
2013, https://doi.org/10.1891/1058-1243.22.1.14

•	 What Matters to Women: A Systematic Scoping Review to Identify the Processes and 
Outcomes of Antenatal Care Provision That Are Important to Healthy Pregnant Women

•	 S. Downe, K. Finlayson, Ö. Tunçalp, and A. Metin Gülmezoglu. BJOG: An International Journal 
of Obstetrics and Gynaecology, December 24, 2015, https://doi.org/10.1111/1471-0528.13819

•	 What Matters to Women During Childbirth: A Systematic Qualitative Review 
S. Downe, K. Finlayson, O.T. Oladapo, M. Bonet, and A.M. Gülmezoglu. PLoS One, April 17, 
2018, https://doi.org/10.1371/journal.pone.0194906

•	 What Matters to Women in the Postnatal Period: A Meta-Synthesis of Qualitative Studies 
K. Finlayson, N. Crossland, M. Bonet, and S. Downe. PLoS One, April 22, 2020, https://doi.
org/10.1371/journal.pone.0231415

Advancing Practice and Research

•	 Black Maternal Health Research Re-Envisioned: Best Practices for the Conduct of Research 
With, For, and By Black Mamas 
Black Women Scholars and the Research Working Group of the Black Mamas Matter 
Alliance, Harvard Law & Policy Review, Summer 2020. https://doi.org/10.1016/j.
semperi.2020.151267 
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Raising the Bar Expert Advisory Group. August 2021, http://www.rtbhealthcare.org 

•	 Evidence-Informed and Community-Based Recommendations for Improving Black 
Maternal Health 
Ebonie Megibow, Peace Gwam, Dawn Godbolt, Alise Powell, and Joia Crear-Perry. Urban 
Institute, April 2021. https://www.urban.org/sites/default/files/publication/104088/
evidence-informed-and-community-based-recommendations-for-improving-black-
maternal-health_1.pdf 

•	 Positive Deviance to Address Health Equity in Quality and Safety in Obstetrics 
Elizabeth A. Howell, Zainab N. Ahmed, Shoshanna Sofaer, and Jennifer Zeitlin. 
Clinical Obstetrics and Gynecology, September 2019. https://doi.org/10.1097/
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•	 Reversing the U.S. Maternal Mortality Crisis 
The Aspen Health Strategy Group, 2021, https://www.aspeninstitute.org/wp-content/
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The National Partnership for Women & Families 
For 50 years, the National Partnership for Women & Families has worked to advance 
every major policy impacting the lives of women and families. The National Partnership 
works for a just and equitable society in which all women and families can live with 
dignity, respect, and security; every person has the opportunity to achieve their potential; 
and no person is held back by discrimination or bias. The National Partnership’s robust 
maternal health programming focuses on transforming the maternity care system to 
be equitable and high-performing, and effectively and respectfully meeting the current 
needs of childbearing families, especially those experiencing the ongoing effects of 
centuries of racist and inequitable social policies and conditions.

American College of Nurse-Midwives 
The American College of Nurse-Midwives (ACNM) is the professional association 
that represents advanced practice midwives (Certified Nurse-Midwives and Certified 
Midwives) in the United States. ACNM’s members are primary health care clinicians who 
provide evidence-based midwifery care for women and gender-nonconforming people 
throughout the lifespan, with an emphasis on pregnancy, childbirth, gynecologic, 
and reproductive health care. ACNM works to promote equity, diversity, and inclusion 
throughout the midwifery profession and across the care continuum to ensure better 
health care outcomes for the people midwives serve. The ACNM and its members stand 
for increasing access to advanced practice midwives and midwifery-led care models 
and support policy solutions that ensure guaranteed health coverage and access to a 
full range of sexual and reproductive health services. 

National Association of Certified Professional Midwives 
The National Association of Certified Professional Midwives (NACPM) represents 
Certified Professional Midwives (CPMs) in the U.S. As holders of one of three nationally 
recognized midwife credentials, CPMs are primary perinatal care providers. They 
provide unique and critical access to normal physiologic birth, which profoundly 
benefits birthing people and their newborns. As community-based midwives offering 
care in homes and free-standing birth centers, CPMs have a vital role to play in 
providing services in communities most affected by inequities in birth outcomes, 
where the need is most urgent, the outcomes the poorest, and services currently most 
limited. Founded in 2001, NACPM directs its influence toward improving outcomes for 
all childbearing people and their infants; developing, strengthening, and diversifying 
the profession; and informing public policy with the values inherent in CPM care. 

National Black Midwives Alliance  
The National Black Midwives Alliance is the only professional alliance of Black 
midwives in the United States. Its goal is to have a representative voice at the national 
level that clearly outlines the various needs of Black midwives. The alliance represents 
all pathways to midwifery, including traditional, licensed, student, and retired Black 
midwives representing a range of practice experience from hospital and clinic, to 
home and birth center settings. NBMA’s objectives include increasing the number of 
Black midwives and access to Black midwives so as to have more providers who can 
impact perinatal health disparities, raising public awareness about the existence and 
contributions of Black midwives, and eliminating barriers to the profession while 
supporting educational pathways for Black student midwives.
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